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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. 

ANNOUNCEMENTS

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

Ground Rules: Before we proceed with today's discussion of the newly released National Ethics Committee Report, Ethical Boundaries in the Patient-Clinician Relationship, 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: 

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

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

PRESENTATION

Today’s presentation will cover the most recent National Ethics Committee report, Ethical Boundaries in the Patient-Clinician Relationship. The National Ethics Committee (NEC) is a standing subcommittee under the Executive Committee of the National Leadership Board. The NEC is made up of an inter​disciplinary and broadly representative membership that includes both VHA leaders and staff. The Committee is responsible for providing guidance on difficult ethical issues affecting VHA patients and employees—as well as health care policymakers and interested parties beyond VHA. The Committee accomplishes this task is through the development of reports on timely ethics topics. This report, Ethical Boundaries in the Patient-Clinician Relationship, examines the concept of professionalism in health care and the role-based obligations of health care professionals in their relationships with patients, clarifies the concept of boundaries and boundary violations, and analyzes examples of potentially problematic actions to help clinicians identify and avoid professionally inappropriate conduct. The report concludes with a number of practical recommendations for individual practitioners for avoiding and evaluating boundary violations with patients. 

At the Ethics Center, we actually receive a number of consults every year on this topic of boundaries in the patient-clinician relationship. We get questions about whether it is ethically permissible for a clinician to buy a house from a patient, sell a painting at an art show, date a former patient, or treat their brother as a patient This is a very timely topic, and one that I think the NEC has covered very well, and has provided recommendations that clinicians in the field will find very useful.
Joining me on the call today is Dr. Sharon Douglas, a member of the National Ethics Committee, and one of the authors of this report. She is a pulmonary physician at the Jackson VA Medical Center, and Assistant Dean of University of Mississippi Medical Center School of Medicine. 

Let me start by asking you what are boundaries, and why is the concept of boundaries so important in the context of health care?

Dr. Sharon Douglas:

Thank you Ken. Before we get into the substance of the report, I would like to thank the co-authors of this report who worked very hard to put this together, particularly Ryan Walther, Gerry Mozdzierz, Peter Poon, Ellen Fox, Bette Crigger, and Leland Saunders. 

Now, to answer your question, boundaries really define the limits of appropriate behavior by a professional toward his or her patient. The boundaries created by a clinician create a safe space for the therapeutic relationship to occur by signaling to the patient that the relationship is strictly professional, and that the clinician, in all circumstances, is concerned with the patient’s welfare, and not their own. 

And that actually leads right into the second part of your question about why the concept of boundaries is so important in the context of health care. The notion of boundaries is rooted in the concept of a “profession,” in the strictest sense. One of the defining characteristics of a profession is a commitment to serve the profession’s clients. When a person enters into a profession, he or she makes a fiduciary commitment to place their patient’s needs and interests above their own. This professional commitment does have benefits to the practitioner as well. In exchange for applying their unique knowledge and skills on behalf of their clients, members of a profession are granted the freedom to practice and to regulate themselves.

The ABIM Foundation Medical Professional Project stated this well in the article Medical professionalism in the new millennium. They stated:

Professionalism is the basis of medicine’s contract with society. It demands placing the interests of patients above those of the physician, setting and maintaining standards of competence and integrity, and providing expert advice to society on matters of health. The principles and responsibilities of medical professionalism must be clearly understood by both the profession and society. Essential to this contract is public trust in physicians, which depends on the integrity of both individual physicians and the whole profession.

Dr. Berkowitz:

I think that’s right. Professionalism is an important part of understanding the moral character of medicine, and it’s important part of how clinicians view their role in society and with patients. One thing you did in the report as well was talk about the patient’s perspective of the professionalism of clinicians. When we think about it, we generally see patients only when they are ill and vulnerable, and patients bring with them expectations about how we should behave toward them as health care professionals. This is rarely articulated, but they come to relationship trusting that we will treat them with respect, and place their interests above our own. I think that was a compelling point in the report.

Dr. Douglas:

Absolutely, and that is why health care professionals are held to a different standard of conduct from other persons. This fiduciary relationship that the patient expects, and that the profession as a whole has committed itself to, means that health care professionals are limited—bounded if you will—in how they can interact with patients. So, there is a double standard here, but one that health care professionals have willingly and voluntarily brought upon themselves by their commitment to their patients.

