Ethics Hotline Call December 17th, 2001

I. Introduction

Dr. Berkowitz: By sponsoring this series of Ethics Hotline Calls, the VHA National Center for Ethics provides an opportunity for regular education, and open discussion of important VHA ethics issues.  Each call features a presentation on an interesting ethics topic followed by an open moderated discussion of that topic.  After that discussion we always try to 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 main focus of today's call.  

II.
Announcements

Dr. Berkowitz: Before we get started, I have two quick points.  I would like to explain the unexpected absence of last month's hotline call.  About 15 minutes before we were scheduled to go on, the entire VANTS system went down without warning and without a teleconferencing system, there could be no hotline call.  So again, I apologize.  It was totally beyond our control and I hope it didn't inconvenience you too much.  Next, the hotline call dates for calendar year 2002 have been set and they can be found on our website at vaww.va.gov/vhaethics/networking_6.cfm, and they will be included in the follow-up e-mail to this call.

III.
Evaluation of Ethics Consultation Activities: Grappling with the Bear

Dr. Berkowitz: Now let's proceed to today's discussion on the evaluation of ethics consultation activities.  I would just like to briefly review the ground rules for the ethics hotline call.  We do try to start on time, and as the operator asks, we ask that you try to minimize background noise, try not to put us on hold as recordings come on and try to use your MUTE button if you are not going to speak.  We ask that when you talk you begin by telling us your name, location and title, so that we can continue to get to know each other better.  Due to the interactive nature of these calls and the fact that at times we do deal with sensitive issues, two final points.  First, it is not the specific role of the National Center for Ethics to report policy violations, but 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 hotline calls are not an appropriate place to discuss specific cases and confidential information and if during the discussion we hear such information, we may interrupt and ask you to make your comments more general. 

Now, let's proceed to today's discussion of evaluating ethics consultation activities.  Over the past several decades, ethics consultation has become ubiquitous in the health care setting.  Along with policy formation and education, it is one of the cornerstones of health care ethics activities.  Yet this evolution has occurred without clear consensus regarding the goals of ethics consultation or conflicted evaluation of ethics consultation practices or outcomes.  Why should ethics consultation activities be evaluated?  One major purpose would be to justify its practice by demonstrating its utility.  As health care expenditures continue to rise, administrators are demanding increased accountability of service providers and relying on empirical research to support budgetary deficiencies.  Ethics consultation, like other health care services, are increasingly coming under pressure to justify the support it receives by demonstrating its merit.  A second purpose of evaluating ethics consultation would be to improve its quality.  Everyone has a vested interest in quality: patients, families, administrators, and perhaps most of all, ethics consultants themselves.  To continue today's discussion, I'd like to head now to Washington, DC and turn to the Director of the VHA National Center for Ethics, Dr. Ellen Fox, who will provide a brief overview of the literature on the evaluation of ethics consultation services.  After Ellen, we will head out to Seattle, Washington, where we have Dr. Robert Pearlman, the Center's Coordinator of Evaluation, who will continue the presentation.  Ellen, are you there?

Dr. Fox: Yes I am.  Hi, Ken.  As Ken mentioned, I will be providing an overview of what we know about evaluation of ethics consultations, both nationally and within VHA.  I will also throw out a list of ideas for the types of questions you might want to consider in evaluating your ethics consultation service.  I am going to start with the question "What is evaluation?"  Evaluation means determining the merit, worth or value of something.  Evaluation is typically empirical or data based, which means it involves gathering information about observable phenomena in a defined and systematic fashion.  Evaluation is both comparative and normative in nature in that it compares what is to what should be.  Evaluation of health services can address - access, quality, or efficiency.  Evaluations of access consider the extent to which the service is successful in reaching its target population.  Evaluations of quality look at whether the health service in question meets certain established goals or standards in terms of their structure, process and/or outcomes.  Efficiency evaluations compare the time, effort and cost involved in the service with alternative ways of achieving the same goals.

What do we know about how ethics consultation is evaluated currently?  I became interested in the topic a number of years ago and in 1999 I did a literature review.  At that time the published literature contained a total of more than 70 empirical articles.  But almost all of these studies were descriptive as opposed to evaluative in nature.  For example, a number of studies described who was involved in consultation, what processes were used, how many consults were performed, etc., but only a few studies made any attempt to evaluate access, quality, or efficiency.  The few studies that did attempt formal evaluation looked mostly at customer satisfaction.  That is, they would ask the person who requested the consultation or sometimes others involved in the consultation, whether they were satisfied with the process, whether they found the consultation useful or something along those lines.  What do we know more specifically about how ethics consultation is currently being evaluated within VHA?  Again, we don't know much, yet.  We did recently survey VA Medical Centers about their ethics consultation activities, and we found that only a minority had any formal evaluation process.  We administered the same survey to a random sample of all U.S. hospitals and found essentially the same thing.  Many consultation services, it seems, would like to do a better job in evaluation, but they don't know exactly how to proceed.  

