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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 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 main focus of today's call. 

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

PRESENTATION 

Dr. Berkowitz: 

As we begin what has become an annual call on the ethics-related portions of JCAHO accreditation process, I should note that our comments are based on our experience, opinion, and review of JCAHO literature. We are not JCAHO, and often the subtleties of a specific situation cannot be fully addressed on a call such as this. If you have questions that remain unanswered following this call, please explore them with your local quality improvement or ethics resources, and/or the JCAHO Standards Interpretation Group. If confusion remains, ask your quality improvement staff to contact VHA’s Accreditation Liaison.

Now we can proceed to today’s topic: Ethical Principles at the Foundation of JCAHO’s Ethics, Rights and Responsibilities Standards. We will identify approaches to implement and maintain ethical health care practices consistent with the standards, and offer suggestions about how survey recommendations can be applied at the facility level. We will describe JCAHO’s revised survey process, and hear from our ethics experts in the field about their experiences. 

The Joint Commission continues to focus on ethical care and business practices in delivery of health care within the very first set of standards in the patient-focused functional section called, “Ethics, Rights, and Responsibilities.” I believe that they are the first set of standards because they lay the foundation and the framework upon which organizational decisions and practices are based. The goal of the function is, and I quote, “to improve care, treatment, services, and outcomes by recognizing and respecting the rights of each patient and by conducting business in an ethical manner.” 

These standards aim to:

· assure that care, treatment, and services are provided in a way that respects and fosters dignity, autonomy, positive self regard, civil rights, and involvement of patients; 

· consider the patient’s abilities and resources; the relevant demands of his or her environment; and the requirements and expectations of the providers and those they serve; and

· assure that the family is involved in care, treatment, and service decisions with the patient’s approval.

To continue the presentation, I would like to turn to Barbara Chanko. Barbara works on the Center’s Ethics Consultation Service and on the development of educational material for the Ethics Center. She is a nurse and has an MBA in health care administration. Barbara, let’s talk for a few minutes about the ethical principles in the context of the Joint Commission’s standards related to ethics. Can you summarize for us the most important ethical principles that the Joint Commission is measuring in the RI standards?

Ms. Chanko:

Certainly. While we can talk later about the new survey process and changes that have been made to the standards, I think that it is important to start by identifying the ethical principles in the JCAHO’s RI standards. The standards are divided into 3 groups:

· RI.1 – Organizational Ethics

· RI.2 – Individual Rights

· RI.3 – Individual Responsibilities

The RI.1 standards, “Organizational Ethics,” focus on the ethical responsibility that the facility has to the patients and community it serves, the linkage between ethical health care and ethical business practices, and the requirement that care is provided within the facility’s scope, mission, and applicable regulations. 

These standards pertain to the ethical environment in which health care is delivered. Procedural justice, distributive justice, and professionalism come into play:

· Procedural justice deals with the mechanisms and polices that are established for decision making. We believe that the process for ethical decision making should be coherent, consistent, and transparent.

· Distributive justice deals with the fair allocation of resources, rewards, benefits, and punishments within the facility.

· Professionalism deals with the practice of upholding the moral principles and commitments valued by the profession and the public.

As the largest integrated health care network in the United States, VHA has a broad mandate to provide for the health care needs of veterans, especially low-income veterans or those with a service-related disability. As we all know, VHA has finite resources. Balancing need, quality, and cost is a core justice issue facing VHA medical center leaders and their staff. Facility leadership needs to demonstrate that they can fairly balance the provision of quality care, the containment of costs, and the efficient use of resources. Furthermore, facility leaders must recognize the challenges that health care professionals face and support them in expressing behavior that is compatible with professional values. 

Dr. Berkowitz:

And at the same time, staff throughout the facility should demonstrate respect for human dignity, honesty, integrity, and trustworthiness; autonomy and self-regulation of profession (e.g., through peer review and other medical staff processes), participating in resource allocation decisions, and safeguarding confidences and privacy. 