It is fairly easy to see that relationships and interactions that maybe are not ethically problematic among nonprofessionals may be unacceptable when one of the parties is a professional. It becomes ethically problematic for a professional when a personal interest, that is perfectly acceptable in itself, conflicts with an obligation he or she has as a health care professional. An instance might be when a practitioner wants to ask a patient out on a date. Under normal circumstances the desire to ask someone out on a date is completely acceptable and natural, but it may not be acceptable for a practitioner to ask a patient out on a date because doing so might compromise the professional’s fiduciary commitment to the patient’s welfare. It muddies the waters as to what kind of relationship exists between the practitioner and the patient—is it professional, or is it personal? Only very rarely can both kinds of relationships exist together, because of the power imbalance and intimate knowledge in the patient-clinician relationship.

Dr. Berkowitz:

Well, you’ve alluded to it already, but when and why do boundary violations occur, and what are the ethical consequences?

Dr. Douglas:

In the simplest terms, a boundary violation occurs when a health care professional’s behavior goes beyond appropriate professional limits. They generally occur when the interaction between parties blurs the roles between patient and clinician vis-à-vis one another, or creates a situation in which a personal interest displaces the professional’s primary commitment to the patient’s welfare in what may harm—or appear to harm—the patient or patient-clinician relationship. 

So, the ethical consequences of a boundary violation fall into two categories: harm to the patient and harm to the patient-clinician relationship. Clinicians that violate professional boundaries usually harm their patients emotionally, if not physically, but that too is possible. More subtle is the harm that a boundary violation can cause to the patient-clinician relationship by eroding trust, and trust is really the bedrock of any effective therapeutic relationship. By crossing a boundary, a clinician can effectively end the therapeutic relationship, and that is a heavy consequence.

Dr. Berkowitz:

That alone is a very compelling reason for not violating professional boundaries. But, to get a little more practical, how does a clinician know what the standards are for professional conduct? Could you go into some detail about what those standards are?

Dr. Douglas:

Standards regarding professional boundaries can be found in a variety of sources. Directly or indirectly, professional codes of ethics, consensus statements, position papers, policies, and laws define the boundaries of appropriate behavior for health care professionals. Some standards are concrete, setting specific thresholds for professional behavior, often by proscribing particular activities or relationships. For example, both the American Medical Association and the American College of Physicians expressly prohibit sexual relations with patients.

Other standards set out only general values and principles that should guide professional’s conduct and decision-making, and rely on health care professionals to use good judgment in applying those values and principles. A case in point here is the National Association of Social Workers’ Code of Ethics. It requires that social workers, “not engage in dual or multiple relationships with clients or former clients in which there is a risk of exploitation or potential harm to the client.” Implicit on all these codes is that being a professional entails forgoing some interaction or relationship in which one might otherwise with so engage in order to protect the interests and welfare of the patient.

In addition, certain limits to professional behavior are outlined in various legal and regulatory documents. So, all VA clinicians are obliged to adhere to the requirements of 5 CFR, Part 2635, and “Standards of Conduct for Employees of the Executive Branch.” This covers the rules of accepting gifts, prohibited financial interests, and the use of public office for private gain. Some state licensing boards also address boundary issues, and offer specific guidance to help clinicians avoid inappropriate conduct, such as recommending that professionals restrict contact with patients to appropriate times and places for the therapy to be given. Violations of these guidelines could result in probation, limitation of practice, and suspension or revocation of licensure. Clinicians should also be aware that inappropriate sexual or physical contact with patients can result in lawsuits for battery and malpractice, and in several states sexual exploitation of a patient is considered a felony. 

Some facilities also have explicit institutional policies for the ethical boundaries of patient-clinician relationships.

Dr. Berkowitz:

There are really quite a few places to get guidance on professional boundaries. I would just like to add that if members of our audience have a specific question about the Standards of Ethical Conduct for Employees of the Executive Branch they should contact the designated agency ethics official (DAEO) in the Office of General Counsel or one of the deputy ethics officials in Regional Counsel. Specific questions about state laws should be directed to Regional Counsel or the Office of General Counsel.

