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INTRODUCTION
Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the VHA National Center for Ethics in Health Care and a physician at the VA NY Harbor Healthcare system. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Center provides an opportunity for regular education and open discussion of 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. 
The follow-up announcement for last months call on JCAHO preparation was delayed, it should be out within a day or so, we're sorry for any inconvenience this has caused! Hopefully we'll get the follow-up for this call out within our usual time frame.

Remember, CME credits are available for listeners of this call. To get yours go to http://vaww.ees.aac.va.gov.

Ground Rules: As we proceed with today's discussion on Strategies to Make Advance Health Care Planning More Effective Consent, I need to briefly review the overall ground rules for the National Ethics Teleconferences:

· We ask that when you talk, 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: 

· 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 

· Lastly, please remember that these Ethics Teleconference calls 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.

Today's presentation will cover the ethical grounding for advance health care planning, highlight barriers to advance care planning, and discuss approaches to improve the effectiveness advance care planning. To begin today's presentation I would like to head to Seattle, WA and call on my good friend and colleague, Dr. Robert Pearlman.  Dr Pearlman is a geriatrician, and the Chief of the Ethics Center's Evaluation Service. He is widely published in the area of advance health care planning and many other issues related to clinical ethics. 
PRESENTATION
Dr. Pearlman: 
Defining Advance Health Care Planning

Advance health care planning is a communication process that enables a patient to give directions about future medical care consistent with personal preferences and values, and/or to designate another person(s) to make medical decisions in the event that the patient loses decision-making capacity. Advance directives are the means to document the results of thoughtful advance health care planning, and may include living wills, durable powers of attorney, or similar documents expressing the individual's preferences.

Ethical foundations of Advance Health Care Planning

· First, autonomy or the right to self-determination.  These are reflections of the Western conception of respect for persons.

· Second, beneficence and non-maleficence.  Patient centered goals and patient centered care promote good outcomes, and minimizing over- and under-treatment reduces harms.

Regulatory guidelines of Advance Care Planning

· Patient Self-Determination Act of 1991

The key provisions of the Patient Self-Determination Act (PSDA, 1991) are:

(a) every health care facility which receives Medicare or Medicaid funding must give each incoming patient a statement of rights in regard to making health care decisions, 

(b) the health care facility must also ask patients and document if they have advance directives, and 

(c) the facility must explain to the patient its own and relevant state policies.

· Joint Commission for the Accreditation of Healthcare Organizations (JCAHO)  

JCAHO requires that health care organizations have mechanisms to address advance directives and assist interested patients in formulating them.  Hospitals also have to ensure that health care professionals and designated representatives honor the directives within the limits of the law and the organization’s mission, philosophy, and capabilities.

· VHA policy on Advance Health Care Planning

In Handbook 1004.2, Advance Health Care Planning, the same principles and requirements are spelled out.  It is noteworthy that the VHA recognizes properly executed VA Durable Power of Attorney for Health Care (DPAHC) and Living Will forms, and state-authorized documents or advance health care planning to the extent that they do not direct any action contrary to VA policy.

· Information Letter issued by the Under Secretary for Health pertaining to Advance Proxy Planning (Date)


Advance proxy planning is a process in which family members and health care professionals discuss and document treatment goals and preferences on behalf of veterans who lack the capacity to make their own health care decisions.  Advance proxy planning can be especially useful in long-term care facilities. Advance proxy planning encourages careful discussion and thoughtful decision-making before the time of crisis.  The National Ethics Committee has endorsed the practice of advance proxy planning and the report can be viewed on the Ethics Center’s website (http://vaww.va.gov/vhaethics/).

Dr Berkowitz:  
Bob, the ethical and regulatory justifications for advance care planning are persuasive—nobody argues that it isn't a good idea, but does it work?  That is, does advance care planning ensure that patients’ wishes are reflected in actual medical care?