Ms Chanko:

The second group of standards, RI.2, “Individual Rights,” focuses on how the facility respects the culture and rights of patients during staff interactions and how they involve them in care decisions. These standards address the principles of autonomy, beneficence and non-maleficence in the form of shared decision-making, informed consent, advance care planning, end-of-life care, and privacy and confidentiality.

Quality health care can only be provided by respecting patient autonomy and shared decision-making to the fullest extent possible. In most cases, denying or limiting autonomy is a violation of the inherent worth of individuals. Furthermore, clinicians are no longer expected only to provide information to patients. The quality of their conversations and the degree to which they partner with patients should be the highest quality. Let’s review a few important terms:

· Shared decision-making is a model for collaborative decision-making wherein clinicians bring specialized knowledge of science, medicine, and technology, and patients weigh that information along with their preferences, values, and experiences to make health care decisions.

· Informed consent is a process that seeks to ensure and document information sharing between the patient and clinician, thereby protecting patient autonomy. It ought to be a conversation that is initiated by the clinician, continuous, transparent and characterized by engaging both parties. The patient must have the capacity to make decisions, appreciate the available options, and his or her decisions ought to be voluntary. 

· Advance care planning is a means for promoting shared decision-making when one lacks decisional capacity. Patients can document their wishes and/or name a proxy to make decisions about treatments in anticipation of the inability to make health care decisions in the future.

In addition to seeking evidence of these three processes the Joint Commission examines the ethical practice around end-of-life care. That is, how care decisions are made once the goals of care are changed from curative to palliative at the end of life.

· End-of-life care is a highly visible clinical area in VHA given the demographics of the veteran population. The ethical issues that arise from treating an aging and vulnerable population, and the high rate of concomitant issues such as incapacity, frailty, and heightened conflicts over defining goals of care result in heightened awareness of the ethical issues around care at the end of life. Supporting end-of-life decision-making, and ensuring that decisions made are consistent with the values and desires of the patient are opportunities to demonstrate respect for the individual rights of patients.

Beyond assuring that the patient’s autonomy is protected, we have a responsibility to ensure that personal information is protected and to try to balance free access to information to improve the quality of the care with the need for patient’s to trust that their information is protected.

· Privacy and confidentiality of medical information generally refers to the protection of information that relates to the past, present, or future physical or mental health or condition of an individual, the provision of health care to an individual, or the past, present, or future payment for the provision of health care to an individual. In addition is the physical and auditory privacy that patients have the right to expect.

Dr. Berkowitz:

Medical records contain intimate details of a person's life. They may include diagnostic information, family history, genetic testing results, history of substance abuse, sexual orientation and practices, and information about sexually transmitted disease. Health care professionals' subjective observations about a patient's demeanor, character, and mental state are also sometimes included. Disclosure of this information can result in embarrassment and discomfort and lead to social stigmatization, loss of insurance, and even loss of employment. But the interest in safeguarding confidentiality of medical information does not rest solely on the negative consequences of disclosure. Quality health care depends in part on the patient's willingness to fully and frankly discuss his or her medical problems with clinicians. Absent assurance that these details will remain private, the trust upon which the patient-physician relationship is based erodes, essential patient-physician communication breaks down, and the physician's ability to provide appropriate care suffers. 

Ms. Chanko:

The third standard is RI.3, “Individual Responsibilities,” which focuses on patient responsibility in the health care process. The safety of health care delivery is enhanced when patients are partners in the health care process. Additionally, hospitals are entitled to reasonable and responsible behavior on the part of patients and their families. 

Again, this standard raises the importance of respecting the patient’s autonomy, and right to self-determination as evidenced in the shared decision making process. 

In summary, the JCAHO through its standards seeks to ensure that the facility has in place appropriate policies, procedures and mechanisms to ensure that the individual rights of patients are respected.

Dr. Berkowitz:

Thank you for that overview of the ethical principles underlying JCAHO’s ethics requirements. Now we want to discuss the revised JCAHO survey process.

