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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 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. 

ANNOUNCEMENTS

CME credits are available for listeners of this call. To receive CME credit for this course, you must attend 100% of the call, and complete the registration and evaluation process on the LMS website: https://www.lms.va.gov/plateau/user/login.jsp, 
To get a CME credit hour for participating in the conference call you must complete the registration and evaluation process by January 4, 2009.

If you have any questions about this process or about the LMS website, please contact the Project Manager, John Whatley, PhD, at (205) 731-1812 x312 or by e-mail at John.Whatley@va.gov.

PRESENTATION

Dr. Berkowitz:

In today’s call, we will focus on the experience of moral distress among patients, families, and health care providers.  We will identify practical strategies to address moral distress in health care, focusing on ethics consultation in particular.  
Joining me on today’s call will be:

Barbara Chanko, RN, MBA, Ethics Consultant, Ethics Consultation Service, National Center for Ethics in Health Care;

Cynthia Gunnarson, RNC, MSN, Magnet Coordinator, North Chicago VAMC; 

Maureen Lavin, JD,  MA student in Bioethics, University of Pennsylvania; former Ethics Intern, Ethics Consultation Service, National Center for Ethics in Health Care.

Ms. Lavin, in the context of health care, how is “moral distress” defined in the literature? 

Ms. Lavin:
In a book entitled Nursing Practice: The Ethical Issues, philosopher Andrew Jameton described moral distress in the early 1980’s as the psychological disequilibrium or painful feelings that result from recognizing the ethically appropriate action, but failing to take that action due to institutional obstacles such as lack of time, lack of supervisory support, exercise of medical power, institutional policy or other limits. In simple terms, the individual was described as knowing what is right, but as being prevented from doing what is right.  

Dr.  Berkowitz:

Much of the literature draws a sharp distinction between moral distress, as you just described, and moral uncertainty or moral dilemmas, where one is unsure what is right.  It has been our experience with the Ethics Consultation Service that people sometimes also experience moral distress when they are uncertain about what to do.  This is different than the general level of distress that all health care professionals experience at some point because working in health care is at times inherently uncomfortable.
In order to illustrate the concept of moral distress, we would like to begin by describing several hypothetical or historic ethics scenarios, because sometimes stories demonstrate the point better than a definition can. 

Ms. Chanko:

A family of a patient without capacity who was actively dying and had an automatic implantable defibrillator device (AICD) requested that the device be disabled. This request was also advocated for by the nursing staff because they felt it was in keeping with the prior preferences that the patient had expressed in his advance directive.  The attending physician did not initially agree with the family’s request because he felt that he would be contributing to the patient’s death.  He therefore did not place an order in the patient’s record right away.  The defibrillator fired several times in the family’s presence while the patient was dying.  Everyone involved with this case was acutely distressed about this outcome, the nurses and family in particular felt moral distress because they had no way to achieve what they thought was right.  

Ms. Gunnarson:

A patient requires the use of home oxygen.  Recently the patient attempted to turn on the stove while intoxicated and set his pajamas on fire. Eventually the nasal cannula also caught on fire and he burned his nose and mouth.  The physician who prescribed the home oxygen was upset on learning about the patient’s injuries. He was morally distressed that he would be putting the patient at risk by continuing to prescribe home oxygen, a therapy that is medically indicated. 

Ms. Lavin

On admission and after death, some patients were being screened for MRSA without a prior informed consent discussion.  Some patients were distressed because they didn’t appreciate the implications of MRSA screening until after it was done. Some staff were concerned that they did not have time to get consent for screening even though it was the right thing to do. Additionally, the protocol for post-mortem screening caused some people distress because they knew it wasn’t right to do it without consent. 

Ms. Chanko:

A facility leader determined that the timeframe provided in the protocol for root cause analyses (RCAs) did not leave him enough time to review and/or ask the root cause analysis team to reconsider their recommendations prior to the date that the report had to be filed. He told the team that beginning immediately they needed to complete their work 5 days earlier than the protocol allowed. The core RCA team felt that the manipulation of the timeframe was in conflict with the goal of the RCA process to allow each team the time to gather facts and the ability to independently make recommendations that they thought were fitting corrective actions. Two members felt such distress that they resigned.

