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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 Ethic 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 or relevant 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 today. To get a CME credit hour for participating in the conference call you must complete the registration and evaluation process by COB today March 24, 2010. 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.

Ground Rules: Before we proceed with today's discussion I need to briefly review the overall ground rules for the National Ethics Teleconferences:

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


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

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


· First, it is not the specific role of the National Center for Ethics in Health Care to report policy violations. However, please remember that there are many participants on the line. You are speaking in an open forum and ultimately you are responsible for your own words, and 


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

PRESENTATION

Dr. Berkowitz:

As part of VA’s and specifically the Ethics Center’s responsibility to the greater ethics community the Ethics Center is an active participant on the American Society for Bioethics and Humanities’ (ASBH’s) update task force to develop the second edition of the 1998 document entitled, Core Competencies for Health Care Ethics Consultation.  The American Society for Bioethics and Humanities promotes the exchange of ideas and fosters multidisciplinary, interdisciplinary, and inter-professional scholarship, research, teaching, policy development, professional development, and collegiality among people engaged in clinical and academic bioethics and the medical humanities. 

The Core Competencies document (published in 1998) is widely regarded in the ethics community as a very important document that has served for over 10 years as a starting point to develop our field’s standards. Everything needs to be updated over time, and since 2006, the update task force has been working for several years to develop the next version of the document. 

Staff from the Ethics Center, both Dr Ellen Fox, our Chief Ethics in Health Care Officer and I are members of the task force as well as our former colleague and good friend Dr. William Nelson who was also a member of the original task force and has agreed to join as faculty for this call – welcome back Bill. 

In today’s call, we will describe each of the 4 major sections of the document, help you to understand how the content of the draft report relates to VA standards for ethics consultation, identify significant changes from the first to the second version of the document, and spend time talking about how this effort can be integrated with your activities in the field.

In creating the second edition of the Core Competencies document, the update task force has aimed to establish and document standards for ethics consultation that are consistent with ethics consultation practices that have evolved since 1998 when the document was first published. The focus of the update task force is similar to the initial task force. Although ethics committees or programs are involved in activities such as education, research, policy development, and consultation, the Core Competencies only address issues surrounding health care ethics consultation (HCEC). The document describes “standards” for core competencies and emerging health care ethics consultation procedural components that the Task Force has identified as necessary for doing health care ethics consultation. Though there may be considerable overlap between competencies required for ethics consultation and those necessary for other ethics activities, the latter are not addressed in this report.  

For those in the audience familiar with, or staff to, IntegratedEthics Programs in VHA facilities, you will appreciate the similarities between the proposed Core Competencies report and the IE initiative, and in particular the Ethics Consultation function. You will notice that resources from the National Center for Ethics in Health Care are prominently featured in this version of the Core Competencies. In many instances, no other published resources were located that were as comprehensive as the VA’s. Of note, the materials from VA’s National Center for Ethics were recognized for being developed with a rigorous consensus development process that included systematic reviews and extensive input from multiple ASBH members representing many different organizations. Moreover, VA’s resources are openly accessible. While the Task Force appreciates the value of diverse perspectives, it also recognizes that there is value in standardizing some aspects of ethics consultation in order to advance research and quality improvement efforts in the field. However, they also welcome suggestions, additions and improvements. That is one of the reasons we scheduled this call now – to get your input, particularly in areas that VHA as a system has experience with! Although the formal period for commenting on the draft has ended, any comments/suggestions/input from participants during the discussion portion of this call can be brought forward by call faculty during upcoming task force meetings. If you don’t get a chance to speak your mind on today’s call, remember that you can always send us an email. 