Most of you are well aware, that beginning in 2004 the JCAHO has redesigned its entire accreditation process, now called “Shared Visions – New Pathways.” The process eliminates unnecessary cram and “ramp-up” activities that we are all too familiar with. VHA is a public health care system that is subject to great public scrutiny. One public measure of our success is the VA’s score following surveys of our facilities by the JCAHO. In 2003, VA had a slightly higher average score of 93.5 compared to the national average hospital score of 93. We take our obligation to provide the highest quality care to our nation’s veterans very seriously. We must strive to achieve and exceed the standards on a continual basis. 

I’d like to take few minutes to review some of the ways in which the JCAHO accreditation process has evolved. The new process changes the way facilities interact with JCAHO and demonstrate continuous compliance with the standards. To begin: 

· The accreditation application and scheduling process is now electronic. Based on the application, the JCAHO will identify the specific standards that the organization is responsible for meeting. 

· The standards have been streamlined and reformatted. For the first time, the standards list the elements of performance or “EPs” that the surveyors will evaluate. This should improve the objectivity and consistency of the survey process.

· Periodic performance reviews are a new component of the process. At the 18-month point in the triennial cycle, facilities will be asked to attest to the level of compliance for all the standards it is responsible for, and if necessary document actions planned to come into compliance. This “Statement of Correction” is then discussed with a JCAHO surveyor who will provide assistance where necessary. No further activity will occur until the 36-month survey at which time the surveyor will evaluate whether or not the Statement of Correction has been carried out.

· The survey agenda will have four basic components: 

· Opening and closing conferences plus a leadership interview.

· Validation of the periodic performance review process.

· Specific time slots for discussion and consultation regarding patient safety, and other topics.

· Use of actual patients as the framework for assessing compliance with selected standards. This so-called “tracer methodology” will involve the selection of medical records at random, followed by a series of visits to units, sites or departments in the exact sequence experienced by the patient chosen. Staff in the various units will be interviewed with regard to specifics pertaining to the care of the chosen patient, and relevant standards will be surveyed as applicable to the particular case. Guiding these activities will be pre-survey data collected and interpreted by a web-based application known as the priority focus tool.

Barbara, can you review the crosswalk for the standards? How have the ethics related standards changed since 2003?

Ms. Chanko:

The standards have been reorganized from 4 into 3 major groups discussed earlier (organizational ethics, individual rights, individual responsibilities) and reformatted so that future changes in the standards can be made more easily. Beside that, there have been a half-dozen changes that I can run through quickly. Three of the relevant standards have been changed and three have been added. 

First let me go through the changes:

· RI.2.180, which concerns research subjects, has an added requirement to address confidentiality and inclusion of research information in the medical record.

· RI.2.20, which concerns the information that patients receive about their rights, has added a requirement to address the patient’s right to access, request amendment, and receive an accounting of disclosures regarding his or her health information. This is an obvious response to the HIPAA regulations. 

· RI.1.10 was changed to ensure the facility is following ethical behavior in its care, treatment and services and business practices. This standard has incorporated concepts that were previously found separately in the leadership and human resources standards. This shift emphasizes that leadership practices have ramifications for patients and thus, the leader’s actions are critical with respect to the ethical behavior in providing care, treatment and services.

Those are the changes to the RI requirements. I will quickly review the three new requirements:

· RI.2.50 concerns consent for recording or filming made for purposes other than the identification, diagnosis, or treatment of patients. This standard was added because Joint Commission has had many questions about these practices. 

· RI.2.70 states that patients have the right to refuse care, treatment and services in accordance with law and regulation. This standard was added to more explicitly state this concept. 

· RI.2.150 states that patients have the right to be free from mental, physical, sexual, and verbal abuse, neglect, and exploitation. This is also a new standard that was added to more specifically address safety and security of patients.

Dr. Berkowitz:

And given these revised standards and surveying process, how should facilities prepare for a JCAHO survey?

