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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 ethical concerns relevant to VHA. 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. 

PRESENTATION

Dr. Berkowitz:
Today’s presentation will focus on the topic Life-Sustaining Treatments and Vegetative State: Implications of the March 2004 Papal Allocution for VHA Health Care.  We chose this topic because we receive several requests for consultation on the implications of this allocution for VHA health care and it may directly affect a significant portion of our population.  We’re going to focus on the implications for patients, but we should remember that the Pope’s remarks may also affect health care providers as they bring their own set of personal values to the clinical arena. We’ll welcome further thoughts on this aspect in the discussion following the formal portion of our program.
Joining me on today’s call is 
Chaplain Lowell Kronick, Associate Director, National Chaplain Service for VISN 3, 9, 22 and 23, 
Chaplain Paul-Stephen Holt, Associate Director, National Chaplain Service for VISN 1, 2, 4 and 5, and Liaison of the Archdiocese for the Military Services, USA, to the Department of Veterans Affairs 
Dr. William Sullivan, a physician and philosopher and Founding Director of the Canadian Catholic Bioethics Institute 
and 
Anuja Mathai, a law student at Case Western University and former Ethics Intern with the Center who helped with the research on this call.
Thank you all for being on the call today.  I would like to start by asking Ms. Mathai to give us a brief introduction about today’s topic.  
Ms. Mathai:

I’d be happy to.  On March 20, 2004, Pope John Paul II spoke to the International Congress on “Life-Sustaining Treatments and Vegetative State,” a four day conference devoted to exploring ethical dilemmas posed by scientific and clinical advances regarding vegetative state.  His remarks on artificially administered nutrition and hydration for patients in permanent vegetative state (PVS) have prompted renewed discussion of this important topic both within and beyond the Catholic moral community.

Dr. Berkowitz: 

Thank you Anuja.  This isn’t the place to really delve into technical points about Catholic theology and doctrine, but before we talk about what the allocution says, could you help us understand what an “allocution” is?

Ms. Mathai:
Basically, an allocution is a formal speech or address, but the term has special meaning in the Church as a form of teaching. An allocution isn’t seen as a statement of “infallible truth,” but it provides clarity in how the Church currently applies principles to a particular area. 
Dr. Berkowitz:
Chaplain Kronick, I’d like to ask you why the allocution is important to VHA.
Chaplain Kronick:

Well Ken, clarifying the papal allocution for VHA clinicians will help them better understand its content and its clinical implications, which is important even if they’re not Catholic themselves.
Under current VHA policy, artificially administered nutrition and hydration is one of a range of ethically acceptable treatment options for patients in PVS. We take it to be a medical intervention that a patient (or surrogate) may consent to or refuse. We don’t define it as ordinary care that should always be provided. 
Having said this, VHA’s commitment to patient autonomy and respect for persons, of course includes respect for treatment preferences that emerge from patients’ religious beliefs. If a Catholic patient, or family or surrogate, chooses to follow the teaching of the allocution that artificially administered nutrition and hydration should be provided, it is incumbent on the treatment team to honor that autonomous decision.
Dr. Berkowitz:

Let’s turn to the document itself. Chaplain Holt, would you tell us what the allocution says?

Chaplain Holt:
The actual allocution is divided into seven parts.  
Part 1 limits the remarks to artificially administered nutrition and hydration for patients in PVS.  It recognizes the complexity of the issues on “scientific, ethical, social, and pastoral” levels.  
Part 2 emphasizes scientific and clinical issues, including the challenges of diagnosing PVS with accuracy.  The Pope mentions the high rate of diagnostic errors and offering reliable prognoses.  
Part 3 reaffirms the “intrinsic value and personal dignity” of all human beings, no matter how seriously ill or disabled, including patients in PVS.  
Part 4, which has provoked the most debate, defines artificially administered nutrition and hydration as “a natural means of preserving life,” and asserts that use of artificially administered nutrition and hydration “should be considered, in principle, ordinary and proportionate” and as such is morally obligatory. This section also stresses the Church’s teaching against euthanasia, that is, an act or omission that has the direct intention of ending innocent life.  
Part 5 emphasizes that “quality of life” language is ambiguous and that it can be ethically problematic when psychological, social, economic pressures are proposed as factors in considerations about quality of life.  
Part 6 affirms a social ethical responsibility to provide a full range of support to families caring for a loved one in PVS.  
 and Part 7 stresses that the task of medicine is “to cure if possible, always to care.”
Dr. Berkowitz:

Will you tell us more specifically what the allocution says about artificially administered nutrition and hydration in PVS?
Chaplain Holt:

Briefly, the allocution states that “the administration of food and water, even when provided by artificial means, always represents a natural means of preserving life, not a medical act.”  It goes on to say that use of artificially administered nutrition and hydration “should be considered, in principle, ordinary and proportionate, and as such morally obligatory” as long as it is attaining its intended purpose, which is “providing nourishment to the patient and the alleviation of ... suffering.”

Dr. Berkowitz:

The assertion that artificially administering food and water is natural and morally obligatory makes it much harder to ethically justify discontinuing it in PVS patients. Chaplain Holt, can you comment on that?

Chaplain Holt:

There are different understandings of the teaching among Catholic scholars and theologians.  One preliminary response is that the remarks seem to represent a departure from the dominant line of teaching on these matters in Church tradition – that’s the position taken by the U.S. Catholic Health Association, for example.  CHA has offered a comparison of what they take to be key points of difference.  They also prepared a list of questions for study and discussion, and a set of brief questions and answers about some of the allocution’s implications for Catholic health facilities.

At the same time, though, the Pope’s remarks are in keeping with a perspective that has become increasingly prominent in the Church in recent decades.  For example, Richard Doerflinger, Deputy Director of the Committee on Pro-Life Activities of the U.S. Conference of Catholic Bishops describes the teaching as “the culmination of a longstanding trend at the Vatican.” The allocution seems to take a position consistent with the Committee’s 2003 document “Questions about Medically Assisted Nutrition and Hydration.”
For the moment, a majority of Catholic scholars and theologians stress that the document requires much further study and reflection.  The general view is that the ethical, legal, clinical, and pastoral implications of the guidance contained in the Pope’s remarks must be carefully considered before we can say confidently what should happen in clinical practice.  
Father Michael Place, president of the Catholic Health Association, has noted also that it will be important to understand the allocution in context. He suggests that in addition to previous Church teaching, the allocution must be understood in light of clinical advances that threaten to dehumanize patients and allow us to focus on conditions instead of on suffering human persons who have inalienable dignity. And also that it should be seen in the context of John Paul’s concerns about attitudes of moral relativism, as reflected in the encyclical Veritatis Splendor, and his dedication to promoting a “culture of life,” seen in the encyclical Evangelium Vitae.

Dr. Berkowitz:

Dr. Sullivan, I’d like to bring you into the discussion by asking you, what are some of the critical points that will be important for understanding the implications of the allocution?

Dr. Sullivan:

Thank you, Ken.  In responses to the papal speech, there has been uncertainty in regard to the statement that artificial nutrition and hydration “should be considered, in principle, ordinary and proportionate and as such morally obligatory…”  A colloquium of Catholic bioethicists from Canada, the U.S. and Australia recently issued a consensus statement that highlighted three key points of interpretation (see references):    First, the words “in principle” do not mean “absolute” in the sense of exceptionless, but allow consideration of other duties that might apply.  Second, persons in a state of lost cognitive and affective capacity retain a spiritual soul; their life has intrinsic value and personal dignity, and they must be treated with the full respect and care owed to a human being.  Third, for patients in a PVS or post-coma unresponsive state to whom artificial nutrition and hydration can be delivered without being itself in conflict with other grave responsibilities or overly burdensome, costly or otherwise complicated, ANH should be considered ordinary and proportionate, and as such, morally obligatory.  