Ms. Gunnarson:

An end stage Alzheimer’s patient with no advance directive was no longer able to receive food by mouth.  Because the patient had significant prior experience of starvation as a prisoner of war, the patient’s family requested that the he receive a feeding tube.  The team was distressed because they had become used to thinking that the burden of tube feeding outweighed the benefit to patients with end stage Alzheimer’s and thus was not the right thing to. The nurse was very uncomfortable when he was told to prep the patient for the feeding tube insertion.
 Dr. Berkowitz:

All of these scenarios generated requests for ethics consultation. 

Before we look at strategies that ethics consultants can use to address moral distress, let’s look at common features of such situations and at ethical considerations that underlie the feelings of uncertainty or distress.   Ms. Lavin. . . 

Ms. Lavin:

In a recent presentation delivered at the 2008 Annual Meeting of the American Society of Bioethics and Humanities entitled “Professionals’ Moral Distress:  A Neglected Dimension in Ethics Consultation”,  Martin L Smith, STD, of the Cleveland Clinic Foundation and Carmen Paradis, MD, of the Cleveland Clinic, identified several common features that may cause moral distress.  

First, the decisions being considered may have high stakes.  For example, the patient may be medically failing, not improving, or at the end of his or her life, and the parties involved may be considering a decision to forgo life-sustaining treatment.

Second, questions of capacity are often involved. For example, the team may have a question about whether or not the patient and/or surrogate is capable of making adequate decisions about care. 

Third, involved patients may have been in the hospital for a longer-term stay. In such cases the effect of having had multiple care providers, and/or having established longer-term relationships with staff, may be significant.

Fourth, a breakdown of therapeutic alliances may have occurred, with disagreement among members of the team about how to treat the patient. 

Fifth, there may have been a failure to negotiate and agree on goals of care, resulting in an uncertain or inconsistent care plan.

Finally, the team may be exhibiting behaviors that the patient/family perceives to be controlling or the patient/family may be exhibiting behaviors that the team perceives to be demanding.  

Dr. Berkowitz:

Before we look closely at strategies that ethics consultants can use to help address moral distress, let’s identify the barriers that the literature describes as making it difficult for health care professionals to act on what they believe is right. Ms. Gunnarson. . . .

Ms. Gunnarson:

In an article entitled “Moral distress in health care professionals.  What is it and what can we do about it??” in the Winter 2006 volume of The Pharos, Hamric, et al, identify several internal and external factors as barriers.

Health care professionals may experience internal barriers to acting on their feelings of moral distress or uncertainty.  They may feel that they do not have the power or the knowledge or the understanding to act on their moral convictions.  Health care professionals may also experience external barriers to acting on their feelings of moral distress or uncertainty.  They may lack the time or the administrative support to address ethical issues that arise in the course of patient care, or they may have professional perspectives that are different from other members of the team.   

Dr. Berkowitz:

How is the issue of moral distress, which Jameton introduced more than twenty five years ago, relevant in health care today?

Ms. Gunnarson:

Factors such as a national shortage of registered nurses and generally scarce resources may contribute to more moral distress today than in the past. There can be pressure to treat patients more quickly, to discharge sicker patients from the hospital and to treat sicker patients in ambulatory care. The timeliness of this topic is reflected in recent journal articles. The June 2008 issue of Chest Newsletter and the April 2008 issue of the American Journal of Bioethics have articles related to this subject.  Jameton advanced the definition of moral distress in the context of nursing, and much of the subsequent literature is about nurses’ moral distress, but it is apparent that moral distress is not limited to nurses.  Many other segments of the health care community are also subject to moral distress, including physicians, pharmacists, respiratory therapists, social workers, and chaplains – probably everyone. So whatever we discuss today should be understood to apply to a broad context of health care. In fact, the clinical situations described at the beginning of today’s call were referred for ethics consultation from a broad range of requesters. 

Dr. Berkowitz:

Ms. Chanko, why should we worry if professionals in our facilities are experiencing moral distress?

