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INTRODUCTION
Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the VHA National Center for Ethics in Health Care and a physician at the VA NY Harbor Healthcare System. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Center provides an opportunity for regular education and open discussion of important VHA ethics issues. 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.
ANNOUNCEMENT

Remember that CME credits are available for listeners of this call. To get yours go to http://vaww.ees.aac.va.gov/ethics.

Before we proceed with today's discussion on the Evolution of Health Care Ethics in VHA. 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 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: 

o
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 

o
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.

Our speaker today is our Center's Chief of Education, Dr. William Nelson. Most of you know Bill… Trained in ethics, philosophy, and theology he has been with the Ethics Center since its inception… in fact, in many ways he is responsible for it! Unfortunately, some of you might not know that Bill will be officially retiring next week -- I guess 30 years of Government service is enough! We thought it was the least that we could do to give Bill one last forum—this NET call—to share with all of us his personal eflections on the evolution of health care ethics in VHA. 
As we get started, I wanted to formally recognize and thank Bill for his outstanding career and contributions to promoting ethical health care practices in VHA for all of these years. Without him it is safe to say that we would not be leading the country in our approach to ethical health care practices as we in VHA are today. I would also like to personally thank him for influencing me in my career in so many valuable ways.

Bill, let me begin by asking you to recount what the early days of the health care ethics movement were like, and what influenced you to get involved in ethics? 

PRESENTATION 

Dr. Nelson:

Thanks Ken, the answer to your question can be a very long story. Before working as an ethicist, I served as a chaplain. I was Chief of the Chaplain Service at the White River Junction VA, which is another story in and of itself, in 1975. In many ways I was a product of the late 60s and early 70s. Two forces converged for me as a chaplain that pushed me into health care ethics. First, I went to school in an era where rights were being fought for, including civil rights, women’s rights, student’s rights, and additionally, the anti-war movement. It was a time to challenge authority, the status quo, and simply the way things were. I was a part of the clergy that was greatly involved in social justice issues. 
The second force in the 70’s was the explosion of biomedical technology and the issues surrounding its application. For example, who should benefit from the new organ transplantation program or long-term hemodialysis or should not every patient be resuscitated?  As a chaplain I found myself caught up in discussions about, “just because we can do something, should we,” and “who decides,” and “when is enough, enough.” Questions of end-of-life care and truth-telling echoed around the corridors and conference rooms of the hospital. Surrounding those early discussions, which were more like debates, were questions about the scope and boundaries of patient’s rights – and the increasing recognition that health care decisions should be based on the patient's values, not just those of the person in a white coat. 

The practice of medicine in the United States was undergoing a remarkable and thoroughly controversial, transformation. It has been suggested by Bob Veatch, if you examine the 3-4 year period after January 1, 1970 you find a remarkable series of events that have had a lasting effect on health care ethics, including the publication of the Harvard Ad Hoc Committee brain-oriented definition of death, Paul Ramsey’s revolutionary book, Patient as Person, provoked by the Tuskeegee experiments, and the Department of Health, Education and Welfare guidelines governing human research. This was also the time when two pioneering ethics centers (The Kennedy Center and The Hastings Center) emerged, the Supreme Court changed how society approached abortion, and ruled on the very first court case to explicitly establish the “reasonable person standard.” The list can go on and on. It was a time that established the need for closer reflection on ethics in health care. 

In virtually every aspect of medicine, the old ethical perspectives were quickly seen as terribly inappropriate. A new, more egalitarian, more patient rights oriented, and less paternalistic ethical perspectives had to replace one that, for many us, had reached wrong conclusions. 
Dr. Berkowitz:

How did you get involved in this movement?

Dr. Nelson: 

In some ways I’m the accidental ethicist. It was both an exciting and challenging time. Maybe it was because of my personality (my parents tell me I never stopped asking the “why” question, including why something is right or wrong), maybe it was the time, the intellectual challenge, and the desire to be a patient advocate that I began to explore these issues. At the same time, I was able to acknowledge and empathize with health care providers who also had to confront these conflicts. This collaborative reflection, despite our different professions, fostered respect and a sense of collegiality between myself, and physicians, nurses, and other health care providers. The mutual respect fostered involvement in very open and frank discussions, and even brought me into the inner sanctum of the Mortality & Morbidity Conference on a very regular basis. That experience emphasized the importance of addressing an ethical conflict from various perspectives and various disciplines. As a chaplain my role evolved into being a counselor, companion, advisor, and ethicist to both patients and care providers.