Let me introduce the faculty for today’s call. Joining us from the Ethics Center is Ms. Barbara Chanko, Health Care Ethicist at the Ethics Center and VISN 3 IE Point of Contact.  As I already mentioned, we are pleased to be joined by Dr. William Nelson. Since retiring from the Ethics Center, Bill has certainly kept busy.  He is an Associate Professor at The Dartmouth Institute for Health Policy & Clinical Practice and an Associate Professor, Community and Family Medicine Dartmouth Medical School. Bill was a member of the original group that drafted the core competencies in the late 1990s, and is also a member of the update task force. Welcome back Bill! I believe that Dr. Anita Tarzian, the chair of the core competencies update task force will be joining for our discussions as well. Anita, are you on? Welcome!

During the comment period, the overall impression of the document I believe was excellent!  The document to overall rated the document as very high quality and most people agreed the document was well organized, easy to understand and provided useful guidance.  Most people did say that the footnotes and citations were helpful and they found the overall content helpful.  There were some suggestions about things that weren’t included but should be; some suggestions about things that might be deleted and suggestions for further clarification.  Although I think by the comments, the document was very well received by the field and there will be additional discussion.  We will be covering some of the major sections of the report; we will be breaking out and wanting to hear your opinions on the different topics as we go along.

Dr. Berkowitz:

Thank you. I’d like to share some aggregated data about the field’s impression of the draft document. The overall impression was considered excellent or good by 88% of the reviewers; 95% agreed or strongly agreed that the document is well organized, 87% agreed or strongly agreed that it was easy to understand; and 82% agreed or strongly agreed that the document provides practical, useful guidelines for ethics consultants.

Next let’s begin covering the major sections of the report. Barbara, can you briefly describe Section 1 which describes the nature and goals of health care ethics consultation?

Ms. Chanko:

Section 1 has a number of subsections devoted to defining health care ethics consultation, its goals, scope, and boundaries and other topics such as the approaches to health care ethics consultation. 

The section begins by defining health care ethics consultation (HCEC) as, “a set of services provided by an individual or a group to help patients, families, surrogates, health care providers, or other involved parties address uncertainty or conflict regarding values-laden concerns that emerge in health care.” It goes on to point out the distinction between “case” and “non-case” consultations – and this is something we wanted to take a few minutes to talk about today. Consistent with VHA’s ethics consultation primer the 2nd edition of the core competencies document proposes to divide health care ethics consultations into two mutually exclusive categories: ethics consultations that pertain to a specific, active patient case (referred to as “case consultations”) and all other ethics consultations (“non-case consultations”). The rationale for this decision was that the process that should be used by an health care ethics consultant—and therefore the specific competencies required—hinges on whether the ethics consultation involves a question about a specific, active patient case, or instead involves a more general question such as how to interpret an ethics-related policy, how to understand a particular ethics topic, or how to analyze a hypothetical or a historical (inactive) patient case. Again, this resonates with our IE approach to ethics consultation.

Dr. Berkowitz:

I know that considering ethics consultations as “Case” or “Non-case” was commented on quite often during the open comment period on the ASBH site. Since this is something that we have implemented in VHA over the past several years, we thought we’d break out of the presentation for a few minutes and discuss it. 

Before IntegratedEthics, how did you categorize your consultations? When you first heard about the Case/Non-case classification what did you think? Now that you have been working with this classification for some time, does it work for you? If not, do you have any better suggestions?
Ms. Denise Wishner, Long Beach, CA: 

My feeling on the case/non-case distinction is sometimes, when you have something that is really cut and dry, the case format is a little lengthy for what is needed.

Dr. Berkowitz:

I think that you are talking about VA’s CASES approach; the Core Competencies document does not get that specific about the CASES process as we do in VA.  The overall question is, “is it useful for you to think about your consult as either pertaining to an active patient case or not, does that help you decide what your processes should be?”

Ms. Wishner:

That makes sense; it’s just a matter of documentation.

Dr. Sathya Maheswaran, New York, NY: 

Sometimes even though a patient is involved, if we don’t do a full consultation but just give them advice, how do we deal with that?

Dr. Berkowitz:  

That’s one of the things I would like to see clarified in the Core Competencies document.  That if the consultants are involved in the consultation but interaction with the patient would not be required - such as if there were conflict between the providers - to me that is a non-case and you’re serving as a consultant to the people involved with the case, and not the patient.