Ms. Chanko: 

The Ethics Center believes that a valuable function of a facility’s ethics program is to work with leadership throughout the organization to continuously promote ethical health care practices. Ethics committees and ethics leaders should be involved in reviewing, revising, educating, implementing, and monitoring ethics-related policies and activities throughout the facility, including those that relate to:

· the facility’s code of ethical behavior, 

· advance directives (to include the processes for withholding and withdrawing life-sustaining interventions), 

· informed consent,

· do not resuscitate orders,

· assessment and management of pain,

· resolving patient complaints, 

· privacy,

· organ and tissue procurement and donation, and 

· the ethics committee or structure. 

Other ethics-related policies and activities include:

· addressing issues of patient rights and responsibilities,

· confidentiality of HIV testing, HIV disclosure requirement

· confidentiality of paper and electronic medical records,

· use of patient restraints and seclusion, and 

· access to pastoral, religious, and spiritual support.

It is true that ethics committee may not be involved in actually drafting all of these policies at every site, but they certainly should be aware of those policies and related procedures, and I would even suggest that they should be involved at least in a review of those policies. 
Dr. Berkowitz:

Ethics committees and ethics leaders should also reinforce ethics-related policies and procedures to ensure that all staff throughout the facility are aware of the policies and/or how to contact the ethics committee or resolve questions in these areas. Specifically, ethics committee members should be reminded to wear their “ethics hats” during all their interactions especially those with the surveyors. They should prepare staff and be prepared to identify how their practices meet the ethics-related standards. 

Ms. Chanko:

This is very important because the surveyors will ask about ethical practices as they proceed through the survey using the “tracer methodology,” especially when they visit patient care settings. The surveyors are likely to conduct ad hoc ethics discussions with clinicians, administrators, managers, and employees whom they meet for other reasons during their stay. They could ask individuals whom they encounter whether they know who is the chair or who are the co-chairs of the ethics committee, and how do you contact or get hold of that ethics committee. They might ask individuals if there are policies that address ethical issues and guide ethical practices, such as advanced directives, informed consent, confidentiality, disclosure of information, privacy, withholding or withdrawing life-sustaining interventions, and the transfer of care to non-VA facilities. 

Finally, as the cycle progresses you should review the results of your Periodic Performance Review to ensure that all areas identified for correction have been addressed. This is very important because survey teams will seek evidence of change. If not resolved, the accreditation decision may be affected.

Dr. Berkowitz:

It has been our custom on this call to review data from the prior year’s VHA surveys. However, since the process is changed and the new cycle has just gotten started, we thought instead that we’d briefly summarize survey concerns from prior years. We have every reason to believe that these areas of focus will continue to receive attention. 

Ms. Chanko:

With regard to informed consent, prior surveys have focused on documentation. Resolution of this concern might occur if there were better monitoring and filing systems for informed consent forms. Many facilities have moved to the use of scanners. Big changes are in the works across VHA as a new electronic system to both improve the informed consent process and eliminate paper is schedule to rollout this FY. 

With regard to advance directives, concerns centered on the systems and practices for managing advanced directives. Surveyors looked for evidence that patients were provided information about completing advance directives. When patients expressed a wish to learn more or to complete an advance directive they looked for documentation of follow-up. When patients completed an advance directive, they checked for availability. Of course, beyond obtaining advance directives is the issue of acting on them appropriately once they are completed. 

If you have identified problems in this area we recommend a systems-oriented approach that involves input from all involved parties: clerks, nurses, doctors, social workers, chaplains, and information management and health information services. 

