
BUILDING TRUSTWORTHY RELATIONSHIPS: A RECONSTRUCTION 
OF m C S  EDUCATION FOR THE CARE PROFESSIONS 

Margaret Marion Brockett 

A thesis submitted in conformity with the requirements 
for the degree of Doctor of Education 

Department of Theory and Policy Studies in Education 
Ontario hstitute for Studies in Education of the 

University of Toronto 

O Copyright by Margaret Brockett 1997 



National Library Bibliothèque nationale 
du Canada 

Acquisitions and Acquisitions et 
Bibliographic SeMces services bibliographiques 

395 Wellington Street 395. rue Wellington 
Ottawa CN K1A ON4 Ottawa ON KI A ON4 
Canada Canada 

The author has granted a non- 
exclusive licence allowing the 
National Library of Canada to 
reproduce, loan, distribute or sell 
copies of this thesis in microfonn, 
paper or electronic formats. 

The author retains ownership of the 
copyright in this thesis. Neither the 
thesis nor substmtial extracts fkom it 
may be printed or otherwise 
reproduced without the author's 
permission. 

L'auteur a accordé une licence non 
exclusive permettant à la 
Bibliothèque nationale du Canada de 
reproduire, prêter, distribuer ou 
vendre des copies de cette thèse sous 
la forme de microfiche/film, de 
reproduction sur papier ou sur format 
électronique. 

L'auteur conserve la propriété du 
droit d'auteur qui protège cette thèse. 
Ni la thèse ni des extraits substantiels 
de celle-ci ne doivent être imprimés 
ou autrement reproduits sans son 
autorisation. 



BUILDING TRUSTWORTHY RELATIONSHIPS: A RECONSTRUCTION 

OF ETHICS EDUCATION FOR THE HEALTH CARE PROFESSIONS 

Margaret Marion Brockett 

Doctor of Education, 1997. 

Department of Theory and Policy Studies in Education 

Ontario bt i tute  for Studies in Education of the 

University of Toronto 

ASSTRACT 

The general public distrusts professional claims to expertise and goodwill. This thesis 

proposes a new direction for ethics education that builds mistwoahy relationships. Ethics 

education in the curricula of Canadian occupational therapy programmes show a concentration 

on rules and regulations. Assurning that there is a connedion between the emphasis on 

regulation and distmst in professional practice this thesis examines professional relationshi ps . 

It argues that the professions have taken on roles of power and control that are incompatible with 

professionalism. In addition, it suggests that the emphasis on regulation as a strategy for 

encouraging trust is misguided. 

Au analysis of trust implies that confidence and proper trust, while related, are separate 

entities. Rules build confidence but they generate distrust. It is argued that proper trust is the 

ody ethical bais  for inherently unequal professional relationships where outcornes are uncertain. 

How is trust to be nurtured? It is claimed that respect is what matters most to people and a 

review of the literature outlines the different ways in which respect has been interpreted. 

Walzefs (1994) novel notion of the relationship between thick and thin morality suggests a new 

way of lwking at respect that is owed to everyone and respect that is particular to individuals. 

This reconstruction of respect leads to consideration of a similar relationship between trust and 
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confidence. In tum, this suggests an analogous relationship between those who hold commercial 

and guardian roles within the health care professions. It is argued that the relationship, so 

changed, respects professionalism and recognizes the need for social controls. Such radical 

thinking is consistent with the cultural theory of modernity described by Taylor (1995) that 

appreciates partiailarity rather than the hegemonic acultural theory that seeks culture neutrality. 

The professions are hardly likely to be persuaded to adopt such thinking unless it serves their 

purposes. The thesis concludes that a reconstmction of ethics education that includes the moral 

perspectives of tmstworthy reiationshi ps, re-interpreted for the 21st century , is essential if the 

professions are to survive as autonomous experts in contemporary society and be seen as 

trustworthy . 
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CaAPTER 1 

-CS AND THE FEALTH CARE PROFESSIONS 

The intent of this work is to challenge the health Gare professions to assign equd 

importance to the moral and cl inid content of their educational programmes (see Appendix A). 

It proposes a moral philosophy of professional relationships committed to authentic respect, or 

the mutual appreciation of the identities, d e s  and values necessary for each party to be able to 

trust the other. The professions are concerned with the fact that distrust is endemic in their 

relationships with others. They have thought that this would be changed by exerting increased 

control over their members and their behaviours and more clearly defining the rules within which 

they practise. For example, in March 1996, a working group of the Canadian Medical Research 

Council, Social Services and Humanities Council and the Natural Sciences and Engineering 

Research Council published a draft document of revisions to the Canadian Code of Conduct for 

Research Involving Hwnans which is expected to replace the existing guidelines early in 1997. 

According to Kinsella (1996), the mandate that gave birth to this draft document reflects a 

considered move towards increased regulation and away from guidelines that have been deemed 

by Research Ethics Boards to be "too open to subjective interpretation" (p.1). 

The objectives of the working group which bas proposed the revised Code are said, by 

Kinsella, to be "to facilitate research and protect those who volunteer as research subjects in 

Canada" (p.3). Such objectives imply a lack of confidence on the part of the general public that 

researchers will not harm the subjects of their research, or at least not put them in situations of 

weasonable risk, in the interests of their scientific ends. The new Code, it is claimed, offers 

"the least regulation necessary to harmonize procedural ethics for research in the humanities, and 

the biomedical, social and natural sciences" (p.2). While it may well facilitate research to some 
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degree, it is my contention that regdation will aiways be insufficient as  a means of ensuring the 

protection of research subjects because, in matters of personai importance to individuals, be they 

lesearchers or their subjects, nothing can take the place of tnisting relationships. 

The revision of the Code is ody one illustration of the increased emphasis on rules and 

regulations, common within the professions, that is designed to persuade the general public that 

professional practitioners have only goodwill towards their clients. While conformity to carefully 

considered professional rules and regulations and to the laws of the land is, indeed, a necessary 

feature of ethical professional behaviour, this thesis argues that the ability of professional 

persons to build trust in their relationships with patient clients' is of equal importance if optimal 

professional expertise is to be practised without compromising the dignity of the persons 

involved. In other words, the systems of law, ethics and morality al1 have a part to play in 

determining how best a professional person is to conduct himself or herself in the presence of 

others, a concern which Seedhouse (1991) suggests is the founding question of ethics when the 

term is used broadly to cover al1 aspects of behaviour. 

Koniak (1996) recognizes that the systems of law, ethics and rnorality each make a 

judgment about acceptable and unacceptable types of behaviour and that they overlap to a 

considerable degree. However, she contends that they are better distinguished, not by the type 

of behaviour that is judged, so much as by the source of the noms that make up each system 

and the means by which such noms are enforced. 

The source of the normative judgments embodied in law ... is the state ... the larger 
body politic .... in ethics is some subset of the larger body politic, which in the 
case of professional ethics is equated with the professional group .... in morality, 
as that tenu is mmmonly used, seems to be much more personal, one's conscience 
or family or the religious institutions to which one adheres .. .. 

1 I distinguish patient clients from aistomor clients ta reflect the locus of control in 
the relationship. This point is enlarged upon in Chapter II. 



... al1 normative systems can be said to be comprised of thne compnents: d e s ,  
stories and commitment .... they differ in the primary method each system uses to 
express cornmitment: law depends most heavily on force; ethics on education, 
membership and ostracism; morality on education and shame. (Koniak, 1996, 
pp.19. 21) 

On this account, the law and ethics have strong connections with community association and 

group membership while morality is derived from and reinforced by personal loyalties. 

Compliance with legd and ethical d e s  can be enforceci by the actions of others but moral 

conformity is a matter of individual commitment. Personal loyalties should neither be discounted 

nor ignored when considering the matter of professional behaviour. Since it is the way that 

professional people behave towards others that is the overriding concern of ethics education, 1 

submit that a major objective of that effort should be to encourage personal cornmitment to 

trustworthiness among students of the health care professions. In other words, e thics education 

needs to include questions of morality. This thesis outlines what this might mean and how it 

might be accomplished. 

Chapter ïI analyzes roles and relationships in general and in the context of 

professionalism. It is divided into three sections. The first section examines two role types in 

society and the human relationships that arise from the responsibilities and preoccupations 

associated with those roles. They are prirnarily roles with power to control or roles that make 

connections. Jacobs (1992) associates similar characteristics with categories of occupation that 

are concemed with 1) temtonal responsibilities and 2) the production and trading of goods. She 

argues persuasively that al1 occupational d e s  can be classified in this way. Each category is 

identified with classic moral behaviours that 1 outline in some detail. 