Ms. Chanko: 

I think another situation that arises is someone calls and asks for an interpretation of policy.  If the request is more informational for the team about the general topic rather than about the specific case, then that to me is a non-case consultation.  They’re asking for that information for general use even though it will be applied to patient cases – for example, a general question about how to determine the appropriate surrogate for patients without capacity would be a non-case consultation.  However if they went on further to ask, say, for the order of surrogacy for ‘Mr. Patient’ in bed 3; that would be a case consultation.

Dr. Berkowitz:

Another advantage of having the case/non-case dichotomy, in addition to thinking about processes and how to approach each request is that it helps recognize the full scope of activities that ethics consultants do.  We’re trying to understand and acknowledge what all the ethics consultation activities are, and if we don’t take credit for these, we are short changing ourselves in terms of workload credit and understanding what we do.

Mr. Peter Lundholm, St. Cloud, MN:

We were recently tasked with reviewing and combining some policies around DNR/DNI and Advanced Directives and so forth.  We want to have those reflect the recent handbook that came out last summer, and it took me a while to realize that this was in fact a consultation request; and now seeing that as a non-case consultation has been helpful.
Dr. Berkowitz:

Thank–you. Barbara, what is our next topic?

Ms. Chanko:

Section 1 of the document goes on to clarify the goals and scope of health care ethics consultation. Consistent with VHA’s EC primer the draft 2nd edition clarifies that health care ethics consultation is not necessarily limited to what is often thought of as clinical ethics, but may encompass a broad range of content domains in addition to shared decision making and end-of-life care including, for example, ethical practices in resource allocation, business and management, the everyday workplace, and research. This resonates with VHA’s domains of ethics in health care and what we include in the scope of our ethics consultation work in IntegratedEthics. 

The boundaries of health care ethics consultation are distinguished from other activities typically performed by health care ethicists, such as developing ethics-related organizational policies, serving on organizational committees, and producing scholarly work. This decision was based on a shared understanding that the competencies required for ethics consultation are different from competencies required for these other activities. It is consistent with our structures for IE programs.

Some of the content and terminology related to “organizational ethics” has also been integrated into Section 1. The 2nd edition no longer recognizes “clinical ethics” and “organizational ethics” as distinct entities. The decision was made to eliminate this distinction because of both the wide divergence of opinion regarding the meaning of these terms, the realization that in the health care setting many organizational ethics topics are in fact clinical, and in recognition of the increasing trend to integrate ethics throughout an organization. Again, this resonates with our IE approach.

Approaches to addressing ethics consultations, specifically regarding the ethics facilitation approach to health care ethics consultation, that were described in the first version of the Core Competencies was clarified. For example, giving recommendations, sharing expertise, and use of mediation skills are consistent with an ethics facilitation approach. The term “pure facilitation” was replaced with “pure consensus” to more accurately describe the approach involving group agreement regardless of adherence to ethical standards.

And finally, a subsection on emerging health care ethics consultation service and consultation process standards was added. The 2nd edition adds a new, and we think very important, section on emerging procedural standards for health care ethics consultation. This was thought appropriate given the evolution of the field over the years since the first edition of the Core Competencies report was published. The section addresses the thorough and systematic consultation processes necessary to perform the consultations. Again, you will see that the content resonates well with our IE EC approaches.

Dr. Berkowitz:

Thank you. I think that this might be a good time to again open the lines to our participants for reaction and comment. Please feel free to share your perspective on what Barbara described about Section 1 or other any of the other content in Section 1 as you like. 

In a way, VA ethics consultants can provide rich feedback about the proposed changes to ASBH since we have not used the organizational/clinical terminology in some time, but rather have used the domains of health care ethics to think about our work.  Before we began describing the scope of our EC activities using the domains of health care ethics in IE, how did you think about the scope of your work? Has using the domains of health care ethics helped you to better understand the scope of ethics concerns? Have the domains of health care ethics been a useful way for you to consider the scope of health care ethics activities? Do you have any suggestions? 
Ms. Edith Smith, Richmond, VA: 

I did not see the draft, where would I find the information?

