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Power Dynamic and Asthma
	According to Faisal (2017), there are numerous approaches to creating change in healthcare one of which is via a power dynamic. A power dynamic is a way to stimulate change and may be politically driven, evidence-based, or personnel related. Power dynamics may possess both legitimate and illegitimate power and involve many stakeholders based on the topic. This power dynamic is especially important when considering asthma care for pediatric patients. Asthma care is susceptible to being impacted by many forces of the power dynamic, some are positive and result in improved care and others are negative and result in setbacks in asthma care standards. The bottom line is that the delicate balance required in the power dynamic must be maintained in order to ensure that pediatric patients are cared for via the latest evidence-based guidelines yielding the best treatment options in a supportive environment.
	Pediatric asthma care can be challenging considering the chronic nature of the disease coupled with high rates of noncompliance with the treatment regimen and written asthma action plan. One of the factors to be considered is the power dynamic between the provider, which may be a physician or advanced practice nurse, and the patient and family. According to Greenhalgh, Snow, Ryan, and Salisbury (2015), provider and patient relationships typically follow a socially prescribed norm where the provider is superior and the patient is inferior and this may be a barrier in asthma care where empowerment and self-management are critical to asthma control. This power dynamic results in a cascading effect in asthma care that can be detrimental to pediatric patients being mismanaged. The purpose of this paper is to examine the provider and patient power dynamic, consider if this power is legitimate or illegitimate, consider stakeholders to the power dynamic, reflect upon the driving forces and restraining factors, and discuss how nursing can advocate for change. 
Description of Power Dynamic
	According to Trent, Zimbro, and Rutledge (2015), poor health outcomes can be attributed to a variety of factors one of which is patient-provider communication. This stresses the importance of the power dynamic between patients and providers and how outcomes are directly related to the trust, confidence, and compassion that are part of a beneficial patient-provider relationship. Asthma patients are particularly important to consider in the patient-provider relationship as one of the keys to successful asthma control is self-management. This is done via the use of an evidence-based asthma care protocol alongside a written asthma action plan that includes frequent provider communication. According to Sapir et al. (2017), partnerships between providers and patients encourage patient engagement in asthma care via communication, shared-decision making, and self-management techniques. It is essential for patients and providers to understand one another’s values and views on asthma care goals. 
Impact of Legitimate and Illegitimate Power
	The patient-provider relationship possesses both legitimate and illegitimate power making the relationship very complex. Providers by default assume the role of the expert in asthma care and share recommended treatment plans based on evidence-based guidelines. Providers possess legitimate power based on their education and role alone. Providers own much of the power in the patient-provider relationship and may not even be consciously aware of this idea. Providers must be intentional with the use of the power they possess and yield cautiously to its use (Nimmon & Stenfors-Hayes, 2016). When providers lack awareness of the value of the power they possess, the lines may blur and illegitimate power may surface.
	Illegitimate power occurs when providers take on a sense of supremacy or assume a higher status in the patient-provider relationship. This may manifest as arrogance, lack of time and attention to the patient, and even a total lack of power-sharing in the patient-provider relationship (Greenhalgh et al., 2015). The keys to avoiding this issue with power being illegitimate or undeserved by the provider is for the provider to make a conscious effort in patient interactions to openly communicate, freely discuss, and outline the treatment plan collaboratively. This may take more time and energy in the relationship, however, this will ensure that the power dynamic is in balance and the plan for the patient is the best fit considering all aspects of the patient’s condition (Greenhalgh et al., 2015). 
Sociopolitical Factors
	The sociopolitical factors that may contribute to asthma care and the patient-provider relationship are vast. These factors include the environment where one lives, learns, plays, and works as well as the local, state, and federal political schematic (U.S. Department of Health and Human Services, USDHHS, 2018). These factors contribute heavily to how asthma is managed and controlled and the provider must be keenly aware of this. 
	The social factors focus more on how the environment impacts an individual. For asthma patients, this includes exposure to triggers which may be allergens, tobacco smoke, rodent dander, or insects such as cockroaches. Other factors include poverty and access to healthcare which may result in lack of medications such as inhaled glucocorticosteroids (ICS) which are critical to asthma management. Also, transportation to medical appointments and access to healthy food are critical elements for asthma care (USDHHS, 2018). These must all be considered by the provider when caring for asthma patients and part of the power dynamic as the provider attempts to understand social factors, patient choices, and the ensuring health condition.
	The political factors focus on the local, state, and federal political picture and how their decisions impact asthma care. The main issue here is how politicians change laws that relate to funding for healthcare which impacts access to care via well-visits for asthma care, sick-child visits for asthma exacerbations, and pharmaceutical coverage for asthma control medications (USDHHS, 2018). While there are not typically massive shifts in laws impacting healthcare, there are changes made to state and federal programs for healthcare for children. Providers must be aware of these changes and include their impact in the plan of care and understand how these changes may impact compliance and the power dynamic.
