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ABSTRACT. Difficult decisions regarding the allocation of scarce
health-care resources will need to be addressed if significant changes
are to be made in the American health-care system. Several states
have begun such a process by providing a forum where citizens can
participate in a serious discussion about these difficult choices and
trying to determine what citizens find valuable and desirable about
health-care services. The underlying goal is that health-care reform
will be congruent with community values. As future practitioners,
pharmacy students need to understand these difficult decisions and
the role of thoughtfully considered values in the decision making
process. The purpose of this study was to utilize a town meeting
approach for students to thoughtfully consider and discuss their val-
ues concerning health-care resource allocation and to evaluate the
student acceptability of such a process. Students from two different
classes participated and rated the process positively in regards to the
amount of leaming and understanding that occurred, were generally
satisficd with the process and found the meeting valuable to attend.
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INTRODUCTION AND PURPOSE

The inclusion of ethics in the pharmacy curriculum is gaining
popularity. Several authors have examined the role of ethics in
pharmacy education and strategies for teaching the subject material
(1). Many current issues in pharmacy and the greater health-care
system require ethical contemplation. Examples include the profes-
sional duty of pharmacists, confidentiality of patients, provision of
contraceptive services to minors, withdrawal or withholding of
treatment, and the allocation of scarce health-care resources. These
are ethical issues because they present the practitioner with a moral
dilemma, a situation that occurs when there are moral reasons for
taking two opposing courses of action (2). The dilemma requires
the practitioner to make a decision of what course of action to
follow. These decisions can be classified into three levels:

The aggregate level: Decisions at the national or regional level
about the allocation of resources to health care as a whole or
for particular categories of patients.

The intermediate level: Decisions about allocation of existing
health-care resources within health-care systems, health plans
and institutions such as hospitals, clinics, health centers.

The individual level: Decisions made within health-care insti-
tutions, including those decisions made primarily at the bed-
side. (3)

These decisions can be restated with terms familiar to pharmacy.
The aggregate and intermediate levels involve policy decisions,
while those decisions at the individual level are clinical decisions.
Clinical ethics is-a type of moral thinking that govems the relation-
ship between the provider and the patient in the delivery of patient
care and influences clinical decision-making. Examples include
whether or not to dispense a placebo to an unknowing patient or the
disclosure of information that may violate a patient’s confidential-
ity. Codes of ethics are also classified under the heading of clinical
ethics, Policy ethics has a broader scope and deals with the macro
allocation of health-care resources. It govems the nature of the
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system, the distribution of goods and services to the members of a
society within the system, and affects policy decisions. Policy eth-
ics strongly influences the environment in which clinical ethics
takes place, essentially forming a framework. Therefore, it is neces-
sary for future pharmacists, as patients and as practitioners, to not
only understand the decisions involved in clinical ethics, but also to
have an appreciation and understanding of the policy ethics that
shape the environment in which they will practice.

Both clinical ethics and policy ethics require persons to examine
their values as individuals and as members of a larger group or
society. Values have an extensive impact on ethical decisions at all
three levels described above. Values primarily affect decisions in
three ways:

Values frame the problem. We “see” a problem (or fail to see
it) on the basis of the values we apply to the situation.

Values supply alternatives. The alternatives that we consider
as possible resolutions for a problem are determined on the
basis of the values we apply to our potential actions.

Values direct judgment. The judgment on the basis of which a
problem is resolved is framed by the values we wish to uphold
or promote. (4)

Much like the three levels of decisions described above, decision-
makers have individual values, intermediate values (as a member of
a family or a profession) and aggregate values (as a member of
society). Because of the complex nature of one’s values system and
the difficulty of ethical decisions, decision-makers need to consider
their values-framework when resolving ethical dilemmas. The
arrival at values requires reflective and deliberative thinking. Val-
ues clarification is a process by which individuals come to under-
stand what values- they hold and the importance of each of those
values relative to others (4). Formal methods of classroom educa-
tion, while useful in presenting some of the principles and theories
of ethical thinking, make it difficult for students to actively partici-
pate and hence to actively contemplate and clarify their values. One
solution is to use small-group discussions coupled with a report of
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each of these groups to a larger group. This study utilized such an
approach following a format similar to a town meeting. The pur-
pose of this study was to use and evaluate a town meeting format as
a means for students to thoughtfully consider and discuss their
values concerning policy ethics and the ethics of health-care
resource allocation, Furthermore, the study sought to evaluate the
student acceptability of such a method.