Dr. Berkowitz:  

The link to the draft is on the announcement for today’s call (http://www.asbh.org/). Anyone who does not get a chance to speak on this call who has a chance to review the document can send comment to us via email.

Dr. Anita Tarzian, Chair, ASBH Core Competencies Task Force: 

I have been reading the comments that we got back on the updated draft of the Core Competencies and this is an area where it’s different from the VA which has a separate set of resources for what might have previously called organization but in your IntegratedEthics model you have different resources for consultations, leadership and preventive ethics.  In the core competencies, we make a stance that we don’t see the distinction from organizational and case consultation; but they’re integrated.  We make the distinction between case and non-case.  Some of the feedback that should be considered is that we don’t have enough in the document that focuses on non-case.  Non-case is so broad in scope and could be anything.  We tend to focus more on case consult.  There are so many comments about that.  Do you perceive that?  Is that a minority of people seeing that?  Does there need to be more added to the document about non-case consult?

Dr. Berkowitz:  

Thanks for bringing that up Anita.  I do think that we probably have to make it clear in the document that in IntegratedEthics we think of the consultation part as performing the analysis; helping clarify what the values uncertainty or conflicts and what information is needed, etc. And all of that can happen related to a case or a non-case.  It could happen in any of the domains whether it’s Shared Decision Making or End of Life Care, uncertainty on allocating resources, etc.  Once that analysis is done if there’s a clear gap that’s identified then that falls out the purview of Ethics Consultation and more into Preventive Ethics and how should the organization plan to close those gaps.  That’s one of the things I heard people in ethics consultation feel is liberating about IntegratedEthics.  They don’t feel like the consultants have to fix the world; consultants do the analysis, help the people make the recommendation and there’s a second infrastructure by which the system issues, the gaps, are closed in a quality improvement way.

Dr. William Nelson:  

Even though within the content in the VA, I think it’s true what Anita was saying, at the American College of Healthcare Executives, there was some discussion of the draft.  They were saying they understand what it meant by non-case but they thought the document itself really focused pretty much and had all of its examples on clinical cases.

Dr. Berkowitz:  

So probably the Task Force should be putting in some examples to clarify what the non-case consultation means and then where the consultation ends and those other activities related to the identified gaps or quality improvement efforts begin.

Ms. Delene Coleman, Muskogee, OK:  

We had a non-case, in retrospect it didn’t seem like the non-case really terminated.  A little bit more definition and an algorithm to process the non-case would have been very beneficial to us.  Even with a non-case, we still need to make recommendations and that would’ve been very helpful. 

Dr. Berkowitz:  

We will contact you Ms. Coleman after the call to find out more details and flesh out our thinking on that.  Thank you for that.

Bill, can you briefly describe the skills necessary for health care ethics consultation that are describe in Section 2 of the draft document. 

Dr. Nelson:

Sure. Before I begin let me say what a pleasure it is to be here today. Section 2 describes the core competencies for health care ethics consultation. A major change is that the skills table was expanded. Building on what was in the original document, the following competencies were added to the ethics consultation skills table: quality improvement and evaluative skills; the ability to communicate and collaborate effectively with other responsible individuals, departments, or divisions within the institution; and the ability to access relevant ethics literature, policies, and guidelines. 

The document outlines skills in a number of other categories including ethical assessment skills, process skills, interpersonal skills, and the skills needed to run an ethics consultation service, including evaluative skills. It also provides a table (Table 2) to guide ethics consultation leaders in the skills that are needed by at least one member of the service, by each member, and those that at least someone on the service knows how to access. 

