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	Communities Final  12 Questions
	October 29 notes: M – ch 4, 5, 7; Lundy – ch 8, 9, 11



I. TOPICS OF DISCUSSION

A. Principles & theories 

B. Professional Ethic Vs community health ethic

C. Advocacy

D. Professional Model: universalism
E. Paternalism/consumerism
II. Scenario:  A state legislature allotted its state health department $750.000 to match funding for medication sufficient to treat 20 clients with AIDS.  However, there were 100 clients who needed help.  How should the money (medications) be distributed?  How, if at all should community health nurses be involved in making such a decision?  How to divide it equitably between all clients?  
III. ETHICAL PRINCIPLES

A. Beneficience: do good.  Goal of RN programs.
B. Nonmaleficence: and do no harm.
C. Autonomy: work independently (own moral agent)
D. Justice:  being fair.  This is difficult in community health nursing—have to try to distribute resources evenly.
E. Veracity: truth telling/honesty
F. Fidelity: do what you say you will do.

IV. PATERNALISM/CONSUMERISM: 
A. Paternalism:  Commitment to professional decision making for clients – occurs when health care providers decide for the clients what client should do. Violates autonomy
B. Consumerism:  Commitment of the professional to non-involvement in client decisions: give them information so they can make informed decisions. Promotes autonomy.
V. CONFIDENTIALITY

A. Duty to observe not always absolute. Absolute = must adhere to at all times.
1. Prima facie duty: when confident that confidentiality should be overridden. E.g. when the client has destructive impulses.
2. Overridden when in conflict with

a. Other duties toward client (preserve life)
b. Duties toward identified others—client expresses desire to hurt others
c. Duties toward unidentified others or the rights & interest of society in general—e.g. when someone with HIV is going around the community having unprotected sex and spreading around the HIV indiscriminately, there have been cases where the client’s name and photo have been released to the media.  Must protect the community.  Sometimes the CHN (community health nurse) has to override confidentiality.
d. Health records for epidemiological research
VI. JUSTICE

A. Social & economic inequalities distributed therefore least advantaged have benefits as well as more advantaged.

B. Distributive Justice:  Fair distribution of harms & benefits in society according to standard of equity, desert, need or contract.
VII. ETHICAL THEORIES:  reflect values and provide us a framework for decisions.  Decisions are normally based on which theories an institution follows.  Theories give you a perspective to guide you in solving ethical dilemmas.
EX Action: lying or withholding the truth. 
A. DEONTOLOGY:  Non-consequentialist reasoning. Reasoning from duty and does not consider the outcomes.  You’re not concerned about the consequences or results of your actions, you are simply performing the action because you have a duty or moral obligation to do so.
EX response of deontologist:  Always wrong because lying violates veracity.

B. Utilitarian:  Consequentialist Position.  Greatest good for the greatest number of people.  Considered most often in community health nursing. 
EX response of utilitarian: May argue that certain circumstances greatest good would be achieved by lying. 
C.  Ms Cashaw also mentioned EGOIST: their needs come first.  Pt is a means to an end for them (salary).
VIII. DECISION MAKING MODEL: Orderly process using ethical process to make decisions utilizing:
A. Ethical principles

B. Client’s values

C. Our professional obligations provided by ANA Code of Ethics
D. Steps in the process:
1. Assess the situation

2. Identify the ethical issues

3. Identify and understand the values of those who will be affected—do not impose our own values and beliefs or opinions on clients.  
4. Develop alternative options and weigh them 

5. Decide on a course of action -later evaluate the outcome
IX. Community Health Ethics
A. Concerned with values, choices & social morality in relation to the health of population groups.
B. Avoid potential abuses (negative effects on the groups).  Balance the good with common group and with the individual

C. Crux of Public Health Ethics:  Need to exercise power and at the same time ensure the health of the population and avoid potential abuses.  E.g. If we increase services for one group of people, we may end up decreasing services for another group.

X. Professional (general practitioner) VS Community Health - look at table (handout) to see the differences
	
	Professional Model (Professional Practitioner)
	Partnership Model(CHN)

	Focus
	The problem or diagnosis
	Fostering the skills and capacity of the partner as a primary focus in the process of improving health and well-being.  