But, today we want to deal with the ethics of patient-clinician boundaries. Ethics and law are not the same. One way to describe the difference is that law is generally geared toward making sure that behavior conforms to minimum standards of appropriate conduct established by requirements imposed by case law, legislation, and/or regulation. Ethics is generally concerned with defining and promoting what is right and what should be done in relation to broader moral values, which may not be clearly defined by law.

You mentioned already several codes of ethics that mention some aspects of professional boundaries and boundary violations, what else does the National Ethics Committee see as potential boundary violations?

Dr. Douglas:

Well, any social involvement or business relationship with a patient can impair, or appear to impair the professional’s objectivity. Accepting a gift is sometimes an appropriate way to allow a patient to express his or her gratitude, and at other times is problematic. Giving a particular patient extra attention, time, or priority in scheduling appointments, for example, could cross the boundary between action that is appropriate advocacy on behalf of a particular patient and action that is unfair to others or could be interpreted as favoritism. 

Dr. Berkowitz:

Perhaps one way to tease out the issues and the exceptions of boundary violations is to go through a few case studies of situations clinicians frequently find themselves in. I will give you a brief sketch of a situation, and then you can give us an ethical analysis of the issues at stake.

Here is one situation. Mr. C works in the billing department of a large medical practice, and not long ago began seeing Dr. S is one of the primary care physicians and a member of the personnel committee for the group practice. While seeing Dr. S for a complaint of stress symptoms, Mr. C asks how the review of his application for a new position in the practice is going. 

Dr. Douglas:

This would be a very difficult situation for any physician. The problem that this scenario brings out is that Mr. C failed to distinguish when he was interacting with Dr. S as a physician as opposed to an employer. In this case, Dr. S should probably decline to answer Mr. C during the examination, and ask him to schedule a separate appointment to discuss the promotion. Perhaps the separate appointment could be made with another member of the personnel committee.  Another problem that Dr. S will face in this relationship is that the patient will be asked about health information that could adversely affect his or her interests as an employee, such as alcohol or drug abuse problems. This could lead Mr. C to withhold important medical information, and it could impinge upon Dr. S ability to make employment decisions without consideration of the information shared in confidence. So Dr S. should try to refrain from participating in personnel action that affects his patient.
Dr. Berkowitz:

Okay, here is another one. Mr. D, an independent contractor, has been Dr. H’s patient for three years. During a visit he overhears Dr. H talking to a colleague about some remodeling his home. Later in the visit he hands Dr. H his business card and tells him that he will do the remodeling for a great price because he appreciates the care he has received.

How should Dr. H handle this situation?

Dr. Douglas:

Dr. H should probably not ask Mr. D to do the remodeling if there is another reasonable alternative. Mr. D’s offer may contain an implicit quid pro quo, and he might now expect Dr. H to provide special services or reduced fees. An implied quid pro quo changes the patient’s expectations of the relationship, and puts the clinician’s objectivity into question. The Mr. D might perceive that Dr. H’s personal interests can be appealed to for care that is outside accepted professional norms. 

Now, you will remember that I said that Dr. H should decline if there is no other reasonable alternative, but for some physicians there simply is no other alternative. For instance, practitioners in small communities will regularly have to have multiple, overlapping, or ambiguous relationships with patients who are also tradesmen, shop keepers, bankers, or others with whom the must frequently do business. That does not mean that practitioners in small communities get a free pass, it means that they have to be especially sensitive to the ethical concerns at stake, and take appropriate action to withdraw from or manage social or other relationships in ways that minimize the possibility of harming patients. So, in this case, if Mr. D is the only contractor in town, Dr. H should be sure that there are no special-rate advantages based solely on the patient-clinician relationship.
Dr. Berkowitz:

Here is another one in same vein of discounts and gifts. Mrs. O’s children have been Dr. K’s patients for many years. The Os have a cottage several hours from the city where they spend the summers, and where Mrs. O is an avid gardener. At the end of every season when the children come for their back to school visits, Mrs. O makes sure to bring flowers and home-grown tomatoes for both Dr. K and the office staff.