Dr Pearlman: 
Excellent question, Dr Berkowitz. Unfortunately, advance health care planning has not had the result we hoped for.  A significant discrepancy remains between the wishes of patients and their actual care. A number of studies have demonstrated that advance health care planning is not entirely effective in ensuring that patients’ wishes are carried out:

SUPPORT (Study to Understand Prognoses and Preferences for Outcomes and Risks of Treatments) and other studies (JAMA 1995;274:1591-1598)—showed that physicians and surrogates are often unaware of seriously ill patients' preferences. The care provided to patients is often inconsistent with their preferences (45%) and is often associated with factors other than preferences or prognoses. Improving these deficiencies in end-of-life care may require systematic change rather than simple interventions.

Hammes study (Hammes BJ, Rooney BL. Death and end-of-life planning in one Midwestern community. Arch Intern Med. 1998:158:383-390.) involved a Midwestern, community-based program for nursing homes.  The results of this coordinated and comprehensive intervention led to a high rate of completed advance directives and consistency when patients wanted to forgo CPR.  The consistency was less when patients wanted CPR, and with the issue of hospitalization.

Molloy study (Molloy DW, Guyatt GH, Goeree R, et al. Systematic implementation of an advance directive program in nursing homes. JAMA 200;283:1437-1444.) found that the use of educational materials based on a book entitled Let Me Decide led to decreased hospitalizations and cost savings ($1200/patient over 18 month study period) in six Ontario nursing homes.

Ditto study (Ditto PH, Danks JH, Smuchker WD, et al. Advance directives as acts of communication. Arch Intern Med. 2001;161:421-430.) using a randomized design and different models of promoting communication between patients and their proxies (e.g., illness scenarios with and without explicit communication, values history with and without explicit communication, 4 life-sustaining treatments in 9 scenarios), there were no differences or improvement in shared understanding between proxies and patients.

So, as you can see these results show a less than impressive display of effectiveness.

Dr. Berkowitz:  
Let’s consider why advance care planning has met with such limited success. What are some of the barriers? As Bob is talking about the barriers as he sees them, I'd like to ask our listeners to think of barriers they have encountered. After Bob takes a crack at it, we'll ask you to fill out the list with other barriers he didn't mention before we move to the part of the call that will focus on overcoming the barriers! Bob, what are the barriers as you see them?

Dr. Pearlman: 
 Let me talk about a few of these and then get some input from our colleagues in the audience.

· Reimbursement 
Many argue that it is difficult for practitioners to get financial reimbursement from insurance providers for devoting time to advance health care planning with patients.  Some practitioners code it as a counseling session, but in that case I believe the session is supposed to be at lease one hour in length—yet when most practitioners talk with patients they feel rushed. Also, there’s nothing to check off to suggest what advance health care planning is worth in terms of value for purposes of reimbursement.

· Poor Communication on the Part of Clinicians

Practitioners don’t know when, how, and what to talk about.

Practitioners don’t know how to talk about uncertainties.

Practitioners don’t know how to talk about values and link these to medical decision-making.

· Insufficient Training of Clinicians

I would suggest that clinician’s poor communication is closely linked to inadequate training. How often do instructors or mentors teach advance health care planning, or role model it to trainees?  I would suggest not very often.  

· Patient-Surrogate Communication

In addition, the literature shows that surrogates often don’t understand patient values and preferences very well. The key to successful and effective advance health care planning is communication between the patient and surrogate. There must be a shared understanding on the part of the surrogate and patient so that the surrogate can do a good job representing the patient if the need arises.

Surrogates may fail to understand patients’ wishes for several reasons:

· The patient may not have communicated with family, and even when he or she does, the family can misinterpret the patient’s wishes.

· The surrogate does not understand his or her role to express the patient’s wishes.

· Organizational Culture

· Advance health care planning may not have high priority in local institutional culture.

· The organization may be committed to doing only the minimum to satisfy a JCAHO requirement, and ignore the ethical intent of the practice.

· Collaboration can be difficult within an organization, and advance health care planning requires many caregivers and physicians to be involved.

I am not sure that there has been appropriate reflection about how to “triage” advance care planning to focus on people “at risk.”  When it’s promoted for every patient—relegated to an intake clerk, to ask about advance directives along with checking phone number and address—it’s a very expensive resource. 

