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INTRODUCTION

Mr. Roselin:

Good day everyone. This is Joel Roselin, Program Specialist at the VHA National Center for Ethics in Health Care and I’ll be filling in today for Dr. Ken Berkowitz who will be back as moderator in March. 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's on your mind regarding ethics related topics other than the focus of today's call. 

PRESENTATION

Mr. Roselin:

Today’s presentation will focus on the topic Disclosing Patients’ Protected Health Information to Surrogates. This will include a discussion of the role of surrogate decision makers in health care and the importance of protecting the confidentiality of patients’ health information, as well as identifying the ethical dilemmas created by legal restrictions on disclosing patients’ protected health information to surrogates.  

Joining me on today’s call are

Randy Taylor, PhD, MBA, Director of Field Operations for VHA’s Employee Education Service and a Member of the National Ethics Committee

and

Bette Crigger, PhD, Chief of the Ethics Communication Service at the National Center for Ethics in Health Care 

Thank you both for being on the call today. I would like to start by asking Dr. Crigger to introduce today’s topic.

Dr. Crigger:

Thank you, Joel. First I think we’re all aware that surrogate decision making gives us a way to respect the autonomy of patients who no longer have decision making capacity. But we also know that surrogate decision making can often create ethical tensions for health care professionals. Clinicians are caught between obligations to uphold patient confidentiality but at the same time engage a patient’s surrogate in an informed decision-making process, which means sharing a patient’s health information with the surrogate. No fewer than six different privacy laws govern practice in VHA, including VA-specific regulations that prohibit clinicians from disclosing certain classes of information. I’m talking about 38 U.S.C. 7332, which prohibits disclosure of information related to drug and/or alcohol abuse, sickle cell anemia, or HIV to anyone without the patient’s written authorization, except a legally appointed guardian for health care. 
This regulation can set up situations in which VA clinicians face a serious conflict of duties between their obligations to protect patients’ privacy and to promote shared decision making. Such conflicts arise for patients who don’t have decision-making capacity under one of the following sorts of circumstances:

· the patient hasn’t authorized release of protected information and his or her wishes regarding disclosure of protected information aren’t known, 

and

· no guardian has been legally appointed, 

and 

· clinicians have determined that the protected information is clinically relevant to make an informed decision on the patient’s behalf

It’s important, then, to understand the dilemmas clinicians face between protecting patients and encouraging shared decision making. 
Mr. Roselin:

Could you give us an example of what this sort of problem might look like?

Dr. Crigger:
Sure. Bear in mind, this isn’t an actual patient case as such; but it is based on the kind of case that’s been raised with the Ethics Center:

Mr. K is a 48-year-old man who was brought to the Emergency Department by his sister, who found him alone and disoriented in his apartment. On initial exam he was completely disoriented, febrile, and hypoxemic. A chest radiograph revealed multiple pulmonary nodules. Mr. K’s mental status did not improve with oxygen and hydration, and his breathing became more labored.

On inspecting the medical record, Dr. P, the treating physician, learned that Mr. K had a long-standing diagnosis of HIV infection and multiple prior opportunistic infections. He’d never taken antiretrovirals consistently and had stopped all medications 6 months ago. Since then, he’d seen his primary provider several times for acute problems, but had declined to resume HIV therapy. His most recent CD4 lymphocyte count was less than 50. He had never indicated his wishes about intubation or resuscitation.

Dr. P believes that Mr. K has an opportunistic lung infection and may have a central nervous system infection as well. Before further diagnostic or therapeutic steps can be taken, Mr. K will need to be sedated and intubated. He approaches Mr. K’s sister, Mrs. W, who has been identified as the appropriate surrogate, to begin a discussion about consent for intubation. When Dr. P asks her what she knows of her brother’s medical condition she indicates that he’s always been an extremely private person and never discussed his health.

Dr. P can find no indication that Mr. K’s sister knows of his AIDS diagnosis, but feels this information has significant bearing on whether he should be intubated because Mr. K’s immune-compromised state significantly affects his prognosis. 

Mr. Roselin:
So in this case, because Mr. K is in VA care, the law prohibits Dr. P from disclosing his HIV status to his sister. And that compromises her ability to make informed decisions as his surrogate.