Dr. Berkowitz:
One key point in what you have said is how we should think about “benefit,” and when the burdens of artificial nutrition and hydration outweigh its benefits for patients in PVS – that is, when might it be “disproportionate” and thus no longer morally obligatory.  

Dr. Sullivan:

The papal speech appears to make a strong statement about disability.  Discontinuing artificially administered nutrition and hydration for reasons having to do with the disability of a patient rather than the disproportion of burdens to benefits of an intervention for the patient is morally unacceptable.

Interventions such as artificially administered nutrition and hydration cannot be classified ahead of time, i.e., abstracted from the personal circumstances of a patient, as proportionate or disproportionate.  Determining whether an intervention is “disproportionate” relates to how we understand what constitutes a “burden” of treatment.”   References must be made to the wishes, life plan and values of the patient, his or her condition, and the availability of health care in the given context. A key point here is that this is not a departure from the view that one always has to assess benefits and burdens, and this is different both from a quality of life “threshold” notion where there is no balancing, and “vitalism,” where regardless of the burdens, one should always keep someone alive.
Dr. Berkowitz:
Thank you Dr. Sullivan.  So now we might ask, how does the allocution relate to the majority bioethics view about life-sustaining treatment?  Although we should remember that there is still some debate even within the American bioethics community, the majority perspective is that competent patients have the right to refuse to initiate or to continue life-sustaining treatments like artificially administered nutrition and hydration. No longer competent patients may direct others to do so on their behalf through advance directives.  

The allocution thus would seem to be at odds with the broad consensus within the bioethics community and with common practices in U.S. health care today. Anuja, can you tell us how the courts have weighed in on this matter?
Ms. Mathai:

American court cases have upheld patients’ or their surrogates’ rights to refuse such treatments.  Most importantly, the Pope’s remarks would seem not to be in accord with the U.S. Supreme Court’s decision in Cruzan, in which the court upheld patients’ rights to refuse treatment, including artificially administered nutrition and hydration if local evidentiary standards are met.
Dr. Berkowitz: 
It’s important to remember, however, that Pope John Paul was speaking to matters internal to Catholic moral theology.  The allocution was not intended to address, let alone be consistent with the decisions of American courts.

So, how should health care providers respond, given the uncertainty about how to interpret the allocution, and the fact that it seems to be at odds with much of bioethics teaching, case law and current health care practices? Chaplain Holt can you address this question?

Chaplain Holt:

The Catholic Health Association (CHA) has indicated that pending further study of the allocution and clarification of theological consensus within the Church, guidance found in the current (2001) Ethical and Religious Directives of the U.S. Conference of Catholic Bishops “remains normative” for Catholic health care providers.  

Part 5 of the Ethical and Religious Directives specifically addresses the question of medically assisted nutrition and hydration. Briefly, the relevant directives state that a person has a moral obligation to use ordinary or proportional means of preserving his or her life, but may forgo extraordinary or disproportionate means. Directive 58 instructs that there should be a presumption in favor of providing nutrition and hydration to all patients “as long as this is of sufficient benefit to outweigh the burdens involved in the patient.”
Part 5 also refers to guidance offered in a 2003 report on medically assisted nutrition and hydration by the Committee on Pro-Life Activities of the U.S. Conference of Catholic Bishops.  With respect to patients in PVS, the Committee noted that the moral questions at stake have not been explicitly resolved in Church teaching, and that there is still scientific debate about the implications of different degrees of brain damage, a PVS patient’s ability to experience pain, and the reliability of prognoses for many PVS patients.  The Committee concluded that there should be a rebuttable presumption in favor of nutrition and hydration. Importantly, it said that decisions to discontinue such measures “should be made in light of a careful assessment of the burdens and benefits of nutrition and hydration for the individual patient and his or her family and community.”  