	Health Professional’s Role
	Expert who does “to” or “for”; the professional serves as decision maker and problem solver
	Professional working “with”; facilitator, enabler, resource person who shares leadership and power with partner 

	Partner’s Role (client)
	Often passive recipient of service that is defined by the professional
	Active and willing participant in self-determination of strengths, problems and solutions

	Nature of relationship
	Professional is director of process, instructing other what to do; interventions tend to be standardized and are seldom tailored to individual needs
	Prof. actively facilitates the partner’s participation in the relationship; requires ongoing negotiation of goals, roles and responsibilities

	Goal/Plan
	Determined by the prof; focused totally on the problem
	Mutual goal setting; working together to meet the need

	Activity/Service
	Unilateral action by prof to diagnose the problem, establish intervention, assess progress, and revise intervention as needed
	Joint action and assessment of progress that includes ongoing negotiation of roles and responsibilities; implements the partnership process

	Expected Outcome
	The problem is solved or corrected or the patient is considered noncompliant
	Partner’s capacity to  act more effectively on their own behalf is strengthened; problem may or may not be “solved,” but the partner’s capacity is enhanced to prevent future problems or to address them more effectively.

	Ethics
	Beneficience & autonomy
	Beneficience and utilitarianism


*If you follow a rule of utility in CHN, you look at the utility derived from implementing programs.  E.g. Flu vaccines in the elderly.  You want to maximize the greatest happiness/good for the greatest # of people.
A. Professional ethics - Greater emphasis on beneficence and autonomy.  
B. Community health nursing – emphasizes not only beneficence and autonomy:
1. Public Health strongly modeled on autonomy. Public health places emphasis on rule of utility. 
2. Beneficence & rule of utility: utilitarianism, greatest good for greatest number
3. Ethical and political interface.
C. Professional Model: privileges the interpretation of needs from experts view.  Unilateral approach that promotes dependence.  
XI. ADVOCACY

A. “MUTUALITY”:  The professional:
1. Does not take on sole responsibility.

2. Supports family and community.

3. Partners agree to be involved. 
4. Community as partner versus community as client.  Advocacy allows partners to participate.

B. Partnership in which professional & client compose mutually satisfactory interpretation of their situation. Takes on a wider perspective.  Negotiated sharing of power.
C. Key Requirements
1. Assertiveness

2. Risk

3. Communication & negotiation

4. Identification of resources

D. Goals
1. Self determination    “empowerment”
2. Make system more responsive.
XII. Community Health Advocacy: involves working together to meet the needs of aggregate/community.  
A. Causes change to occur at the community level with aggregates or population.

B. Change can be through legislation at local, state or federal level.
C.  CHN (Community health nurse) becomes a agent of change using the legislative process.
XIII. Advocacy & Vulnerable Population: advocacy model guide for action
A. Identify an issue or target group

B. Become knowledgeable about the issues

C. Identify obstacles & positive forces—driving and restraining forces
D. Develop strategies to bring about change
XIV. Policy (my notes have a big emphasis to read Lundy regarding policy):  encompasses the choices a society makes and allocating resources.
**Health policy is public (governmental) policy that affects health and health care in national, state and local arenas.    Like all public policy, health policy is a guide to government action to alter what would otherwise occur, seeking more desirable or acceptable prospects.  It is a decision about amounts and allocations (or distribution) of resources in organizations and governments.

***The purpose of public policy making is to shape the direction and pace of change in a preferred direction by modifying current patterns of action.  It is NOT to change the behavior of ever individual, each of whom is free to follow a policy or not, such as refusing a vaccine or driving faster than the speed limit.


***The above ***s are notes from Lundy.

A. Authoritatively stated course of action that guides decision making.

B. Method by which an institution, organization, agency,    or government exercises its authority.

C. Definition:  the principles that govern actions directed towards given ends.  It is a plan, direction or goal for action.  The major focus of policy is allocation of funds (Wieck, 2001).

D. Types Of Policy: All policies are shaped by politics (Wieck, 2001) and applies to all members of society 
1. Public policy—applies to all members of society and involves prescribed sanctions for failure to comply.
2. Social policy

3. Health policy

4. Institutional policy—e.g. hospital institutional policy
5. Organizational policy—e.g. a nurse’s group/organization
E. Spheres Of Influence: affects all areas. (“affects all our lives”)
1. Workplace

2. Organization

3. Government

4. Community: needs of special populations.
F. HEALTH POLICY: established by rules, regulations, legislation, institution’s goals—many ways.  Policy is a way of rationing healthcare.   Contemporary Issues: Medicaid/Medicare; Homelessness
1. Public policies directly related to health care service delivery & reimbursement (Mason & Leavitt, 1998).  Who receives care? Cost? Who is eligible?
2. Any policy that constitutes the governing framework for providing health services on a local, state, national, or international level.
a. What is paid for?

b. Who is eligible?

c. Policy determines availability, accessibility, and comprehensiveness.
3. How can I affect health policy?