Dr. Crigger:
Exactly.

Mr. Roselin:

I’d like to step back and focus our discussion on the role of surrogate decision makers generally. As you say, Bette, surrogate decision making supports important ethical values in health care, including respect for autonomy and shared decision making, both of which are “operationalized” through informed consent. When a patient loses decision-making capacity, surrogates take the patient’s place in the process of shared decision making and assure that health care providers don’t make care decisions unilaterally. But what about the health information a surrogate needs to know in order to make informed choices on the patient’s behalf?  What if that information is protected? Dr. Taylor?

Dr. Taylor:

Certain information is generally considered essential to the informed consent process and must be shared with the decision maker, although how much detail should be provided will depend on the specific circumstances. Clinicians should at least disclose the condition for which the treatment or procedure is being recommended, the nature of the proposed intervention, the risks and benefits of the intervention, and alternative treatments or procedures.

Information about a patient’s health or medical history may also be important for a surrogate in the informed consent process, and it’s this category of information that gives rise to special privacy concerns. VA policy requires clinicians to disclose information that “a patient in similar circumstances would reasonably want to know” to make an informed decision. 
When surrogates are involved, clinicians should also apply the “minimum necessary” standard. That is, clinicians should disclose to the surrogate only the information that is clinically relevant to make the specific decision at hand. Just how much information should be disclosed to the surrogate will depend very much on the patient’s situation and the particular treatment decision the surrogate is being asked to make.

Mr. Roselin:

What should a clinician consider in deciding whether certain health information should be disclosed to a surrogate?

Dr. Taylor:

First, the clinician should consider whether the patient would want this information disclosed to the surrogate. To determine whether a patient would have wanted specific information disclosed, clinicians should look to the patient’s prior statements for guidance. For example, maybe the patient asked that certain information be withheld from a particular individual. A patient’s behavior can also indicate his or her preferences. Did the patient ask the surrogate to step out of the room, for example, or ask the surrogate to be included in regular discussions about the patient’s medical care? 
Second, the clinician should determine whether the information is medically relevant to the surrogate’s decision. In answering that question, clinicians should again first consider the patient’s prior statements and behaviors. When a patient has expressed a clear preference regarding a specific treatment or procedure, for example, saying he or she would never want to be intubated, it may be unnecessary to disclose other specific personal health information about the patient. 
However, when the patient’s preferences regarding treatment are not known and cannot reasonably be inferred—that is, when the surrogate must decide based on the best interest standard instead of using substituted judgment—the question of disclosure becomes more problematic.

Mr. Roselin:

Under what circumstances can disclosure become problematic? Dr. Crigger?

Dr. Crigger:

Well, it’s suggested that when there is uncertainty about the relevance of personal medical information, respect for the patient’s autonomy requires disclosure to the surrogate who’s standing in for him or her. It’s argued that the presumption should be to disclose because only the surrogate, not the clinician, has the moral authority to determine whether specific information is or is not relevant to a given decision. 

But this may not take seriously enough the obligation to protect confidentiality, particularly if there’s reason to suspect the patient might not want the personal health information disclosed. For example, because it’s potentially stigmatizing, the way HIV status or treatment for substance abuse could be.

In deciding whether to disclose, clinicians must make a good faith effort to determine whether having the information could reasonably be expected to lead the surrogate to make a different decision than he or she would without the information.

Mr. Roselin:

What criteria should practitioners use to make that determination?

Dr. Crigger:

They should think about several factors:

· the degree to which the information might materially affect how the treatment or procedure is carried out, 

· the findings or outcomes of the intervention, and

· the likelihood of achieving the intended overall goal(s) of therapy. 
In general, the more severely the patient’s health is affected and the more closely the treatment or procedure is tied to the specific information, the more likely it is that the surrogate’s consent decision would be materially affected by disclosure.

For VA patients who lack decision-making capacity and whose possibly relevant personal health information includes information about HIV, sickle cell, or substance abuse, the ethical ideal of shared decision making and the professional ethical obligation to assure that surrogates have the information they would reasonably need to uphold that ideal run up against 38 U.S.C. 7332’s legal restriction on disclosure.

