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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 September 1, 2008.

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 discuss the ethical challenges that arise when patients who have been prescribed home oxygen continue to smoke, and offer practical guidance about how to balance the professional obligations to offer our patients individual treatments, including continuous oxygen therapy and smoking cessation, while respecting patient’s rights, and maintaining patient safety and the safety of third parties. 
Joining me on today’s call from the Ethics Center are Barbara Chanko and Susan Owen.  

Before we begin, we would like to take the opportunity to thank Dr. Kim Hamlett-Berry, Director of the Office of Public Health Policy and Prevention, and Mr. Joe DeRosier, Engineering Program Manager of the National Center for Patient Safety, for reviewing and contributing to the content of today’s call. 
The Ethics Consultation Service receives several consults a year requesting ethical guidance about the use of home oxygen by patients who continue to smoke.  Oxygen can be an important therapy:  medically, in patients that meet the criteria, long-term oxygen therapy has been shown to improve survival, improve pulmonary hemodynamics, exercise capacity and neuropsychological performance.  It may also help reduce the patient's work of breathing, relieve their sense of breathlessness, and improve the quality of their sleep.  

Long-term oxygen therapy (LTOT) has become the standard of care in the United States and around the world for the treatment of hypoxemic patients with COPD. There has been a tremendous increase in its use over the last several decades, largely as the result of two landmark studies demonstrating improved survival in hypoxic COPD patients receiving continuous home oxygen therapy.  By 2020, COPD is predicted to be the third leading cause of death worldwide (Edelman:  2007). Today more than 800,000 individuals in the US receive LTOT at a cost 1.8 billion per year. Data suggests that the Veterans Health Administration is responsible for up to 15% or approximately 120,000 home oxygen patients.  

All in all, supplemental oxygen therapy is remarkably free of important side effects.  Local irritation of the eyes and nose and carbon dioxide retention are usually managed by flow rate adjustment.  Oxygen tanks when used must be properly stored and secured to prevent both disconnection of the oxygen regulator and explosion if the tanks fall. 

Supplemental oxygen systems are also a fire hazard.  Their use around open flames should be avoided and smoking cessation is highly recommended both for the benefit on the underlying lung disease and to avoid fires.  Unfortunately, this is easier said than done.  Reports over the last ten years estimate that between 10 and 20 percent of home oxygen therapy patients continue to smoke, with some reports estimating as high as 30 to 50%. (Robb and Chang, Lipinski and Sherman).  And a study published in 2001 identified smoking as the ignition mechanism in most of the burns associated with home oxygen use. 

Statistics from the National Fire Incident Reporting System and National Fire Protection Association indicate the following:

From 2002 through 2005 there was an average of 13,300 dwelling fires per year due to smoking that resulted in an average of: 680 deaths, 1220 injuries and $396 million in property damage per year.  

While we don't have statistics on how many of these fires involved home oxygen use we do know that the presence of oxygen will increase the speed at which a fire grows and propagates as well as increasing the likelihood of a material igniting. Ms. Chanko, with this factual background in mind, could you provide an overview of the ethical challenges in providing home oxygen to patients who continue to smoke?

Ms. Chanko:

VHA’s mission statement is to honor America’s veterans by providing exceptional health care that improves their health and well-being.  The principle of beneficence, “doing good,” drives our commitment to promote the health and well-being of each patient by providing them with treatments they need.  When formulating a treatment plan for an individual patient, it is also an ethical imperative to try to respect each patient's autonomy, in this case, to respect the patient’s right in their own home to make decisions about his/her own behavior.  But we also recognize our professional duty to educate patients fully regarding smoking as the “leading cause of preventable disease and death,” and we are also obligated to avoid or minimize harm wherever possible, the ethical principle of nonmaleficence.  

So when it comes to home oxygen therapy we can see that sometimes ethics tension arises.  We want to provide beneficial treatment, and we want to respect our patients’ behavior in their own home.  But when the treatment together with the behavior puts the patient and/or others at risk, we must take pause.  