I know that in VA, ethics consultants complete a proficiency self assessment tool that includes review of both skills and knowledge necessary for ethics consultation. They reflect on their practice and determine whether they are at a “novice,” “basic or advanced” level. The second edition describes basic skill as “the ability to use the skill in common and straightforward consultations.” It describes advanced skill as “the ability to use the skill effectively in more complex cases.” The distinction is a bit vague but it provides general guidance regarding the type and level of skills required for those functioning in different capacities on ethics consultation services. 

As consultants gain experience and further their education, it is expected that they will move toward advanced skills in a number of categories. For example, a process skill such as clearly articulating the ethical concern and the central ethics question is one that should be honed over time. In fact, in the area of ethics consultation process there are many skills and these are consistent with VHA’s CASES approach.

Of course interpersonal skills are critical. Consultants need to come with or build skill in listening well, eliciting the views of involved parties, and recognizing and attending to various relational barriers to communication. 

I want to reiterate that the second edition adds evaluative and quality improvement skills. The thinking here is that in order to do health care ethics consultation well, ethics consultation services need to have the skill set necessary to evaluate the individual consultation and the wider implication of the service on the organization. Skill in this area includes for example, the ability to recognize and analyze possible structural or systematic barriers to effective consultation process in specific cases, or the ability to distinguish between process and outcome in a consultation, and scrutinize each separately.

Finally, there are skills identified that are aimed at ensuring that leaders of the ethics consultation service are able to lead and manage the service. In today’s health care systems, ethics consultation leaders must be able to communicate well with organizational leaders, and identify policy and procedural standards, and chose qualified individuals to staff the service. 

From my point of view, it’s a very comprehensive list of skills that are very important and needed, and specific to performing health care ethics consultation.

Dr. Berkowitz:

I’d like to open the lines now to get reaction from you on the core competencies section of the document?

· How has this expanded set of skills consistent with what you are working through in your facility? 

· How has specifically addressing evaluation as part of your consultation process helped improve the quality of your ethics consultations? 

· How has regularly assessing your proficiencies and making improvement plans affected your consultation service? 

· Do you think that the tools used in VHA – which resonate with what has been proposed in the core competencies update – have been useful? 

· Has the CASES approach proved a useful process tool? 

Dr. Jefferson Rogers, Biloxi, MS: 

I can certainly say that National Center for Ethics staff has been tremendous in providing education and support.  I have probably developed some expertise along the way but a lot of these things I still find intimidating. With the experience, support and the structure available, I find it does not need to be intimidating.

Dr. Berkowitz:  

I think you said something very important is that you feel like you’ve been moving along slowly and steadily but continually improving; that really is the spirit of this.  Not to be overwhelmed by it, but to look at your skills, your processes and try and at least know what you’re doing and how; and then try to continually get better.

Dr. Tarzian:  

I wanted to point out that I have come across people who are trained in ethics who make mistakes in process because part of the problem is that we haven’t established these standards before.  I think there’s a feeling even among people who have a lot of formal education in bio-ethics that, “oh it doesn’t matter, I can do it my own way” kind of thinking.  I have seemed tremendous damage from not following something as simple as deciding first of all, whether a formal meeting is needed; what ethics question you’re really focusing on and then people bring family into a formal meeting prior to doing proper fact finding; and it’s damaging to the team and family to come in without these simple things are established.  So don’t feel like even if you don’t have formal training that you’re not up to speed.  There are people out there who are formally trained and I think are making mistakes because we haven’t paid enough attention to those procedural standards like we need to.  VA is way ahead of the game in that regard and I’d like to see the rest of the country move into that direction. 

Dr. William Nelson: 

In my travel to the rural VA’s, they are very appreciative of the skills they’ve gleaned from the National Center’s training.  One of the things that have resulted from the training as they’ve grown in their own skills set from that education and confidence; they have found that people that use them have a greater sense of appreciation and recognition with the quality of their work. 

Dr. Deborah Baruch-Bienen, San Antonio, TX:  

I want to say I love to steal and borrow what I can from VA for other facilities I work with here in Texas.  I think anything that helps frames what is difficult is a good product.
Dr. Berkowitz:

Thank you all for that great discussion. 