BACKGROUND AND IMPORTANCE

The current problems of cost, access, and quality in the American
health-care system are well-documented. National health expendi-
tures (NE) were $751.8 billion in 1991 comprising 13.2% of the
Gross Domestic Product (GDP) (5). By the year 2000, NE are
predicted to rise to $1.7 trillion and to consume 18.1% of the GDP
(6). Per capita, the United States spends more money than any ather
industrialized nation, but still claims 37 million uninsured citizens,
about 14% of its population. The United States is the only western
country that does not guarantee universal access of some type o its
citizens (7). Finally, despite high health-care expenditures, the
United States does not perform any better (worse in some cases)
than other nations in terms of gross health outcome measures (8). In
addition, advances in biomedical science and technology have led
to the development of health-care services that are of questionable
quality and/or outcomes when both costs and benefits are evaluated.

The problems of cost, quality, and access have led to many pro-
posals to reform or reshape the system. However, the root problem
lies at a deeper level and fails to be addressed; that problem is the
confusion and disagreement about the values underlying our health-
care system. For instance, Priester argues that most health-care
reform efforts are simply “‘quick fix financing solutions [that]
ignore or uncritically adopt the current framework of values under-
lying our health-care system’ (7). The strong American beliefs of
individualism and autonomy have helped shape the current values
framework operating within the United States. This values frame-
work, according to Priester, has subordinated the value of fair
access to those of provider autonomy, patient autonomy, and con-
sumer sovereignty, leading to a large number of uninsured Ameri-
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cans. Furthermore, while the current values framework includes
high-quality care, it is only within recent years that quality has
begun to be evaluated on outcome, rather than structure and pro-
cess.

This confusion over which values should shape the health-care
system and the apparent impossibility of developing a strategy to
reform the system point to the need to clarify our health-care val-
ues; to explicitly define what ““is thought to be good or desirable in
our health-care system” (7). Once we agree on what is valuable and
desirable about our system, efforts at reforming the system to reflect
those values will be more effective. Therefore, any health-care
reform effort requires an explicit values framework in order to
make the tough decisions that we face. Dougherty claims that
health-care reform “ought not to proceed merely on the basis of self
interest, [but] ethical values should play a key role in the debate™
9.

The primary dilemma facing the American health-care system is
how to meet unlimited wants and demands with limited resources.
Growing demands coupled with limited resources to meet these
demands have forced us to recognize that difficult decisions need to
be made regarding the allocation of these scarce resources. Devel-
opments in medical science and technology have created choices
grounded in social and personal values (10). These decisions
require more than a debate about the political and economic factors
involved. Again, a clear values framework is needed in making
allocation decisions. It is important to think clearly and candidly
about these decisions before the problems present at the clinical
level. Much can be accomplished by the education of health-care
professionals and the general public about the nature of these diffi-
cult decisions and the need to gather their input to resolve these
problems (3).

Debates regarding these decisions must take place outside of the
traditional “‘vertical” communications—leaders talking to people
and occasionally people getting to talk back to their leaders (11).
The debate needs to be on a lateral levelitizens talking to citizens
(a participatory democracy) regarding what they value about health
care. In order to establish such a forum, to explore the values of
citizens and educate them about the tough choices that needed to be



34 JOURNAL OF PHARMACY TEACHING

made, the Community Health Decisions movement was begun.
Starting in 1983, a grassroots citizen education group, Oregon
Health Decisions, began a series of public meetings throughout
Oregon to discuss personal and societal choices growing out of
modem medicine and the rising costs associated with health care
(12). The primary goal of this group was to make health-care deliv-
ery more congruent with community values, with the underlying
objective that “society must decide™ (13). Oregon Health Decisions
played a key role in the state’s health-care reform efforts, conduct-
ing 47 community-meetings throughout Oregon in 1990 to generate
statements about what makes health care important to the citizens as
a common good. These statements were passed on to the Health
Services Commission, which was responsible for developing the
prioritized list of health services (14).