4. Levels Of Health Care Policy: at any level in any setting.
a. Community: Budget allocation for health care programs

b. State: health programming decisions as well as policies related to licensure of healthcare professionals.
1. Nurses not involved in the process.

2. More influential people did not share views. 
c. National:  Issues of concern to society @ large  (Clark, p. 259)

5. NURSING & HEALTH POLICY DECISIONS

a. Learn the legislative process in Lundy book.
b. Write letters. Personal letters have a greater impact.
c. Make visits to legislators after doing homework and do not use medical jargon
d. Speak out to move issues onto the national agenda

e. Lobby congress with alternatives—lobby special groups that are specific to the issue that you’re concerned about.
f. Provide nursing expertise as policies & programs are being designed. 

g. Be watchdogs as programs are implemented so that target groups are served & services are appropriate.

h. Coalitions – groups with different interests come together for certain promotions.  
1. Negotiate and compromise.

2. Opportunities are unlimited. 

6. Political Competencies For CHN Participation
a. Cognitive: current and political process.
b. Scientific knowledge 

c. Effective communication

d. Ethical dimension

e. Skill dimension: analytical, organizational, critical thinking.
f. Change

g. Leadership & Group process

7. Example:

a. STAGE 1, P0LICY AGENDA:  What is the problem?
1. Identification of a situation which produces needs or dissatisfactions for which relief is sought.

2. Refine to a policy issue: societal ramifications, dueling sides, large numbers of people affected.  (Wieck, 2001)  Who are the stakeholders? What people have a vested interest in neutralizing them?  Look in textbook at table pg 143.
b. STAGE 2, POLICY FORMULATION: Policy is conceptualized and defining.
1. Technical phase in which legislative or regulatory language is drafted. Nurses are experts.
2. Watch for potential loopholes. (Wieck, 2001).

c. STAGE 3, POLICY ADOPTION
1. Development of a program budget and funding appropriations.

2. Input from all interested parties.

3. Decision rests in hands of legitimate authority.
(Wieck, 2001)
4. All policy is usually about funding.
d. Stage 4: Implementation

e. Stage 5: Evaluation
f. Goal:

1. Maximizes:  Who benefits?

2. Minimizes: Who loses?
XV. Policy Analyst
A. The role of systematic identification of causes or consequences of policy.  Who benefits from this policy?   
B. Nurse Policy Analyst: has been identified as a distinct advanced practice role because it includes components of research, leadership and change agency.  (Wieck, 2001). Nurses have a unique perspective because of clinical knowledge and advocacy role. 
C. Critical Policy Issues—especially for CHNs
1. Access
2. Quality
3. Cost
D. Ethical Reasoning & Political Domain: the two intersect. Politics influence and exert control.
1. Micropolitical Level: bedside. E.g. during patient care where there are power issues between the client,  nurse and physician.  Represented by nurse, client, MD triad. 
2. Macropolitical Level:  Development of public health policy.  Financing for healthcare delivery system or treatment of terminally ill, for example. 
3. Intermediate Political Level:  
a. Institutional

b. Organizational

c. Policy Making – midway between previous two levels. 

4. Major ethical issues of any proposed social intervention

a. Choice of policy goals that maximize or minimize specific values. EX: look at prospective payment plan.  Cost is maximized while respect for persons is minimized. If it maximizes service for some, it may minimize service for others.  
b. Definitions of the target of change: who is being required to change? How involved are they in the change? Pt, clinician, organization---how involved are they in the change?
c. Means chosen to develop & implement policy: Can range from coercive (negates autonomy) to facilitative (encompasses respect for individuals).
d. Assessment of direct/indirect consequences of proposed policy

e. Policy is influenced by: 

1. Those who have power,
2. Those who seek power, and 
3. Those with access to the powerful (public has role in shaping policy). (Wieck, 2001).