Barbara, can you briefly review the knowledge areas described in the 2nd edition.

Ms. Chanko:

Sure. The nine knowledge areas have remain the same but some of the subheadings have changed and will continue to change over time as advances in technology or changes in health care practices occur. As with the skills that Dr. Nelson described, the 2nd edition describes “basic” and “advanced” levels of knowledge. Basic knowledge is “a general, or introductory, familiarity with the area specified.” Advanced knowledge is “a detailed grasp of the area specified.” In addition, it describes knowledge that is brought by the consultant to the process verses knowledge that is not possessed by but available to the consultant as circumstances require. Especially as consultants build their knowledge base, they “should be aware of their limitations and seek out specialized knowledge when appropriate.” The following nine knowledge areas are probably very familiar to you in the audience: 

1. Moral reasoning and ethical theory

2. Bioethical issues and concepts 

3. Health care systems 

4. Clinical context 

5. Health care institution in which the consultants work 

6. Local health care institution’s policies

7. Beliefs and perspectives of patient and staff population 

8. Relevant codes of ethics, professional conduct and guidelines of accrediting organizations

9. Health law 

If I can, I’d like to briefly talk about the attributes, attitudes and behaviors of consultant. 

Dr. Berkowitz:

Go right ahead.

Ms. Chanko: 

One change that those familiar with the first edition will recognize is that the content describing character traits that are desirable in ethics consultants was changed to “attributes, attitudes, and behaviors” of ethics consultants in the new version, as this is common language that health professions use to describe the behavioral component of practice. Some might say that these attributes, attitudes and behaviors should be possessed by most if not all health care professionals. What is important here is that that are actively demonstrated during ethics consultation activities. The list includes tolerance, patience, and compassion; honesty, forthrightness and self-knowledge; courage; prudence and humility; leadership and integrity.

I would also like to point out that the components of this section are reflected in the IE tools and materials – for example, the consultant Proficiency Self Assessment Tool and the Ethics Consultation Feedback tool draw upon the knowledge, skills, and attributes, attitudes, and behaviors as described in the original Core Competency document. I expect that future editions of our IE and ethics consultation function materials will incorporate aspects of the second edition when it is finalized.

Dr. Berkowitz:

Let’s move on to section 3 of the document which expands on evaluating ethics consultation services. Bill can you describe the changes?

Dr. Nelson:

I’d be happy to, Ken.  As you mention, the section on evaluating ethics consultations was expanded. The section describes approaches to evaluating the quality (i.e., structure, process, and outcomes), access, and efficiency of an ethics consultation service. We all know that it is important, when available, to use empirical data to guide the development of standards for ethics consultation. To that end the Task Force has including finding from studies such as the one done by Ellen Fox and colleagues of ethics consultation services in US hospitals, a survey of Maryland hospital ethics committees, and a project conducted by the Joint Centre for Bioethics and the University of Toronto. Published tools to evaluate ethics consultation services and practices such as VHA’s Facility Workbook, and a tool provided by Ascension Health in Orange County, CA and among others. Recommendations for evaluating and improving ethics consultation and priorities for future research are included in this section. This section is based largely on VHA experience and is consistent with Center materials. VHA has committed to continuously improve its ethics consultation function and therefore is in a good position to contribute to the field in the area of evaluation of ethics consultation services. 

Dr. Berkowitz:

Are there comments or questions about this section that anyone would like addressed? Have people found it useful to evaluate their consultation activities and to understand their knowledge and skill areas in a way that they can focus on improving them?

Ms. Coleman:

Absolutely, yes, it is extremely helpful.