Mr. Roselin:

Dr. Taylor, can you tell us, what would that mean in the case of a patient like Mr. K? 

Dr. Taylor:

Dr. P is faced with a constellation of different decisions about Mr. K’s care and how to include Mrs. W in the informed consent process, especially since there’s little evidence about Mr. K’s own wishes. Dr. P must decide, first, whether his patient’s HIV status is information the surrogate needs to know in order to give informed consent for an invasive procedure (the intubation). He must also consider VHA informed consent policy, which as we’ve said requires him to “provide information that a patient in similar circumstances would reasonably want to know.” If, after careful analysis, Dr. P believes that Mrs. W does need or would reasonably want to know her brother’s HIV status, Dr. P is in an ethically untenable position because he lacks the legal authority to disclose this information to Mrs. W.

Dr. Crigger:

In such a case, Dr. P could choose among three possible courses of action, each of which is problematic: 

· he could seek to have a court appoint Mrs. W as Mr. K’s legal guardian for health care decisions to whom he would then be permitted to disclose the protected information under the regulations; 

· he could obey 38 U.S.C. 7332 and withhold the protected information, violating his professional ethical obligations to his patient and his patient’s authorized surrogate; 

or

· he could fulfill his ethical duty to provide what in his judgment is the best care for the patient and disclose the protected information at the risk of legal sanction.

Mr. Roselin:

It seems to me that seeking guardianship through the courts would resolve the disclosure question, so why do you say it’s problematic? Dr. Taylor, would you care to comment on that approach?

Dr. Taylor:

Certainly. Basically, there is no plausible way for Dr. P to explain why he would ask a court to appoint Mrs. W as her brother’s legal guardian for health care. He’d have to tell Mrs. W that she is Mr. K’s authorized surrogate and is empowered to make health care decisions for him, but unless the court formally names her Mr. K’s legal guardian, “the law” prohibits Dr. P from disclosing certain specific health information that might be important for her to know in making those decisions. 

At best that’s going to be confusing; at worst, if Mrs. W is familiar with the law, she might well surmise that her brother’s condition involves HIV, substance abuse, or sickle cell. 

Or Dr. P could be so vague as effectively to provide no explanation at all for why he needs to go to court. Either course of action might undermine his relationship with Mrs. W and thereby undermine the process of shared decision making. 
Going to court carries also potential risks for the patient in delaying the clinical decision. Not to mention that the added time, and the formality of a court proceeding, with its aura of an adversarial encounter, risks distracting both clinician and surrogate from their mutual goal of serving the patient’s interests.

Mr. Roselin:

Bette, you mentioned that Dr. P has other options? 

Dr. Crigger:

Yes obeying the law and withholding protected information isn’t much more palatable. Doing that would undermine Mrs. W’s ability to fulfill her responsibilities to the patient as his surrogate and play her intended role in shared decision making. She would be asked to consent to the procedure without knowing critical information about her brother’s diagnosis – information that might change her decision. If Dr. P could speak freely about Mr. K’s condition and how his HIV status would likely affect the outcome of treatment, Mrs. W would have a very different context in which to consider her decision for her brother.

At the same time, however, Mrs. W said her brother didn’t discuss health matters. That suggests he might not have wanted such information disclosed. But it’s impossible to know what Mr. K would have decided if Dr. P, or his primary care provider, had explicitly discussed the kinds of decisions that a surrogate might have to make for him, and the information that surrogate would need to make those decisions, in the event Mr. K became unable to make decisions about care himself. 

Finally, violating federal law in order to honor his professional ethical obligation to assure that Mrs. W is adequately informed for the decision she must make is hardly an attractive proposition for Dr. P.

Mr. Roselin:

Could this conflict have been avoided? 

Dr. Crigger:

Possibly. Advance care planning would have allowed Mr. K to discuss his preferences before this situation occurred. If Mr. K’s primary provider had raised questions about what to do if Mr. K became unable to make decisions himself, that would have given Mr. K the chance to express himself. They could have talked about what having a surrogate would mean, and about disclosing his HIV status. Perhaps Mr. K would have authorized disclosure to his sister; but at the least his preferences would have been known.