Dr. Douglas:

In this instance it seems that accepting the gift from Mrs. O would not be ethically problematic. Many patients wish to express gratitude to their clinicians, and allowing them to do so accords them a measure of empowerment and mutuality in the patient-clinician relationship, and can foster greater trust and a greater clinical bond.

It is impossible to draw a bright line between ethically acceptable and unacceptable gifts. So, it is up to the clinician to exercise good judgment when presented with a gift, and think about what the intentions of the gift-giver are. Not all gifts are the same, and a gift is not always valued in the same way by the giver and recipient. So whether a gift violates ethical professional boundaries needs to be evaluated on a case-by-case basis. Small gifts of food may be acceptable because they are unlikely to affect a clinician’s objectivity or judgment, while larger gifts may do so. It is always the clinician’s responsibility to safeguard professional objectivity by being cautious when accepting or giving gifts. The committee made a number of recommendations to help clinicians think through these situations, and I think we will get to the committees recommendations a little later in the discussion.

Dr. Berkowitz:

That is all well and good for when a patient offers a gift to a clinician, but what about when a clinician solicits a gift from a patient? Here is an example: Dr. M sits on the board of a nonprofit community group that serves inner city adolescents through after school and summer activity programs. Mr. G, a local businessman, has been his patient for some time. When Mr. G comes for a routine visit during the group’s annual fund-raising drive, Dr. M asks him for a contribution. Has Dr. M violated the ethical boundaries of the patient-clinician relationship?

Dr. Douglas:

This is a clear boundary violation. Dr. M has created a dual relationship with Mr. G, which, as I said before, is not always ethically suspect, but in this case Dr. M has created a dual relationship in the examination room. Soliciting a gift in this way takes advantage of Mr. G, who may feel quite uncomfortable declining a request from his physician, or worry that he will not receive the same attention from Dr. D if he does not contribute to the community group. This sort of solicitation is potentially very damaging to the therapeutic relationship between the patient and clinician.

Dr. Berkowitz:

So far in my examples I have focused on the patient-physician relationship. But patients have contact with many clinicians in the course of care, so I want to go through a couple of examples involving some different clinical professionals.

Eighty-five-year-old Mr. W has been a resident of the nursing home for the past seven years and has now been diagnosed with early stage Alzheimer’s. Mr. W has no living family. Recognizing that before too much longer he will not be able to manage his own affairs, Mr. W proposes to give Ms. I, a staff nurse who has cared for him for some time, durable power of attorney for health care (DPAHC) and power of attorney over his assets. Should Ms. I enter into this sort of relationship with Mr. W?

Dr. Douglas:

That would be a complicated relationship! It could be argued that Ms. I, as Mr. W’s long-time caregiver will understand his values and preferences regarding care better than other possible proxies. Mr. W’s capacity to appreciate what it means to assign someone authority to make decisions for him should be determined before we could be confident that this proxy relationship does not violate professional boundaries. And, this might be a situation in which review by the local ethics committee could be helpful to the patient as well as to the staff nurse and institution.  However, the broader power of attorney would certainly be problematic, and most professional standards would prohibit Ms. I from accepting control over her patient’s financial matters. 

Dr. Berkowitz:

Okay, here is the last case we will go through. Mr. J is ready to be discharged after hip replacement surgery. His daughter is flying in to help him while he recuperates at home. She’s just called to say that her flight has been cancelled and she won’t arrive until tomorrow morning. Mr. J’s neighbor could stay with him until his daughter arrives, but has no transportation. Mr. K, the social worker, hasn’t been able to arrange other transportation. Staffing in the unit is tight tonight, but Mr. K is thinking about driving the patient home himself. Should Mr. K take him home?

Dr. Douglas:

Mr. K’s proposed action might not be appropriate. It would certainly be a compassionate act, but it might be deemed outside the scope of his official duties, and if an accident or injury occurred he could be personally liable. And it would probably place additional burdens on other staff, or mean that Mr. K is not available to other patients. Mr. K’s other patients may feel that he is giving special treatment to Mr. J, and this might create resentment among Mr. K’s patients and/or his colleagues and this situation might be treading on difficult ethical and legal grounds. 