After Oregon’s initial experience, community health decisions
movements began in several other states, including California, New
Jersey, Vermont, and Colorado, among others. In 1988, American
Health Decisions was founded and currently serves as a national
consortium of the growing state efforts to organize their citizens to
become more actively involved in health-care decisions. The mis-
sion of this group is to promote “community education and discus-
sion to enhance understanding of ethical issues in health care and to
promote direct involvement of citizens in personal, institutional,
and societal decisions about health-care issues™ (15). This goal is
congruent with the democratic ideal of including the public’s values
and input in the decision-making process. Policy makers need pub-
lic input and public information to make the difficult decisions
regarding the allocation of health-care resources.

A primary question that needs to be addressed is what means
should be used to attain the public values and input (13). If con-
ducted properly, a reliable mail or telephone survey (opinion poll)
can claim scientific validity. However, surveys fail to achieve an
important goal that the community health decisions movement can
offer. By providing a forum where differing points of view can be
heard and discussed, questionnaires following health decision meet-
ings tend to reflect opinions that have been informed and shaped by
participating in a serious discussion of health-care issues (12).

As pharmacy students enter into professional practice, it is impor-
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tant that they understand the problems faced by our health-care
system and the ethical dilemmas that are created out of these prob-
lems. As a part of the greater health-care system, pharmacy students
need to recognize some of the difficult decisions facing the system
regarding the allocation of scarce health-care resources. These diffi-
cult decisions require people to clarify what their values are and
which values are more important than others. An understanding of
the ethical principles and theories underlying ethical decisions is
important and can be taught through a lecture format, but it is only
through introspection and active participation in discussions that
students can thoughtfully consider their values conceming health-
care resource allocation. This type of activity is not conducive to the
traditional classroom lecture approach.

METHODS

First- (P1) and fourth-year (P4) students in a 0-5 pharmacy pro-
gram were utilized in this study. These groups were chosen because
they represent the oldest and youngest students enrolled in classes
on campus when the study was conducted. Additionally, fourth-
year students have been exposed to a number of years of profes-
sional education, while the first-year students are new to the profes-
sional degree program. Because of these factors, we were interested
in determining if the groups differed.

An announcement was made during a class in which the majority
of P1 students were enrolled. A similar announcement was made
during a class of P4 students. Separate town meetings were con-
ducted with students from the P1 class and the P4 class. There were
two meetings held for each class, for a total of four meetings.
Participants were self-selected and were offered no incentive to
attend.

The meetings were intended to be two hours in length. They were
held in the evening in the student union. The agenda for the evening
was structured, with several exercises for the students to complete
individually and in small groups.

The meetings began with a welcome and introduction of both the
presenters and the participants. The purpose of the meeting was
then explained to the students, stressing the importance of policy
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ethics and values in the changing U.S. health-care system. Values
were defined to the students as the properties of health-care services
that make those services desirable, useful, or valuable to us. Fur-
thermore, it was explained to the students that there were no right or
wrong values and this meeting did not seek to change their values
but merely to help clarify them. Because each student entered the
meeting with a different knowledge about the problems facing the
U.S. health-care system, a shont overview was presented. This over-
view outlined the problems of cost, quality, and access and pointed
out to the students that within the system there are unlimited wants
with limited resources.

Following the presentation, each group was shown a videotape
entitled “Critical Choice,” which outlined a difficult resource
allocation decision facing a hospital administrator. Although the
video was filmed in Canada, the issues presented are still very
relevant in the United States. The situation faced by the administra-
tor concerns whether to pay for a young girl to go to the U.S. for a
liver transplant or spend the money on a program to prevent Sudden
Infant Death Syndrome that could save up to 15 babies. This type of
decision is faced by legislators every year when deciding the Med-
icaid budget. The video ended with the administrator about to
reveal his decision. The floor was then opened for discussion about
what the students would do if they were the hospital administrator.

The groups were then instructed to begin Exercise 1. This activ-
ity consisted of individually prioritizing six short health-care situa-
tions on the basis of which services were most important for a
health-care system to provide (Figure 1). The students were also
asked to provide reasons for the rank they assigned to a scenario.
- Eachsituation involved varying ages, medical problems and values.

After individually completing this exercise, the participants were
divided up into small graups and were asked to come to a consensus
about the prioritization of the scenarios. The groups were once
more asked to provide reasons for their rankings. The floor was
again opened for discussion and each group reported where they
ranked the scenarios and provided their reasoning. The reasons
were recorded on an overhead projector. It was pointed out to the
students that the reasons they provided for justifying the rank of
each case were their health-care values.
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FIGURE 1. Health-Care Scenarios Discussed in Exercise 1.2

1. A 45-year-old mother of two teenagers has breast cancer that has spread to
ather parts of har body; her health is daclining rapidly. The only possible treatment
leftis a long, very exp , and g course of ch apy that offers a

20% chance of prolonging her life expectancy by a few months and perhsps a2%
chance of extending it a year or two.