Because of my changing role and close relationship with many clinicians I started an ethics discussion group in White River Junction around 1976-1977. It was part journal club, part group support, and part exploration of ethical questions. Back then, and even today, there were no easy answers, but I was intrigued by the questions being raised.

About this time the Dean of Dartmouth Medical School asked if I would join with another faculty member to co-teach a medical ethics elective. After teaching one year I decided that to better answer that “why” question, as to whether something is right or wrong, a PhD would be beneficial. Thus began what has turned into a long and wonderful career in applied ethics and in particular, health care ethics education.

Dr. Berkowitz:

Can you briefly share what you think are some of the most significant effects of the health care ethics movement nationwide and in VHA?

Dr. Nelson:

Many things come to mind immediately, but I might note that my comments today are simply that, my personal comments and not those of the Center. The first significant effect of the ethics movement is the ethical, regulatory, legal and clinical acceptance of the standard that patients or their representatives can accept or refuse any procedure or treatment that is offered to them, even if the refusal will hasten the patient’s death. You cannot underestimate the significance of that change for both patients and health care providers. So much of clinical ethics relates and emanates from this ethical concept – informed consent and refusal, withholding/withdrawing life-sustaining treatment, resuscitation decisions and so on. Acceptance of that ethical standard fostered a whole change in the culture of health care.
Despite suggesting that ethical, legal, and regulatory recognition of patient self-determination has had the greatest change on health care, we know the implementation of that ethical standard of practice continues to be anything but smooth. Just look to Florida where the governor and state legislature are not recognizing the ethical standard. 
Second is the scope and depth of ethical analysis that has been performed on a wide variety of clinical ethics conflicts. It is difficult not to find an article on some ethics issue in today’s health care journals or even in the popular media. It might be hard to believe, but not that many years ago you had to search for ethics articles. The number of articles and books that have been published on various ethics topics is staggering. 

The third most significant effect of the ethics movement is the large number of professionals who are formally doing ethics and define health care ethics as a major focus of their work. Beside the large number of health care ethicists, the number of academically-based ethics centers and ethics-related organizations is very impressive. Health care ethics has become a big industry. It seems like it was just a short time ago that a small number clergy participated in the meetings of a group called Ministers in Medical Education which supported the development of the Society Health and Human Values that later became American Society for Bioethics and Humanities. In the late seventies, there were only a few of us that served as the faculty of the Hastings Center’s early summer workshops. The numbers of people doing ethics teaching, in a wide variety of settings has grown dramatically. 

The fourth significant effect of the ethics movement is the development and impact of ethics committees in all health care facilities. For me personally, if there is anything that gives me a sense of pride over the past twenty plus years, it is helping to support the development of ethics advisory committees and the effectiveness of their members. Twenty years ago EACs were struggling to define their purpose, structure and functions, gain clinician acceptance, and administrative respect, identify their place within the organization, and get training. Of course, ethics advisory committees varied from site to site in sophistication and recognition – as they continue to do so even today, but the dedicated work of a small group of multidisciplinary professionals at each site, who through their self-education, their desire to do the right thing, have made a positive impact on the ethical care of millions of veterans. I have no doubt that the quality of clinical care is better, thanks to the efforts of dedicated and motivated ethics advisory committee members.

Fifth is the establishment of the Joint Commission standards for Patient Rights and Organizational Ethics in 1991. If there were any hospitals reluctant to focus on ethics prior to the Joint Commission standards, they could no longer ignore the need to have a “mechanism” to address ethics issues. Those standards legitimized ethics. They emphasized the importance of ethics and its inherent relationship to quality care.  

Sixth is the more recent evolution of moving ethics outside the narrow clinical arena to the broader organization setting. Health care ethics cannot and should not be seen as just focusing on clinical issues. All care and health care decisions take place within the context of an organization and its business practices. Our health care system has changed dramatically, largely as a result of efforts to limit the rapid and uncontrolled rise in costs while at the same time assuring quality care and access. These pressures foster competing values that call for ethics reflection. The ethics evolution has begun to shift its focus from individuals to organizations as loci of moral agency. 