The second section focuses on professional relationships. It looks at the role of the 

professional person and the responsibilities and behaviours appropnate to k ing  both a member 

of a professional community and the provider of expert services to people in need. It recognizes 
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that the professional role, somewhat unexpectedly, but necessarily, is involved in building 

relationships consistent with commercial behaviours. The third section considers why this 

classification presents a considerable challenge to those professional practitioners in the 

contemporary health care arena who are committed to moral practices consistent with 

professionalism but who work in a society that is preoccupied with the need for control. The 

conclusion is that morally mature professional practitioners must learn to practise in a work 

environment of moral ambiguity rather than one in which power dominates and conflict reigns, 

a situation which contributes to the distrust that is, too often, a feature of contemporary 

professional,,client relationships. 

Contemporary society has adopted a scientific, evidence-based approach that is concerned 

with finding explanations and solutions to problems such as dismist. Taylor (1995) describes this 

approach as the hegemonic and dominant paradigm of an acultural theory of rnodernity. He 

claims that it has becorne the hegemonic and dominant way of understanding modem experiences 

but that it has been distorted by an increasing diaegard for traditionai beliefs and allegiances as 

re ference points. Its attractions have been so persuasive that other approaches are fiequent1 y 

considered to be inferior and largely irrelevant. One of the distortions of this approach is that 

problems are taken from their context and reduced to common issues that are seemingly 

amenable to general solutions. Koniak's suggestion that behaviour should be judged by noms 

apparently buys into this approach for it is in this way that the problems associated with 

profcssional relationships have been reduced simply to one of unacceptable professional 

behaviours. The ready solution has been to increase the constraints on professional practice by 

imposing more professional rules. 

But rules seem to have had little effect in improving professional relationships. 

Chapter III begins to explore the problem fiom a more constructive approach. It takes a 
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philosophical perspective, to see if a broadly conceptual investigation can offer some different 

insights into the distrust that is king encountered in professional relationships. 

In discussing a mode1 of partnership as an ideal relationship, Govier (1992) recognizes 

that any move towards partnership involves addressing the "pradicai problem of moving nom 

dismist to trust" (p.29). But what does tnist entail? Baier (1995) has provided the most 

comprehensive overview of this cumplex concept, but Luhmann (1988) makes a helpful 

distinction between the notions of ad idence  and trust. A thorough analysis of the philosophical 

insights behind these notions leads me to conclude in Chapter III that confidence and mist are 

distinct entities. More than that, 1 submit that efforts to build confidence in professional 

practitioners' goodwill towards their clients through the imposition of additional rules and 

regulations can never be the bais of trust in professional relationships. Chapter III argues that 

rules and regulations alone are inadequate as a means of building confidence and that a mle 

bound environment may even be destructive of proper trust. Undue reliance upon rules and 

regulations is shown to be an ineffective means of dealing with complicated issues or of 

controllhg professional behaviour in relationships that are intimate and personal. Fially, the 

ReguZated Health Profasions Act in Ontario is used as an illustration of rules and regulations that 

could inspire misplaced confidence. 

One of the key characteristics of proper trust, to which Baier refers, is the fact that it 

carmot be ordered or guaranteed. If, as 1 argue, ethical professional behaviour is dependent upon 

the interaction of law, professional ethics and morality, individual professional practitioners must 

be willing to comply with legal and ethical rules but they must also be personally committed to 

the conception of professional people as tmstworthy in morally ambiguous situations. As the 

objectives of the Code of Conduet for Research Involving Hwtulns suggest, the advance of 

research is intimately tied to the readiness of people to be research subjects, an availability that 
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can only be assured if the general public is able to trust members of the research community. 

Similady, the professions can only suntive and prosper if there are people willing to put 

themselves at rkk as clients and trust to professional goodwill. Chapter IV takes the position that 

trust can be numired and encouraged under certain conditions and that this occurs when matters 

of importance to human beings are put at risk. 

For the professional person, one matter of importance is, clearly, the continuation and 

prospenty of the profession, but the wncerns of the client are somewhat different and go beyond 

the particular problem for which they seek advice. Take, for example, the concems of Mrs. E., 

the wife of an eiderly patient in a chronic care hospital who was interviewed as part of a research 

project (Cott, Marshall, Smyth & Brockett, 1994) that was exploring the interacting relationships 

of patients, their families and the staff. She and her husband were imprisoned in their situation 

because he had a stroke and his needs were such that she was unable to care for him adequately 

in their own home. They were dependent upon others for his basic care. His body was washed, 

fed and clothed. Mr. E. was unable to communicate his needs to the staff because he could not 

speak nor did he understand EngIish. He seemed to understand his wife, who spent rnost of her 

waking hours at his side and she believed that their long marriage enabled her to appreciate 

something of what he wanted to say. 

If you want that relationship behveen the relatives and the patients and the nurses, 
what is this comection? How c m  you communicate ifyou have not, ifshe does 
not, whut con I tell yoy respect, she have mt any respect. Lf she have not any 
respect to the relatives or to the patient, they are punished very much, you know, 
for ten years my husband is sick ... they are not talking hem, or talking or 
opposite you know, and we are punished. 

Mis. E. perceived that her husband was being treated as an object and that she, too, was 

classified as such. The distress heard in her voice suggwted that she felt helpless and belittled 

as a person. The patient's physical needs were king met but he had other needs affecting his 
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well-king that were not k ing  met. He and his wife perceived that these needs would be 

addressed by an attitude of respect on the part of the are-givers. 

The are-givers in this situation were clearly following hospital procedures. They could 

hardly be accused of fiouting professional rules or regdations and they believed that they were 

fulfiliing their responsibilities in an ethical and accountable manner. Yet Mrs. E. had little 

confidence that they either wanted to be trusted or could be ûusted with her husband's well- 

being. So what was missing? Mrs. E. suggested it was a lack of respect and that this 

shortcoming made communication a mere exchange of words. [n the 21st ceniury health care 

arena, health is much more than the absence of disease. Patient clients entrust more than their 

physical bodies to the professional experts, they entrust their dignity or respect. But since trust 

cannot be ordered, it can oniy be encouraged by the demonstration of behaviours and attitudes 

that ma te  a climate of respect in which hust c m  be bom and thrive. 

Chapter IV considers the nature of respect for personal dignity in professional 

relationships as a necessary frame of reference for professional practicc and as a matter of 

importance to those people who seek professional help. It begins by exploring general 

philosophical conceptions of respect. Then, since respect is clearly involved in how we envisage 

ourselves, the discussion tums to conceptions of self in order to add a particular and personal 

perspective. 

A review of the literature suggests that respect has two dimensions. The accepted Kantian 

way of thinking that posits basic recognition respect as a foundation for another sort of respect 

that recognizes special attributes. 1 submit that this is unsatisfactory. In its place, 1 reverse the 

order and propose that basic respect should be seen as an abstraction of an dl-encompassing 

appreciation of a person as he or she prrsents himself or herself. 1 use abstraction in the 

academic sense as representing the key features of a theory or idea. Basic respect, seen fiom this 
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perspective, is inclusive of features that are commonly recognized within a particular culture. 

The dl-encompassing type of respect can only be realized in an ongoing dialogical relationship 

where there is mutuai recognition of the persons involved as they interpret their self-conceptions 

to one another. I cal1 this authentic respect. It tums out to be very sirnilar to a notion of respect 

that Williams (1996) describes as the basis of contemporary moral authority and which, 1 submit, 

is the prerequisite for trusting relationships. The 1 s t  part of Chapter IV outlines the specific 

features of authentic respect which must be distinguishable in a relationship if there is to be any 

possibility that trust will thrive. 

One of the characteristics of authentic respect is that it recognizes that the parties to a 

relationship carry different roles and are involved in networks of other relationships which cal1 

for different responsibilities and commitments. At the macro-level, forma1 relationships can have 

considerable influence upon individual activity. Chapter V takes on a narrative format in 

attempting to show how such formal relationships can threaten the fragile nature of husting 

relationships that are built around the notion of authentic respect. It tells the story of the events 

that led to an ethical dilemma for a group of occupational therapists. They found that their 

responsibilities as professional practitioners, serving the needs of a very wlnerable population, 

were in conflict with their responsibilities as union members. The account examines the climate 

for misting relationships between the occupational therapists and their patient clients and shows 

how it was jeopardized by the rules of union membership to which the occupational therapists 

were bound. 