Dr. Berkowitz:

Chaplain Holt, what about patients whose valid advance directives indicate that they would not wish to receive artificially administered nutrition and hydration?
Chaplain Holt:

The Ethical and Religious Directives, along with VA policy, are clear that competent patients are the primary decision makers about their care, and that they may make their wishes known in advance directives.  When the patient is not competent, a proxy decision maker “who shares the patient’s moral convictions” is or should be designated to represent the patient’s interests and interpret the patient’s wishes.  Nonetheless, further reflection and dialogue will be needed to understand the implications of the allocution for patients in PVS who have executed advance directives declining artificially administered nutrition and hydration.

The Catholic Health Association has indicated that as we come to understand the Pope’s teaching more fully it may be the case that Catholic health care facilities may find they can no longer honor advance directives that instruct caregivers to discontinue food and fluids. 

On the other hand, the Medical Moral Committee of the Diocese of Cleveland, for example, concluded that the language of Ohio advance directives pertinent to withdrawing nutrition and hydration at the request of a patient in a “permanently unconscious state” (as qualified in these directives) is not inconsistent with the teaching of allocution.  The Bishop of Cleveland thus instructed Catholic hospitals and nursing homes in the diocese to honor the wishes of individuals who have already signed Ohio advance directives.  
As always, patients who define themselves as members of the Catholic moral community should be guided by their own conscious in light of instruction from their local bishop. In addition, it should be remembered that the bishop for all veterans hospitalized in the VA or resident in VA extended care programs is the Archbishop for the Military Services.  The Catholic chaplains in the VA are also under his jurisdiction.  The Archdiocese has been providing guidance to VA Catholic chaplains on the papal allocution during recent priests’ convocations.  Further case by case consultation for chaplains and for local ethics committees is available through the Archdiocese.
Dr. Berkowitz: 
Chaplain Kronick, perhaps you could comment on the role of chaplains in providing guidance for patients and clinicians.

Chaplain Kronick:  
The professional chaplain has a significant role in facilitating an ethical process of decision making in health care. The chaplain identifies and clarifies theological, spiritual, moral, religious, cultural, and philosophical values that influence decisions. He or she provides validation and recognition of the importance of personal beliefs, which will help individuals trust the ethics consultation process. The professional chaplain also serves as an advocate for the spiritual values and religious beliefs held by the patient, even when those values and beliefs are not ones the chaplain shares. VA Chaplain Services policies assign these important functions to VA chaplains as integrated, professional members of the care team.
VA chaplains, working with clinicians, patients, families, and community clergy, help facilitate a process of decision making that faithfully reflects the patient’s deeply held moral beliefs and choices. With respect to Catholic patients, this would most definitely include Church teachings, such as this papal allocution.
Dr. Berkowitz:

Thank you Chaplain Kronick.

Another area of concern has been the implications of the allocution for advance directives. Dr. Sullivan, can you elaborate a little on the validity of advance directives, given the teaching of the allocution? In the consensus statement from the colloquium of Catholic bioethicists that you mentioned earlier, perhaps you could briefly summarize those discussions.
Dr. Sullivan:

Yes. This group identified the following purposes for an advance directive as acceptable within Catholic teaching:  

· to lighten the burden of a patient’s family in making the decision

· to ensure that future treatment is morally acceptable and consistent with respect for human life and dignity, and the patient’s values and culture

· to take into consideration responsible stewardship of society’s health resources

· to prevent inappropriate or disproportionate treatment

For a patient, appointing someone to represent him or her is preferable to issuing an instructional directive but the representative must be well-instructed in the patient’s wishes and values.  An advance directive must not require another to cooperate in a plan of care that is morally unacceptable to that person.  In particular, a Catholic health care professional or institution should not cooperate in implementing a suicidal directive. 