Seventh is the role of ethics in research. I noted the remarkable advances in medical technologies that gave physicians a rapidly expanding black bag to treat patients. But Al Jonsen has noted, “the technologies did not spring into existence perfectly efficacious; they needed to be tried, tested, and improved.” In 1966 Henry Beecher exposed in a New England Journal of Medicine article twenty-two clinical investigations -- all branded unethical. He concluded that if they were published in reputable journals, how many other studies were being performed that were equally or more reprehensible. Later we learned about the Tuskeegee experiments and Willowbrook. “The ethics of research grew from a concern to an outrage that clearly showed clinicians treating patients with less than respect of their rights and welfare.” As a result, many ethicists have increasingly focused their scholarship and teaching on the ethics of research. Additionally, concern or outrage lead to increased oversight of research protocols throughout this country and lead to the development of Investigation Review Boards. These IRBs review, among other concerns, the relationship between the study’s potential risks and benefits and the informed consent. The ethics movement has enhanced the quality of research, because good research is ethical. As ethics changed clinical practice, it changed research practice as well. 

And the eighth is the establishment of the National Center for Ethics in Health Care in 1991. Its focus on promoting ethical health care practices has had a significant impact on VA. It was about 14 years ago I organized a meeting, along with my colleague Dr. Jim Bernat in White River Jct., VT to prepare an application to establish a national ethics center that would specifically serve as a national resource for addressing ethical issues in VHA health care. VHA’s  selected White River Junction, VT to serve as the organization’s primary resource for clinical ethics (initially) – the establishment of the national center was a validation that serious ethics reflection was important and crucial for quality care in the organization. For me, it was the realization of a personal vision to make health care ethics a national, not just local, dialogue. I am proud to have been a part of its creation and original vision. 

Dr. Berkowitz:

I want to pick up on one of the things you just mentioned. You said the development of ethics committees was a significant event in the health care ethics movement. Can you say more about the development of ethics committees in VHA?

Dr. Nelson: 

Evolution is key word when thinking about ethics committees. My experience at White River Junction is probably similar to the experiences of many of you listening today. As I mentioned we formed an ethics discussion group to explore the many ethics challenges being faced each day. I have vivid memories of sitting out in the grass in pastoral Vermont debating the topic of the day. Before long the monthly group, made up mainly of clinicians, starting turning to cases – some from the past but some current. Questions regarding removing life-sustaining treatment, confidentially, and resuscitation decisions were foremost on our mind. We struggled frequently over what Lewis Thomas aptly called “half-way technologies”—technologies that stabilized patients but did nothing to cure them. That meant patients were living much longer with their illnesses, and had a long time to reflect on their conditions and options. 

The group evolved into a formally acknowledged committee that was recognized by a progressive thinking chief of staff and director. As chair of the committee I was invited to go on rounds with different medical teams each morning, and lead a weekly house officer seminar. We, like hundreds of others, focused on ethics education, including self-education, staff education, and community education, case consultation, and policy review. What evolved over the years was the committee’s competence and sophistication, respect within the hospital community, and impact on one small facility in rural New England. 

From what I have heard in my travels throughout the country, that story is not dissimilar to stories at many other facilities. Yes, there some differences in the details but essentially the origins are the same. A group of concerned, committed, and interested people started meeting, usually guided by a motivated, skillful, and competent “ethics leader”, and, in time, the work of the group became recognized for their contribution and practical usefulness. 
Today ethics committees are continuing to evolve. Nothing remains the same, and nothing should remain the same, just as the needs and issues change. 