Dr. Berkowitz:

I think those examples provided food for thought, but it certainly shows how difficult it can be to determine what actions will result in a boundary violation. You said before that the committee had some practical recommendations to help the individual practitioner maintain ethically appropriate boundaries.

Dr. Douglas:

Absolutely. So often, the major difficulty for a practitioner when looking at their own behavior is that they often have some sort of vested interest. This makes it very difficult to look at the proposed action disinterestedly. The committee developed a list of questions a practitioner should ask him or herself to evaluate if an action or proposed action could result in a boundary violation.

1. Is this activity a normal, expected part of practice for members of my profession?

2. Might engaging in this activity compromise my relationship with this patient? With other patients? With my colleagues? With my institution? With this public?

3. Could this activity cause others to question my professional objectivity?

4. Would I want my other patients, other professionals, or the public to know that I engage in such activities?

If the answer to any of these questions raises a red flag, the practitioner should take the following steps:

1. Determine if there are applicable standards

2. Consult a trusted and objective peer for a second opinion about the activity

3. Seek assistance from a supervisor or ethics committee

4. Communicate his or her concern to the individual involved

5. Transfer the patient to another clinician’s care if the professional relationship has been compromised, or if avoiding the violation will damage the relationship.

And, like anything else, every practitioner should be aware of relevant professional codes of ethics, standards of practice, guidelines, position statements, applicable facility policies, and state laws.

MODERATED DISCUSSION

Dr. Berkowitz:

Thank you Sharon. Now I would like to open up the dialogue to our callers.

Alan Sooho, MD, Battle Creek, MI: 

We are a relatively small town, and practitioners have social connections in the community with churches, scouts, etc. Many patients are members of the same organizations. How should practitioners act if one of their patients is also a parent in the scouts, or a member of the church?

Dr. Douglas:

Obviously practitioners cannot avoid those everyday relationships, and we should recognize that those are good relationships to have, but the practitioner must distinguish between professional and personal interactions. The same guidelines mentioned in the report would be applicable to the situation you described. 

Dr. Berkowitz:

What absolutely has to be avoided is a quid pro quo where the practitioner uses the duality of the relationship to gain an advantage. The practitioner must separate as much as possible personal interactions from professional.  

Of course, one difficulty is distinguishing between an actual quid pro quo, and what others might perceive as a quid pro quo.

Dr. Douglas: 

The committee recognized the difficulty in distinguishing actual from perceived quid pro quo, and we recommend that if the practitioner feels that a relationship is being scrutinized for a real or perceived quid pro quo, he or she should consult an objective peer, supervisor, or the ethics committee. This gives the practitioner a second opinion, and provides a safety net for the institution as well.

Karen Long, MSW, Columbia SC: 

How long after terminating a therapeutic relationship can a practitioner initiate a relationship with a former patient? Some standards say five years, and others say once a patient always a patient. Does the VA offer any specific guidance on this issue?

Dr. Berkowitz: 

The real question here is: when does the patient clinician patient relationship end? And if it does end does that relationship consist of two regular people, or does the clinician retain professional duties toward their former patient?

Dr. Douglas: 

And certainly, a question like that has to be addressed on a case-by-case basis, because it depends on a number of factors, including the depth of the therapeutic relationship. And different professional groups form deeper emotional relationships with patients, which is why different professionals are held to different standards, and why the codes of ethics of different professional groups are different on this topic. For instance, psychiatrists and psychologists are held to a higher standard than other professionals because patients are much more emotionally dependent on them. But if a clinician has a relationship with a former patient, the onus is always on the clinician to make sure that the relationship does not swing back to those power imbalances that existed in the therapeutic relationship.

Dr. Berkowitz: 

Some people may think that it is not fair for different professions to have different standards, but this comes from the observation that different professionals can form deeper and more complicated relationships with patients, like mental health professionals. Saying that a therapeutic relationship is over on paper does not automatically turn off the complex emotional bonds that a patient may feel towards a clinician, which can make the patient vulnerable to influences from the previous relationship. On the surface this can appear to be a double standard, but it is really based on observation and sound reasoning.

Debra Dodson, Black Hills, SD: 

Our biggest struggle with boundary issues is with non-professional staff. The professional staff has a clear understanding of boundaries, but housekeepers and medical clerks find it much more difficult to set. Are there any insights you can offer for this problem?