Ms. Chanko:

Moral distress exacts a heavy toll. Let me quote from a 2005 study by Elpern, et al, that involved nurses.  The detrimental effects on nurses are captured in comments such as “I often equate my job with keeping dead people alive.  On these days, I dread coming to work.”  Or “I know I won’t do this job forever.  I’ve cut down my hours already.” Or “I’m scared that I’m causing undue pain and suffering and this causes me great distress.” Or “No one really helps nurses.  We live with this day in and day out.  No therapy.  No intervention. Nothing.  We just go on to the next patient.”

Such comments reveal the psychological burden which accompanies moral distress and suggest that there is an impact on job satisfaction and retention.  One study by Corley reported that 15% of respondents had changed employment due to moral distress. Frustration, burn-out, resignations, and even departure from a chosen profession may be consequences. 

In addition, there is an inescapable effect on attitudes toward patients, almost a defense mechanism, as reflected in the comment ”Some days… I see patients as my job, not real people with families” (Elpern, et al, 2005).

Dr.  Berkowitz:

Let’s turn now to considering how does moral distress relate to ethics consultation and what practical strategies do we recommend for reducing moral distress and uncertainty among health care professionals? 

To begin, what ethical considerations underlie situations such as those described above?  

Ms. Gunnarson. . . .

Ms. Gunnarson: 

Drs. Smith and Paradis identify several ethical considerations that they believe are common to clinical situations that contribute to moral distress.  Professionals may feel that they are being asked to compromise values and commitments, especially in situations where they are being asked to provide care that they believe is burdensome to the patient and offers little benefit. Beyond that, if family behaviors are perceived to be demanding, especially when the team feels that the care is “futile”, this may contribute to a feeling among staff that they are violating professional standards or the principle of justice by placing the demands of one person above the needs of many.

Ms. Lavin, could you elaborate on additional ethical considerations that may surface in situations where staff report feeling moral distress?

Ms. Lavin:

Yes.  The moral considerations vary depending on the situation under discussion.  Let us take the example of moral distress encountered when care which the team believes is overly aggressive care is provided to a terminal patient because the patient or surrogate wants “everything done”. 

The moral distress of the treatment team may be rooted in values which they hold and which the patient or surrogate does not share.  The patient or surrogate may value life in any condition and under any circumstance as an absolute good, whereas members of the treatment team may value a different quality of life.  This analysis of the situation may suggest that there is a conflict of values. Because the patient has the right to accept or refuse any treatment offered to them, the patient‘s values should be honored even if they are inconsistent with the care provider’s values.

Dr. Berkowitz:

Ms. Chanko, are there other ethical considerations that may contribute to moral distress when the family of a terminal patient wants aggressive care?

Ms. Chanko:

Often moral distress occurs when a care provider believes that the patient who was completing his or her advance directive did not know what “doing everything” entails.  The care provider may question whether the possible benefits and burdens associated with treatment had been fully explained and the patient’s choice truly informed.  In such a situation, the care provider may be distressed that the family of a terminal patient is authorizing aggressive care based on their interpretation of the patient’s prior wishes, when the patient may not have been fully informed.   

Dr. Berkowitz:

Ms. Gunnarson, could you describe other ethical considerations that may contribute to moral distress? 

Ms. Gunnarson:

There may also be situations in which the treatment team becomes distressed because they cannot deliver care that a patient needs. Sometime a patient or surrogate won’t authorize the medically indicated treatment or procedure. Another type of problem is that at times it is difficult to assure that mental health patients have access to indicated medical care.  For example, a patient with significant mental health history is seen in the Emergency Room.  The physical complaint is chest pain but because of auditory hallucinations and threatening behavior the patient is admitted to an acute mental health unit. He suffers a myocardial infarction and is then transferred to the MICU. The mental health staff feels moral distress because sometimes there seem to be barriers to getting medical treatment for acutely ill mental health patients. 

Dr. Berkowitz:

Ms. Gunnarson, could you elaborate on additional ethical considerations that may influence feelings of moral distress? 

Ms. Gunnarson:

The principle of nonmaleficence, or do no harm, may conflict with the patient’s autonomous right to make choices about his or her own welfare.  For example, a physician may feel that he is contributing to a potentially dangerous situation when he discharges a capable patient to an environment that the patient chooses, but that the physician feels is unsafe.  