Dr. Berkowitz:

Change seems to be a recurrent theme in health care ethics. What changes do you see on the horizon? 
Dr. Nelson:

What I find really noteworthy is the shift from an individual rights perspective to a broader communitarian one. Most of my work has focused on the rights of individuals to make their own decisions, or the role of individual physicians within the context of the physician-patient relationship. 
The ethical reasoning behind that perspective was the concept of autonomy, or do not deprive freedom. But today the perspective is shifting, as reflected in President Clinton’s 1993 Health Security Plan. If you dust off the volume you will find on page 11 the chapter entitled, “Ethical Foundations of Health Care Reform.” The chapter begins with the following two sentences, “The values and principles that shape the new health care system reflect fundamental national beliefs about community, equality, justice, and liberty. These convictions anchor health care reform in shared moral tradition.” Despite the failure to federally enact this plan, the same values, in that order; community, equality, justice, and personal liberty, reflect the shifting order of health care values.  Those highlighted fundamental values are both descriptive and prescriptive of a shift in thinking about ethical issues today. So ethics committees are having to shift from looking at ethics from just a personal individual rights perspective, but to a broader communitarian perspective, one that incorporates the shared values of community, equality, justice, and liberty.


This shift resonates with my own experience. Recently I was teaching an ethics seminar at NYU School of Medicine. During the first session, about the 20 students introduced themselves, and we asked them to comment on the ethical issues that were of particular concern to them. They focused on societal and organizational ethics questions – why isn’t health care a basic human right for all citizens, what is the role of wealthy countries to poor, health care deprived countries? How should a country or agency or organization allocate its limited resources? What can we do to have a more equitable health care system? 

This is a far cry from concerns about whether it is OK to discontinue life support from an ICU patient. When teaching medical students in the past, their concerns were more clinically focused, especially related to end-of-life decisions. Today, health care ethics is organizationally and public policy focused that pushes for the application of a broader communitarian perspective, not just an individual rights line of reasoning.

Dr. Berkowitz: 

What do you see is the future of health care ethics?

Dr. Nelson:

Organizational ethics, as an area of interest and concern, will continue to increase, even over and above the current focus on individual clinical cases. I believe that the organizational focus will emphasize the need for ethics committees and programs to not see organizational ethics as an adjunct area of focus, but maybe even the primary focus. As ethics committees will increasingly function in both a reactive as well as proactive style, they will need to reflect on ethics issues from a system oriented approach. In doing so, they will begin to reflect a perspective that reflects distributive justice. 
Future ethics committees or ethics programs at VA facilities will need to dramatically expand their knowledge and skills to adequately serve effectively as an organizational ethics resource. Organizational ethics education will need to be sought by ethics committee or program members to expand their competency and better meet the organization’s needs. 

Dr. Berkowitz: 

Do you have additional thoughts about the future of ethics committees?

Dr. Nelson:

I believe that there will continue to be a blurring between the role of law, compliance, government ethics and health care ethics. In fact, the blurring will increase. I am concerned that the distinctions are getting harder to recognize. Theoretically, there are distinctions between law, government ethics, and health care ethics, but to the average administrator and clinician the distinctions are pretty fuzzy. Unfortunately this blurring can be fostered when the ethics community tends to look to an organization’s policy or regulation as a primary source of ethics guidance as opposed to what moral reasoning might guide one to say, this is right thing to do.

Despite that continued blurring, I believe the importance of health care ethics, and more specifically the ethicist, will increase. Because of their importance and the need to address the blurring of ethics with law and compliance, ethicists will need to be formally trained and maybe even be certified. Ethics leaders will need to enhance their knowledge in applied ethics and moral reasoning. Health care ethics is a field of diverse professional backgrounds, but at the core of the discipline is the relationship between ethics and health care. I am emphasizing and pointing to a need to return to what Dan Clouser, one of the real pioneers of the health care ethics movement once called, “the rational foundation for morality,” that is, the fundamentals of ethical reasoning as the foundation for the health care ethics dialogue. What the ethics committee member or ethics consultant brings to the ethics conflict is the ability to analyze a case or issue from an ethics perspective. It does not matter whether the conflict or issue focuses on a clinical, organizational, or research issue—the work of ethics is applying ethics to the conflict or uncertainty. When ethics members fail to use ethical reasoning as the basis of their thinking, they only increase this blurring between ethics, law, and compliance. Just as my colleague and good friend Ken often introduces himself by saying, “I am a physician and I do ethics.”  By doing ethics, we  diminish this blurring between law, government, and health care ethics. 

Dr. Berkowitz: 

Will the structure of ethics committees change?