So to help begin this dialogue, I would like to share with you a few ideas for how we might think about the evaluation process.  What questions might we want to ask?  As I mentioned before, many people think of asking people whether they find the consultation useful.  But that is just one of many things that one could evaluate.  I would like to suggest that in fact it may not be the most helpful in terms of either proving the value of ethics consultations or improving the quality of the service provided. Here are some other ideas for what we could evaluate.

First, thinking about access, which you remember is the extent to which ethics consultation is successful in reaching its target population, we might ask are all individuals with ethics related questions aware of the service?  Do all these individuals seek input from the service when questions arise, and if not, why not?  Does the service deal with cases that stem from the full range of ethics related topic areas or domains?  For example, do they deal not only with end-of-life issues, but also privacy and professionalism, etc?  Do consultation requests come from individuals of various backgrounds, nurses, social workers, patients, etc?  From various service lines - not only Medicine, but also Surgery and Mental Health.  And various patient care settings - so not only ICU's but Outpatient Clinics and Nursing Homes.  If an ethics consultation service only deals with cases from one or two of these categories, it might indicate a problem with access.

Turning now to quality, the extent to which the service is meeting certain established standards and goals in terms of structure, process and/or outcomes, you could ask are the service's procedures well defined?  Are the service's procedures followed?  Are consultations completed in a timely fashion?  Are consultations performed by people with adequate expertise?  Are appropriate people in programs included in and advised of the process?  Does the process include a thorough critical analysis that clarifies and applies values?  Does the process take into account an appropriately balanced diverse perspective?  Does the service rigorously evaluate its own effectiveness?  Does the service make meaningful changes in response to evaluation results?  Does the service have a good relationship with leadership?  Are recurrent issues identified and referred for handling at the system's level, for example, through policy changes or education?  And there are many other possible standards throughout the consultation process that we could think of.  In terms of outcome, we might think about whether or not the service promotes practices that are consistent with the organization's mission and values or that are consistent with other widely recognized ethical standards, for example policy, legal requirements and professional codes.  Does the service bring about enduring resolutions that are broadly accepted?  And do individuals who interact with the service perceive this service as useful, the first question people often think of.  And finally, in terms of efficiency, does the service make efficient use of staff time and resources?  This is rarely considered but perhaps it should be.  I think we all have an obligation to be appropriate stewards of limited VA resources in everything we do.  So those are just some ideas to get us started, and I will turn the discussion over to Bob Pearlman.

Dr. Pearlman: Thank you, Ellen.  I feel like it's my opportunity to tell people on the hotline call about our experience at the VA Puget Sound HealthCare System, and it will become quite obvious that what we have been doing to hit some of the highlights that you mentioned but clearly, only a limited number.  Let me proceed.  Let me present a snapshot of a recent evaluation of our consultation service, not all of it.  And as you will see, it is far from perfect, but it tries to capture meaningful and useful information given limited resources.  Moreover, I think by comparing our activities with the ones you just recommended, new items for evaluation become quite evident.  In our evaluation for this past year, 2001, we characterized where the consultations came from.  For example, from which service, where the patient's location was, what was the discipline of the person who made the request.  These data gave us a view of access to the service, and actually showed us that no consults came from the Outpatient or the Transitional Care Unit, and this has become a topic of discussion for the consultation subcommittee of our ethics committee.  And they will be presenting their ideas about how to respond, in other words, what the action plan should be in the next month or two.  We also collected the data about the day and the time of the consultation.  We collected this information to see if consults were being requested at 5:00 p.m. or on Friday late afternoons, possibly suggesting late or last minute prophylaxis before the night or weekend coverage.  In a way this was very exploratory, and in fact the data didn't reveal anything of interest.