Or the needs of a particular patient may conflict with the good of the public.  For example, a pharmacist may feel moral distress at filling a prescription for medication for erectile dysfunction when the patient has a sexually transmissible disease and the pharmacist fears the patient may engage in unsafe sexual practices with multiple partners. 

Dr. Berkowitz:

Dr. Smith and Dr. Paradis suggest several broad strategies that ethics consultants can use to help address moral distress in situations such as these.

Ms. Lavin, could you describe a few of these strategies?  

Ms. Lavin:  

Drs. Smith and Paradis feel it is important for the ethics consultant to:

· recognize  existing moral distress;

· identify the ethical issues that underlie moral distress and uncertainty; and 

· draw on those with psycho-social expertise (for example, social workers, psychiatrists/psychologists, chaplains, and employee assistance programs) to help provide a space for these feelings to be acknowledged. 

Dr. Berkowitz:

Ms. Chanko, are there additional broad strategies that ethics consultants can use to address or minimize moral distress?

Ms. Chanko:

For one, ethics consultants can help providers distinguish between accommodating patient choices and compromising patient care.  Earlier we identified situations in which a physician feels like he or she is helping put a patient at risk when he authorizes something that the patient wants – such as home oxygen for a smoker or discharge to an unsafe environment.  In such situations, ethics consultants can review care options designed by the physician or other involved parties to minimize risk to the patient to ensure that they are ethically justifiable.  

Dr. Berkowitz:

Could you identify a broad strategy that the ethics consultant can use that goes beyond accommodation to a particular patient? 

Ms. Chanko:

When moral distress seem to recur in similar settings such as the ICU unit, or in similar situations, such as when the team and the surrogate disagree over how to interpret the patient’s advance directive, the ethics consultant can promote proactive ethics efforts that diminish the multiple “costs” of such feelings. 

Dr. Berkowitz: 

The CASES approach used by ethics consultants within VHA incorporates some of these strategies for addressing moral distress and uncertainty.  By following the steps in the CASES process, ethics consultation provides a forum for discussion and consistent practices for all parties involved in a distressing situation.  The approach also provides a level playing field for all parties to the situation and a “moral space” within which to discuss ethical considerations that underlie moral distress or uncertainty.

As all of our ethics consultants know, there are 5 broad steps to the CASES approach to ethics consultation.  Returning to the examples of moral distress with which we began today’s call, let’s consider how these steps might help mitigate moral distress – or prevent it from occurring in the first place. 

In the first example we discussed, a patient received several shocks from an AICD while he was dying because the attending physician was unsure about whether to deactivate the AICD. 

Ms. Lavin, how would following the Clarify or “C” step of the CASES approach help mitigate moral distress in this case?

Ms. Lavin: 

One aspect of the Clarify step is to “formulate the ethics question” by determining what values are at stake.  When looking back at the AICD example, the ethics consultants were able to formulate an ethics question that they believed clarified the values at stake:  Given that the patient or surrogate has the right to refuse any treatment or procedure and the physician feels that deactivating the AICD might contribute to the patient’s demise, what should be done? By explicitly clarifying values in an ethics question, the ethics consultant can assure clear communication between all parties involved in the consultation. 

Dr. Berkowitz:
Ms. Chanko, how would following the Assemble or “A” step of the CASES approach help mitigate or prevent moral distress? 

Ms. Chanko:

The second step of the CASES approach is to assemble information relevant to resolving the case.  By clearly understanding the medical facts, the patient’s preferences and interests, the preferences and interests of the other involved parties, and the ethics knowledge relevant to the case, the ethics consultant makes sure that the circumstances are considered from all perspectives. Every voice is heard. In the case of the defibrillator, the search for ethics knowledge clarified that VHA policies regarding informed consent for treatment and procedures and for advance care planning and the management of advance directives establish that it was ethically permissible, and in fact required, for the attending physician to authorize deactivation at the request of the surrogate.  Although policy does not discuss the disabling of a defibrillator, the defibrillator is roughly equivalent to other forms of life-sustaining treatment, such as mechanical ventilation, that the patient or surrogate has the right to refuse.  