Dr. Nelson:

I have a sense that ethics committees have done immeasurable good around a facility, but I think that ethics committees are going to continue to change and evolve. The ethics committee will no longer be an isolated, reactive solo committee. An effective ethics committee might even become part of a broader ethics program. This program will be much more integrated into the life of the organization. It will be recognized as essential for the success of the organization because ethics is essential to success. The integrated ethics program will be a systematic, systems-oriented approach to improving a facility’s ethics practices and the quality of care. It will reflect a new ethics program structure and its members’ competence for addressing ethics throughout the organization. The integrated approach to ethics will be recognized as a way for facilities to improve their effectiveness and efficiency by shifting their emphasis away from crisis management of ethics issues and more toward an integrated approach to ethics that anticipates, prevents, and addresses ethical concerns organization-wide. Part of my dream for the future is that ethics committees will be a part of this integrated approach to health care. Because of the success and recognition of the new generation of ethics programs, ethics leaders at each facility will not be doing ethics in a collateral way, but will have dedicated time to be doing their ethics work. They will be called upon by their neighboring, non-VA facilities to teach their model for doing ethics because of its proven success. This future will not happen overnight, and many barriers will have to be overcome. Institutional cultural change takes time and planned effort. This new approach to doing ethics is being propagated by the Center by its Integrated Ethics Program Initiative. The future of ethics committees is really exciting as well as extremely challenging. Where there are committed and competent local ethics leaders supported and acknowledged by administrative leaders, the ethics program will continue to thrive and work to support and promote quality health care.
Dr. Berkowitz:

Thank you, for giving us some personal reflection on the evolution of ethics 


MODERATED DISCUSSION 

Dr. Berkowitz:

At this point in the call, I would like to open the teleconference for a general discussion of ethics issues raised during today’s presentation. We ask that when you talk, you please begin by telling us your name, location and title so that we continue to get to know each other. Are there any questions for Dr. Nelson?
We all know how much you have appreciated working with Bill over the past years! We at the Center encourage any and all of you to send us your reflections via e-mail or snail mail and we will make sure that they get included in a scrapbook that we have prepared for him. Our e-mail address again is vhaethics@hq.med.val.gov. 
Alan M. Sooho, MD, Battle Creek MI:
Bill, I wanted to thank you for the help you have personally given me over the past couple of years. You have elucidated some of the issues that have helped me come to logical, reasonable conclusions, and I am grateful. Good luck!

Dr. Nelson:
Thanks, Alan. I really appreciate that.
George Flanagan, Kansas City MO:
I wonder if you could say just a little more about what you think the role is going to be for intervention ethics, that we rely on so much now.

Dr. Nelson:
I think there is always going to be a very important role for a body of people, whether that’s a committee or some type of other group, to address clinical cases. Those people need to continue to develop their competence in how to do a case analysis. That requires not only learning methods of doing ethical analysis, but also keeping up with the changing clinical environment. One of the real pillars of the integrated approach is having a mechanism to address cases. I think that is crucially important.

Dr. Berkowitz:

In thinking about interventional ethics, I assume you also mean a move towards more proactive involvement of ethicists and ethics-related workers into health care. And I think that an article that recently came out in the Sep 3rd issue of JAMA was a multi-center cooperative study looking at the effect of prospective offering of ethics consultations to ICU patients. Very interesting conclusions showed that not only were there improvements in health care quality, but a side effect was a reduction in length of stay, and a reduction in unwanted treatments. Inherently better ethical quality of care that was given reduced costs, reduced ventilator days. So there is a real sense that interventional ethics may indeed be on its way.

Dr. Nelson:
I agree with you. Historically, ethics committees have been reactive and I think that we need to start shifting that. We need to be reactive when questions or concerns come to the ethics committee, but there has to be a more planned, organized method to assess the ethics issues within the organization and then systematically and proactively address them by reflecting, studying, then coming up with a plan as to what might be the ethical standard of practice within the context of that problem. Then propagate that ethical standard of practice and monitor whether it meets its goals. So, to me, part of interventional ethics has to do with being proactive.

Leslie Depenbrock, Gainesville FL:
What does a retired ethicist do now?