There are many particular and contingent clinical factors that distinguish PVS from other conditions such as stroke, Alzheimer disease, Parkinson disease or cancers of the head and neck.  These factors may be relevant to assessing the burdens and benefits of ANH in these conditions.  For example, some people with Alzheimer disease, for whom hand-feeding has been unsuccessful, may not understand the reason for a feeding tube and many persist in attempting to pull a tube out, sometimes causing serious injury to themselves.  A significant burden for such people might be the use of various forms of restraint to make ANH possible.
Dr. Berkowitz:

Thank you.  So to summarize today’s discussion, the recent papal allocution regarding artificially administered nutrition and hydration for patients in vegetative state is part of the ongoing evolution of Catholic teaching on this ethically complex matter.  At this time, it is not possible to say definitively what the ethical, legal, social, and pastoral implications of the teaching are.
Pending further dialogue and reflection, it is appropriate for Catholic faithful within and outside VA to take guidance from the Ethical and Religious Directives prepared by the U.S. Conference of Catholic Bishops, and from the report of the Committee on Pro-Life Activities, as interpreted by their local bishops. For VHA chaplains and ethics committees, guidance is also available through the Archdiocese for the Military Services.
Patients and authorized surrogates must be respected as the ultimate decision makers with regard to their care, including artificially administered nutrition and hydration and other life-sustaining interventions.  VHA is committed to respecting patients’ rights and wishes, and VHA clinicians should continue to follow patients’ advance directives and/or the instructions of surrogates acting on behalf of no longer competent patients.  Caregivers should encourage patients or surrogates who raise concerns about the implications of the Pope’s recent teaching or other matters to consult their spiritual advisors.

We should keep in mind that our understanding of ethical issues is constantly evolving. It isn’t unexpected, or a radical departure, that our understanding and practices continue to change, although it can be unsettling at times. 

And there are resources available to help clinicians and patients think through these difficult matters. All VA facilities provide chaplain services and ethics consultation services that can provide guidance.
I’d also like to mention that a list of the resources and references mentioned in today’s presentation will be included on the transcript of today’s call.  
MODERATED DISCUSSION

Dr. Berkowitz: 
Thank you Chaplain Kronick, Chaplain Holt, Dr. Sullivan and Ms. Mathai for discussing the topic of Life-Sustaining Treatments and Vegetative State: Implications of the March 2004 Papal Allocution on VHA Health Care.  

We need to remember that VHA is committed to fostering a climate of respect and cultural sensitivity, including sensitivity to cultural and religious differences. Diversity across religious traditions is one of our strengths and we have a lot to learn from one another. One of our goals for this call is to stimulate the kind of open, respectful dialogue that will help us understand and respect different views and concerns. In that spirit, I’d like to hear if our audience has any response or questions.

Marty Reynolds; Chief Chaplain Service, Jackson, MS VAMC:
Have there been any Catholic physicians who find themselves in a position where they are trying to deal with Catholic patients and their views on the allocution?
Dr. Sullivan:
I’m a Catholic physician who practices in Canada, and I was discussing this issue with the Director of Ethics at one of our hospitals, and one of the messages that some people get from the allocution is that this is an absolute statement regarding people in PVS, and that in all cases ANH must be given. By extension, all other cases, such as Alzheimer’s and others, it must also always be done. If there is one message that Catholic physicians should take from this, is that the allocution is not saying either of these things. It is not saying that in all cases one is morally obliged to provide ANH for people in PVS. “In principle,” it meets the burden of ordinary care in those situations, according to the allocution. It is a mistake, however, to extend that to other situations. The tradition says that you always have to way benefits and burdens, and they are always specified by the particular case.
Dr. Berkowitz:
The climate of respect and cultural sensitivity extends not only to our patients, but to professionals and staff as well. Certainly, we would seek to have a climate the respects staff’s values and deeply held commitments, while still providing high quality care for our patients.