We assessed several aspects of our processes.  For example, we looked at the timing of our note of acknowledgment of the consult as a way to assess our response time, and we learned that in 40% of the cases we failed to acknowledge the consultation within 24 hours, which is in fact what our policy states should be happening.  We assessed the format and completeness of the consultation notes.  Our internal policy states that comprehensive notes will include a description of the medical indication, patient preferences, quality of life and contextual features about the case, in addition to an analysis and recommendations if they are indicated.  These four elements were not included in a third of the cases.  In addition, in only 40% of the notes were references cited from the ethics literature, which also was an element suggested in our policy.  The subcommittee members who conducted the evaluation subjectively reviewed each analysis and rated two aspects of the analysis as either unsatisfactory, satisfactory, or outstanding.  These elements of the analysis were the citation of relevant ethical principles and the ethical argument or line of reasoning.  We discovered that in half the notes, the citation of relevant principles was judged to be unsatisfactory.  And this will be discussed at our next Ethics Advisory Committee meeting.  The evaluation also documented the types of recommendations that were made.  Many recommended or helped provide clarification of wishes, assessment of patient capacity, and the goals of care as well as provided education about policies.  Lastly the evaluation documented that consultations were reviewed by the Ethics Committee in its entirety 93% of the time.  

The evaluation also looked at actions or outcomes.  Although the evaluation did not contact the individuals who requested the consults to explore usefulness and satisfaction, Puget Sound looked at compliance with recommendations.  Recommendations were followed 79% of the time; with 21% of the recommendations, compliance could not be discerned from the medical records.  Lastly, we looked at whether consultations led to subsequent actions such as recommendations for educational activities or changes in ethics related policies.  Each systems level outcomes occurred in a minority of cases, actually only 13% of the cases.  An example was responding to a consult patient to review and comment on a service's computerized template for informed consent.  This ultimately led to a change in the informed consent policy whereby all proposed modifications in consent forms or progress notes have to reviewed and approved by the Ethics Committee and evaluated by the Quality Improvement Department.  In summary, our evaluation features focused primarily on processes and they attempt to assess access and they seemed to fall short of measuring outcomes.  That concludes my brief overview of our activities for this last year.

Dr. Berkowitz: Thank you Ellen and thanks Bob.  I would just like to refer all of our listeners to the Summer, 1996 issue of the Journal of Clinical Ethics, which was a special issue devoted to the evaluation of case consultation and clinical ethics.  And again, that was the Summer 1996 issue of the Journal of Clinical Ethics.  Good background reading for anyone on this.  I would like to end the presentation with a quote from that issue, and I quote, "As a field, we have done very little to demonstrate the quality or effectiveness of ethics consultation.  We have grown to expect others to accept it on faith that what we do is worthwhile.”  Now it is time for us to take a critical look at our own work, not only to satisfy others, but also to satisfy ourselves that we are doing the best job possible.  And I will ask all of you out there on the call what are we doing to evaluate our ethics consultation activities and how can we as a field rise to meet this challenge.  We do have about 20 minutes left for open discussion of this topic.  Feel free to introduce yourself and let us know what you are thinking.  

Dr. Charles Haskell from the Greater Los Angeles Healthcare System: The ethics program at GLA has evaluated the ethics consultation process by looking at three years of ethics consultations and looking at not just the numbers of consultations, but at the reasons for the ethics consultations.  We've noticed over the course of the three-year period of time that the number of requests dealing with surrogacy issues has increased.  The number of requests that deal with level of care issues with an ethical conflict actually decreased and we believe to some extent this reflects an increasing appreciation by our housestaff of the importance of patient preferences in dealing with ethical issues.  Another concern came out which was we found that there was a marked increase over the last two years of ethics consultations that were for level of care issues without an ethical conflict.  And on analyzing those, it was pretty clear that it was because of a deficiency in support of things that should normally be done as part of the usual clinical care of patients.  This led to an evaluation of the level of staffing in this particular area, and I think it's an example of how tracking the pattern of consultation requests can lead to efforts to try to improve areas in either organizational ethics or staffing. 

Dr. Berkowitz: What were you able to do with that information, Dr. Haskell, once you got it?

Dr. Haskell: We are still grappling with how to correct that deficiency as perceived by the ethics consultation group, our bioethics committee.  There is some resistance by leadership to making the staffing changes that we think are necessary, and one of the things we started to do is in fact take ethic consultations that are pretty clearly for purpose of doing standard clinical work that involves no ethical conflict whatsoever, and returning it saying that this is really a concern for standard clinical care.  This is not something that deserves attention by the ethics process.

Dr. Berkowitz: Thank you.  Does anyone else have any comments?

Lynne Prossick at Anchorage VA: I wondered if those issues were ethics issues for the disciplines? I am thinking of nursing staffing and how many nurses have to cover how many aides, that kind of thing.