Dr. Nelson:
I think I will always continue to ask the “why” question, and explore these issues. But to answer you more specifically, you may not be seeing the last of me. I will be doing some work with the Ethics Center on a limited basis – helping in some of the education activities. I also am going to be teaching at a couple of schools. I have quite a few writing projects that I want to dig into, so I will continue to do work in the area of health care ethics.
Dr. Berkowitz:
Did anyone resonate with the changes that Bill described in health care ethics over time? Do people’s perspectives differ somewhat from Bill’s?

Ms. Depenbrock:
I have been on several ethics committees in my 20 years, and I think you are right on the mark. It is nice to know that I am on-track with someone that I respect and admire.

Kevin Wright, New York Harbor HCS, NY:
First of all, I have really appreciated working with you, Bill. One of the things that strikes me over and over again is the breakdown in analysis between systems problems and ethical issues. I think that we all come from our own professional perspectives and one challenge I am finding is that sometimes a professional ethic has to be changed to accommodate the organization’s ethics.  
Dr. Nelson:
I think that has something to do with the point I was making about a shift in ethical perspective from an individual rights-driven way of thinking to looking at ethical conflicts and problems from a more communitarian approach. By communitarian approach, I mean how we distribute the society’s goods. In our case, the “goods” are health care products or treatments. When goods are limited what is a fair and equitable way to distribute them? So, it’s a much different way of beginning to think and reason through ethical problems, and that is why I think that ethics committees have a lot of work ahead of them – but part of that work is educating oneself on how to apply distributive justice concepts. Just like ethics committees 20 years ago spent a lot of time on self-education, developing their own skills in doing moral analysis and how to apply ethical reasoning, those of us who are going to be addressing organizational ethics issues are going to have to continue with that homework – looking at this whole issue of distributive justice. 
Dr. Berkowitz:
Does anyone want to comment on how we are going to strike that balance. How do we not “throw out the baby with the bath water” if we accept the importance of distributive justice – this communitarian ethic – how do we balance that with those recognized rights of self-determination, individual rights, and professional responsibilities to our own patients, that we have struggled so long to understand and to recognize?

Dr. Nelson:
I think that’s part of the struggle: A) recognizing that there is this struggle, and B) asking how we promote the rights of the individual when that might affect what we can do for somebody else. So we need to start thinking in a more egalitarian way. I am not answering you very specifically, but I think that is part of the discourse that we really have to start developing.
Dr. Berkowitz:
Part of the answer has to be in “process,” and if we are going to shift our emphasis or change the way we think about things, we have got to make sure that all of the appropriate voices are heard and represented, and that the decisions that we come to are really clear and transparent so that everyone who has a right to be at the table is at the table. 

Dr. Nelson:
I think that is so true. We talked about procedural justice, which is the fairness of the process whereby we come to these very difficult decisions about allocating resources. And then there are various theories and models out there, like the stakeholder model of procedural justice, where all the values are really heard, and you have a process that is open and transparent to everyone, and allows feedback and criticism. Even though the decision or the answer may not be satisfactory to everyone, at least the process is a fair and just one in and of itself.

Dr. Berkowitz:
And that is one of the reasons that the Integrated Ethics Program’s approach stresses the importance of developing a clear approach to issues so that it really is done in a fair way.

Dr. Nelson:
Exactly. I think we are all aware that many of the individual cases that an ethics committee or consultation service deals with occur over and over again. Which begs us to step back and say: what is going on with this case? What should we do to prevent it from becoming a dilemma or a conflict so that we need to look at it as an issue? We make that distinction between cases and issues. And as a recurring ethical issue, then you can crank-in that procedural justice methodology of how you might assess that recurring issue and come to some conclusions as to what may be the appropriate thing to do in that situation.
Colleen West, Miami FL:
Again, let me echo thanks for all of the help that you have been to us, and to me personally over the years. Good wishes in what sounds like semi-retirement. Our committee is wondering what suggestions you have in terms of including the voices of patients as stakeholders in this process.
Dr. Nelson:
I think that the voice of patients is always important. For example, if you are talking about a specific ethics case, then as part of your fact-finding process, it is certainly important to get the input of the patient as to what his or her perspective is regarding the ethical conflict. So, depending on the precise case, I think getting the input of the patient is really important. Equally so, if you are dealing with a recurring problem. Or, let’s say, the director asks you to deal with an allocation question. That question might be, should we close one unit. I think it would certainly be reasonable to get the input of patients about how it might impact them. To have clarity on the facts in a situation is so important. To me, it is crucial to go to the patients to understand the implications for them, whether it’s a recurring ethical issue that you are addressing or an individual case.