Edward Lisowski; Chaplain, Milwaukee VAMC:
I understand that the term “vegetative” was a deep concern of the papal allocution, and it was not mentioned in the presentation. Could both Dr. Sullivan and Chaplain Holt respond to that?

Dr. Berkowitz:

That is the term currently used in the medical arena as the term of diagnosis.
Chaplain Holt:
I would mention that the statement about “vegetative” is in the allocution. The Pope believes that it is unfortunate that the term has come into medical use, since it can so easily lead to a concept of the person as less than human. The real emphasis of the allocution is on the human dignity of every person, regardless of their underlying illness or disability. That is a large point in the allocution, is that people in PVS have a cognitive disability.
Dr. Sullivan:

The term vegetative historically comes from what used to be referred to as the autonomic nervous system. The reason that this name was used is that while these people have lost cognitive affective capacity, they still retain the autonomic functions. I agree that the term can be distracting, because when most people hear that term they think of a vegetable, and the symbol that this person is somehow no longer a human person. The term that has been used as an alternative is post-coma unresponsive state. It is perhaps a better descriptor of the state these people are actually in. The crux of this whole debate is not that after a serious head injury, when someone is being resuscitated, whether we should initiate tube feeding in that context. The question arises one or more years down the road when it becomes evident that cognitive function is unlikely to return, and that’s when this term “persistent” or “permanent” comes up. It becomes a prognostic issue, and the question is whether it is every permissible to discontinue ANH that has been functioning for the last year or more. If it is, why? And what would be the reason for doing so? That is where this whole question arises.
I would accept the criticism of the term, even though it has a history or use within the medical community. An alternative term, that I certainly use when talking about these cases, is post-coma unresponsive state.
Dr. Berkowitz:

There has been a growing use of the term post-coma unresponsive state in the literature, but there is tremendous variability in how that is applied. I agree that “vegetative” is a less than optimal term, and in some ways unfortunate, but hopefully over time it will evolve to a more acceptable and precise term. But the real focus of the allocution is what is the implication for people in those states, and how should we think about whether they should be provided with ANH.
Dick Millspaugh; Chaplain, San Diego VAMC:
As I’ve talked with physicians about this, one concern that has come up is how difficult it is to diagnose PVS. Can anyone speak to how often it is misdiagnosed?
Dr. Berkowitz: 
I don’t know specific data on that, and the allocution itself refers to anecdotes of patients who have “recovered” from PVS. Misdiagnosis is unfortunate, and precision is very important. What I think we are talking about though, are patients who have remained unconscious for long periods of time, and I think we need to realize the subtleties of how unconscious a person is makes that diagnosis. As a group, I do not think it is subtle that when you have a patient who remains unconscious for a very long period of time. 

Dr. Sullivan:

Usually the issue here is whether one has complete unawareness or not. What is strange about this particular condition is that these people show some level of alertness, e.g., they will open their eyes, look around. To be diagnosed as being in a post-coma unresponsive state, there can be no evidence of awareness. That is to be distinguished from what is referred to as the minimally-conscious state. These people have some degree of awareness, and that’s a concern. The question of whether post-coma unresponsive state is any better or worse. There is the prognostic issue after a year that someone is in this state that they may well improve to be in this minimally-conscious state. There is a lot of discussion about whether that is a good thing or not.
Diane Gowski, MD; Bay Pines VAMC:
There were several references to the US Catholic Health Association stating that they view the papal allocution as a departure from most other teachings on the subject. I would just like to mention an organization of Catholic physicians, the Catholic Medical Association (CMA), and they do have a website: www.cathmed.org. This organization has come out in strong support of the Pope’s allocution. One comment is that there is uncertainty with how to interpret the papal allocution, but interpretation is not the problem, rather how to implement it.
Dr. Berkowitz:
It is a very complex area, and we appreciate your opinion.