Dr. Berkowitz:

The third step in the CASES approach requires the consultant to synthesize the information about the case and analyze the ethical concerns.

Ms. Gunnarson, how might we analyze situations where physicians fear that they may cause harm when they respect a request that puts the patient at risk? 

Ms. Gunnarson:

A lot of moral distress results from health care professionals feeling like they are harming a patient, for example, by authorizing “aggressive” care that they believe to be futile – or increasing the patient’s risk of harm, for example, by discharging a patient to an unsafe environment. 

A recent article in the July 31, 2008 New England Journal of Medicine entitled Doctors, Drugs, and Driving – Tort Liability for Patient-Caused Accidents  provides an interesting perspective on this ethical concern.  The article is based on recent legal decisions. One take-home point is that if a provider does everything he or she can to make sure that a competent patient understands the potential risks of a given treatment or course of action, then the physician has acted responsibly from an ethical standpoint.  In a word, it is a situation of dual responsibility, in which the patient is responsible for his own choices and the physician’s responsibility centers on making sure that the patient is adequately informed.  

Dr. Berkowitz:

The fourth step in the CASES approach requires the ethics consultant to explain the synthesis to others involved in the case and the final step in the CASES approach is to support the overall process of ethics case consultation.  In this step the consultant would communicate with participants - either together in a meeting or individually. In our example, the ethics consultant would meet with the physician to let him know that deactivating a defibrillator is similar to the withdrawing of other life saving therapies, may be required by policy, and that refusing to respect the patient’s (surrogate’s) wishes actually also causes harm. The real question for the physician may be how to do it, rather than whether to do it.

The final step in the CASES approach is the support step. Included in this step is the important element of reviewing the consultation for underlying systems issues so that practice can move closer to the ideal. That is, by changing systems health care providers can close an ethics quality gap and prevent similar situations from occurring in the future, thereby preventing moral distress.

Ms. Chanko, could you elaborate?  

Ms. Chanko: 
All of the functions of IntegratedEthics can contribute to a response to moral distress in health care professionals.  The leadership function focuses on the organization’s ethical environment and culture. 

The organization’s ethical environment and culture can be a very positive force in minimizing moral distress.  An ethical environment is one in which ethical values guide behavior, including setting priorities that provide for the ethical treatment of patients.  Ethical values must be reflected in the organization’s strategies, processes, and systems.  An ethical environment is also reflected in how the organization treats staff and sets institutional goals. The ethical work environment can predict moral distress intensity, and ethical leadership can set a positive tone.
Dr. Berkowitz:

What could the preventive ethics team do to help minimize moral distress among health care professionals? 

Ms. Chanko:

The preventive ethics team could focus on one issue which is known to produce moral distress and try to create systems change that would close the ethics quality gap and prevent moral distress. For example, the team might utilize the ISSUES approach to determine a root cause for moral distress in the ICU when the surrogate and the team disagree on how to interpret the patient’s advance directive. Depending on the results of the process, the preventive ethics team might develop, in conjunction with the involved disciplines, a strategy such as weekly interdisciplinary ethics rounds in the ICU. Questions such as those mentioned above could be raised and discussed during rounds. The process itself could alleviate distress.  

In the long term view, success in building an ethical environment and culture and a robust preventive ethics function may actually prevent moral distress before it happens!  

Dr. Berkowitz:

During the course of today’s call, we have provided examples of moral distress among health professionals, common features of such examples, general strategies that ethics consultants can use to help mitigate distress or prevent it from occurring the first place, and examples of how strong ethics consultation practices can play a helpful role in this process.

To summarize, Drs. Smith and Paradis have commented that it is important for ethics consultants to:

· recognize existing moral distress;

· identify the ethical issues that underlie moral distress and uncertainty; and 

· draw on those with psycho-social expertise (for example, social workers, psychiatrists/psychologists, chaplains, and employee assistance programs) to help provide a space for these feelings to be acknowledged. 

Within VA, ethics consultants at both the local and the national level will find that elements of the CASES approach to ethics consultation will help them to work to minimize moral distress by consistently providing a forum for discussion and a level playing field for all parties, as well as a moral space within which consensus and accommodations can be reached where possible. Ethical leaders can shape the culture and environment to help staff do the right thing, and preventive ethics can close ethics quality gaps, potentially preventing moral distress before it happens.