Whenever there are cornpethg loyalties, decisions to ally with one or another, or £ind 

some compromise, are inevitable. However hadequate, rules do outline quite clearly what others 

in a community or society expect of an individual under certain circumstances. Difficulties aise 

where more than one group is involved and the rules of one conflict with those of the other. At 
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the time of the events related in Chapter V, in contrast to the clear demands of their union 

rnembership, occupational therapists were expected simply to abide by the profession's Code of 

Ethics which was quite general in nature and gave little specific direction. The question that 

arises when there are no clear rules is, on what basis are professional people to decide how they 

will act in e t h i d y  problematical situations? 

Chapter V proposes a test that c m  be applied by the parties to a relationship to determine 

if a climate for trust exists that will give professional people the moral authority to put their 

clients' interests at risk. But what are they to do if it is the legitimate demands of others upon 

the professional practitionea themselves that put those same clients at risk in ways that are not 

morally acceptable in a ûusting relationship? Moral Dwelopment in the Professions (Rest and 

Narviez, 1994) focuses on the factors that influence the moral judgments of professional people. 

It suggests that students in professional programmes are still open to leaming new ways of 

processing moral thought. Ethics education in the health care professions is still a relatively new 

endeavour. Typically, it has included dissemination of prescriptive models for reaching ethical 

decisions in situations that appear to be intractable. One of these models is used as a basis of 

speculation in reconsidering the actions of the occupational therapists in the earlicr narrative. 

The conclusion is that it would not have resolved their wnfiict, only put them under an 

obligation to comply with the dominant rational argument and left them feeling quite powerless 

to effect any change. 

But Rest's Four Component Mode1 for determinhg moral behaviour, which is described 

in Rest and Narv5ez (1994), suggests a l e s  directive and more constructive process for arriving 

at an ethical decision. Does it do any better? It transpires that the occupational therapists had 

unwittingly followed a process that was not dissimilar although they were significantly hampered 

by their limited exposure to moral theory and the opposition and resistance that they experienced 
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fiom others who held the power and authority to control the situation and enforce their ways. 

The discussion reverts to Jacobs' discussion of the reiationship behveen legitimate 

competing moral role types. She concludes that the two types cannot be harmonized and 

proposes a symbiotic relationship in which each role is seen to be supportive and complementary 

to the other. But this seems to imply a relationship between the two roles that does not exist in 

the context of Our story. The last part of the Chapter explores a relationship between moral role 

types of the sort that Jacobs envisages, consistent with the relationship proposed for the two 

dimensions of respect and analogous with the relationship between trust and confidence. When 

this construction of relationships is taken as the basis for discussion of the ethical dilemma that 

faced the group of occupational therapists in my story, it appears to offer a more acceptable 

option. 

On further examination, the approach that the occupational therapists took would have 

resulted in a very different outcome if their relationship with the authorities had been modelled 

on my new construction. The older construction is based on an assumption that professional 

people are not to be trusted and they need to be held h l y  in control. But is this a mie  

perception or is it simply a refledion of the hegemonic approach to modem life? 

Chapter VI takes up Taylor's thinking in Two î7zeories of Modemity . First, it clarifies 

Taylor's use of culture. The acultural theory is then considered in detail, both as an ideal and 

in its distorted form that Taylor sees evidenced in modem practices. The acultural account 

demonstrates the way in which professional practitioners, in the heaith care arena at les t ,  have, 

wittingly or unwittingly, seen themselves as part of a western culture and subject to influences 

that have both positive and negative presentations. The alternative cultural theory that Taylor 

proposes recognizes a plurality of cultures. I interpret this plurality as a taxonomy of cultures 

within cultures that allows the professions to be seen as one culture and the environment of a 
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hospital as another. The cultural âheory is based on an interaction between cultures that allows 

each one to retain its integrity and independence but, at the same t h e ,  to benefit fiom the 

perspectives that othess, who share their values, express in different ways. It becomes evident, 

quite quickly, that the reconstruction of professional relationships that this thesis offers is very 

much in keeping with the cultural perspective of modernity . 

But why should the professions buy into a reconstruction? Fint of dl, the professions 

are aware that they have a problem in their relationships with the general public and with their 

clients. SchZin (1983) discusses the way the problem is viewed by thoughtful membcrs of the 

professions themselves. 

On the whole, their assessrnent is that professional knowledge is mismatched to 
the changing character of the situations of practice - the complexity, uncertainty, 
instability, uniqueness, and value conf'licts which are increasingly perceived as 
central to the world of professional practice .... Rofessionals are called upon to 
perform tasks for which they have not been educated, and "the niche no longer fits 
the education, or the education no longer fits the niche". (Schon, 1983, p.14) 

They clearly see thai professional education is hadequate for the complexities of practice in 

modem society. Chapter VI outlines their concems and offers a critique of Schon's own solution. 

Some of Sch6n1s advisors, and others, have recognized that there is a moral wrnponent 

that needs to be addressed. Seedhouse points out that "most forms of 'professional education' 

have distinct objectives" (p.280). He considers that the rise in medical ethics as a new discipline 

has corne about in recognition of the fact that "a number of medical situations could not be 

adequately handled by clinical knowledge plus intuition, or codes of practice, or appeals to the 

wisdom of older consultants" @.280), but he concludes that the method king used, "that merely 

adapts its standard basic principles in response to whatever medical situation it is currently 

considering" @ . B I ) ,  is ineffective. 1s that what has been happening in ethics education 

programmes? Have they merely been iocused on clinical professional standards without regard 
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for morality when the complex problems of today's society are inherently moral? Chapter W 

describes a research project that was undertaken, using occupational therapy programmes as an 

example, and draws on the data in order to address this question. Chapter W then tums to the 

future. 1 sketch a p i m e  of a paradigrnatic ethics education programme as it might be offered 

to students in professional health Gare programmes tomorrow and compare it with what is king 

offered today. 

How effective are the existing ethics education efforts? Chapter WI revisits the problem. 

It concludes that, if the goal of increased regulation and mmnt ethics education is to reassure 

the general public that professional practitioners are people with expert knowledge who can be 

ûusted with the well-king of their clients, contemporary efforts are a sony failure. Why 

should the professions buy into the cultural theory of modernity and a reconstnicted practice and 

ethics education programme? Chapter WI submits that the current path is one that will lead, 

ultimately, to the demise of the professions. If the professions serve any public interest, then to 

survive, the professions have little alternative but to consider the challenge conveyed in this work 

very carefully. 



CHAPTER II 

ROLES, RELATIONSEZPS AND PROFESSIONAL, RESPONSIBILITY 

1. INTRODUCTION 

Walzer (1994) reminds us that each of us is intemaiiy differentiated by interests and roles, 

by identities and by ideals, principles and values. The categories intersect and overlap "making 

the self a wonderfully complex entity, which is matched to, which reflects and is reflected in, the 

complexity of the social world" (p.85). The professional health care role is not a single entity, 

nor does it occur in isolation. Professional health care practitioners are themselves citizens, 

friends, sons or daughters, perhaps parents, certainly consumers of services of various kinds and 

potentially clients. Each of these roles involves different relationships that carry with them 

particular responsibilities. 

A description and analysis of relationships, in general, is to be found in Card's paper, 

Gender and Mural Luck (IWO). Card examines a l e s  celebrated thesis found in Carol Gilligan's 

work "that the responsibilities of different kinds of relationships yield different ethical pre- 

occupations, methods, priorities, even concepts" (p .200). She suggests that some people have 

been given a larger share of roles bestowing responsibility for power or control. These roles, 

typicaiiy, involve relationships that are formal and impersonal. ûther sections of society are 

primarily involved in d e s  that carry responsibility for building connections or attachments, 

usually enhanad through relationships that are informa1 and personal. 