Dr. Haskell: It was really a question of whether the patient could get discharged or sent to an appropriate place.  They were really dealing with disposition issues and our ethics chair has been very effective in the past of getting people together to get some of these disposition issues resolved, but they were really not conflicts in values and expectations.  They were not really issues that would require an ethics consultation.  They really required a good social worker.  

L. Prossick: Well, that's an ethical issue.

Dr. Haskell: That's our point.  Our point was that it was a staffing issue as an ethical issue, not an issue of an ethical conflict at the interpersonal level.

L. Prossick: Right.  Thank you.

JoAnne Joyner, Washington, DC VAMC: I just wanted to share some of the process that we have been using.  It's somewhat similar to the procedure that Dr. Pearlman described.  We took about one year's worth of data and we looked at issues such as where the consults came from, which service, and the discipline of the person.  We looked at the number, the reason, and we also attempted to use that information both to fashion our processes, in other words, we put in education programs and tried to make it to provide a standardized process about how to go about doing that.  We also had a standardized form that we adopted from West Virginia University, basically asking about our timeliness, and whether or not the staff thought we clarified the ethical issues, whether or not the education we provided was helpful, whether or not our consultation would be useful in subsequent patient management issues.  

Then we added a second piece, and generally those came out positive. I don't have the data directly in front of me at the moment.  Then we added a second piece, which we called a ‘follow up interview’ in which we called families, unless we felt that it was totally contraindicated for some interpersonal reasons.  We would call families and have a short interview basically asking them how they were doing, asking if they remembered the consult or the meeting, and asking what they remembered about it, and also asking them open-ended questions about if they felt concern was expressed for their family, whether or not people listened to their concerns, and those kinds of questions.  We've got very good responses from that.  It also gave us some idea as to whether or not people or members of the consultation committee were actually following a process that were trying to get from a cross consultation member.  

Dr. Berkowitz: That's great, JoAnne.  This is Ken again.  Have you modified any of your activities based on the evaluations?

J. Joyner:  What we have done is that we have taken much more time probably educating new members to make sure they have some baseline understanding.of content and principles, but also the personal techniques and what we want this process to be like.  We also standardized our form for gathering information to make sure we could track and go back to patients and to staff.  So now everybody takes standardized forms to the consultation to fill out certain information.  Basically we used it to modify our process a little bit.  

Dr. Berkowitz: I would appreciate it JoAnne, if you could send to me the questionnaire and also the standardized form. I would love to take a look at that.  Also, Dr. Haskell, if you have any instruments or anyone else in the field, we certainly would love to see people's questionnaires or people's processes if they have them in writing.

Dr. Haskell: I can comment that the material that I described is published in our Annual Compliance Report.  We publish an annual report from the Office of Ethics and Integrity which covers all of the ethical issues that the office is responsible for monitoring including revenue cycle ethics, research ethics, organizational ethics, clinical ethics, and one component of that report was the analysis of the consultation process.

Dr. Pearlman: Is it possible that these various kinds of questionnaires could be posted on the WebBoard so that people who are interested could look at different approaches and get ideas about improving questions or what they are doing themselves?

Dr. Berkowitz: Bob, this is Ken, I will answer that.  If people do send us their questionnaires or their instruments or if Dr. Haskell sends us his published report, we could certainly take a look at it and then with their permission, we could  post it on the WebBoard or a connection with the summary of this call.  That is something we can certainly look into.

Is anyone else on the call evaluating the usefulness, the benefit of their ethics consultation activities?

Sandy Spicher from Martinsburg VA, West Virginia:  We were wondering how numbers of consults compared to those we do  yearly, how many consults and what those consults were involved with.  Can I just get some feedback on how many consults people average per year?

Dr. Haskell:  I can tell you the data from GLA.  There were 68 consults in FY 98, 66 in FY 99, 103 in FY 00.  

J. Joyner:  In our last year in Washington, we had 56.

Dr. Berkowitz: At the New York Campus of  the VANY Harbor Healthcare System they run in the 50's every year for the past five years.  

Dr. Haskell:  I can add one other comment that might be of interest and that is at GLA we enjoyed a young woman who was working on a Ph.D. in Ethics who served as an Ethics Fellow, and during that period of time the ethics consultations increased by about 75%, in part because the housestaff got to know that she was doing these consultations and markedly increased the volume, and that is what brought us from 66 to 103 in the course of one year.  We also found that with the presence of the Ethics Fellow, the number of consultations that were resolved very quickly increased so that the number of incomplete consults, namely consults that were not completed because they were aborted by events and were no longer necessary, dramatically decreased.  We found that for us folding an educational element into the program markedly increased its value.  