Dr. William Nelson:  

One of the things that I found interesting that dealing with attitudes and character of ethics consultation; that created a great deal of debate the first go around whether that was appropriate or needed or how do you assess people for those characteristics or traits.  That created a lot of debate within the task force but what’s interesting with the current task force; it wasn’t debated at all.  It was assumed that it needed to be there.  So I think that is really noteworthy to recognize the importance of having that part of the 3-legged stool – knowledge, skill and character (or attributes, attitudes and behaviors).
The last section, Section 4, focuses on the ethical dimensions of health care ethics consultation as an emerging professional practice. 
Barbara can you review the content? 

Ms. Chanko:

Yes, but I will be brief. This section adds a discussion of the ethical obligations and components of a code of ethics and is based on other ASBH efforts underway to develop a code of ethics for health care ethics consultants. As the field of ethics consultation grows, leaders will need to consider, discuss, take positions on, and perhaps develop professional standards about a number of ethics issues including how to address conflicts of interest, confidentiality, and working conditions for ethics consultants. VA’s ethics consultants have a lot to contribute to that discussion and I hope you will all participate. 

Dr. Berkowitz:

This concludes our summary of core competencies for ethics consultation and the draft report from the ASBH. It is apparent from this discussion how much effort has gone into these revisions and how much VA input has informed this process.  We know that we have covered a considerable amount of materials but would like to leave some time for general discussion and further comments about the document, how it relates to our work, and how the document might be improved as the ASBH task force puts the final touches on the document.  

How can the field staff contribute? Provide feedback on Draft to us; consider the importance of the tools that are available to the field of ethics consultation.
Dr. Linda Williams, Little Rock, AR:
I was looking through the document and I don’t see any flow diagrams such as in our consultation materials.  Did I overlook those or are they just not there?

Dr. Berkowitz:  

They’re not there.  In the document specifically when it talks about process, the document is more general than our documents are.  Our Ethics Consultation primer has a more specific example or model.  If you think the draft document would benefit from something in particular more specific, please send me an email and I will make sure to get that comment forwarded to the group.

Dr. Williams:  

I was looking at page 29 in the Ethics Consultation primer which shows the flow chart that takes you to either cases or non-cases.  I think you could take that diagram further and put in there when you refer it to preventive ethics and what criteria there would be is sometimes helpful for other people to understand that relationship.

Dr. Berkowitz:  

Do you have something that you’ve worked up on that?

Dr. Williams: 

 I do, I’m just not sure it’s in detail enough.  I would be happy to send it to you but I would like someone to look at it to see if this is the appropriate place for the referral to go and what else needs to be added there.

Dr. Berkowitz:  

Sure, send it along and we can take a look and talk about it.
CONCLUSION
We are about out of time and I want urge you and your local ethics consultation colleagues to become familiar with the original Core Competencies document and the draft revision. As you heard from the discussion today, it sets and reinforces important quality standards for the discipline of ethics consultation. 

You should also take time to reflect on how VHA is on the cutting edge of evolution in the development of the field of ethics consultation and be proud of the role you in play in the process. 

I want to take the last minute of the call to thank everyone who has really worked very hard on the development, planning, and implementation of this call.  It’s not a trivial task, and I really appreciate everyone’s effort, including Barbara Chanko, Bill Nelson, Anita Tarzian, Ellen Fox, and James McAllister.  I also want to acknowledge the EES staff and the VANTS staff who also support these calls.  

Please note that our web sites, http://vaww.ethics.va.gov or http://www.ethics.va.gov contain all of the summaries of prior National Ethics Teleconferences.  If you’re on our email list, you will receive details about the posting of the summary of this call; the references that we described; an annotated bibliography; and announcements for upcoming National Ethics Teleconferences.  Please let us know if you, or someone you know, does not receive our e-mails and wants to be put on our list, or if you have suggestions about topics for future calls or any question about this or other ethics-related matters.  If you send messages to us on Outlook, the address is vhaethics@va.gov.

Our next NET Call is tentatively scheduled for Wednesday May 26, 2010 at 1 PM ET. Stay tuned to our website and your Outlook email for further details about the NET schedule and topic for February. Thank you very much, everyone, and have a great day!
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