But the responsibilities associated with different roles and relationships in the workplace 

involve distinct behaviours. Jacobs' writing in System of Survival (1992), takes the fom of a 

dialogue between equals who are struggling to make moral sense of working life. Her characters 

first analyze the behaviours associated with occupations as they have been recorded in literature 

13 
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and in the written media over t h e ;  behaviours that arc considered to be proper and expected; 

othen that are deemed to be praisewoahy because they go above and beyond duty and those that 

are judged to be scandalous and disgraceful. They conclude that there are two distinct systems 

of moral behaviour dive in workplace relationships correspondhg to specific roles and 

responsibilitia that they classifi as commercial and guurdion. &th types of occupation are valid 

and necessary in a functional society: 

"Precisely Plato's point too," said Ambruster. "He, or rather his speaker, 
Socrates, subsequently takes pains to distinguish between two great, major groups 
of occupations and their purposes, precisely to disentangle their mntradictory 
virtues kom one another .... He said both are necessary: the commercial 
occupations to supply everybodyrs physical needs and also support the guardioru 
[italics added] .... police, soldiers, govemment policymakers and rulers ... to protect 
the state from corruption within and enemies outside." (Jacobs, 1992, pp.30-31) 

It seems that people who hold d e s  that cany responsibilities associated with the supply and 

trade of goods and services value different behaviours &om those who hold positions of authority 

associat ed with the organizaiion and management of property and tem tory. 

Since Card has outlined the characteristics of relationships associated with two role types 

and Jacobs has described the behaviours that go with hvo specific responsibilities in the 

workplace, it is reasonable to suppose that there might be a correlation between the two. in the 

first part of this Chapter, I will outline the features of both power and attachent relationships, 

as described by Card, and the moral behaviours that Jacobs has identified as typical of guardian 

and commercial occupations in the workplace before cornparhg them. The particular conceni 

of this thesis is the behaviour of members of the health care professions in their relationships. 

In the second part of this Chapter, 1 will explore the d e s  associated with professionalism and 

the responsibilities of health care practitioners in the workplace, using the Card and Jacobs 

classifications. That will lead to an analysis of relationships and behaviours in the health care 

system that appear to have contributed to the climate of distrust that is endemic between 



members of the health care professions and members of the general public. 

M e r  (1985) considers relationships to be an important element in human development. 

She emphasizes the formative process in which each person l e m  values and discrimination from 

his or her association with others as a second person, in infancy and ihroughout the lifespan: 

A person, perhaps, is best seen as one who was long enough dependent upon other 
persons to acquire the essential arts of personhood. Persons essentially are second 
persons, who grow up with other persons. (Baier, p.84) 

Assuming that this is so, then it is likely that the majority of people will learn and espouse the 

values that are dominant in a society but that they will also be open to the influence of societal 

change and education. It is with the hope that new understandings of roles and behaviours will 

contribute to happier professional relationships in the future that this thesis has been undertaken. 

Govier, in her essay on TM Dimun and FeminLFr 21reory (1992), is concerned about 

the distrust evident in relationships, both in private and public life. She recognizes that there are 

significaut practical problems involved in moving relationships of distrust to ones of trust. She 

is inspired, however, by the vision of archaeologist and anthropologist, Riane Eisler in her work 

Ihe Chalice and the Blude (1987); she sees a community where the need for domination in 

human relationships and institutions is denied and is replaced by a mode1 of partnership. Ln a 

model of partnership, human relationships are formed by making links and connections rather 

tha. by pulling rank and power. Pmners to such a relationship are on equal terms and show 

mutual appreciation, rather than one party king dominated by the other or assuming a self- 

imposed superiority. Govier suggests that, because partners need to trust one another, a move 

to a model of partnerships as the rule, rather than the exception, will be a move in the right 

direction. 

Jacobs, however, emphasizes the moral integrity and validity of roles that control and 

legitimately involve the use of power in relationships as well as those that make links and build 
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connections. Sbe argues that attempts to harmonize the two systems, as one, contribute to moral 

disintegraîion. Jacobs suggests that there is need for a symbiotic relationship that will honour 

their difference, maintain their moral integrity and benefit society as a whole. She suggests that, 

ultimately, the integrity of moral behaviour in the workplace rests on underlying moral precepts 

that are necessary for effecting both guardian and commercial roles, and that cooperation is 

probably the most significant one. 

The third and last part of Chapter II explores the health care workplace and the difficulties 

and challenges inherent in Govier's and Eisler's vision of a society modelled on equal 

partnerships. It suggests that Jacobs' thesis warrants consideration and this leads to the 

exploration of professional behaviours that will build cooperation in relationships, a subject which 

is taken up in the next Chapter. 

Before 1 begin, my use of the terms, patient and client needs clarification. In 

contemporary health care practice, there is a great deal of discussion about the relationship 

between the professional person and the recipient of his or her services. This is encapsulated 

in the debate about whether the recipient is a patient or a client. The traditional use of the term 

patient has been rejected by those who see it as denoting someone who is in a passive and 

dependent relationship. They prefer the term client which they take to mean someone who is in 

a more equd relationship. The Shorter Oxford Engllrh D i c i b ~ r y  (Onions, 1973), offers two 

definitions for the term client. The first, tums out to be little different fkom that of patient, "one 

who is under the protection or patronage of another, a dependant" (p.349). I will d e r  to the 

client who is in this sort of relationship with a professional person as a patient client. The 

second definition is "one who employs the senices of a legal adviser, he whose cause an 

advocate pl&; also, a customer" b.349). 1 will refer to the client who is in this sort of 



relationship with a professional person as a CL(Storner client. 

2. RELATIONSHiPS AND ROLES 

Card suggests that relationships in society, as a whole, are characterized by their degree 

of formality and intimacy. What is meant by formal and informal relationships? 

A relationship is formal to the extent that it is well-de-, limited, in ways that 
are publicly understood and publicly sanctioned. Formality facilitates cont~ol 
where there would otherwise be a lack of trust .... Informnl relationships are 
characterized by responsibilities that can facilitate relationships of attachent. 
(Card, 1990, p210) 

The ultimate f m l  relationship is contrachial - where the responsibilities and expectations of 

both parties are clearly defined and leave Little room for changes unless they have been agreed 

upon previously as part of the contract. ui a contractual relationship, predictable behaviour can 

be relied upon because there are sufficient constraints and disincentives to default within the 

terms of the contract. A typical example in everyday expenence is the contract drawn up for the 

purchase of property which Iists certain conditions that, if unmet, nullify the agreement. This 

is a legal contract, but Card points out that legality and formality are not necessarily synonymous; 

marriage is one example of a legal relationship that carries informal responsibilities as well as 

Contraas of various Som are common in society. One type of cuntract is associated with 

the payment of insurance clairns. The extent to which costs are covered is limited by forma1 

agreement. The relationship behveen the insurance carrier and the insured person is formal, 

controlling and distant since it usually involves an agent as an intermediary. Another familiar 

type of contract is the signing of consent to treatment forms, now a routine procedure in health 

are. The consent may be very specific or all-encompassing; if the latter, the health care 

practitioner is given permission to use his or her dismtion. 
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Forma1 relationships usually involve rights and duties so that they are associated with a 

person's entitlement to the resources of a collective or group, for example, the provision of 

electricity upon payment of a connecting fee to the power company. The rights of the user and 

the duties of the supplier are stated in another form of contract that establishes the conditions to 

be met if the business relationship is to continue. 

Informal nlationships are considered to be private affairs, not usually subject to public 

scrutiny and generally voluntary in nature. They may, or rnay not, be long term associations. 

Their continuation depends on the extent to which the activities of the parties nwture the ties that 

bind them together. The mnd towards increased formality in contemporary society is due, in 

part at least, to experienccs in which informai relationships have been abused, sometimes in very 

subtle ways. 

The bistory of medicine offers many illustrations of the ways in which informal 

understandings have k e n  abandoned in the interests of expanding medical knowledge and skills. 

For instance, hospitals were typically established by religious orders as charitable institutions 

supported by the state for the care of the destitute and dying. In eighteenth century Europe, they 

became places for leaming the art of medicine. Where, previously, physicians depended upon 

their patients' personal narrative accounts of their symptoms, hospitakation provided physicians 

with the opporîunity to observe patients over extendeci periods of tirne: 

... it is only in an hospital that we can aquire, completely and certainly, the 
practice and habit of this new art of observation; inasmuch as it is necessary to 
have occasional1 y verified, by means of examination after death. .. . (Laënnec, 1821, 
p.288) 

At the same tirne, the hospital environment allowed physicians to work more closely with 

surgeons and to pool their results. Temkin (1951) describes their new ability to confîrm their 

observations and physiological theories at p s t  mortem; for the first time symptomatology was 
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related to pathological findings. While this led to quite dramatic improvements in diagnosis, 

there was another side to the story. The relationship between the physician and the patient began 

to assume a different pattern; the physician became more concerned with the results of 

observations and l e s  interested in the experienccs or womes of the patient. Post mortems 

became very important to physicians; charitable patients admitted to hospital implicitly donated 

their bodies for dissection regardles of any religious or family scmples. 