Mary Goldstein, Palo Alto:  My question is with respect to the issue of efficient use of the staff's time and the stewardship of the VA resources that was mentioned earlier.  I was wondering what is the number of members on the ethics committee that policies call for at present for the discussion with the team requesting the ethics consultation, and I assume it varies from place to place, so what I am asking for is some sense from different places of how many people they require to be present.

Dr. Berkowitz: I think that that varies tremendously from place to place.  I think that partly depends on which style of consultation that the local committee has decided to set up.  The different styles are perhaps best described in the American Society for Bioethics and Humanities, Core Competencies for Health Care Ethics Consultation report, and they describe three models.  One would be where an individual consultant goes out and does the consult.  The next is where a team of consultants comes together and does this consultation, and the last that they describe is when the ethics committee in its entirety do all of the consultations.  That report goes to the different pros and cons of all of those approaches which are quite extensive and interesting to think about.  I do think that there is probably a wide variation even within the VA system of how people handle a consult.  

Dr. Fox: That survey I referred to that we did, we're writing up the report now and we hope to disseminate it soon but we will have real numbers on that question as well as on numbers of consultations.  I don't have the data in front of me, but my impression is that the total number of consults, the average number would be lower than the numbers that were cited by people so far on this call.  My recollection also is that the team approach, the team model was by far and away the most common in VA and generally teams consisted of about four people, I think that was the median.  Isn't that right, Bob?

Dr. PearlmanYes.

This is Dick Blair (T. Richard Blair) in Palo Alto: I am a member of the Ethics Committee:  I was struck by Dr. Fox's mentioning of reaching out to areas outside the acute hospital and it's my impression from here and perhaps other places that the bulk of the consultations come from the acute hospital or perhaps even from the ICU.  I am wondering if anyone mapped out a model or a process for reaching out to areas like the Outpatient Clinic and if not, does anyone have any thoughts or ideas about how we might go about that?

Dr. Fox:  I have always found that along the lines of what Dr. Haskell said, that when you have someone present that is visible in a particular setting that that naturally increases the number of consultations you get from that setting.  So I would imagine if you had somebody from the ethics consultation service assigned to visit the clinic and inquire about whether there were ethical issues that would naturally increase the numbers that you would get.

Dr. Nelson, National Center for Ethics:  Dick, we talked about a little bit when I was with you in Palo Alto, I think another vehicle besides what Ellen just said is to have some educational effort or thrust focusing in on the outpatient environment and as part of that educational effort with the outpatient providers is to offer them an opportunity or vehicles whereby they can do ongoing consultations with the committee.  So I think one vehicle besides having someone from Outpatient maybe as a member of the Ethics Committee, is to actually develop educational programs in that environment.  

John Antoine:  I am chairing the Ethics Committee in the Dallas area and also the VA North Texas.  What we have done here to include our outpatient facilities in Bonham and in Fort Worth, we have members from the organization sit on the committee, join us when they can, but they are hooked in by a conference call technique when we have the meeting of our committee.

Dr. Haskell:  I don't know if Paul Schneider is on the call.  Paul is the Chair of the Bioethics Committee at GLA, and he runs the process by teleconference.  The ethics consultation requests are done by the CPRS function in the computer, so that we can actually get ethics consultation requests anywhere in the GLA, which extends over a geographic area the size of Connecticut and Massachusetts.  It is possible to get ethics consultation requests from all parts of the environment, and the ethics committee does in fact reach beyond just the local tertiary medical care center.

Dr. Berkowitz:  Great.  And I think to a certain extent there is some degree of "if you build it, they will come."  And as you market yourself and as you publicize yourself to the different areas, there certainly are ethics related questions and issues in all of these settings.  As usual, we didn't expect to conclude this discussion in the time allotted.  Unfortunately we are nearing the end of today's discussion.  We do make provisions to continue the discussion in an electronic form on our WebBoard, which can be accessed through the VA National Center for Ethics Intranet Web site.  Again, we do post on our Web site a very detailed summary of every ethics hotline call.  So please visit our Web site to review or to continue today's discussion, and hopefully by the end of the week you will be getting a follow-up e-mail for this call which the links to all the appropriate Web sites, the call summary and the WebBoard discussion.  One other goal of this series of hotline calls is to facilitate networking among ethics related VA staff and communication between the field and the National Center for Ethics.  So we try to save the last few minutes of each call for our From the Field Section, and this is your opportunity to speak up, let us know what is on your mind on not only today's topic, but other topics as well.  Just remember, we can't handle specific consultation requests in the conference call format.  So if anyone wants to bring anything up other than today's topic, now is the time or else we can talk more about consultations.