Education regarding the health risks of continued smoking, and the availability of effective smoking cessation treatment in VA, cannot be overstated.  Particular emphasis should be given to the dangers of smoking in the presence of oxygen.  Ultimately we can, if there is imminent danger, question our obligation to provide ongoing therapy in the face of continued smoking.  Questions arise when there is worry that smoking may place the patient or others in the community in danger or the institution at increased liability for perpetuating an unsafe situation.  The duty to provide beneficial therapy then becomes balanced by our obligation to assure the safety of the community and prevent harm.  The duty to prevent harm is generally limited to identifiable persons and concrete threats, and most commonly comes up in the context of overriding a patient's right to privacy and confidentiality in order to warn others.  In most situations warning those in harms way can satisfy that duty.

Dr. Berkowitz:

When considering the duty to prevent harm, we need to try to objectively assess the actual magnitude of the danger, to patients as well as to third parties.  Ms. Chanko, could you provide an overview of the dangers of continuing to smoke when home oxygen has been prescribed?

Ms. Chanko:

In the case of an oxygen patient who smokes, and we have already noted that a considerable number of patients, perhaps as many as 150,000 – 200,000, continue to smoke, the incidence of burns or fires is not readily available or precisely known.  In fact, actual reports of such incidents are relatively rare.  This might be because patients manage the risk by being careful or removing the oxygen before they smoke and it might also represent underreporting of oxygen associated burns, fires or incidents in the medical literature. 

However, there is some objective data.  In 2000 Barillo, et al, retrospectively reviewed and then reported the record of over 4,500 consecutive admissions to their burn center.  Twenty of these 4,510 patients were burned by simultaneous use of cigarettes and oxygen.  Interestingly, 12 of the 20 were actually hospitalized at the time of the fire and only eight patients were at home. 

Although it is difficult to determine the absolute number of patients who were burned by simultaneous use of cigarettes and home oxygen, there appears to be some evidence in the literature that the rate of those injured is increasing.  In a 2001 article in Burn Prevention Forum, “A Hazard of Home Oxygen Therapy,” Chang, Lipinski, and Sherman caution that the absolute number of patients burned as a result of home oxygen use is unknown.  They speculate that many are likely unreported.  A number of such patients may be treated on an outpatient basis by their primary care physicians or pulmonologists.   Indeed, the percentage of patients burned by this mechanism seen in their burn center was quite low.  However, the increasing incidence of cases treated in their burn unit seemed notable, with roughly the same number of cases seen in the two years prior to the study than in the ten years before that.  The reasons for this rise are not clear, but Chang, et al, speculate that the increasing trend toward care at home, as opposed to residential care, might leave this population in an unsupervised environment where this type of injury may be more likely. 

However, the increase in rate among burn injuries sustained while using home oxygen also may be partly due to an overall decrease in the incidence of burn injuries in general over the same 10 year time period, or it might simply reflect the rise in home oxygen use. 

While it is difficult to conclude with certainty that the absolute number of burn injuries related to home oxygen use is increasing, the data of Robb and of Chang, Lipinski, Sherman suggest it might be.  Thus, the potential exists for increasing numbers of patients sustaining burns related to home oxygen use.  

In addition to reports in the medical literature, in March of 2001, the Joint Commission released data on eleven sentinel events involving deaths or injuries from fires in the home during the four year period between April 1997 and March of 2001.  Each of these eleven patients was receiving home oxygen and was a smoker. 

Although there is anecdotal evidence that third parties have been harmed by a patient’s continued smoking while using home oxygen, we were unable to find quantitative description of this in the literature that we reviewed.

Dr. Berkowitz:
Ms. Chanko, could you describe how the manner in which home oxygen is usually delivered may affect the comparative risks of the patient and others in the home?
Ms. Chanko:

Even in those cases where the patient continues to smoke, the actual risk is more to the patient. The primary source of the oxygen in most homes is generally an oxygen concentrator. The concentrator itself only produces concentrated oxygen through the tubing so there is not a rich enough oxygen environment that if there is a flame in another part of the house it would cause a problem.  The biggest problem seems to be to the patients themselves who may light the cigarette while they are still wearing their oxygen.