Stakeholders
	The stakeholders in the power dynamic for the provider-patient relationship in pediatric asthma care are numerous. These include the patient and caregivers, providers which include physicians, advance practice nurses, respiratory therapists, pharmacists, community health workers, pulmonologists, and primary care offices, specialty clinics, urgent care centers, emergency departments, hospitals, pharmaceutical companies, medical device companies, and the list goes on. The key here is that asthma is a very complex medical diagnosis that has involvement from nearly every layer in healthcare. According to Waring, Allen, Braithwaite, and Sandall (2016), multiple stakeholders combined with multifaceted asthma care guidelines being impacted by sociopolitical factors equate to a challenging environment that struggles with change even if the result is improved patient quality of life and outcomes. 
Practice Examples
	The patient-provider relationship is one that I am very familiar with having a 5-year-old son who struggles with moderate asthma. While we have developed a strong relationship with our pediatrician now after nearly four years, I can speak to the challenges as a caregiver of a child with asthma. The power dynamic, in this case, was a non-issue because of my education and knowledge of asthma, access to care, and adequate payor source. The goal was simple and that was to develop a plan that would help my son. There were few other factors to consider as we had adequate resources, access, and would be compliant. But, this is certainly not the case for everyone. 
The practice of being a provider and caring for children with asthma is extremely complex. There are a multitude of factors to consider when developing the treatment plan including asthma education and understanding, language barriers, education levels, payor source, patient history with compliance and follow-up. All of these factors impact the provider-patient relationship and it is easy for emotions to run high and relationships to falter or breakdown during this asthma journey. According to Bender (2015), patients’ actions, providers’ behaviors, and life choices either protect our health or put it at risk hence the criticality of the provider-patient relationship to ensure effective communication and trust development, healthcare education, and disease management.
Reflection on Power Dynamic
	The power dynamic in the provider-patient relationship is one facet of the complex asthma management dynamic. Providers are responsible for engaging patients in their asthma care management plan which includes empowerment and self-management techniques. These are guided by the latest evidence-based guidelines which are generated by research, practice, and policy. Self-management techniques include following the written asthma action plan, when to reach out to the provider for management assistance, and ongoing education to ensure compliance is achieved (Trent et al., 2015). Influential groups also play a role in the development of evidence-based guidelines such as coalitions, special interest groups (SIGs), and political action committees (PACs). These groups present driving forces and restraining factors that determine the path forward for asthma care. 
Driving Forces and Restraining Factors
	Driving forces and restraining factors impacting asthma care are also numerous and ever-changing. These factors impact healthcare at the macro, meso, and micro system levels. There are many action groups advocating for asthma care at the present time in the healthcare arena. This schematic is an area where change is the only constant impacted by changing political agendas, funding, and how this trickles down to the provider-patient relationship.
	Coalitions
	Coalitions are the least formal of the driving forces and restraining factors impacting asthma care. They are developed to work towards a common goal with the hope of finding a resolution. An example of a coalition impacting asthma care is the Childhood Asthma Leadership Coalition. Their goal is to improve asthma care by impacting symptom prevention, asthma diagnosis and treatment, and chronic disease management via policy change on a federal level while also targeting select state policies (Childhood Asthma Leadership Coalition, n.d.). This coalition is impacting asthma at the macro, meso, and micro level by working to change, update, and expand asthma care guidelines, policies, and even reimbursement structures.
	Special interest groups
	Special interest groups (SIGs) are formally organized and hope to influence public policy such as lobbyists in healthcare. An example of such a group impacting asthma care is the National Association of Pediatric Nurse Practitioners (NAPNAP). This group has a sub-group dedicated to Asthma and Allergy and is focused on offering evidence-based resources and education to those suffering from asthma. The goal of the group is to improve the quality of care and life to those with asthma through research as well as advocating for the role of the nurse practitioners in healthcare (NAPNAP, 2018). This group is also impacting asthma care at the macro, meso, and micro levels as they are lobbying for change at a high level within the government that will ultimately make its way to the provider-patient relationship and impact how asthma care is delivered.
	Political action committees
	Finally, political action committees (PACs) are structured differently from coalitions and SIGs in that they are dedicated to a political party and hope to impact policy through legislation and are also involved in local, state, and federal elections (Bernsein, Barsky, & Power, 2015). An example of a PAC is the Pennsylvania Asthma and Allergy Association (PAAA). Their mission is to advocate for patients suffering from asthma and allergy conditions and they have a strong presence in the state’s capital (PAAA, 2017). This PAC along with many others in the country are working to improve asthma care yet the dollars that are exchanged to make this change happen through lobbyists, politicians, and healthcare bills are astronomical. These groups also work to impact asthma care at a macro, meso, and micro level yet their energies are definitely focused on the top tier. 
Conclusion
	In closing, asthma care follows a very complex protocol based off of the latest evidence-based guidelines. These guidelines are communicated to patients via the provider-patient relationship. In all aspects of asthma care, a power dynamic is present and its impact must be considered. There are many driving forces and restraining factors impacting asthma care including coalitions, SIGs, and PACs and their influence has a domino effect that eventually reaches the provider-patient relationship. The provider and patient both have a responsibility in engaging in a healthy relationship to ensure quality of life and improved outcomes are achieved for those suffering from asthma. According to Greenhalgh et al. (2015), this can be achieved as discussed by open communication, idea sharing, and collaborative decision-making which is the recipe for success for pediatric asthma care. 
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