The Ethics Center has received a number of consults on a related JCAHO standard PC.12.40, which mentions advance directives for behavioral health care. The standard states that the initial assessment of each patient at admission or intake assists in obtaining information about the patient that could help minimize the use of restraint or seclusion. As a system, we certainly aspire to maintain a least restrictive environment for all of our patients. However, it is Element of Performance 10 that seems to be causing quite a bit of confusion, it has to do with advance directives for behavioral health care and it states, “The hospital determines whether the patient has an advance directive with respect to behavioral health care and ensures that direct care staff is aware of the behavioral health advance directive.” Some facilities have gotten mixed advice as to whether or not this requires them to actively solicit advance directives for behavioral health from every behavioral health patient. The unequivocal answer both ethically and directly from the JCAHO Standards Interpretation Group is – NO! The intent of this standard is to assure that if a patient presents with an advance directive for behavioral health care that you treat it as you would any expression of the patient’s treatment preferences – thoughtfully and respectfully. To clarify, you do not have to actively solicit advance directives for behavioral health from each of your patients. You should consider them appropriately and try your best to honor them if they present with one.

Dr. Berkowitz:

That’s a good point, and we should also mention pain management and privacy.

Pain management continues to be a focus. Surveyors make recommendations when the care team does not follow its established procedures. As they “trace” patients through the system, they are expecting to see pain assessments performed whenever they are needed, for example during a procedure.

Of course when it comes to the facility’s respect for patients’ need for privacy that means auditory as well as visual privacy. Problem areas include emergency rooms, admitting areas, intensive care units, and psychiatric units. Resolution of these concerns would appear to center on availability of adequate space, construction design that includes respect for auditory and visual privacy, confidentiality and security, notification about use of monitoring devices, and limits on the information displayed in public places.

Ms. Chanko:

Another area that has been getting increasing scrutiny over the past year or two is the procurement and donation of organs or other tissues. Facilities are required to have an agreement with their local organ procurement organization (OPO) and procedures in place for approaching families about donation, and to maintain written documentation indicating that the patient or family accepts or declines the opportunity for the patient to become an organ or tissue donor. 

This standard is challenging, in conception and implementation, especially with unique legal restrictions on release of medical information in our system. 

MODERATED DISCUSSION

Dr. Berkowitz: 

That ends the presentation portion of the call. I would just like to reiterate that our comments are based on our experience, opinion, and review of JCAHO literature. We are not JCAHO, and often the subtleties of a specific situation are beyond what we can appreciate on this call. 

I would like to open the call for discussion of ethics related portions of the JCAHO accreditation process by asking our listeners in the field to share their thoughts and experiences on this topic. 

Mary Kundrat—Des Moines, IA VAMC:

We’ve gone through the initial survey, and one area that was mentioned in our preliminary report was auditory and visual privacy, particularly post-recovery and emergency room areas.

Dr. Berkowitz:

The problem areas tend to be those areas where relatively acute and very acute care is being delivered, such as ICUs ERs, admitting areas, and sometimes in mental health areas. It is almost necessary to have more of an open space to deliver care in those areas, so some physical barriers have to be removed that might otherwise help protect patients’ visual and auditory privacy. That doesn’t mean we drop our guard, but we do as much as possible to assure as much privacy as possible in those areas.

Coleen—Des Moines, IA VAMC:

In our PACU area we just have the regular curtains, and the surveyors felt that there was not auditory or visual privacy during bedside consultations. They felt that some additional barriers needed to be constructed in that area. Also, in our ER area, even though we do have individualized rooms, they did feel that there was not auditory privacy in those areas. In addition, since we are a multi-hospital site, they looked at informed consent, and the evaluation of competency very carefully to see if the same level of care was received in different areas. For example, if a patient in mental health or long-term care did not have an advance directive, and needed surgery, they were looking very closely to see how we determined the patient’s competency to consent to treatment.  

The surveyors also looked for whiteboards, unattended computers, and the overhead paging system.

Dr. Berkowitz:

I think JCAHO will be looking at standards across the continuum of care because of the new tracer methodology.  It’s not surprising they would look specifically at the evaluation of decision-making capacity, since that is an essential component of the informed consent process. 

Did JCAHO give you any suggestions for how you might address the concerns they brought up?

Coleen:

They didn’t really give us any suggestion. They just mentioned that our physical plant needed to be updated, and that we should look at some minor construction to correct those deficiencies. We are waiting until our final report arrives on our webpage, so we are going from our preliminary report right now, and waiting to see if anything will be clarified when the final report comes in. 