In a concentrator system, which again is most common, the oxygen that comes out from the end of the cannula is relatively pure, certainly enriched.  And it can be an accelerant of fires. Oxygen is slightly heavier than air and when it leaks from around the cannula can saturate facial hair, clothing, and bedding.  This saturated oxygen needs to be given time to disperse before smoking. If a patient is on O2, removes the cannula and immediately lights a cigarette the elevated oxygen atmosphere may continue to exist resulting in a fire.
Dr. Berkowitz:

What about the danger of explosion?

Ms. Chanko:

Although you can catch the end of the cannula on fire and it will act sort of like a torch, there is no danger of explosion.  It can spread a fire to the patient or bedding, so there is danger to accelerating a fire.  The explosion hazard, which I agree is a misconception for most home oxygen patients, is rare, and might happen in cases where there is no electricity, where there are tanks or liquid oxygen systems in use.  But again those are the minority of the cases.

Dr. Berkowitz:
Thank you, Ms. Chanko, for providing an overview of attempts to objectively assess the actual magnitude of the danger caused by smoking and the use of home oxygen.  Before we look at in more detail at specific risk factors and root causes of burn injuries, could you elaborate on the extent of the harm to patients that is reported in the medical literature? 
Ms. Chanko:
The research we reviewed emphasizes that the medical condition of the patients who use home oxygen is already so compromised that even small burn injuries can have very bad effects.  A study in 2001 in the Burn Prevention Forum reinforces this point:  “Although the overall burn size associated with home oxygen therapy is generally small, care is complicated by the older age of the patients and the preexisting disease process that necessitates oxygen therapy.”

In this study, two burn injuries were fatal that would have been expected to be easily survivable in younger, healthier patients.  (Chang, Lipinski, Sherman, 2001).

Dr. Berkowitz:
Now that we have spent the first part of today’s call providing an overview of the safety issues and ethical challenges that are associated with patients who continue to smoke while using home oxygen, we can focus on practical guidance.  Both the Joint Commission and the VA National Center for Patient Safety have reported on root causes of this type of burn injury that can inform our discussion of strategies.  Dr. Owen, could you elaborate?
Dr. Owen:

In the Sentinel Event Alert on Fires in Home Care Setting regarding oxygen hazards released in March, 2001, JCAHO identified several risk factors:  living alone, problems with smoke detectors, cognitive impairment, and a history of smoking while the oxygen was running, and wearing flammable clothing.  In the reported cases various root causes were felt to contribute to the fires in the home.  Smokers were inconsistently identified and reassessment visits were missed by the programs.  Caregiver training was suboptimal, communication between team members including oxygen providers, nurses and the primary care doctor was weak, and processes were often lacking to consistently deal with challenging cases.

This problem has not gone unnoticed in VA, and we are aware that people struggle with the ethical issues as they formulate policy in this area.  The VA National Center for Patient Safety has identified multiple root causes relating to oxygen fire incidents.  They include lack of identification of and intervention for high risk individuals, inability to identify high risk patients, policies that required smoke detectors but not fire extinguishes in the home, safety education completed at the initial home visit and not documented thereafter, safety education that did not detail risk, inconsistent annual assessment of home oxygen patients, lack of contraindications for oxygen use in the home, inconsistent vendor visits to the home, lack of timely identification of non-compliant patients, inability to deal with cognitively impaired patients and inadequate family education.  This list, published in 2004, indicates that there is a continuing need to improve the safety features of facilities’ home oxygen programs. 

Dr. Berkowitz:
We acknowledge that patients have rights about choosing how to behave within their own homes.  That being said, smoking is a highly addictive disorder and smoking cessation and control is a priority and commitment in VHA. 

Partially in response to continued smoking by many patients within their own homes and in response to the continuing need to improve the safety features of facilities’ home oxygen programs, the VA released directive 2006-021, “Reducing the Fire Hazard of Smoking When Oxygen Treatment is Expected,” on May 1, 2006.  The VHA policy requires that access to smoking materials be restricted whenever oxygen treatment is being delivered, patients be offered nicotine replacement or other alternative, and all smoking be prohibited in the vicinity of oxygen delivery equipment. 

Barbara, can you tell us some more of the specifics of the Directive that relate to smoking and home oxygen?