Mr. Roselin:

You raised another important point that I think we should stress here: It’s hugely important for clinicians to think very carefully about disclosing protected information when they have so little evidence of the patient’s own preferences. Knowing that her brother has AIDS could very well be material to the decision Mrs. W makes for him. That information certainly has implications for her understanding of the potential benefits and burdens of treatment.

But, and this is a very important but, we could imagine that Mr. K never told her about his HIV status because she was the last person in the world he wanted to know about his disease. Maybe she has said very hostile things about people with AIDS; maybe Mr. K thought that if she knew, she wouldn’t be willing to have anything more to do with him, let alone make health care decisions for him. Maybe Mr. K felt that having his sister know his HIV status—or having her know he’d been a drug addict, if that had been the information at stake—really would be worse than dying.

Mr. Taylor:
You’re absolutely right, Joel. The regulations were put in place to protect patients from just the sort of discrimination you’re worried about. Decisions to disclose sensitive information are very complex, very difficult, and clinicians should never make them without the most careful consideration, even when they are permitted.

MODERATED DISCUSSION

Mr. Roselin: 

Thank you Dr. Taylor and Dr. Crigger for discussing the topic of Disclosing Patients’ Protected Health Information to Surrogates.

Our discussion today has shown that clinicians face tension between their ethical obligations to both protect privacy and promote surrogates’ participation in shared decision making. When a patient lacks capacity, that tension becomes particularly acute in situations that involve the legal duty to protect the confidentiality of specific information under 38 U.S.C. 7332. We’ve noted how advance care planning can play a role in forestalling such dilemmas, and also highlighted the importance of using sound judgment in determining that disclosure is warranted in a particular case.

Now we’d like to hear if our audience has any response or questions.

Peter W., St. Paul, MN VAMC:
Would it make a difference if the sister had a Durable Power of Attorney for Health Care (DPAHC)? 

Dr. Crigger:
I’m not sure that on a legal basis it actually would. We basically already acknowledge that Mrs. W is the appropriate surrogate for her brother, whether she’s been appointed as such, or whether she was identified as such through the priority list of surrogates is still different from being a legally appointed guardian by the courts, and I’m not sure that it would materially affect the modality of disclosures. Though, it might be helpful if she were Mr. K’s DPAHC that she might already know about his HIV infection. 

Angela Prudhomme, Chief Ethics Policy Service, National Center for Ethics in Health Care:

The designation of the sister as health care agent could potentially allow the disclosure if that particular designation was specific enough and included the requirement for prior written consent under the regulation.
Sandra Kidd, Ann Arbor, MI VAMC:

Can the next-of-kin request information about a deceased patient with HIV?
Ms. Prudhomme:

The regulations concerning deceased patients are somewhat different, and I don’t have the regulations in front of me, but the regulations do allow disclosure to the next-of-kin in limited circumstances.

Stephania Putt, VHA Privacy Officer:

38 U.S.C. 7332 does continue to apply even after the patient becomes deceased—so that information remains protected. There are very limited disclosures that are permitted after death. For next-of-kin, disclosure can be made only as it applies to survivor’s benefits, such as life insurance, social security, and VA benefits for survivors. That is the only time the next-of-kin can obtain that information.
Dr. Crigger:

Whenever the legal authority to disclose is very limited, there is still the question of whether disclosure is ethical. If the patient never disclosed during his lifetime, that is fair indication that he or she did not want his relatives to know, and barring some very specific reason for them to have access, should not be disclosed.

Mr. Roselin:

Much of this debate is a tension between what we may or may not be legally allowed to do, and what our ethical obligations as health care professionals are.
Cynthia Lee, Sacramento, CA VAMC:
What about the death certificate? Who has access to that? If we put as the cause of death pneumocystis pneumonia, HIV, or something like that, won’t people be able to get information that way.
Ms. Putt:
It is my understanding that the death certificate is unique in that the family has a right to the death certificate because it is needed for numerous purposes to be able to legally show that the person is deceased, even if it has as the cause of death “HIV-related.” 
David Carroll, Milwaukee, WI VAMC:

It’s not clear to us whether we disclose that information to a patient’s DPAHC, or whether the patient must make a specific statement allowing such disclosures to the DPAHC.
Ms. Prudhomme:
The requirement for disclosure of HIV is prior written consent of the patient that is specific, time-limited, and the purposes that are intended. A DPAHC is not time-limited, and it may not be specific to 7332-protected information.
Dr. Carroll:
In general, an agent who is appointed under a DPAHC does not have access to HIV, sickle cell, or substance abuse information.