The appetite for new scientific knowledge and skills was insatiable. Undoubtedly, in 

many cases this led to enormous benefits for the well-king of people in general. Few would 

question the successes of smallpox vaccination or the coming of anaesthesia. Increasingly, 

however, there was the suspicion that the acquisition of new scientific knowledge was taking 

precedence over the relief of symptoms or possibilities of cure. Therapeutic experimentation, in 

some cases, became human experimentation often with tragic results. In more recent history, the 

atrocities committed in the cause of medical knowledge in Nazi Gemany demonstrated just how 

easy it is to use the advance of professional expertise as a rationalization for patently 

unacceptable prafticcs and abuse of trust in circumstances that are informal. 

These examples corne £rom relationships that were clearly unequal. in a relationship 

between equals it is assumed that there is mutual consent to activities; hence it is argued that a 

sema1 relationship between two apparently consenthg adults is an informai and private affair. 

The difficulty is that most relationships are unequal in some respect. 

Informal rclationships tend to be personal but are not always so. 

An interpersonal relationship is persorml when it matters to the parties who the 
other parties are and when this mattering is important to the nature of the 
relationship. "Personal" suggests closeness, intimacy . (Card, 1990, p.210) 

nit prototype of an informa1 and personal relationship is thought by Blum (1980), to be that of 



... acts of fiiendship are morally good insofar as they involve acting fiom regard 
for auother person for bis own sake .... the dceper and stronger the conam for the 
friend - the stronger the desire and willingness to act on behalf of the niend's 
good.... a Wendship which involves a very deep and genuine regard for the 
fiiend's good is a morally excelient rrlationship. (Blum, 1980, pp.67-68) 

In a fiiendship, the parties can acknowledge their clifferences but value one another equally. 

Many thing~ corne in the way of such an ideal. In their essay, Dividing the Diffetence, Ford and 

Pepper-Smith (1993) explore the issue of intelligibility in the context of their friendship. They 

reflect on personal and socio-political circumstances that limit their understanding of one 

another's position and threaten to inhibit their friendship. They take their concept of intelligibility 

from the work of Hoagland (1988) and are convinad that the "interactive and CO-operative 

nature of inteIligibilityw is "a highly appropriate moral capacity in a pluralistic democratic 

society" (Ford & Pepper-Smith, p.1). Summarizing the concept they make two claims: 

... that intelligibility in moral discourse requires that we situate ourselves with 
respect to privilege and marginalization. Unintelligibility, then, becomes an 
important sign of at least the need to question privilege. 
... that intelligibility in moral discouse requires at least four facets of co- 
operation: a willingness to suspend blame and praise at l ea~ t  temporarily, a 
recognition of the need to recognize difference as well as commonality, a 
decentering of one's own experience and cognitive maps of the world, and a 
cornmitment to cu-operation. (Ford & Pepper-Smith, 1993, p.22) 

The privilege associated with knowledge and expertise inevitably introduces the possibility of 

unintelligibility interferhg in an othewise ideal, personal and informal relationship even between 

Wends. The concept of intelligibility is one that has considerable application in the matter of 

cooperation which will be referred to again at the end of this Chapter and addressed in the 

context of trust and respect which will be the subject of Chapters III and IV. 

Contrasting with friendship, an informal relationship that is clearly impersorml in Card's 

tems is that involved in prostitution. It is obviously irrelevant to that relationship who the 

parties are apart fiom their readiness to be the means to one another's ends. 



Card's definition of a personal relationship king  one in which the identity of each person 

mattea is to be distinguished fiom more traditionai interpretations of a personal relationship as 

one in which the self-interest and demands of one person are pursued at the expense of the 

other(s). It is to this latter understanding that Blum (lm), writing of the personaVimpenona1 

dichotomy, refers when he says that: 

The writings of Thomas Nagel (1986), Susan Wolf (1982), Norman Care (1984, 
1987), and othen conccni themselves with whether, and the extent to which, 
morality understood as impersonal, impartial, universal, and rational does, or ought 
to, constrain personal projects and satisfaction. (Blum, 1990, p. 173) 

There is an apparent paradox between Card's understanding of personai as a positive attribute of 

a t tachent  relationships and the traditional interpretation of personal as a negative self-seeking 

feature of controlling relationships. 

Take, for example, the matriarcha1 character in Stella Gibbons' story, Cold Comforf Farrn 

(1936). In the screen play version, at least, Ada Doom so controls and manipulates her children 

and grandchildren by her histr-ionic and self-serving behaviours that they are incapable of making 

independent decisions and are kept kom prospering, either emotionally or materially - clearly 

negative fkom the traditional perspective of a controlling relationship. Happily, Flora Poste, the 

heroine of the story, arrives on the scene. Fiora is able to establish the sort of personal 

attachment relationship with the old lady that no one else has been able to do. Her ability to do 

so is something to do with a dreadful secret that rnakes the old lady feel beholden to Robert 

Poste's child. At the same tirne, Rora realizes that Aunt Ada is key to her own ultimate 

happiness and prosperity as well as that of her extended family. Their relationship is personal 

in Card's sense because their identities matter a great deal. But it is also personal in the 

traditional sense because some of the h i l y  clearly regard Fiora's efforts to befriend the old lady 

as motivated by self-interest that is likely to be at their expense. They f e u  that she will inherit 
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the farm and property that they consider to be theirs by right. While Fîora certainly benefits 

nom the relationship, the story shows that her efforts are ultimately for everyone's benefit. 

in summary, Card's analysis is that relationships, in general, can be classified either as 

powerful, controiling social interactions, characterized by formality and impersonality, or as 

attachent relationships that tend towards infonnality and personality. Relationships in the 

workplace can be forma1 and impersonal or informal and personal. It seems Likely that the 

responsibilities and behaviours associated with occupational d e s  will influence the types of 

relationships that are established in the workplace. Jacobs defines two types of occupation. She 

calls the collective responsibilities and behaviours associated with these two categories of 

occupation, guardian and commercial moral syndromes.2 Guardian occupations are committed 

to "the work of protecting, aquiring, exploiting, administering, or controllhg temtories" (p.29). 

Commercial life involves "giving honest weight, finding customers, and competing successfully 

with other commercial people" (p.28). 

The guardian syndrome has its ongin in the raiding and conquest of neighbouring peoples. 

Oncc land or booty had been taken, it had to be protected kosn other marauders so that systems 

and organizations had to be established for that purpose. Jacobs speculates that the conternpt for, 

and detachment kom, tradespeople was once a safeguard against treachery because there was a 

time when trading of secrets to the enemy had becorne like any other kind of trading in which 

both parties seek to strike a bargain. The resulting disdain for trading activities was keenly felt 

by those in positions of power and authonty. Children of aristoaatic families, especially those 

who were destined for military careers, were thoroughly indoctrinated with the moral shame of 

becorning involved in such treacherous bargainhg practices so that trading, for whatever purpose, 

2 The reader may find it helpful to refer to the complete list of the characteristics of 
Commercial and Guardian Moral Syndromes mat is to be found in Appendix B. 



assumeci the proportions of a taboo. Jacobs argues that the precept is just as valid in 

contemporary society: 

.. . even if war and preparations for war ever become obsolete, the precept to shun 
trading would still stand firm as a guardian m e .  Take something as unmilitary 
as building inspection by municipal govemmcnts. The commodity an inspector 
has for potential sale to a crooked contractor is impunity for mixing too little 
expensive cernent with too much cheap sand .... If the inspector sells out, we cal1 
it bribe taking and a breach of trust. But as between the two maiefactors, we have 
a voluntary agreement for mutual benefit. C m p t  trading. (Jacobs, 1992, p.60) 

So, she declares, it is necessary for anyone who holds a guardian role to maintain an arms-length 

distance fkom trading activities for the security and moral well-king of the community. Hence, 

there is a need to establish and maintain rules and regulations that will keep people who hold 

positions of authority and control separate £rom the temptations of their office. 