Ms. Chanko:

The Directive sets forth specific required actions.  Patients who smoke must be offered nicotine replacement therapy (e.g., patch, gum, lozenges) to treat nicotine withdrawal, or other smoking cessation intervention alternatives must be provided.  Guidance on nicotine replacement therapy (NRT) is available from the VHA Office of Public Health Strategic Health Care Group (13B) through their publication “Medications for Management of Tobacco Dependence.”  Beyond that, for all home care settings where oxygen is used, education must be provided by contractors of home oxygen delivery and the facility to patients and other residents of the home who smoke.  Fire risk assessment is also required and specific actions are required with respect to patients determined to be high risk.  (See p.4, section (6).)

Section 5(d) requires that “Education and orientation must be provided to each patient, and to other residents of the home who smoke in the dwelling regarding the hazards of smoking while oxygen is being administered.  In addition to the educational material, each facility must provide a checklist or other cognitive aid to promote safe home oxygen use by the veteran.  This activity must be completed and documented by the prescribing medical center and included as part of the prosthetics review prior to, or concurrent with, the onset of the home oxygen.”  

“An important tool in the management and prevention of adverse events is the required tracking of reported incidents involving patients receiving oxygen therapy who have a close call or confirmed adverse event related to smoking.  These incident reports may come from various individuals or services, including, but not limited to:  the home oxygen vendor; Patient Safety Program, Quality and Performance Program, or clinical staff; family; and/or direct caregivers” (4b(1)).

In addition to setting forth specific required actions for all home care settings where oxygen is used, the Directive also identifies an optional action:  “to create a form that is signed by the patient or by the patient’s surrogate, acknowledging the patient’s understanding of the hazards of smoking when oxygen is used.” 

Dr. Berkowitz:

Dr. Owen, the Ethics Center is in the process of putting together materials that local facilities could use to meet the requirements set forth in the Directive.  Could you elaborate?

Dr. Owen:
Certainly.  We are finalizing some materials to provide to the field through iMedConsent to help facilities comply with the Directive.  The draft materials consist of two "agreements" (one for home O2 use and one for inpatients and their visitors) and one "checklist" for home oxygen safety. The idea is that facilities will be able to use these as a starting-point and customize them for local use (e.g., to reflect their local smoking policies).  These materials are not quite ready yet, but in the follow up to this call, we will indicate how and when these materials can be accessed.

Dr. Berkowitz:
We know that many patients who receive home oxygen continue to smoke, despite targeted educational programs that emphasize the fire hazards that we have been discussing.  In a 2007 of 14 patients who suffered facial burns by Edelman, et al, in the Journal of Burn Care & Research, only one patient quit smoking after his or her injury.  In fact many of the requests that the Ethics Consultation Service receives about home oxygen use are from local facilities who wonder what to do with the high risk patient who continues to smoke despite strong efforts on the part of the facility to make smoking cessation materials available, and despite strong efforts on the part of the both the facility and the home oxygen contractor to make educational and/or warning information available for patients, their families, and caregivers.  

Dr. Owen, what should local facilities consider when attempting to develop policy for such situations?

Dr. Owen:

From an ethical standpoint, what we are looking for is a consistent and fair approach to the problem and  to make sure that that approach is generalizable to not only all oxygen patients who smoke, but to all other patients who might be having a conflict between their potentially risky behavior and the safety of a treatment.

VHA Directive 2006-021 does not endorse any automatic discontinuation of therapy.  Rather the directive calls for utilization of a multidisciplinary review process or a request for Ethics Consultation to address and resolve a situation in which there is a potential conflict between the patient’s continued smoking while using oxygen and the risk of harm to self and others. (See p.4, section (8)).  
Similarly, patients who fail to comply with oxygen therapy and smoking safety guidelines are to be referred to the Ethics Consultation Service or a multidisciplinary clinical committee to review appropriateness of continued oxygen therapy and how such therapy will be provided in ongoing care. (See p. 4 section (9)). The language in this section suggests an underlying premise that therapy will continue to be provided in the safest way possible. The goal of VA is to meet the patient’s health care needs.  As in other areas where the patient’s behavior is risky and it becomes more difficult safely to meet the patient’s clinical needs, we are obligated to try in whatever way possible to continue to meet the patient’s medical needs.