Ms. Prudhomme:

That is correct, unless they modify that DPAHC to meet the specific requirements under the regulations of disclosure of protected information.

Dr. Carroll:
That is a bit shocking, in that the agent who would be making health care decisions would not have access to that information. 

Dr. Crigger:

That is precisely the tension we have here. There have been a number of suggestions about how one could work around such a situation without disclosing protected information, and that is why we want to stress that what should be disclosed to the surrogate is what the surrogate would reasonably want to know to make that health care decision. There may be ways for the practitioner and the surrogate to come to an adequately informed decision without mentioning HIV. For instance, can Dr. P say only that Mr. K has a very bad lung infection, and needs to be intubated? And if Mrs. W asks, “what’s he got?” Dr. P can say that he has pneumocystis, and Mrs. W may or may not know what that implies. That could be a way to balance those conflicting duties.
Dr. Carroll:
I wonder if the person who completed the power of attorney for health care realizes at the time that their agent would have such limited access to critical information. I wonder if the VA power of attorney form ought to be modified to make this clear or to at least give them the opportunity to include that authorization as part of the form.
Ellen Fox, Director, National Center for Ethics in Health Care:

We are taking a look at the advance directive policy right now, and we’re looking at a number of potential improvements, and this is one of the areas we are looking at. Another practical suggestion, if you do have a patient with HIV in particular, and he or she is completing an advance directive, it would be prudent to discuss the situation with them, and they could potentially sign a release of information form at that time. 
Alice Beals, New York Harbor Healthcare System, Brooklyn NY:

We are doing the same sort of thing with an advance directive organ donation note, so we can find in the chart who wants to be an organ donor. We are putting on that a note to the practitioner that if the patient has information in the protected category to get them to sign a release for that information.
Dr. Fox:
I think it’s important to clarify that we need to get as much information as we can from the patient, especially if there is the potential for the patient to think the surrogate will have that information and, in fact, they might not. 
Mary Kundrat, Des Moines IA VAMC:
We have been looking at our advance directive policy as well, particularly when patients with decisional capacity have made treatment preferences without clinical context and a DPAHC is absent. We’re almost to the point where we no longer ask for treatment preferences. Do you have a feel for that?
There have been a number of studies that have come out in the last 18 months that have looked at the whole issue of treatment preferences without the clinical context.
Dr. Fox:
There is a lot of empirical evidence that points out a number or problems when patients specify preferences for treatments. Preferences can be contradictory within the advance directive, they can be misinterpreted by the health care team relative to what the surrogate thinks, etc. The solution to those problems is not clear. Some people advocate going to an approach where the surrogate is appointed and has a lot of leeway about interpreting the patient’s wishes. I think there is a leaning in that direction. For instance in Massachusetts the state law recognizes the surrogate, not the specific treatment preference documents. They have done the same in Canada, and a lot of the newer advance directives tend to be more vague, and stay away from specific treatment preferences. On the other hand, when patients do have very specific treatment preferences, sometimes they want the surrogate to abide by them, and they do want to specify in them in great detail in advance. Some forms even make it an option for the patient to choose how closely they want their surrogate to abide by their wishes. On the national level we are examining the current advance directive document, and looking at all these pros and cons, and different approaches. If you have any thoughts, please contact Angela Prudhomme.
Johnny, San Diego, CA VAMC:
It seems to me that protected information is different, because we might not want people to pass judgment on us for something like alcohol or substance abuse. We might want someone to make decisions for us, and yet still not release to them this protected information. It makes we wonder whether requiring a blanket release of information is ethical.
Mr. Roselin:

My understanding is that there can be no blanket release of information for protected categories, but, as we said, it needs to be specific to the information and time-limited. So, if a patient has information in a protected category, then a specific discussion relative to the surrogate needs to take place and that needs to be signed.