Although it is unrealistic to believe that moral distress can be completely eliminated, moral distress might be addressed and/or diminished through sound ethics practices. 
MODERATED DISCUSSION
I’d like to hear if our audience has any responses to anything that we’ve said, or any questions about moral distress and strategies that ethics consultants can use to address it within the health care setting. 

Caller:

This is one of the best calls we’ve had; it’s packed with information.  Where can I get a transcript? 

Dr. Berkowitz:

Thank you for asking.  We will post on our web site a link to this call, usually within 10 days.  We will post a link not only to a detailed summary of the presentation and discussion, but also an Executive Summary that will include bulleted take-home points as well as related Ethics Center resources and an annotated bibliography of sources from the bioethics literature.  We will distribute the link to that follow-up information as soon as its ready. We will send it out to the same list as the people who get the announcement and reminders for the call. 

Caller:

That would be great, thank-you.

Dr. Berkowitz:

This is the 76th call, so all of the previous 75 calls are posted on the web site at http://vaww.ethics.va.gov/pubs/netsum.asp 

Caller:

I have a question regarding educational credit. 
Dr. Berkowitz:

If you are trying to get educational credit for this call, you can look on the LMS website or contact Dr. John Whatley in the Outlook system. If you can’t find him, send an e- mail to vhaethics and we will forward your questions to him. 

Dr. Berkowitz:

Does anyone have any thoughts about what we talked about in regard to moral distress? 

Ms. Kitchens, Prescott AZ:
This CASES approach really works.  I would encourage all of you not to be afraid to bring up something that you think might be an ethical dilemma.  Using the CASES approach helps determine whether the issue being raised is ethical or legal.  It’s been a great forum for us in making these determinations, and also for gaining input from a multi-disciplinary committee about what to do even if it isn’t ethical, but more legal.  It’s just been great for us. 

Dr. Berkowitz:

Thank you and that was not a paid endorsement. Does anyone else have any feelings on how they have been able to use the CASES approach, hopefully successfully to address moral distress?  Does what we’ve said and what Ms. Kitchens said resonate? 

Mr. Day, Washington DC:

This was a great call as usual. It’s interesting because this afternoon we have our Ethics Leadership Council Meeting and I’ve asked one of the psychiatrists to come and present and one of the things that you mentioned is sometimes a source of moral distress:  that is, the management of psychiatric patients when they go to medicine. There’s also another side to this issue.  Our inpatient psychiatric ward has a locked door, and sometimes in lieu of other settings, patients with Alzheimer’s, Parkinson’s, or even those with traumatic injuries, are placed on this ward, at least in short term, because it is the only setting that is locked. Sometimes people are parked there and they really in some sense are not there for psychiatric reasons. I think it works both ways with medicine and psychiatry and I was glad to hear those issues mentioned. 
Dr. Berkowitz: 

Thanks, Dan.  And I think that that’s a practical solution that might be employed, but that some people might be distressed by.  There is that fine line between doing what needs to be done and having the ability sometimes to think through it and ask if it’s really what should be done. And again, in situations like that, I really think that Ethics Consultation is a good venue for, if nothing else, letting people understand how the decisions are made and how people got to where they ended up. 

Chaplain Phillips, Nashville, TN.

This is Chaplain Phillips from Tennessee Valley. 

Dr. Berkowitz:

I want to acknowledge Chaplain Phillips’ role in helping develop the content for today’s call and for reviewing the script also. So thank you, Chaplain Phillips 

Chaplain Phillips:

And that was actually a paid endorsement.  We’ve recently gone through, as I’m sure other facilities have, a safety remodeling project for our acute psychiatry units here at both campuses.  One of the things that we’ve found is that we’ve been able to provide some ethics consultation about how to manage, as the previous caller was mentioning, the combination of the younger veterans who come in for drug problems and having them be housed with some of the elderly schizophrenic patients.  We have tried to find a means of distributing those patient populations without trying to do some sort of discrimination, everybody under 50 goes here and everyone over 60 goes here. It’s been a unique kind of opportunity for us 

Dr. Berkowitz:

It sounds to me with consults like that and the one that Ms. Kitchens mentioned that people are starting to get out of their consultation silo, what I think of as addressing exclusively end of life issues or shared decision making, often in the intensive care unit. As you got into to these more organizational type of ethics consult by being drawn into the ethical aspects of safety redesign – did you find that the CASES approach applied equally well in that setting? 