Dr. Berkowitz:
Dr. Owen, what implications does the Directive have for the development of local policy concerning smoking and home oxygen?

Dr. Owen:

An individual facility policy is inconsistent with the directive if it permits an automatic discontinuation of home oxygen merely because a patient is non-compliant with smoking restrictions.  A policy is also inconsistent with the directive is it permits discontinuation of therapy without review by the Ethics Consultation Service or a multidisciplinary clinical committee. The level of review required by the directive is consistent with the gravity of possibly discontinuing a life-prolonging therapy.  A facility policy would also be inconsistent in if the offer of smoking cessation care was not required and if patients were not warned about the potential risks of continuing to smoke while using home oxygen.  

Dr. Berkowitz:
Although we at VA are committed to try to work with the patient to meet his or her needs, the safety of third parties must be considered.  One ethical consideration concerns the safety for health care workers who go into the home of the patient who smokes.  What rights do they have to refuse going to the patient's house if they find that the patient is actively smoking?

Dr. Owen:  

We can respond from a general homecare perspective.  Again in a fair, open and generalizable way, homecare providers have a reasonable right to expect safety in the environment that they go into. This might extend to smoking or other safety factors such as removal of threatening pets or other things in the environment.  Home health care providers can expect a safe work environment.  Providers can expect the patient not to smoke while they are there – they should not have to breathe second-hand smoke!  According to the 2006 Surgeon General Report, there is no safe level of exposure to secondhand smoke.

Dr. Berkowitz:

In the second part of today’s call, we have provided practical guidance about home oxygen patients who continue to smoke by reviewing the provisions of the report of the VA National Center for Patient Safety and VHA Directive 2006-021, “Reducing the Fire Hazard of Smoking When Oxygen Treatment is Expected.”  The Directive focuses on the processes that should be followed in those cases when there is a potential or identified conflict between the patient’s right to smoke within their home and the risk of harm to self or others and when patients fail to comply with oxygen therapy and smoking safety guidelines.  As additional practical guidance, when preparing the National Ethics Teleconference Call in 2001 on Home Oxygen for Patients Who Smoke: Prescription vs. Proscription, we summarized several recommendations that are still valid. 
Ms. Chanko, would you review these recommendations as a conclusion to the informational part of today’s call?  

Ms. Chanko:

· Practitioners must encourage capable patients to stop smoking when they are prescribed oxygen therapy and should continue to offer smoking cessation assistance as part of ongoing care in the management of these patients. 

· Education needs to be two-fold.  Safeguards need to be emphasized for using oxygen in the home, and we also need to be assured that the patient understands those safeguards and what they need to do if they are continuing to smoke.  

· The patient's decision-making capacity needs to be determined and documented.  

· If a decisionally capable patient cannot or refuses to stop smoking, further education is needed so that it is known that the patient has a full understanding of their options, and the ramifications of their actions.  

· The institution may want to review the contractor's policy regarding the refusal of oxygen delivery to assure that it is consistent with our institutional values and practices. 

· Requirements can be made on a patient smoking with oxygen in the presence of others - for example, the patient may not smoke during visits from health care workers in the home, or when a child is present.  

· If a patient continues to put third parties at risk, this would be a case to be referred per the Directive to a multidisciplinary clinical committee or the facility Ethics Consultation Service.  

· Requirements can be made upon others in the patient's home who are not compliant with the safeguards for the use of oxygen in the home.  In other words, if a patient was in bed and was using oxygen, and if there were other smokers in the home, they might have to smoke elsewhere.  

· Caregivers have to understand that the patient can not be moved close to a flame or heat source where danger is heightened. 

· A decisionally incapable patient who smokes on oxygen would need caregiver education and guidelines.  

· Guidance must be provided about tracking reported incidents, as required by the Directive. 

MODERATED DISCUSSION

Dr. Berkowitz:

I’m aware that we have covered a lot of material during today’s discussion of “Ethical Considerations in the Use of Home Oxygen for Patients and/or Third Parties Who Smoke.”  I’d like now to hear if our audience has any responses to anything we’ve said, or any questions about today’s topic.
As you speak, if you could provide your name and location so that we can get to know one another:
Caller, Northern California Healthcare System:

It seems like a very, very small percentage of people that risks from smoking and home oxygen actually affect.  I know that it has been suggested that the rate of burns may be increasing, but on a percentage basis, it nonetheless doesn’t seem like a big problem.