George Kelly—East Orange VAMC:

We had a JACHO survey last fall, and we were told by one of our consultants before the survey that they might ask us what kind of mechanism we had in place for ethics consultations during off-tour or holidays. We’ve never had a request for that, but we stated that the two co-chairs phone numbers are available to the AOD and nursing supervisors, and they can call us at home if necessary, and we can get someone to come in off-tour.

Dr. Berkowitz:

The Ethics Center’s position is that you have to have appropriate access to ethics consultations based on your facility and the needs of your facility, and the workload that you anticipate. Many ethics consultation services around the country have gone to beepers to assure 24/7 availability, and beepers are passed among the competent consultants. Facilities that do not have this setup, or cannot justify the workload, should have a policy that indicates what the supervisory personnel on duty at the time should do if the need for an ethics consultation arises during those times. It might involve some sort of triage process to determine if it can wait for the next day, or, as you said, the numbers of some ethics leaders they can call if the unlikely event that that does come up. I do think that it is a good idea to have some procedure in place, and it should be clear to everyone exactly what your practices and policies are, and I think you should think hard whether that meets the needs of your facility.

George Kelley:

I only live about 8 minutes from the hospital, so our supervisors and ICU staff know that they can get me in, even if it’s just to spend time with the family for a few minutes. 

Chris Carlin—San Diego, CA VAMC:

We are struggling with standard RI.2.60, which says patient receive adequate information about the persons responsible for the delivery of their care, treatment, and services. We have a couple questions about the best way to implement this standard: Is putting the name of the physician above the bed of an inpatient a violation of anything? And how many providers do we need to identify, or is it just the primary person?

George Kelley:

I was hospitalized last July, and in all the rooms they had a chalkboard. In the morning the head nurse would come in and write who the names of the head nurse, my nurse, and nursing assistant. 

Dr. Berkowitz:

To answer to your first question, Chris, putting the physician’s name on the patient’s wall is not a violation of the physician’s privacy. And to answer your second question, I think the intent of the standard is clear—patients should know who is taking care of them and who is responsible for them. Certainly on our informed consent forms, and in the informed consent discussion for a particular procedure or treatment, we require that you say who is going to be participating in that activity. I think you can point that out to surveyors. The other thing you can do is make sure everyone is wearing their ID badges and that the ID badges appropriately identifies everyone, and their professional title. Handing out a document with the practitioner’s names might also fulfill those requirements. Again, you have to show that this information is given to the patient and that they are aware of who is responsible for the delivery of their care, treatment, and services.

Chris:

Would you extend that beyond the primary physician, and include residents and interns as well?

Brian—Battle Creek, MI VAMC:

If you look at the elements of performance for RI.2.60, it specifies that the physician, or other practitioner primarily responsible the care and treatment. It does not say anything about residents, nurses, or ancillary staff. It’s directed at the attending.

Chris:

Well if you go further, it says the name of the physician or other practitioner who will perform the care treatment and services.

Dr. Berkowitz:

Well, the first bullet there in the element of performance is the name of the person with primary responsibility, and the next one is the name of the practitioner who will perform the care, treatment, or services. I think that if we think about ethics and step back from the letter of the law and look at the intent, and that is that patients will know who will be taking care of them. I think you need to put yourself in the patient’s shoes and say, “who would I, as a patient, want to know is involved in my care,” then I think that’s the level of information we should be aiming to provide to the patient, and that’s how I would define adequate information.

Shirley—Dayton, OH VAMC:

Every year our university affiliate sends us a big poster with a picture of every resident’s face. We cut those faces out and make little placards, and place those on the headboards of that resident’s patients. The residents also give the patients business cards, so they know exactly who is helping them, if they come to the ER they have a phone number to call to get the resident, and the chief resident. They are all on teams, so the attending, the chief resident, and the junior resident are all on that same picture and same card.