Jacobs submits that the power to control, in this sort of situation, is morally legitimate, 

but to be effective it needs to be backed up by authority, and even force, when necessary. It 

calls for obedience and discipline that can seldom be qualified by individual claims or 

convictions if order is to be maintained. Reasons that support traditional practices, however, do 

sometimes provide powemil arguments for special consideration. So, a new rule that forbids 

Iawyers to retain client rnonies in theû trust accounts brhaps because there has been significant 

fiaudulent use of such rnonies), needs to be applied with authonty across the board; an appeal 

to the facts of traditionai practice, however, that 1) tmst accounts have always been allowed to 

facilitate real estate transactions and 2) that the new rule will cause unnecessary difficulties and 

added expense to the client, may be considered justifiable for ailowing exception to the rule in 

those specific instances. 1 submit that a rule-bound society is not just one where rules are seen 

as the only solution for controlling relationships between people but one that allows of no reasons 

for making exceptions to those rules. The story to be told in Chapter V illustrates this point 

nicely . 
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Respect for hierarchy, another characteristic of guardian behaviour proposed by Jacobs, 

reinforces the efficacy of control. Of greatat and contiming import to the syndrome, to her way 

of thinking however, is the notion of loyalty. She supports her arguments with illustrations of 

the seriousness with which the United States and China have treated treason in ment  years. In 

Our own political community, we have seen how party members, who have failed to support the 

party line, have been ostracized and even dismissed. But, as Jacobs points out, loyalty is a two- 

way relationship even worthy of personal sacrifie, so that it is wnsidered morally acceptable 

in guardian circles if a person suffers in the place of another who has shown him special favour. 

Such loyalty has been questioned in the Canadian inquiry into the Somalia affaiif, and rightly 

so when people who hold authority and responsibility for events are allowed to go free while 

their subordhates suffer the consequences. 

What then is the story behind the commercial moral syndrome? When in need, the only 

alternative to taking, by force if necessary, is to trade with other peoples, negotiating some sort 

of voluntary agreement with ihem. Trading fiequently takes place among strangers and a system 

that is largely honest is a necessary pre-requisite. Tolerance of other people and their ways, 

choice of products and cornpetition, informa1 and forma1 contracts are al1 part of a market place 

to which different peoples bring their wares and in which they exchange their products and 

services. No commercial venture is likely to be successful without the use of initiative, 

investment of time and effort, efficiency and cornmitment towards improvement. These precepts 

are al1 part of the commercial syndrome. 

Each type of activity is a valid and necessary part of the moral syndrome to which it 

3 The Somalia affair refers to the offcial inquiry into the behaviour of the Canadian 
amed forces wtiile on duty in Somalia in 1993. The subsequent cover up and 
tampering with documents on aie instructions of high ranking officers was blarned 
on oüiers in subordinate positions. 



belongs. However, it is recognizd that the virtue of the activity is subject to corruption and 

readily becomes a vice in the other camp. 

Any significant breach of a syndrome's integrity - usually by adopting an 
inappropriate function - causes some normal Wtues to convert automatically to 
vices, and still others to bend or break for necessary expedience .... when integrity 
is significantly breached, these self-organizhg systems becorne self- 
disorganizing ... existentially. (Jacobs, 1992, p.133) 

For example, the guardian representative who has responsibility for maintainhg control of some 

aspect of the provincial purse is vulnerable if he or she becornes fiiends with tradespeople who 

will offer specid aspects to services fiom which the representative will benefit personally. In 

another example, a former officer of the armed forces has suggested that loyalty to disobedient, 

undisciplined and dishonourable officers is misplaced and at the root of the moral problems being 

unwvered by the Somalia Inquiry. 

We learned the lessons of loyalty a little too well, until we gave it where it was 
no longer desewed: to the officers among us who had debased their commissions, 
who were no longer good and honest. And when we could stomach it no more, 
we gave up, we got out .... 1 have seen a steady Stream of bnght and capable, good 
and honest men and women following me out the door. They are tempted by 
lucrative buyouts, and they are propelled out by the feeling that the ideals they 
aspired to are no longer valued. (Main, 1996) 

The commercial moral syndrome is equally vulnerable to corruption. It is a less-than- 

honest construction tradesperson who takes control into his or her own han& and declines to 

have a building inspected, so violating the client's confidence that the work will be subject to 

routine inspection. Dishonesty in the commercial world leads to the exploitation of strangers, 

unfair cornpetition and unwarranted optimism. "When violence or intimidation enters a 

transaction, it's no longer trade. It's taking by force" (Jacobs, p.14). So, threats of lay-offs by 

management, if unions do not acapt an offer, can hardly be called negotiating in good faith. 

By way of contrast, voluntary agreements bctween individuals, on matters covered by the law, 

undermine the power of guardians to control unreasonable individual gain or corporate greed. 
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As a result, the home-owner who negotiates a job with an unscmpulous contractor, without any 

formal contract, forfeits the right to make a legal claim when the building proves to be unsafe. 

Can we conclude that power-type relationships that are characterizcd by formai, 

impefsonal behaviours are in keeping with guardian type behaviours in the workplace? Certainly 

both seek mntrol. The formaiity and definition of legaily binding contracts and adherence to 

tradition certainly suggests that there is Little m m  for negotiation of special needs or 

consideration of circumstances that are out of the ordinary. However, the concept of formality 

implying public understanding and sanction seems at odds with the precept of deceit for the sake 

of the tark until we understand lacobs' explanation of the precept king rooted in hunting 

traditions where hunters sought to deceive their prey for the sake of the kill. The deception was 

not intended to confuse other hunters. A modem analogy is the use of undercover police to 

identify dnig pedlars which seems to be socially acknowledged and sanctioned and is certainly 

not aimed at deception of their own ranks unless one of them is suspected of disloyalty to the 

force. 

impersonai approaches to relationships, if taken as the opposite to personal in the way that 

Card defines that term, suggest that the identities of the individuals involved in a guardian type 

relationship are of little import. This hardly rings tnie with the precepts to respect hierarchy, 

be obedient and disciplined and loyai until we realize again that the injunction is quite reasonable 

when applied to other people who hold the same guardian role. It is the fact that a person holds 

office or rank within the guardian system that is important, not the faa that he or she hails from 

the same home town as the subordhate or shares a hobby. 

It seems reasonable to conclude that, within the workplace, formality and impersonality 

in relationships will advance the purposes of those who carry guardian responsibilities concemed 

with the control and management of property and territory. Can a similar conclusion be reached 
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when considering aîtachment relationships characterized by infomality and personal behaviours 

and commercial type ocarpations concemed with the supply and trade of essentid services? 

Infonnaiity implies pnvate arrangements made voluntarily that build common interests 

and comections. Where loyalty is regarded as the essentiai component of the guardian 

syndrome, honesty is similarly necessary for the integrity of commercial type occupations. It is 

only when honesty is generally to be relied upon that people who hardly know one another can 

enter into any sort of agreement to trade their goods or services. Continuing business depends 

upon personal relationships king established that make it possible to know enough about a 

person to appreciate his or her particular needs. U ' n g  initiative and enterprise to tailor one's 

services to meet those particular needs, and working efficient& in order to supply the service in 

a timely fashion, speak to a relationship that is personal in the sense that the identities of the 

parties matter to one another. There is nothing to be gained kom deceiving for the sake of the 

task as is the case in a guardian relationship but dissent for the snke of the t a &  may be 

profitable; for example, an open discussion of new or different ways of accomplishing tasks may 

improve the efficiency of production or distribution and encourage more business. It seems that 

attachent relationships do support commercial typc occupations. 

Does it make sense that bartering, negotiation of customized agreements and cornpetition 

should only take place between people of like occupations in the same way that guardian precepts 

are restricted to their own kind? Clearly, informal relationships expose individuals to the wiles 

of charlatans and those motivated by self-serving interests, but if trading is confined to 

established products and people who are well h o w n  to one another, there will be little advance 

of new ideas or new business. The success of commercial occupations, therefore, depends upon 

interaction with people beyond their own sphere but it also depends upon their counterparts in 

guardian occupations maintaining an ordered society where honesty and trust are usual. At the 
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same tirne, guardia. occupations depend upon their counterparts in commercial occupations to 

supply their basic needs for every &y living. The occupations are interdependent and 

complementary but necessarily distinct fiom one another. 