Dr. Berkowitz:

I appreciate your comment.  I believe that the percents are small, but the dangers are real.  If you identify dangers, then you can identify root causes and propagate strategies to reduce those risks.  I think that in general that is something that we do. Smoking in the presence of oxygen doesn’t cause a lot of incidents; it causes a lot of worry. And it’s a very common thing that causes people to come to ethics committees.  Worry about smoking in the presence of home oxygen can also cause people to alter therapy if they’re not actually educated about the real risks and about the safety steps that people can take to mitigate those risks.  In addition, we also know that there are a lot of risks to people cooking, that is, wearing oxygen close to an open flame.  Again, the numbers are small, but the incidents when they occur are dramatic and serious and have prompted this level or response with respect to education and prevention, which seems actually to be working given our small numbers.  

Is there anyone on the line from Patient Safety or Public Health who would like to add to that? 

Caller, Northern California Healthcare System:
Are these small numbers the result of people who have received mandatory or voluntary training on the risks of smoking and home oxygen use?

Dr. Berkowitz:

That’s hard to know.  In 2006, there were no standardized requirements for that. I know when I used to be involved in the home care program in New York, we certainly taught people about the risks.  However, this was in a way throughout the system that was less rigorous.  We had no reporting requirements at the time, no hope of getting any actual data.  The data we got from the literature is mostly from around 2000, in an article by Barillo, where the incidence was reported to be 8 out of 4000.  And the VA data, which has a much lower percentage even than that, is from FY 2004, with our 37 events, about half of which were patients at home. It’s hard to know yet, because so much of this is new and so much of the reporting is new about what the actual effect of this education and prevention is.  

Wade Park, Columbia, Missouri:

A couple of times you’ve mentioned high risk patients. Do you have any kind of assessment tool to recommend? Is there any kind of algorithm that could help guide the ethics consultation group through the decision-making process in these types of situations? 

Dr. Berkowitz:

VHA Directive 2006-021 defines high-risk patients in section 2, para. e. 

For our purposes, VA defines high-risk patients as patients who “exhibit unsafe clinical or behavioral traits involving oxygen and smoking, such as:

(a) Attempting to hide their smoking materials or activities from staff; 

(b) Having a history of non-compliance with smoking rules; or 

(c) Smoking in a patient sleeping room or other areas designated as non-smoking areas.”  

There is a lot of additional good material in the Directive which was really a combined effort from many offices and took a long time to put together.  So I encourage you to read it; it’s only four or five pages long. 

Regarding whether there is an algorithm for ethics committees to use as they approach these kinds of cases, the answer is no.  However, we do have a good background for handling these consultations.  If there is a local ethics committee that is involved with such a case and doesn’t know what to do, they can always contact the National Center for Ethics. The cases need to be analyzed on an individual basis, because no two sets of circumstances are exactly the same. We have, as you may or may not know, propagated a standardized approach for all ethics consultations throughout our system for the last several years.  It’s called the CASES approach which would be used for all ethics consultations, including   specific consultations about a patient on home oxygen

Mr. Park:

What would be the basic ethical question in a case such as we are discussing?

Dr. Berkowitz: 

The basic ethical question usually involves uncertainty or conflict about values which leads to the people involved not knowing what the right thing to do is.  There are several competing values at stake.  One the one side is our mission to provide clearly indicated, in this case, beneficial therapy; the patient’s autonomous right, if you will, to make decisions about their behaviors in their home; and our recognition that smoking is an addiction and that there are treatments for it.  Even though we call the decision to smoke a “choice,” this behavior may not really be volitional.  These values are in tension with the obligation as providers to ensure our patient’s safety; not let them get in harm’s way; and to prevent possible harm to others who might be in the patient’s living area or in the community. So I think that there is clear tension. 

 Caller:
How many VA campuses are no-smoking campuses?

Dr. Berkowitz:

To the best of my knowledge, all VA campuses are no-smoking campuses, except in the designated smoking areas.  The intent is to have all VA campuses be as smoke-free as possible within the parameters that are stipulated in policy.