2. A 60-year-old man has mild abdominal paln His doctor does the usual examina-
tions and finds no serious probl it's probably a form of indigestion. “Are you sure
itisn't cancer?” he asks Very unllkely the doctor replies, “but we can take a CT
scan to make sure.” The CT scan has a 1/1000 chance of finding a cancerous
lesion. Such a cancer, if found, is probably not successfully treatable.

3. A 25-year-old man is in a car accident. He has a collapsed lung and internal
bleeding as a result. Surgery to repair the lung and take care of the blesding is likely
to be successful; giving less treatment may cause death or permanent damage.

4. A 70-year 6ld woman with heart disease and arthritis has a cardiac arrest at the
nursing home where she lives. An ambulance is called and emergency procedures
bagun. The patient Is transported to the hospital and admitted to intensive care
where she is supported with mechanical ventilation and medication to sustain her
blood prassure. Fewer than 2% of such patients can be predicted to survive if they
have a cardiac arrest even with prompt emergency procedures and intensive cara.

5. A 1-year-old child has not received any of her scheduled iImmunizations. Rou-
tine immunizations for children can prevent polio, diphtheria, and whooping cough,
among others. Without immunization, the child may contract these diseases and
spread them to other children.

6. A 55-year-old man is severely depressed. He is suffering with frequent head-
aches and severe fatigue that force him to stay home from work. Because of his
illness, he has missed a number of important meetings, has been passed over for
promotion and is in danger of losing his job. He Is withdrawn at home, and his
relationships with his wife and children are deteriorating. Outpatient counseling and
treatment with antidepressant medication could begin to restore him to normal
{functioning in a month to six weeks time.

2Adapted from Vermont Health Decisions: Priorities for the 80's (Vermont Ethics
Network, 82 Main Street, Drawer 20, Montpslier, VT 05620).

Exercise 2 allowed the groups to further explore the notion of
values. The goal was to come up with a consensus of the top
health-care values of the large group. Participants were given a list
of 16 values (Figure 2) and were asked to individually rank them as
either ordinary or special. While all values are important, some are
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FIGURE 2. Values Ballot Utilized in Exercise 2.2

Relieves pain. Symboalizes community compassion.
Extends length of life. Supports equality of opportunity in society.
Maintains/impraves productivity. Supplies information needed to relieve
Malntalnsfimproves ability to think and reason. Supplies information needed to plan it
rationally.

Maintains/impraves mentaf health. Has a high benefit to cost ratio.
Maintains/improves capacity for personal Benefits many members of society.
relationships with family and friends.
Maintains/improves quality of life. p physical

P capacity for indep Prevents other illness.

Other

2AAdapted from Varmont Health Decisions: Priorities for the 90's (Vermont Ethics Network, 89 Main
Street, Drawer 20, Montpelier, VT 05620).

simply more important than others. The more important values
were to be marked as special. Students were given the opportunity
to add any other value they could think of to the list. A vote was
then taken and those values without a majority of special votes were
dropped from the list. The students were then instructed to pick
three values from the remaining list, in no particular order. A vote
was again taken and the values receiving the most votes became the
top values for the group.

For Exercise 3, students were instructed to assign a priority to
particular services or type of care as to whether it should be
included in a basic health services package on the basis of their top
values from the previous exercise (Figure 3). A basic health service
was defined as a service that every person in the community can
receive at no or low cost, and we—as a community-are willing to
pay for the service through premiums and/or taxes. After voting
individually, the floor was opened for discussion, with students
stating the reasons for placing services where they did.
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FIGURE 3. Exercise 3-Basic Health Services.

A “basic health service” Is defined as a service that every person in the community
can recelve at no or low cost, and we—as a community—are willing to pay for the
sarvice through insurance premiums and/or taxes.