Caller:

One of the things that helped us was to clarify what exactly were the issues being looked at.  We were also able to assemble information from the literature about how private and other government sectors determine criteria for admitting patients to any kind of specialty psychiatry unit.  
 Dr. Berkowitz:
I can’t tell you how often we’ve heard from ethics consultants that having the scaffolding, the process of the CASES approach, has enabled consultants to work systematically and consistently through consultations, even ones that were in areas that were a little bit less familiar to them.  And I think that as we get more and more into it, we’ll find how important that structure and process is.  We’ve certainly heard from several people today how it works and those aspects of moral distress that we talked about. 

Caller:

I would like to support the use of the CASES approach.  We use the CASES approach actually to teach our trainees.  We have eight disciplines and we have case conferences monthly where different trainees identify the case and work through the steps in CASES to facilitate discussion with staff and trainees at the conference.  And it really has helped all of us, staff and trainees, learn to clarify what the ethical issues are.  I agree with others that this is actually an excellent process.  

Dr. Berkowitz:

Thank you.  Anyone else have any thoughts about how they’ve encountered moral distress in the health care setting, or any other thoughts about this call?

Chaplain O’Keefe, White River Junction, VT:

This is Chaplain O’Keefe at the White River Junction VA. I have two thoughts.  One is the issue of a patient at home on oxygen and being a smoker. That’s come up two or three times in the last two years that I’ve been on the Ethics Consult Team. Using the CASES approach has really helped us to sort out some conflicting ideas and helped the health care provider ease his or her mind about the decisions that they’re making, of whether they should or shouldn’t continue allowing oxygen in the home. So it’s really a good approach.  

The second issue concerns the safety of our providers who visit patients in their home through the home-based primary care program.  This concerns the whole issue of firearms in the home and the patient having different mental states at different times and the concern of our nurses for their safety as well as the safety of their patient. Again, we’re looking at the CASES approach as a way to approach this issue. 
Dr. Berkowitz:

Thank you.  We actually have some resources on that that might help you. We have extensive resources on smoking and home oxygen and there are some VA documents on firearms, I think in particular related to patients with a diagnosis of dementia, but some of the principles are probably generally applicable.  And of course we’re always concerned about the safety of health care workers in the home and then others in the community. So if you have any problems finding resources, drop a note to vhaethics and we can point you to at least whatever we have. 

Caller:

This is Kate in Nashville.  I really appreciated your remarks about the need to recognize moral distress, because as a consultant I think we get caught up in thinking that we need to ride in on the ethics white horse and fix everything, when often what is needed is the creation of that space so people can talk about those issues. But the remarks about how you think through this are really germane to the point of the consultant not being overly distressed about having to deal with these issues. 

Dr. Berkowitz:

Thank you.  Tell me a little bit more about what you mean to “create the space.”  I know I have a concept of what that means, but can you tell me what it means to you?  

Kate: 

Of course it’s space in a figurative way much of the time, being willing to listen to someone’s distress about something.  Often when there’s a values conflict, it brings up a lot of difficult issues that are hard for people to even talk about. So giving people permission to verbalize things that are really bothering them I think goes a long way toward decreasing their distress.  An infrastructure like CASES then goes a long way  towards being able to help those involved organize their thinking and figure out what the next steps are.  Sometimes the emotions involved in something like this I think interfere, so if you have a forum to air those feelings, a safe place if you will, and good infrastructure to help you organize your thinking, I think that moves you toward a better resolution. 

Dr. Berkowitz:

I really resonate with what you said about having people feel like they’re being listened to. I think that’s one of the most frustrating or distressing things is if someone thinks they what the right thing to do is, but they are in a situation where they don’t have a way to have their voice heard.  For many people, to have their voice heard will relieve that distress. Promoting  that kind of communication, having everyone view things from all involved perspectives, can really clarify miscommunication and can help work toward common goals.  This can be a much less distressful way to proceed. 