Caller:
I know that we have patients that we are setting up with oxygen, and the Home Oxygen Coordinator goes in to instruct the patient and the patient is down in the smoking area

Dr. Berkowitz:

Again, I can’t comment on that without knowing the specifics, including your local conditions and policies. I would encourage you to read the Directive and your local policies and consider whether those activities are in compliance with all of the applicable policies.  I would hope that any patient who is being prescribed oxygen and has a problem with smoking is being offered the appropriate chance to have successful smoking cessation therapy offered to them, which is a very important aspect of their care that must be assured.  

Caller, San Antonio, Texas:

I’ve been working with smoking since 1994.  I’ve done considerable research and I’ve found out that when we talk about a non-smoking facility, this means non-smoking once we step onto the grounds.  I also might mention that in 1992, Congress was the one I think who said that we would have specific areas on campus where the veteran is allowed to smoke, and given this, I think we would have difficulty instituting any kind of “non-smoking” facility.  Am I correct in that? 

Dr. Berkowitz:

You are correct in as far as I know about the things that you say.  There is no question that our goal as a health care system is to discourage smoking, whether a patient is wearing oxygen or not, and to get everyone who smokes to not smoke and to help our patients and our staff to not smoke.  There’s no question that it’s a terrible thing for people, health-wise.  However, let’s be realistic, many of our patients have habits that we would say are not optimal for their health.  Many times the choice to smoke is not really a choice, if there’s a true addiction, as opposed to some of the other things which patients do which are harmful to them which may involve more choice and less addiction.  We need to consider not just smoking, but all behaviors that adversely affect people’s health, and try to develop a consistent way to address such situations. 

Caller, Battle Creek, Michigan:  

I’m the Tobacco Cessation Coordinator here.  The previous gentleman was correct that in 1992, all VAs went smoke-free inside of buildings except for designated areas, but the actual grounds are not necessarily smoke-free.  What I’m finding is a lot of confusion about when a facility says yes, we’re smoke-free, they’re actually not.  And it varies a lot because some facilities have no grounds; we have 22 buildings spread out over 206 acres.  So it’s a big issue for us.  But getting back to smoking and home oxygen, I know this involves a lot of problems for people who are cognitively impaired.  What if it were looked at as a harm reduction kind of issue when a person was evaluated and the need for oxygen was identified.  First of all, the approach might be that we recommend strongly that you quit smoking. Until you’re ready to quit smoking, we suggest that you use nicotine replacement.  We would place a really heavy emphasis on not having smoking or fire or anything anywhere near the oxygen.  The patient would get to choose when they are ready to quit smoking and in the meantime, the emphasis would be on safety.  

Dr. Berkowitz:

I agree with you, and I think that is really the emphasis of the Directive.  And if there is going to be oxygen in use, the Directive calls for good and thorough and consistent assessments and reassessments at times if there are changes.  It also calls for education and warning for patients and families and caregivers and contractors and other staff and gives them tools with specific check-lists that can be used.  It calls for other types of risk reduction such as smoke detectors in the home.  Education and orientation are also provided, as well as other cognitive aids.  The whole emphasis needs to be and is on risk reduction. Then only in cases where, despite the best efforts at risk reduction, there still remains a clear, imminent, danger – those are the ones that get more closely looked at by the provider and by the people involved and then in the most thorny situations, by either the multi-disciplinary review committee or an ethics consultation. 

Caller, Jesse Brown VAMC, Chicago, Illinois:

I’d like to comment that with the high-risk category, I really believe that all patients going home on oxygen should be considered high-risk because of the nature of the gas.  We don’t know what they do when they get into the home, so someone tells me I’m not a smoker, I quit.  It might have been three hours ago.  It’s better if you look at every patient as high risk with a gas that has dangers associated with it. And bring that message to the patient and their family and always include the family if possible. My second comment is that I wish the headquarters required that every single hospital had a smoking cessation person, an advance practice nurse whose total role is to go to the bedside; instruct the patient and get them to cooperate; have the patient sign the agreement that they won’t smoke while they’re in the hospital; and when the patient is going home with oxygen, and to provide the patient with the patch. 