Dr. Berkowitz:
There are many of you in the call who have appreciated working with Bill over the years. We at the Center encourage you to send us your thoughts, reflections, wishes, anecdotes to us via email or snail mail. We will make sure that they all get included into an ever-expanding scrapbook that we have prepared for Bill to take with him. Our email address again is vhaethics@hq.med.va.gov. Or you can send them straight to me: Kenneth Berkowitz on the Outlook system. Or you may send them to the Ethics Center:

810 Vermont Ave. (10E), NW, Washington DC, 20420. 
Dr. Berkowitz: 
Do other people feel the change in the ethics committee that Kevin Wright described and that Bill described in his talk? Have people sensed different pressures on their ethics committees similar to what was talked about on the call? Are people feeling the need to be involved in more organizational issues on a regular basis? Anyone else want to comment on the challenges facing our ethics committees and programs today?

Gladys White, National Center for Ethics in Health Care, Washington, DC:
I am not sure that this is precisely responsive to your question, but I wanted to ask Bill a question. The VHA tries to respond to the needs of veterans, many of whom have experienced disabilities. I am wondering what you think an ethics perspective has to offer to the particular challenges of delivering care to those who have disabilities. I think this is a nice counterpoint to our prior discussion about advocating scarce resources. Clearly some of our disabled population need and have a right to demand a disproportionate share of our health care resources. I wonder if that is something that you have thought about or could comment on.

Dr. Nelson:
I must admit, I certainly recognize the whole reason behind entitlement. But I get troubled a little bit by how far that might go. What I am concerned about is trying to triage health care. Who has a need? And even if a person does not have a disability but they have a great health care need, I have difficulty within my own core set of values saying that we are not going to be able to care for them adequately because our resources are going other places. I understand the rationale behind entitlement for those that are disabled because of their sacrifice. But I am concerned that we not limit health care to those that have health care needs.
Vicky, Dallas VA:
Thank you for the retreat that you gave us a decade ago. I cherish that because you shared with us the “ethical reasoning grid” for a method of ethical analysis and we still use it today. The application of laws and policy to the grid for prioritization is very important and I was wondering if you had a newer ethical reasoning grid that uses case study examples.

Dr. Nelson:
I don’t have a new grid per se for ethical reasoning. The Ethics Center is working on many products to help improve the skills and the knowledge of ethics committee members. One of those is a field guidelines document to help people enhance their ability to do case analysis. Regarding moral reasoning, I don’t have a new grid, but what I am trying to factor in much more in my own thinking and reasoning is: How do we treat people in an equitable, just and fair way? Sometimes, that may mean sacrificing one for another. I don’t have that all worked out. Maybe in retirement I can spend more time thinking, writing and reading about that. I think we all have responsibilities to continue our own growth and development in the area of moral reasoning. Just as the issues and cases continue to shift and change, we need to continue to rethink how we are reflecting on those various problems.


FINAL THOUGHTS

Dr. Berkowitz: 

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

· Let me remind you our next NET call will be on November 19, 2003 at 1 PM ET. We will be talking about practicing medical procedures on newly deceased patients. Please look to the Web site at vaww.va.gov/vhaethics and your Outlook e-mail for details and announcements.

· I will be sending out a follow-up e-mail for this call with the e-mail addresses and links that you can use to access the Ethics Center, the summary of this call and the instructions for obtaining CME credits, and the references that I mentioned. CME credits are available up to a year after the call if you certify that you have read the transcript and fill-out the evaluation of the call.
· Please let us know if you or someone you know should be receiving the announcements for these calls and didn't. 

· Please let us know if you have suggestions for topics for future calls.



· Again, our e-mail address is: vhaethics@hq.med.va.gov.

· Thank you and have a great day!
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