In summary, guardian type occupations in the work force are enhanced by relationships 

of fomaiity and impersonality consistent with the exercise of power or control. The moral 

integrity of these occupations is only legitimate within the mnks of those who share the role. 

Commercial type occupations in the workplace are enhanced by relationships of infonnality and 

persona1 regard that build the comeaions and attachments necessary for the contiming supply 

of services and needs. Because people beyond their own ranks share needs, their trading knows 

no boundaries but does depend upon the effective d e s  of guardian occupations in maintainhg 

an ordered society. 

Where do the professions fit into this d y s i s  of relationships and behaviours? In the 

next part of this Chapter, 1 examine the roles of professional people, their relationships and their 

behaviours in the workplace, in an effort to make moral sense of professional roles and 

responsibilities and to understand why distrust has entered into their relationships with members 

of the public. 

3. THE PROFESSIONAL ROLE AM) PROFESSIONAUSM 

Among the many and widely interpreted notions of a profession, Freidson (1994) defines 

its purpose and value as "an occupation that controls its own work, organized by a special set 

of institutions sustained in part by a particular ideology of expertise and service" @.IO). He uses 

the word professionulism to refer to that ideology and special set of institutions. 

There appears to be little dispute over the matter of the professional identity king that 

of an expert: 



Whatever else they are, professionals are experts: indeed, "profession" as opposed 
to "amateur" umnotes not only eaming a living by one's work, but also superior 
skillfulness, or expertise at doing a professionai as opposed to an arnateurish job .... 
the performers are tme specialists with skill and knowledge - that is with 
expertise - which is distindly theirs and not part of the normal cornpetence of 
adults in general. (Freidson, 1994, p. 157) 

Aspiring to becorne an expert demands tirne, effort, determination and preocaipation with a 

specific howledge base and set of skills. Typically, the professions requin that graduates fiom 

professional education programmes meet deFied critena to validate their expertise. Those who 

succeed are allowed to cary cxedentials and use the title that aifords the privileges associated 

with professional identity and status. Continuhg status fiequently requires evidence of 

continuing education and keeping abreast of new developments in the field. Concentration upon 

one aspect of professional practice and proof of skills beyond those normally required of a 

general practitioner wanants recognition of p i a l  expertise. 

The status of expert is conferred formally by rnembers of the profession: 

One [view] widely held, or at least publicly proclaimed by professionals 
themselves is that they are conscientious experts devoted to improving the lot of 
both society and their clients. Whatever compensation they receive is genuinely 
eamed by the value of their services. (McDowell, 1991, p.2) 

The identity of expert and the responsibility of providing service to others are tied together by 

the ideology of professionalism: 

Professionalism entails commitment to a particular body of knowledge and ski11 
both for its own sake and for the use to which it is put - that is to say, 
cornmitment to preserve, r e h e  and elaborate that knowledge and skill, to do good 
work, and, where it has application tu worldly problems, to peqorm it well fur the 
ben* of others [italics added] - to do Good Works. (Freidson, 1994, p.210) 

Professional cornmitment, on this account, is to advance the profession 6rst and then to sente the 

needs of others. So, the first role of a professional person involves a relationship with other 

rnembers of a pmfessional community and their cornmon conmitment to professional 

developrnent. This is a relationship that extends beyond the workplace but nevertheless 
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influences practices. The second role is as an expert provider of services to needy individuals 

and groups of comauners. It is appropriately explored as an occupational role fkom the 

perspective of Jacobs' thais. 1 will take each type of role in hm, while acknowledging that they 

cannot be kept separate in the workplace. 

Members of a professional community are in some sort of nlationship with three distinct 

types of people, 1) the other members of the profession, 2) members of allied professions and 

3) members of the gecerd public. 

It is clearly impossible for one person to have a personal relationship with every other 

member, with allied p u p s  or with every potential client, in the sense that Card uses the tem. 

informai liaisons have evolved into organized groups of professional practitioners so that their 

cornmon interests and relationship~ with other institutions are represented by an elected body. 

The individual practitioner's relationship with an organized professional association is necessarily 

formal and impersonal in the Card sense, because, with membership in a goup cornes the 

cornmitment to fuaher the roles and responsibilities of the group as they are represented by the 

organization rather than by the individual. If a member is disloyal to the group's image, 

membership, and the status that it carries, can be withdrawn. 

1 wili refer to the primary role of professional association as prof&o~l development. 

This is my interpretation of an earlier quote by Freidson in which it is described as good work 

that preserves, rehes  and elaborates knowledge and skill. The very existence and continuation 

of a profession depends upon practitioners' knowledge and skills and the representation of their 

expertise to others among the general public and in the workplace. It suggests a need to build 

connections for collaborative work with others, openness to cornpetition and inventiveness, use 

of initiative, industriousness, and al1 the other characteristics of Jacobs' commercial moral 

syndrome. 'Ibis was the type of behaviour seen among physicians and surgeons in Laennec's day 



to which 1 refend in my earlier account of the history of medifine and its development. Active 

participation also seems to be a desirable charactenstic for individuals who belong to the group 

because they hold cornmon goals. 

But professional associations have long accepted a mandate to control individual 

enthusiasms or waywardness in the interests of the collective body's status and reputation. The 

need for professional people to encourage one another to practise high standards of ethical 

behaviour has k e n  around for a very long time in hcalth are.  Edelstein (1943) saw the 

Hippocratic Oath as a programme of ethics consistent with Pythagorean philosophy and in 

keeping with the social trends of the Greek community in the year 4BC. 

The Oath as a whole is hardly an obligation enforced upon the physician by any 
authority but rather one which he accepted of his own free will. It is not a legal 
engagement; as the wording indicates, it is a solemn promise given and 
vouchsafed only by the conscience of him who swears. (Edelstein, 1943, p.61) 

The relationship of member physicians to the p u p  was voluntary and so relatively informal. 

In that early Greek society, there were not very many physicians, so relationships among them, 

even those who were regarded as having authority, were probably quite intimate and collegial. 

But their charactenstic behaviours, as described in the Oath (Appendix C), were exclusive and 

benevolent, treasuring honour and loyalty more typical of Jacobs' guardian moral syndrome than 

the commercial syndrome. It is interesting to note that this was the pattern over a long p e n d  

in medical history in which there was little advance in the treatment of disease and illness. It 

is possible that the informal cornmitment to guardian ~ r p e  behaviours, in the context of what 

appears to be a commercial type occupation, may be conelated to limited professional 

developrnent. 

But with the age of enlightenment, the practice of medicine changed dramatically. 

History, especially in this century, reveals a body of knowledge in areas of health care that has 
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expanded dong multiple dimensions. Traditional commitments and practices, particulart y those 

that had moral dimensions, were abandoned in favour of new loyalties and progressive ideas. 

This led to an increasing number of new groups king fomed that aspired to the status of 

professions in health care. Some of these claimed expertise in temtory that was either an 

extension of, or part of, the domain of an established group. The once exclusive empire of 

physicians and surgeons has gradually bewme a multi-disciplinary forum that, at various t h e s  

today, includes phannacists, nurses, physiotherapists, occupational therapists, speech-lauguage 

pathologists, social workers, chaplains and ethicists, to say nothing of specialties within each 

discipline. 

That much of this development was spawned and supported by individual members of the 

medical profession is evident by noting that the first presidents of the Canadian Association of 

Occupational Therapists (CAOT) were physicians. The new organizations developed first as 

amiliaries to the profession of medicine. It was not long before their size and knowledge base 

warranted independent organization and these new groups claimed professional status of their 

own. Other mernbers of the established professions were l e s  happy with these developrnents and 

the encroachment upon their domain. They found it necessary to encourage the professional 

associations to defend and protect the interests of their members in an arena of increasingly 

cornpetitive hedth cire professions. 

There were two ways in which these professional organizations could have responded. 