Priority 1 = This is definitely a “basic health service”
Priority 2 = This is probably a "basic health service"
Priority 3 = This is probably not a “basic health service”
Priority 4 = This is definitely not a “basic health service"

Critical Care—Care for acute life-threatening conditions

a) Organ transplants

b) Open-heart surgery

c) Heart attacks and stroke

d)} Neonatal intensive care

8) Trauma and emsrgency care
1) Severe burn care

[T}

Long-term Care—Cara for chronic or disabling conditions

g) Nursing home care
h) Homs health care

1) Hospice care

I} Aduit day health care

Short-term Care—Care for acute, non life-threatening conditions

k) Visits to physicians
1) Visits to mental health professionals
m) Prescription drugs
n) Urgent care
o) Brief hospitalizations
(for conditions such as: earaches, broken bones, infections,
childbirth, gallbladder pi , ulcers, backaches, hernias)

Preventive Care~Prevention or early detection ot ill health

p) Immunizations

q) Maternity and well-baby care

r) Well-child care

s) Physical exams

t) Screenings (for cancer, blood pressure, cholesterol)
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Following the exercises, students were asked to share any con-
cems about their values list or other problems with the process.
Students were then instructed to complete a values survey, which
was an attempt to quantify their values. The survey included items
that dealt with various topics, including: access to health-care ser-
vices, efficiency, rationing, personal responsibility, government
involvement in health care, and the importance of certain health-
care services.

Finally, an evaluation form was distribated for the students to
complete. The questions on this evaluation form were later grouped
into three categories based on content and reliability. These catego-
ries and questions are shown in Figure 4. Both the survey and the
evaluation were scored on a five-point scale, with 1 = strongly
agree, 3 = undecided, and 5 = strongly disagree. All statistical
analyses were performed using the Statistical Package for the Social
Sciences (SPSS).

RESULTS
Exercises

A total of 15 first-year (P1) and 16 fourth-year (P4) students
attended the values meetings. Exercise 1 and 3 produced no quanti-
fiable results and were used primarily as an effort to start discussion
and to have students begin to consider, as individuals and as mem-
bers of a small group, the difficult decisions involved in health care.
The results of the values vote in Exercise 2 are found in Table 1.
Although there were some differences between the groups, P1’s and
P4’s both ranked ‘‘maintaining and/or improving quality of life”
and “benefits many members of society” as important values for
the health-care system to provide.

Values Survey

The student responses from several items in the values survey are
found in Table 2. Means and standard deviations are shown for P1's
and P4’s, in addition to the entire group. The questions were
grouped by content into five categories for efficiency in presenta-
tion. Statistically significant differences (o < 0.05) between the two
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FIGURE 4. Evaluation Instrument.

CATEGORY
Questions

LEARNING AND UNDERSTANDING

From this meeting | better understand why a national health insurance pro-
gram may not include every health service.

From this ing | better ur the allocation decisions facing the
health-care system.
From this ing | better und d the dil between high cost and

limited access to services.

From this mesting | better understand why some people favor limiting the
types of services that are paid for by public funds.

SATISFACTION WITH THE PROCESS
| am satisfied with the cholces of my small discussion group regarding the cases

| befieve that other members of my small discussion group were satisfied with
the choices we made regarding the case.

| am satisified with the values that the group chose during the voting process.

| believe that other members of the group were satisfied with the values that we
chose during the voting process.

VALUE OF THE MEETING
I teel that my attendance at this mesting was valuable.
This meeting was worth my time to attend.

| would recommend that my friends and classmates attend this meeting.

classes were found on two items. In both cases, the difference was
in the strength of opinion rather than the direction of response.

In this study, the values survey was used primarily as a tool to
quantify the results of the discussion that the students participated
in during the meeting. The responses should reflect some of the
serious discussions that took place. While not done during this
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TABLE 1. Summary of Top Values from Exercise 2 for Each Class.?
P1 P4

Number of meetings Number of meatings Number of mestings Numbar of mestings

Value chosen as one of the recsiving a majority chosen as one of the reveiving a majority
top 3 or 4 values of votes as special top 3 or 4 values of votes as special

Maintains/improvas quality of (ife. 2 2 2 2
Benefits many members of society. 1 2 1 1
Has a high benefit-to-cost ratio. 0 2 2 2
Prevants other illnesss. 2 2 0 2
Relieves paln. ] 1 2 2
Maintains/improves mental health. 0 2 1 2
Maintains/improves ability to think
and reason. 1 2 0 1
Extends length of life. 0 1 0 2
Maintains/improves capacity for
personal refationships with family
and friends. 0 1 0 2
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The role of rationing and efficiency as a value