Dr. Berkowitz: 

What I said before, that different relationships professionals have with patients determine different boundaries, applies equally to non-professionals as well. 

Dr. Douglas: 

It is our responsibility to make sure that no matter what our role is in a facility, that our relationships with patients do not adversely affect them.

Edward Murray, Madison, WI: 

I am a cardiopulmonary profusionist, and the minority veterans coordinator for the Madison VA hospital. In that role as minority veterans coordinator, it becomes difficult to not provide preferential treatment to my minority patients. How can I ensure that I do not show favoritism to my minority patients?

Dr. Douglas: 

As we have suggested in the report, if you feel there is a question about your actions or involvement in treating your patients, ask your colleagues and peers to evaluate your actions. Knowing what other people think about your actions from a different frame of reference will help you evaluate the whether there is a boundary issue involved.

Dr. Berkowitz:

What I think you are trying to do is advocate for your patients. It is not any different than if I have a clinic full of pulmonary patients, and I act as an advocate for my pulmonary patients. I do not think people would say that it is unfair to other patients because I am advocating only for my pulmonary patients. There is a real difference between you advocating on behalf of your individual patients and someone else thinking that you are giving minority patients an edge.  

Max Viatori—Butler, PA: 

Because we are such a small rural area we cannot avoid interacting with patients in the community. As a composite example of what we deal with, say parents are purchasing a vehicle for their child to go to college. The child goes around looks for vehicles, and takes a friend around who knows something about cars. They find a car and make an agreement with the seller to buy the car. They go to their parents to write a check, and the parents recognize the name of the seller as a physician on the treatment team of the clinic where they receive care. 

Dr. Douglas: 

It sounds in this case that the entire interaction is purely social and business, without any initial knowledge of the medical relationship. This seems completely appropriate because there was certainly no favoritism, if there is any question though, the report does list the questions that clinicians should ask. 

Dr. Berkowitz: 

Certainly the clinician could do himself a favor by having an outside review before selling the car. In this particular situation I would not see a problem because the clinician did not use his previous relationship with the patient to gain an advantage in the negotiation. It would be hard to make an argument that there was coercion, or quid pro quo. That does not mean that others will not perceive impropriety or quid pro quo, and I think that is where being open about it helps. 

Jeanette Criswell, Cincinatti, OH: 

Can you give some advice for when nurses get involved with patients in a romantically. For example, a nursing assistant falls in love with a patient in the nursing home, they freely admit it, and think it’s okay and do not see a boundary problem. A nurse manager approaches the nursing assistant about the situation, and the nursing assistant says, “look, this is not a problem. This is how we both want it, we are both comfortable, what problem does the agency have with it?” What does a management official do in that type of situation? 

Dr. Douglas: 

I think the local ethics committee should get involved to decide the best way to resolve the case. They may decide to put the nurse assistant in a different area, so she is no longer working directly on the patient she is romantically involved with. 

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. Please remember, no specific consultation requests in this open format, but I invite you now to make your comments on other ethics-related topics, or to continue our discussion on ethical boundaries in the patient-clinician relationship

Mike Burke, MD, Atlanta, GA: 

We are trying to come up with a policy for relationships between employees and patients. Part of it is we have a policy statement that says, “Romantic and/or sexual relationships between staff and patients are viewed as an abuse of power of the employee. Patients are vulnerable to exploitation because of their tendency to view staff members as power figures who care for patients regardless of whether the employee is a direct treatment provider.” What do you think of that statement? 

Dr. Berkowitz: 

It is very difficult to comment on a sentence or two without seeing the entire policy. We would be happy to take a look at it if you want to send it to us.

CONCLUSION

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. We will post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review today's discussion. We will be sending a follow up email for this call that will include the links to the appropriate web addresses for the call summary, the CME credits, and the references referred to.

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. Sharon Douglas, and Mr. Leland Saunders, other members of the Ethics Center and EES staff who support these calls.

· Let me remind you our next NET call will be on Tuesday, October 28, 2003 at 12 noon. 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. 
· 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!

( This document is based on a verbatim transcript. It has been edited for clarity.
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