Dr. Sullivan:

The whole difficulty in the whole interpretation is to understand what is being talked about, ANH, is in the category of care, and not in the category of medical treatment according the allocution. I would say that in the statement, it is being distinguished from antibiotic treatment for infection or a surgical intervention. ANH is being put in the category of keeping people warm, clean, and dry. I suppose one analogy is that if someone requires a dysphasia diet so they are less likely to choke, and this person requires spoon feeding, they would not regard that as medical treatment. Perhaps the distinction between that and putting a nasogastric tube in is an important distinction, but it would seem the allocution says that it is not a morally relevant—that the artifice of the tube does not change the situation.
Dr. Berkowitz:
At the same time, we are aware of many patients who have rejected the medical treatments that are proposed to them, including a special preparation for their diet. There are certainly cases when a patient who is at high risk for aspiration, and understands that risk, still prefers to eat regular food. This area is extremely challenging, both for ANH and oral nutrition.
Dr. Sullivan:

I think it is fair to say that there are, in the tradition of ordinary versus extraordinary care, things that are medically useful that do in fact preserve one’s life that one can still decline. By evaluating that particular intervention in light of one’s particular situation, one can conclude that this treatment is extraordinary for various reasons, so this distinction between the fact that something might be helpful and how one evaluates that needs to be held in mind.

Father Jerry McNaulty, Las Vegas:

I just had a patient yesterday saying that he is afraid to sign or initial withholding/withdrawal of ANH, because it may result in death by starvation and dehydration. The question is whether this is care or treatment if someone is going to die because we’re not going to give them ANH.

Dr. Berkowitz:

That’s obviously a question we could have an entire call on. I do think there is a contrary position, it’s not one that I’m personally advocating, but that it is the underlying disease that is causing the prevention of the patient from eating or drinking themselves, and hence, is really responsible for their demise. We have to recognize that this is still evolving, and it’s still unsettled, so it’s best in individual cases to consider the circumstances and involve local resources. 

FROM THE FIELD

Dr. Berkowitz:
Now I want to turn to our “From the Field” segment, where we take comments from our listeners on ethics topics not related to today’s call. Please remember, no specific consultation requests in this open format, but I invite you now to make your comments on other ethics-related topics, or to continue our discussion on the Papal allocution.
Chaplain Reynolds:
What I’m picking up is that the allocution is not an authoritative document, but more of grounds for discussion and continuing the dialogue to be sensitive to the values of religious people.

Chaplain Holt:

My initial reaction to the allocution and the various opinions, is to see it in line with the 2003 document from the US Bishops Conference Pro-Life Committee, where two opposing stances and positions are described in that document. The Committee came down on the side of one of those positions, and that is the position that the Pope took in this document. I personally saw this as developing, and adding strength to, one side of the two theological opinions that were current in the Church prior to this allocution. It is a theological statement. It is not an infallible statement, because it is not about principles. It is about a particular disease, the understanding of which is changeable, so we are not talking about unchanging principles in this case. I saw this as being authoritative in that it was a papal pronouncement in support of a particular theological view within moral theology. So, it is authoritative, it is just that when one reads an authoritative statement, one has to really understand that statement and ask how it applies to one’s everyday life or in the everyday practice of medicine.
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 will post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review today's discussion. We 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 CME credits, and the references referred to.

We would like to thank everyone who has worked hard on the development, planning, and implementation of this call. It is never a trivial task and I appreciate everyone's efforts, especially Dr. Bette Crigger, Nichelle Cherry, and other members of the Ethics Center and EES staff who support these calls.

· Let me remind you our next NET call will be on Wednesday, November 17, 2004 from 1:00 – 2:00 pm EST. Please note that this date is one week earlier than usual to avoid conflicts with Thanksgiving.  Please look to the Web site at vaww.va.gov/vhaethics and 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 Ethics Center, the summary of this call and the instructions for obtaining CME credits, the references that I mentioned and dates for the 2005 NET calls.
· 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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