In deciding whether or not to provide needed 287 253 319 0.177
medical treatment, the cost of treatment should {1.34) (1.46) (1.17)
never be one of the concerns.
The patient’s quality of lifa should be considered 1.35 133 1.38 0.881
when deciding whether he/she should be kept alive (0.75) {0.62) (0.89)
with a breathing machine or by tubs feeding.
Wa should be more selective in deciding who 261 253 2.69 0728
qualifies for transplants. (For instance, should {1.20) {1.18) (1.25)
an aleoholic be considered for a liver transplant?)
Age is an important consideration in determining 283 260 267 0875
who should recslve an organ transplant. (1.13) (1.06) (1.28)
1f 1 had to make a choica on how health-care dollars 252 227 275 0.224
are spent, | would choose that the young be treated (1.09) (1.03) (1.13)
before the elderly.

Personal responsibility as a value
People over the age of 65 and covered by Medicare 220 227 213 0.730
should be expected to pay a greater share of their {1.03) (1.16) (0.92)
medical costs according to their ability to pay.
People who smoke and drink should pay higher 167 1.73 1.60 0.687
insurance rates. (0.88) (0.98) (0.83)
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(continued)
Total P1 P4
CATEGORY Mean Mean Mean pvalue
Question (sD) (SD) (D)
{n=31) (n=15) n=16)
The role of government regulation and taxes
Even if | have to pay more taxes, | think the govem- 281 273 287 0.742
ment should pay for health care for everyone (1.17) (1.10) (1.26)
who cannot afford it.
| would vote for a greater shars of taxes to be given
to health care for everyone aven if it would 290 253 327 0.082
mean less money would be available for other (1.16) {1.06) (1.16)
government programs {e.g., highways, education).
The government and/or insurance carriers should 3.83 3.9 3.73 0.574
determine how long a patient should stay in the (0.95) (0.80) (1.10)

hospital based on hisher ilness.



The importance of specific services

Insurance should pay for the care of patients at
home, not just in hospitals and nursing homes.

| would be willing to pay mora taxes so that more
peopls could receive long term health care.

As a taxpayer, | would vote to spand more money

to provide prenatal care for pregnant women.

My tax dollars should be used to prevent disease
rather than to keep people alive for a longer time.
Public funds from taxes should continue to be spent
on artificial organ research such as the artificial heart.

Taxes should continug to be used to pay for the
24-hour-care needed to keep patients who are
permanently unconscoius on life-support machines.

1t ] had to make a choice on how health-care dallar are
spent, | would choose that those who could get well
should be treated before those who have incurable
diseases.

My tax dollass should be used to pay for health-care
services for AIDS patients who cannot pay for it
themselves.

As a taxpayer, | would vote to spend more money on
preventiva education and research to cure AIDS even it
itmeans there is less money for other health programs.

206
{1.5)

294
(0.96)

27
(1.13)

233
(0.90)

313
(083)
207
(0.88)

1.87
(0.2)

2713
(0.88)

387
(1.06)

188
{1.16)
280

(094)

2.80
(094

167
072
313
(0.89)
237
(120)
181
(1.11)
275
(053)
375
(113)

219
(1.7

3.06
{1.00)

263
(131)

0.034*

1.000

0.426

0.884

0.960

0.769

0.549

0458

0674

8 Adapted form California Health Decisions, 505 South Main Street, Suite 400, Orange, CA 92668,

b items measured on a five-point scale with 1 = strongly agres, 3 = undscided and 5 = strongly disagres

" significant difference a < 0.05
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process, it may be useful to share the results of the survey with the
students following the meeting. This presents another opportunity
to have an open discussion about some difficult decisions presented
by the health-care system.

Several findings from the students’ responses could generate dis-
cussion in a future meeting. In the category of “ability to pay and fair
access as a value,” the students generally agreed that people should
receive basic health care, even if they cannot pay for it themselves.
With respect to “the role of rationing and efficiency as a value,”
students more strongly agreed that quality of life should be a factor
when making health-care decisions rather than either the patient’s
age or the cost of the treatment. (This is congruent with the voting of
quality of life as a top value in Exercise 2 during all meetings.) In the
area of ““personal responsibility,” the students responded positively
to the idea of having those who smoke or drink pay higher insurance
rates. With respect to “government regulation and taxes,” there was
not strong agreement to the concept of paying more taxes for the
govemnment to provide health care for everyone who could not afford
it (although students agreed that everyone should receive basic health
care, even if they cannot pay for it themselves). The students were
split over the reallocation of greater government funds to health care.
Finally, the students were supportive of many types of health-care
services, especially preventive services, with the least support shown
for providing 24-hour care needed to keep patients who are perma-
nently unconscious on life-support machines.