Dr. Taylor:

In the course of the report today, I think it was reinforced that conversations between the clinician and patient, especially in cases where there might be protected information, the conversation between the clinician and the patient really is important. As far as we can, we make attempts to discuss with the patient the implications once the diagnosis is known, and documenting that conversation, and doing it regularly. It really is difficult with all patients, but that really does provide the best decision making basis for clinicians.

Matt Robison, North Chicago, IL VAMC:
One of the exceptions of 7332 is disclosure to wife or other sexual partner. If you have a separated wife, who may or may not be sexually active with the patient, does that change the situation?

Dr. Fox:

In that case you would be allowed to disclose, but ethically, you would not be required to disclose.

Ms. Putt:

I think the expectation in that case is that you would disclose to the spouse. Really, what should happen is that the clinician should counsel the patient to disclose to his or her spouse, and if the patient is unwilling or unable to do so, and the spouse’s health is threatened, then the expectation is that the clinician should disclose, but I would have to defer to a disclosure expert to say whether that is required.

Brian, Battle Creek, MI VAMC:

Looking at Handbook 1004.2, which is on advance directives, to implement the advance directive the physician must decide that the patient lacks decision-making capacity and is not likely to regain it in a reasonable period of time. What do we do in cases when we expect the patient to regain decision-making capacity? Do we withhold until the patient comes around? Do we go to the Chief of Staff?
Dr. Fox:
Under the informed consent policy (1004.1.6), if the practitioner believes the patient will regain decision-making capacity, the physician must wait until the patient’s decision-making capacity returns, and then undertake the informed consent discussion with the patient, provided that the recommended treatment or procedure would not adversely affect the patient’s condition. The issue is not going to the Chief of Staff; it is waiting until the patient wakes up. If it is determined that the patient will not wake up in time to consent for a procedure that needs to be done, then the physician should go through the procedures for obtaining consent from a surrogate. 
Brian:
But what if the patient would regain decision-making capacity if we supplied standard therapies? Are we still obligated to get consent from the surrogate, or should we treat the patient and get consent for other treatments from the patient after he regains decision-making capacity. For instance, if we put a patient on a ventilator for two days and the patient would then likely regain decision-making capacity, do we have to go through the surrogate?
Dr. Fox:
In this case, there is no dire emergency to put the patient on a ventilator, but not putting the patient on the ventilator would adversely affect his health. This meets the threshold criteria, therefore, for engaging the surrogate in the informed consent discussion. 

Linda Williams, North Little Rock, AR VAMC:
I am concerned about the issue of truth-telling here. If you initially engage the surrogate and say, “he has a severe lung infection,” but then the surrogate asks, “well, what is it?,” but we are prohibited from saying that it is HIV, what happens to truth-telling in that relationship.
Dr. Crigger:

That’s exactly the sort of tension this report brings to light. You are right up against the wall that without the written authorization you are in a place where you have to say to the surrogate, “I can’t tell you.” And that is precisely the bind clinicians are in with this statute.

Dr. Williams:
It really brings the patient-physician relationship into question because the surrogate is acting for the patient. 
Dr. Fox:

The subject of today’s call is really the substance of a National Ethics Committee report, and one of the recommendations of that report is that the Under Secretary for Health request an opinion from General Counsel as to whether the statute can be interpreted to allow for disclosures to surrogates, because the status quo creates an ethically untenable situation for VA clinicians. 
FROM THE FIELD

Mr. Roselin:

Now I’d like 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 Disclosing Patients’ Protected Health Information to Surrogates.

Sarah, North California:

Does the term legally authorized surrogate refer only to a legal guardian or durable power of attorney for health care, or does it also refer to any surrogate under VA policy?

Ms. Prudhomme:
A legal guardian or a special guardian is someone who has been appointed by a court. Under VA policy we also have authorized surrogates, and authorized surrogates include anyone from a designated health care agent to a close friend. 
CONCLUSION

Mr. Roselin:

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 any 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. Randy Taylor, 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, March 30, 2005 from 1:00 – 2:00 pm EST. Please look to the Web site at vaww.va.gov/vhaethics and your Outlook e-mail for details and announcements.


· 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@va.gov.

Thank you and have a great day!
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