To do advance care planning well requires a fair amount of collaboration not only among a team of caregivers but also with a primary care provider. If a primary care provider is involved, there is a risk that documentation will ultimately be internally inconsistent or request some kind of treatment or lack of treatments that actually do not make sense. It also helps the primary care provider to know whether he or she would be comfortable providing the treatment a patient wants, and how to respond if he or she is not comfortable with the patient’s requests. 

· Timing

Advance health care planning often occurs at the wrong time. 

· JCAHO and the PSDA require that health care organizations ask patients about advance directives on admission to a hospital or to a nursing home.
· Advance care planning is thus too often initiated in a crisis—it should be initiated in a non-life-threatening, ambulatory setting over time, and 

· revisited and updated periodically.

Dr. Berkowitz:  Are there issues due to cultural variability?

Dr Pearlman: That’s an important question, Dr. Berkowitz.  There is evidence that attitudes towards advance care planning vary by the cultural background of the patient, for example:

· Navaho—Work by Joseph Caresse (Western bioethics on the Navajo reservation. Benefit or harm? JAMA. 1995 Sep 13;274(10):826-9.) has taught us that in traditional Navaho culture there may be issues pertaining to being witched if negative information is discussed.  Thus advance health care planning is probably contraindicated with traditional Navajo

· African American—In work by Phipps (Approaching the end of life: attitudes, preferences, and behaviors of African-American and white patients and their family caregivers. J Clin Oncol. 2003 Feb 1;21(3):549-54.) and Leslie Blackhall (Ethnicity and attitudes toward patient autonomy. JAMA. 1995 Sep 13;274(10):820-5.) African-Americans have expressed preferences for receiving life-sustaining treatments and raised concerns about the motives behind the push for advance directives, which are usually seen as directives to limit treatment.

· Japanese Americans—In work by Matsumura, (Acculturation of attitudes toward end-of-life care: a cross-cultural survey of Japanese Americans and Japanese. J Gen Intern Med. 2002 Jul;17(7):531-9.) group surrogate decision  making was the preferred model, regardless of level of acculturation.
Dr Berkowitz:  
Bob has gone through the barriers as he sees them. Before we consider strategies for overcoming the barriers, lets take a minute or two to get your input. Are there other barriers to advance care planning that we haven’t yet discussed that you in the field have found to be important?

Dr. Berkowitz:  
I get the feeling, Bob, that patients just don’t want to talk about advance health care planning.

Dr. Pearlman:  
Many patients are either uncomfortable talking about dying or don’t think the need for advance planning will arise any time soon. If a particular patient is at a high risk of losing decisional capacity, the practitioner can bring up the subject in a more round about way, such as using hypothetical examples from experience that could happen to anyone—being hit by a car and unable to make decisions oneself.  The practitioner needs to find out whether the patient has discomfort talking about death and dying.

Dr. Berkowitz:  
When considering the literature, and our own experience in the field, it is clear that many factors make advance health care planning difficult to implement.  That being said, it is vitally important that we take steps to ensure that medical care and treatment are consistent with our patients’ preferences and wishes.  Dr. Pearlman, what are some strategies that could help facilities improve the effectiveness of advance health care planning?  

Dr. Pearlman:  
Your Life, Your Choices is a patient-centered workbook that was derived from many, many, many focus groups involving, patients, surrogates, clinicians, and in its latest version, also religious leaders. Patients themselves can go through the workbook and decide where to stop or where to skip a section and go someplace else, based on their interest. 

The workbook includes exercises to help patients identify who would be their best surrogate decision maker.  I’ve had many patients say, “I was going to choose my spouse or my older son and then did the exercise and realized that that person would not be the best person to represent me.” And it has exercises to identify values related to advance health care planning, so a patient can indicate to what degree he or she values independence or how important quality of life is. There are also sections and exercises that allow an individual to read about health states and treatments, and indicate the degree to which they find these acceptable or not. 

In the intervention trial of Your Life, Your Choices, we had social workers talk to the patient about advance directives, and then the social worker completed a template to communicate that information to the primary care provider.  The primary care provider was told that a preliminary discussion about advance health care planning had taken place, and now they needed to pick up the ball and run with it.  This practice doubled the rate of documentation of discussion, doubled the rate of completion of directives, doubled the rate of flagging the fact that a directive existed, and perhaps most important, it significantly improved clinicians’ understanding of patients’ preferences and values. 