Student Evaluation

The questions from the evaluation form were grouped into three
categories on the basis of content and the reliability of each group-
ing of questions. Three categories were established: Understanding
and Learning; Satisfaction with the Process; and the Value of the
Meeting (Figure 4). The reliabilities of the evaluation scale were
measured using Cronbach’s alpha. The reliabilities were 0.83 for
the four questions grouped in category 1 (Understanding and Learn-
ing); 0.82 for the four questions in category 2 (Satisfaction with the
Process); and 0.90 for the three question in category 3 (Value of the
Meeting). There were no statistically significant differences between
the responses given by P1 students and P4 students (Table 3).
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TABLE 3. Students Evaluation of the Town Mesting Process.2

CATEGORY Total P1 P4
Mean Mean Mean p-value
(S.D) (8.0} (S.D)
n=31) (=15 (n=16)

LEARNING AND UNDERSTANDING 185 199 1.78 0573
071 (0.96) (0.39)

SATISFACTION WITH THE PROCESS 198 185 2.00 0319
) (0.48) (0.82)

VALUE OF THE MEETING 135 127 144 0414
057) (0.48) (0.65)

4ltems measured on a five-point scale with 1 = strongly agree, 3 = undecided, and
5 = strongly disagree

Students tended to view positively the amount of leaming which
took place during the meeting and the amount of understanding
which was gained. The grouped mean response for the category of
Understanding and Learning was 1.85 (Table 3). For the most part,
students were satisfied with the process and agreed positively with
statements regarding their satisfaction with the choices and votes
during the meeting. The grouped mean response for the category of
Satisfaction with the Process was 1.98 (Table 3). Finally, students
were quite positive with respect to the value of the meeting and
were strongly willing to recommend that their friends and class-
mates attend this meeting. The grouped mean response for the cate-
gory of Value of the Meeting was 1.35 (Table 3).

CONCLUSIONS AND IMPLICATIONS

The growing needs and demands on the health-care system
coupled with limited resources have forced us to recognize that
difficult decisions need to be made regarding the allocation of
scarce health-care resources. Pharmacy practitioners are already
faced with a number of decisions that must be made on the clinical
level, including such issues as the duty of pharmacists to wam
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patients and patient confidentiality. These decisions, however, are
made within the scope of the entire health-care system, which is
governed by a number of policy-decisions regarding the allocation
of resources within the system.

Several authors have urged that decisions regarding the alloca-
tion of scarce health-care resources need to be made in congruence
with the values of citizens, both as individuals and as members of
society. Several state-wide efforts are currently underway or have
already been completed that establish a forum where citizens can
talk with each other about their health-care values. These forums or
town meetings enable citizens to express opinions and beliefs that
have been shaped by participating in a serious discussion of health-
care issues.

As future pharmacists, the majority of pharmacy students will
face ethical issues at the clinical level. However, students need to
understand the difficult choices that face the system as a whole, not
only because they are future practitioners govemned by the system,
but because they are consumers of health-care services.

This study sought to use and evaluate a town meeting format as a
means to teach students the values inherent in health-care resource
allocation. The goal was to allow students to thoughtfully consider
and discuss their values concerning policy ethics. The study also
sought to evaluate the student acceptability of such a method.

Teaching pharmacy ethics is challenging. The subject material,
for the most part, cannot be taught using a lecture style format
because it does not actively involve students. A town meeting for-
mat was acceptable to both first- and fourth-year students as a
teaching tool where leaming can take place. Furthermore, students
felt that the process used during the meeting was acceptable and
they valued their attendance at the meeting.

Because of the current importance of the subject, the values
inherent in health-care resource allocation decisions should be
strongly considered as a part of courses on pharmacy ethics. Given
the apparent acceptability of a town meeting approach, this pro-
cess may be useful in highlighting and clarifying values for stu-
dents.
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