IV.
From the Field

Alice Beal from Brooklyn:  For the Texas folks, when you do a consult over the computer for such a wide area, is the team then able to do a consult in person, or is this done always through the computer?

J. Antoine:  What we do is basically handle the consultations in-house at the Dallas VA Medical Center and also we have personnel at the two facilities I mentioned to you who can actually respond to the consultations.  So it eventually all is brought into the discussion of the committee, which meets monthly.

A. Beal:  But that's not necessarily in person, or is it in person?

J. Antoine:  Mostly in person.

A. Beal:  Thank you.

Mary Goldstein, Palo Alto:  Just to add on to that, we also have a far flung set of clinics and also nursing facilities, and we have been doing some of the consultations using the V-Tel system and having for example a nursing home setting, having the nursing staff and the physician and potentially the patient on the V-Tel at their nursing home site, and then other members assemble from that main site.  

Karen Reed, South Texas Veterans Healthcare System:  One of the things in that we also have a real far reaching geographical area that we've tried to do is also have some sort of training for our Ethics committee members including members from our Outpatient Clinics.  That brings them up to a level where they feel free to observe the ethical issue and look at a minimal assessment on their own, and then bringing that minimal assessment to a team at one of the hospital divisions we work with them via V-Tel or via telephone to try to make the issue come to light.  And if need be, someone can go tot he Outpatient Clinic, but usually those issues are resolved using just available media.  

Dr. Pearlman:  I actually have another kind of question I would like to ask.  Does anyone utilize the computerized medical record to provide reminders to clinicians to potentially consider an ethics consult under certain kinds of conditions?  For example a patient who does not have decisional capacity and does not have notation of a surrogate or an advanced directive or a patient who has metastatic cancer and does not have an order to withhold CPR.  Has anyone implemented those kinds of clinical reminders to consider an ethics consult?

Chaplain Blake, Chair of Ethics Committee at the Dayton VA Medical Center:  We do have an established procedure that we use here for the cases that the gentleman just talked about, and that is we usually have the medical staff present their case to the ethics committee, at which time that committee really researches it, and then recommends to the Chief of Staff, for example, if there is a need for an Administrative DNR to be placed in the patient's chart.  Then we put that in.  We do use the electronic chart to document that and it is signed off by the Chief of Staff.

Dr. Berkowitz: I think Bob, you were asking if anyone has sort of a screening method to look for these predictively problematic cases in advance, and then reaches out to the teams?

Dr. Pearlman: Exactly, in other words, just suggesting, just the way there might be a clinical reminder that the person hasn't had a lipid level drawn in X of years or a PSA level drawn or wherever it would be comparable to a clinical reminder to think about something.

Dr. Haskell:  We've been very concerned about limiting the number of clinical reminders to smallest number possible because it markedly slows down the speed of CPRS if you have too many, so that we have resisted the urge to try to develop clinical reminders like the one proposed here.  Primarily because of the practical impact that it has on patient care.  

Unknown Caller:  There is an issue of reminder fatigue, with people getting sick of reminders, but this could be, I suppose, set for inpatients or set for certain restrictive situations so it wouldn't come up that often, but Bob, are the data elements in place in an identifiable way or to necessary in place to trigger it? Is it possible to identify through the system that there is no order for DNR for example?

Dr. Berkowitz:  Again, I would like to thank everyone who has worked hard on this call.  It is never easy.  I appreciate everyone's efforts, especially Ellen and Bob, for their presentations.  I would like to take one moment to wish all of you, our VA ethics friends and VA ethics community, a happy and healthy holiday season and a wonderful New Year.  Our next call will be Wednesday, January 23, 2002 from 1:00 to 1:50 Eastern Time.  Please look to the Web site and your Outlook e-mail for details and announcements.  I will be sending out the follow-up e-mail for this call with our e-mail addresses and the links that you can use to get to our website and a summary of this call, and the web board discussion.  You can find summaries of prior calls and discussions there also.  Again, please let us know if you or someone you know should be receiving the announcements for these calls and didn't or especially if you have suggestions for topics for future ethics hotline calls.  Again, our e-mail address is vhaethics@med.va.gov or VHAethics on the Outlook system.  Thank you all and have a great day.
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