Your Life, Your Choices is available free by downloading from the Internet:  www.va.gov/resdev/programs/hsrd/ylyc.htm.

It seems to me that if we applied quality improvement strategies to advance health care planning, there would be some small changes, but meaningful changes.  Here I am thinking of initiating a root cause analysis if a problem develops, and feeding into a quality improvement feedback mechanism.  

One identified area for improvement is physician and/or primary care provider involvement in the process. For instance, physicians and/or primary care providers need to know what a patient’s advance directive states and what it means to the patient, before the patient becomes incapacitated. Another identified area for improvement is the involvement of surrogates in the discussion. Are surrogates involved in discussions? How well do surrogates represent the wishes of the patient? 

Lastly, there is something called the “P-O-L-S-T,” that the Physicians Orders for Life-Sustaining Treatment. This document takes advance care planning and pushes the discussion into an order form that clinicians can use. For example: no CPR; comfort care only; etc. There are greater completion rates of POLST than of advance directives, and the care a patient receives matches the POLST instructions quite well for CPR, antibiotics, IV fluids, and tube feeding.  Such orders are in use in Oregon, and I know that recently Washington State has adopted the POLST as promoted by the Medical Association. I am not sure how extensively it’s being used outside the Pacific Northwest.

Dr. Berkowitz:  
I have no doubt that there is a greater tendency for care to match the orders with the POLST, but is there evidence that the order actually reflects the patient’s wishes?  

Dr. Pearlman:  
Yes. It’s negotiated and it goes directly from planning to ordering, as opposed to just having a directive.  The potential downside is that when the real situation arises the order no longer seems to be as appropriate as it was thought to be beforehand.  But I am not sure that this kind of problem has actually been encountered.  There are some inconsistencies with when the order isn’t followed, but much less than with advanced directives, so basically POLST is an evolution.

Dr. Berkowitz:  
Bob, you talked about different strategies with specific planned questions to ask in the outpatient setting to break down the barriers to communication and get to the point.  You talked about using specific tools and you mentioned Your Life, Your Choices, which is a great tool.  You talked about applying quality improvement strategies to the whole process to promote continuous quality improvement in the advance health care planning process.

MODERATED DISCUSSION
Shirley Belfare, Fresno VA Medical Center: 
We have made an effort to make advance health care planning an educational thing. We put on small educational seminars.  We invite people to come in and then give them an opportunity to complete their advance directive afterwards.  So we are trying to get this out as a normal thing to do to educate people about on a routine basis.

Dr. Pearlman:  
Is this organized by Social Work Service?  

Shirley:  
Yes

Shelia Young, Reno: 
Do you have suggestions about how to empower residents and physicians to engage in these discussions? In my experience, people are more afraid about how the veteran is going to react when they bring up advance health care planning.  My experience is that they are relieved that they don’t have to have these discussions, and the medical staff will call in other people to have these discussions.

Dr. Pearlman:  
Bob Grethal said years ago that advance health care planning is like ethics health promotion. Health promotion is to disease prevention as advance care planning is to dilemmas in end-of-life care—basically a preventive activity.  I think advance care planning can be discussed in the same way clinicians talk about smoking, drugs, using seat belts, things like that to prevent potentially harmful outcomes down the road. That’s the way clinicians should approach discussions about advance health care planning.   Framing the discussion in the right way is very important. Open the discussion by saying something like, “Not that I anticipate this happening to you, but what if you were so sick that you could not speak for your self?”  Just beginning the conversation that way opens the door so it’s not stigmatized. 

Dr. Berkowitz:  
Sheila, I think that we really do need to continue the emphasis on the education of house staff and medical students. Role modeling is important, so if you are going to do advance care planning with a patient and there’s a trainee around, I think it’s very important that the trainee become part of it.  If nothing else he or she will see how it’s done.  

Dr. Pearlman: 
Every time I attend and I send a house officer to talk to the patient I say, “Would you like to see me do it early in the month to help you with doing it later in the month?” I also see that no one has ever taken the time to show them how to sit down and talk to a patient.