You know we have patients who have a heroin addiction and we give them methadone.  But we do miss our patients; we put them into the hospital and they have very uncomfortable feelings about withdrawal and they will sneak, and we don’t want people to sneak, sneak into the bathroom and have a butt.  And that’s where the real danger lies.  I wish that we had a designated role in every single VA, a bedside Hospital Cessation nurse that would go to the bedside and initiate and implement that active tobacco cessation process.

Dr. Berkowitz:

Two things I just want to say.  Let’s be clear that the definition of high risk in the Directive does not preclude the requirement that all patients who are being put on home oxygen have a good, thorough, fire-risk assessment and get the education. I agree with that and I certainly believe that it is the intent of this effort. It most certainly is recommended. And your wish is noted and anyone who is on the call can note that as a wish and I think that this is a good forum for you to have recorded that. 

Phyllis Donoghue, Pittsburgh, Pennsylvania: 

I’m a pulmonary nurse clinician.  We have implemented a safety risk assessment on all our home oxygen patients that are referred to our home oxygen program. And three of us who work in this program have found it to be a very helpful resource in dealing with these patients.  And we’ve had a few incidences occur with us that actually formulated into an RCA.  We take into consideration the whole person; we deal with the physical problems that can occur; we try to train the family; we work with the vendor and the vendor also works with the family; but we still have people who continue to smoke while they’re on the oxygen.  However, most of our patients, they are compliant and they take off their oxygen to smoke and smoke at least ten feet away.  An additional problem we’ve encountered is that we have seen more of our patients starting to smoke.  Some of our patients live in apartment buildings that also house patients who smoke and use oxygen.  Once this is found out, insurance issues have been raised and it has been said that the patients can no longer live there. I wanted to ask if anyone else had encountered this problem. 

Dr. Berkowitz:

Does anyone have a response directly to the caller in Pittsburgh?  I do want to acknowledge that we’re at the very last few minutes of our call.  We usually save this time for our “From the Field” section where people can comment on other topics, or continue the discussion of questions related to today’s call.  

Caller, Portland, Oregon:

We did encounter the same experience.  I will agree with all of your steps, including the assessment and the education involving ethics, but the challenge that I do have is that at least from our facility –our IntegratedEthics program came from a clinical ethics start.  In a particularly difficult case, the focus from the consultative service was on the potential of withdrawing oxygen from a patient and how difficult that would be.  In the IntegratedEthics program we have a leadership branch as well.  I think ultimately in extremely difficult cases, they certainly need to be brought in as well.  And while the consultative service can offer the guidance and the framework, I think ultimately the leadership branch needs to decide how much risk the facility is willing to take in a specific case.

Dr. Berkowitz:

I do hear what you’re saying, that in the consultation process, the ethics consultant needs to assemble information about the preferences of different parties, including the interests of the institution and the leadership of the institution.  An ethics consultant, like any other type of consultant in the clinical arena, doesn’t really make the decision.  They’re advisory and they’re consultative and they help the people who are involved make the decision.  I certainly would think in a serious decision like that, about perhaps withdrawing potentially life-sustaining treatment, the leadership of the facility would be very involved in that decision. Again, I know that this lively and good and rich discussion indicates just how much people think about this.  It really is an important clinical question that causes a lot of energy throughout our system. 

CONCLUSION
I’d like to take the last minute of the call to thank everyone who worked hard on the development, planning, and implementation of the call.  It is not a trivial task and I appreciate everyone’s efforts, including the members of the Ethics Center, especially Barbara Chanko and Susan Owen and the EES staff also that support these calls.  

Note that our web site vaww.ethics.va.gov contains all of the summaries of prior National Ethics Teleconferences.  If you are on our email mailing list you will receive details about the posting of the summary of this call, any references we described, and announcements for upcoming National Ethics Teleconferences.  Let us know if you or someone you know doesn’t receive our e-mails and you want to be put on our list.  Please also let us know if you have suggestions about topics for future calls or any questions and again, our e-mail address is vhaethics@va.gov.

The next NET call will not be until October of 2008. Enjoy the rest of the summer and stay tuned to your Outlook e-mail for further details of the October call when the time gets closer. Thank you everyone, and have a great day! 
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