Mary Blessing—Little Rock, AR VAMC:

What we do is have the physicians pass out business cards in their primary care offices, so the patients are quite familiar with their primary care physicians even as outpatients. Then, while they are inpatients, we have a sign over the bed that lists the patient’s attending and resident. We just did an informal survey with this requirement in mind, and we feel that with the attending listed, and the resident listed, we meet that standard by showing who is ultimately responsible for the care of the patient, but also the person who performs most of the care, and who the patient sees more often. We asked every patient as we visited the room if they knew where this information was listed, and if they knew who was responsible for their care. And almost to the person they said yes. 

Dr. Berkowitz:

And if you chose that method, it’s important to keep those boards up-to-date. 

FROM THE FIELD

Dr. Berkowitz:

Now I want to turn to our “From the Field” segment, where we take comments from our listeners on ethics topics not related to today’s call. 

Patricia Starr—Iron Mountain, MI VAMC:

I am a social worker, and I have to ask people about advance directives when they are on the medical ward, and often I will have a family or veteran respond with, well I have this yellow bracelet on, meaning they are DNR, so I don’t have to worry about that. What is your viewpoint on completing an advance directive when the patient is DNR?

Dr. Berkowitz:

An advance directive is very different from a DNR order. I think that a statement by a patient that they wish not to be resuscitated in the event of cardiopulmonary arrest is one very specific form of treatment preference, but I think that there are many other things that are covered in an advance directive, and many other opportunities for them to express their preferences in regards to many other potential treatments. So, I think that one really does not exclude another, and I almost think that someone who has thought enough to know that they want a DNR order could probably make a very useful advance directive document. And there might have other treatment preferences that they may not realize are important with respect to artificial nutrition and hydration, etc. So, I think there is a lot more to an advance directive than a DNR order, and I would educate them to participate in the process in a rich and full way. 

Mary:

Have you had a chance to look at the draft 2005 patient safety goals? Some of them have ethics implications, and wanted to know if you’ve had any thoughts on those while they are in draft form. You can access and comment on the draft standards at: http://www.jcaho.org/accredited+organizations/patient+safety/npsg.htm 

One of the proposed standards is in the area of behavioral health, and it talks about our responsibility to teach families the characteristics of suicidal behavior, so they could recognize them and know who to report it to if they see them. That would be a mandatory requirement. It looks like they are doubling the number of patient safety goals by the time they added all the new ones to home care, and there is a responsibility that clinician’s who go into a patient’s home educate the patient about the environment of safety in their own home. The standards definitely have the goal of improving patient safety, but they might at some points, begin to limit patients’ rights.

Dr. Berkowitz:

And that’s always a delicate balance, but we’ve always had standards addressing safety in the home environment, though it might be new for JCAHO. 

CLOSING COMMENTS

Dr. Berkowitz: 

Well, as usual, we did not expect to conclude this discussion in the time allotted, and unfortunately we are out of time for today's discussion. 

If you have questions that remain unanswered following this call, please explore them with your local resources and/or the JCAHO Standards Interpretation Group. If confusion remains, ask your Quality Improvement staff to contact VHA’s Accreditation Liaison; or you can request an ethics consultation from our Center.

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, Barbara Chanko, Nichelle Cherry, and other members of the Ethics Center and EES staff who support these calls.

· NEXT CALL: Will be on Wednesday, May 26, 2004 from 1:00 to 2:00 Eastern Time. Please look to the website and to your Outlook email for details and announcements.

· We 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. 
· 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.

RESOURCES

For more information, you can visit the following websites: 

1) VHA Office of Quality and Performance JCAHO Accreditation: http://vaww.oqp.med.va.gov/oqp_services/accreditation/accreditation.asp
2) Joint Commission on Accreditation of Healthcare Organizations:  http://www.jcaho.org/
3)
Hospital Experience with the New Accreditation Process:
http://www.jcaho.org/about+us/news+letters/jcahonline/jo_04_04.htm
4)
Potential 2005 National Patient Safety Goals Field Review – Deadline April 30, 2004: http://www.jcaho.org/accredited+organizations/05_npsg_fr.htm
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