Sonia Skyvinsky, SW, VISN 2:  
What we do is have a physician plant the seeds with the patient about advance health care planning, and the importance of looking at things. Then maybe we would just do the follow up discussion and then communicate it back to the physician. It works very nicely.

The other type of consult we do is to get into a heart-to-heart discussion with patients who have difficulty expressing themselves. We report that back to the provider for a follow-up. Many times we need to be very strong advocates to make sure that the follow-up happens.  Sometimes the discussion gets to be a little more medical or technical, but then we are there to support the medical team and the need for all to remain involved in a team approach.

The other dilemma that I see at times with social workers and medical staff has to do with CPRS. Many times I have documented that someone has appointed a proxy, and there are no directives, because the patient was not ready for that.  And so many times a physician will open the patient’s electronic chart and say, “Oh, I see that there is an advanced directive note,” and make an assumption that just because there’s a title “Advanced Directive” that it means that:  (a) There is a complete statement of the patient’s wishes, and (b) That it is going to apply to [the current] situation, without reading the note.  And many times those assumptions are wrong.  All staff need to look at the document and see what it says, and to apply it if the situation is appropriate, and go back to the patient as long as the patient still has capacity.  

Dr. Berkowitz:  
One point I want to pick up that Ms. Skyvinsky made was the potential to over-interpret advance directives.  I don’t want to dwell on that too much because I think that eventually more people will complete advance directives and over-interpretation should be our worst problem, if you know what I mean.  Bob mentioned one thing earlier, and that was trying to tease out what someone really means by saying, “I wouldn’t want to live like that”—pushing them further with specific questions.  “Does that mean if you were like that, then we shouldn’t do things to you?”  Not just taking that one statement but really pinning down what they mean.  You implied that just because there is an advance directive that doesn’t tell you what’s in it.    Have you come up with any strategies on how to get around that over-interpretation of advanced directives, other than telling people to read the document?

Ms. Skyvinsky: 
We do a bit of badgering and constant reminding of the staff that they need to read the document.  They also need to check on how current the document is. It might be what the patient wanted three years ago, but it is still what he or she wants?  

Fresno:  
We want to say that the document that the VA uses has some good things about it, but it can be improved. And I think there could be a better presentation for people if it were put in a treatment preference section. 

Dr. Berkowitz: 
If you have specific suggestions for that, please send them to us at our e-mail, ”vhaethics” on the Outlook system.  That is not something that is on our docket for revision in the near future, but we also love to get people’s suggestions on any of those documents. We are always looking to improve things in their regular cycle.


Dr. Pearlman: 
In addition, if you review Your Life, Your Choices and look at exercises, you’ll see that the exercises are meant to be an informal accompaniment to the formal dual power of attorney health care and living will forms.  The actual intent is to provide much more background information that would supplement some of the limitations of the formal documents.  Earlier speakers’ comments highlighted the real importance of having a social worker consulting in communication—when there is potentially a change of preferences—and also the idea of maintenance revisions over time.  

Social workers are usually trained in motivational interviewing, [which] is what’s often necessary for patients who think, “Well I don’t have to think about this,” or, “I am interested but I don’t want to do it now.”  Motivational interviewing is one of those skills that moves people from non-action to changing behavior, which is often necessary in the world of advance care planning.  

Also, an advance directive flag only means that a discussion has occurred. It does not mean that there is a directive. For example, a chart might be flagged, but in the progress note you might find that the topic of advance directives was raised and the patient decided not to have one, and have the family decide when the time comes.  

Dr. Berkowitz: 
So that goes with the point of not over-interpreting either the presence of a document or a note indicating some step along the process. 

To shift gears a little, Bob, how do you talk about advance directives in the outpatient setting?

Dr. Pearlman:  
In clinic, where there is tremendous time pressure, I think it is important to figure out how to talk about advance directives in a way that is time-efficient and meaningful. I usually prompt my patients by saying something like, “so let me raise a few questions and re-think some questions,” and then I ask them some of the following:

1. “In the event that you become so sick that you could not speak for yourself, who would you want to speak on your behalf?”  That’s a real simple question, and most people do not have difficulty answering it.