Kate:

That whole notion of leveling the playing field, the way that I would think about that is the round table notion, if you will, in the classic King Arthur sense.  Everyone’s  values are important, we really want to listen to everyone. That really does matter in some of these really distressful situations, the opportunity for constant dialogue, for the constant offering of the ability to talk strong beliefs through. 

Dr. Berkowitz:

Great, thank you, Kate.  Very insightful comments. 

Ms. Wishner, Long Beach, CA:

It is important to also have residents and house staff and others in the beginning of their medical careers participate in the CASES process.  

Dr. Berkowitz:

For those in a very formative stage of their career, resources, materials, policies, and the CASES approach itself can be made available as a way toward helping them think through similar situations in the future. 
We have just a few more minutes for comments.  We can either continue with comments about moral distress and ethics consultation or we can open it up to the “From the Field” section and see if anyone else has anything on their mind for this call. Anyone? 

Dr. Holland, Northport, NY:

I wanted to mention an ongoing problem for us. Our last clinical consult was on moral distress, and it was called by a resident and it was about a patient on a regular medical unit that wanted a chest tube discontinued.  The resident was very concerned and very articulate about how differences in setting between the ICU and the general medicine unit affected the discussion. situations before and I didn’t feel the distress in the ICU that I feel on the We had a very valuable discussion and I was happy about that, as was he and his attending who participated.

However, what seems to be an ongoing problem for us, and I hope that you or someone on the call will have some guidance, is we really have trouble gathering all the stakeholders.  It seems like a doctor called the consult or a nurse called the consult, but its really hard to gather the team for the very purposes that you’ve discussed:  that is,  that there be consensus, that there be education, dissemination and that everyone is heard.  It seems rather consistently we just don’t have either all the right disciplines or the right parties involved in a consultation and as the consultant it is often hard to know who they are.  It’s the team members themselves who I guess just don’t know how to self-identify. It’s been an ongoing impediment in terms of limiting the effectiveness of the consults that we’ve done. 

Dr. Berkowitz:

Does anyone else on the call want to comment on what Dr. Holland brought up:  that is, how to find, identify and then gather in a meaningful way all the people who you need to assemble information from in the consultation. Does anyone have effective strategies for that? 
Dr. Maheswaran, NY: 

Ken, this is Sathya from New York. I can give you an idea about what we do here.  We basically ask the resident who calls the consult to get all the team members in place at a time specified by us or them. That way we get all the people involved in the room, with usually a minimum of two ethics consultants. 

Dr. Berkowitz:

I know your idea of asking the person who is requesting the consult to identify the key players.  You might ask them:  who were the nurses who were involved with the patient, who were the physicians who were involved with the patient, are there other care providers, can you tell us anything about other care providers, can you tell us anything about important family members as a way to get you started, doing some of that heavy lifting as a way to identify those people, rather than having to start at ground zero, I think that’s a really nice 

Dr. Holland:

Maybe it’s just a local issue:  if a doctor calls the consult, nurses don’t see the value in coming, but if a nurse calls the consult, there will be a roomful of nurses. It sometimes comes down almost to service lines. 

Dr. Berkowitz:

We can discuss this further off-line because we’re running out of time, but what I might do in a situation like that would be to schedule a meeting that’s not related to consultation and try to see from the staff what is it that is making them uncomfortable participating in certain activities.  Joanne there’s probably more substance to this discussion.  If you want to give us a call or send us an e-mail, we’re more than happy to try to talk and think through this in a way that might help improve your service overall. 
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 call summary and the CME credits.

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 – for this call especially Susan Owen and Barbara Chanko of the Ethics Center, and Cynthia Gunnarson from the North  Chicago VAMC and Thomas Phillips from the Tennessee Valley Healthcare System and Maureen Lavin from the University of Pennsylvania.  
Please note that there will be no call in December – happy holidays to everyone who is celebrating one! The next call will be January 27th, 12:00-1:00 ET, please save the date! And look to your e-mails for notification and reminder as the call approaches.…

Happy and safe holidays to all!
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