2. “Well have you told this person?”  Remarkably it’s usually no! And by having them recognize that they would rely on someone, but have not talked to that person, it becomes quite apparent that this needs to happen.  And usually there’s an acknowledgment of that.

3. “Have you ever seen anything on television, or read something in the news, or heard something on the radio, where you say to yourself, `I would never want to live like that!’?  If so, tell me about these situations.” 

I have never had a patient not respond with several scenarios that he or she heard about, seen, or had secondhand experience of.  Then I probe to understand what is it about these situations, what elements make them so undesirable that the person would actually say, “ I wouldn’t want to live like that.”

4.   To follow-up with that, I would ask the patient if that means, “if you were faced with a life-threatening situation, you would not want treatment to prolong that existence?” Most of the time people say, “that’s exactly what I mean.”  Sometimes people say, “no, not really, that’s not exactly what I meant.” Then I probe why they feel that they would not want to live that way, but would still want treatment. What I hear often is that they still want to live, and that other values trump this theoretical situation.  I ask if are there any treatments that they think they would never accept under any circumstances, and why. 

5.   And further, “What fears do you have about being treated in a hospital? What fears do you have about becoming more disabled?  What fears do you have about dying?”  If I can understand patients, then we can talk about what kind of care they want if they ever can’t speak for themselves. Those are basically 5 questions that help [give] me meaningful information in an outpatient setting.       

Dr Berkowitz:  
Are there other strategies you have tried in your own facilities that have improved the quality of the advance care planning process?

Susan:  
I think we have a wonderful thing going here at our facility, and that is, when the patient decides to complete an advance directive, living will, or durable power of attorney for health care, we put a title on the progress note that says just that.  It goes into the progress note and shows up on the cover sheet in the counseling area. The document is also scanned into the computer.  So when the physician or the nurse looks in the posting area they see it, and they can click on it and actually see the document and see exactly what the patient wants, as well as any other notes the social worker made.

Dr. Berkowitz:  
I think that many facilities are doing just what you’re doing in Muskogee.  They are making progress note titles for the different steps of the process, all of them in the advanced directive family of progress notes.  Any one will trigger the CWAD flag, and the red “D” will come up in the CPRS.  A lot of people are using the scanned images; tying into those progress notes so you can access it right away, and the little icon comes up to indicate there is an image attached to the note.  

Fran Cicary, Syracuse NY VAMC: 
Would Your Life, Your Choices help surrogates who might never get a chance to have a discussion with somebody, who they all of a sudden have to make decisions for? For example, what if they have to make choices for their dad who is lying in bed. Would it help them to think about what is quality of life? And how do we help surrogates without giving them the impression that we are badgering them or trying to influence them strongly?

Dr. Pearlman:  
It would be more valuable to have a sense of how the general population views certain ways of living.  So that if they had an impression, they could reflect on the impression versus how other people feel about it.  But that’s a different task. That’s like going through the literature and finding out that 80% of patients or family members similarly view this kind of living as unacceptable.  It would normalize the impression and feelings that surrogates might have, and take away some of the pressure that they might feel.

Dr. Berkowitz:  
Fran, If you take a look at Your Life, Your Choices, and if you decide to try to use it that way, please let Bob or any of us at the Ethics Center know about your experiences so we can learn from that.      

CONCLUSION

Dr. Berkowitz:  Well, as usual, we did not expect to conclude this discussion in the time allotted, and unfortunately we are out of time for today's discussion. We do 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 in Health Care Web site. We also post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review or continue today's discussion.

I will be sending a follow up email for this call that will include the links to the appropriate web addresses for the call summary, the Web board discussion, the CME credits, and the references referred to. 
· I would like to thank everyone who has worked hard on the conception, planning, and implementation of this call. It’s never a trivial task and I appreciate everyone's efforts, especially Bob Pearlman, Mary Beth Foglia, and the folks in our Seattle office for today's presentation, and other members of the Ethics Center and EES staff who support these calls.

· NEXT CALL: Will be on Tuesday, April 29, 2003 from 12:00 to 1:00 Eastern Time. The topic will be announced soon. Please look to the Web site and to your outlook e-mail 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 Web board 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 didn't. 

· 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!
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