They could have collaborated voluntarily and built relationships that would have encouraged joint 

initiatives and partnerships, but traditional ways d l e d  for controls and the exclusivity that goes 

with territorial rights and ownership. The relationships between the different professional groups 

became more formal and impersonal as the newer groups struggled to £ree themselves eom the 

domination of the medical profession. Their interaction became more concemed with defending 
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their speciai skiils and knowledge, as peculiar expertise, rather than collaborating and negotiating 

with others. In general, the history of formai heaith care professional organizations shows a 

growing pnocaipation with controlling relationships that is only now beginning to change as 

they recognize the benefits of making joint representation to government and other institutions 

and voluntarily form coalitions. Threats to the autonomy of professional practitioners in the 

health care system, as a whole, seem to have given sufficient reason for professional groups, who 

are othenvise fiercely independent and protective of their territory, to show limited support for 

one another and establish hgi le  alliances for their mutual benefit. 

The preoccupation of professional organizations with the control and protection of their 

academic knowledge and practice base may well be one reason for the increasing formality and 

impemnality in their relationships with the members, with allied groups and with the general 

public. However, the very existence of a voluntary professional organVaton depends upon 

winning the support and active involvement of qualified people, and ailied groups. How they 

go about doing this is critical. If their way is to involve collaboration, negotiating voluntary 

agreements, taking initiative, encouraging enterprise, king optimistic but having honest, open 

relationships with their members and the general public, whose CO-operation and business is 

essentiai to the continuation of the professional endeavour, they are operating in a manner that 

is consistent with attachent type relationships and commercial type occupations. Lf however, 

they demand additional qualifications, use threats, perceiveci coercion or appeals to loyalty, these 

organizations are employing guardian tactics. And, when organizations find it necessary to 

constrain individual members' activities lest their status and image, as a whole, be tamished, they 

are behaving remarkably like w b g  tnbes that have claimed titles that they must then protect! 

The discussion, so far, has suggested that professional relationships, in modem times, have 

k e n  pre-occupied with controlling and maintaining their exclusive areas of expertise, and the 
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status and privilege that is associated with it, at the expense of building relationships and 

encouraging commercial type behaviours that seem to be more in keeping with professional 

development. How then is the secondary role of service provider to be understood? 

The Shorrer Oxford English Dictionury (Onions, 1973) gives several definitions of service, 

two of which may be applicable to people in the professions. The first definition refers to the 

responsibilities associated with a nlationship of servitude, "the performance of the duties of a 

servant; work done in obedience to and for the benefit of the master" (p.1950) - obiigatory and 

confined, the role of someone under the control of another. The public perception of 

professionalism in health care is not one of trading or commercial activity. The usud picture is 

that of helping professions, in the sense of king G d  Samoritans who may not have the 

necessary skills to help needy people themselves but who will go out of their way to ensure that 

those needs are addressed. This seems typical of physicians fiom a previous age who had little 

expertise but whose loyalty to their calling carried with it moral duties and obligations to service 

of this sort. It conjures up a picture, in more recent times, of auciliaries to the established 

medical profession who were the gaie-keepers of public health and well-being; beneficent, 

altniistic helpers who served the medical profession and their clients, often for minimal retum. 

This concept of service is hardiy consistent with the status of the contemporary professional 

expert or the autonomy associated with it. 

In situations where professionalism and professional privilege are strictly limited and 

controlled by other powerful groups, even members of long established professions begin to feel 

that they are little more than servants. While Freidson refers to works by Gramsci and Foucault 

that portray the dominance and power of the professions themselves, he also points to the 

opposite view that the professions can be "passive instruments of capital, the state, or their 

individual clientsn (p.31). 1 am reminded of the vivid amunt of the strict controls imposed on 
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He [Mao] condemned doctors for not wanting to work in the countryside, 
particularly in the remote areas.... The propaganda line about peasants having no 
doctors was really intended to generate hatred against the pre-Cultural Revolution 
Party system, and against intelleztuais (this category included doctors and nurses). 
Mao offered a magic cure to the peasants: 'doctors' who could be tumed out en 
masse - barefoot dodors. 'It is not ai al1 necessary to have so much formal 
training,' he said. They should mainly leam and mise their standard in practice.' 
On 26 June, 1965 he made the remark which bccame a guideline for health and 
education: 'The more books you read, the more stupid you become.' 1 went to 
work with absolutely no training. (Chang, 1991, p.568) 

Professional expertise is surprisingly limited when its value is not appreciated. 

The potential is aiways there, tw, for the rich or influentid customer client to assume a 

position of power and for the professional role to become one of passive servitude for the sake 

of monetary or other recompense. The personal circumstances of the practitioner may lead him 

or her to believe that he or she is beholden to clients who can afford to pay well for services 

beyond their market value, but the person who is sa persuaded is seiling more than expertise, he 

or she is selling professionalism. 

A second dennition of service describes "the action of serving, helping or benefiting; 

condua tending to the welfare or advantage of another" (p.1950) - a sense of there king a 

number of choices and an opportunity to contribute to the well-king of others. When the 

service provider is an expert, the question is to what extent decisions that affect a client should 

be based on expert opinion and what part the client should take in such decisions? For example, 

an expert in musculo-skeletal abnomalities may be asked to address the postural problems of 

a multi-handicapped client. 

Ioe expert may be of the opinion that adjustment of the client's sitting position to one that 

is more visually pleasing and physiologically advantageous is necessary. This conclusion rnay 

have been reached without recognizing that such intervention could be at the expense of the 
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client's ability to manoeuvre his or her wheelchair around or to eat without assistance. The client 

may care little for skeletal a l i v e n t  and appearances, pnferrhg functional ability, however 

limited. It could be argued that the expert intemention proposed is in the client's best interest; 

after dl, prolonged postural misalignment may lead to respiratory difficulties and consequent 

problems that are reaiiy hannful and unacceptable appearance may contribute to social isolation 

that is undesirable. Surely intervention that prcvents such harms must be of benefit to the client? 

But where is the client in this situation and how is he or she helped and enmuraged to make an 

informed decision? From the client's perspective, there are other social and moral considerations 

such as mobility and independence in activities of daily living that warrant discussion. 

If the relationship between the professional expert and the client is a fomal and 

impersonal one, in which the power of expertise is flaunted, the client's wishes are likely to be 

disregarded. If it is less formal and more personal, collaboration is more probable and the client's 

concerns will be taken into consideration. The professional person who sees him or herself in 

the role of a guardian legitimately argues that he or she has the responsibility to protect the client 

îÏom further disability and use of expensive health care resources. In the role of trader, in the 

sense of supplying a service in exchange for a negotiated reward, the same expert will collaborate 

with the client and be open to using initiative and exploring avenues that may not have been 

investigated More. 

Power is associated with status, education, economic security, independence and positions 

of authority carrying responsibility for, and control over, the actions of others. In theory, at least, 

professional status and roles suggest that practitioners are poised to exert control over others. 

The polar extreme is represented by lack of status, education and economic security as well as 

having a need that can only be met by someone else. The patient client, because he or she is in 

need, is potentially at risk of king controlled by the more knowledgeable and powerful 



professional person, control which, though subtle, may be to the point of oppression. If, in 

addition, the client is dependent upon professional generosity or a third party to purchase the 

services of the professional person, then he or she is even more vulnerable. The customer 

client who is in a position to pay for expert professional services is in a very different 

relationship with the professional practitioner fiom the patient client who is dependent upon 

someone else. The relationship is more likely to be one involving negotiation of the h e  and 

the services that are to be purchased. Within that agreement, there is greater opporhinity for 

dialogue to take place that will numire the personal aspects of the relationship. The relationship 

assumes a decidedly commercial moral approach that may appear l e s  desirable when the need 

is for the resolution of complicated or long-term problems that are more expensive than the 

person can afford. The options available to the customer client are limited by the amount he or 

she can pay and the willingness of the practitioner to acknowledge his or her Limitations of 

expertise and to acquiesce with the client's wishes. Roviding there is an honest and open 

relationship and a degree of trust between the parties, negotiation of voluntary agreements 

remains a possibility. in other words, providing the moral syndrome remains intact, the 

relationship can continue to be one that is morally sound. 

However well-intended, the provision of expert professional services that are not 

acknowledged by the client to be consistent with his or her considered wishes cannot be assumed 

to be service in the sense of conduct tending to the advantage of another. This notion of service 

seems possible only in a professional relationship in which there is collaborative decision-making 

taking place involving both the expert and the client or surrogate person. Sadly, this is not 

generally what happens, thus: 

Another view found broadly among mernbers of an increasingly cynical public is 
that professionals are a rapacious, p d y ,  often incompetent lot who arc 
frequently paid to do more damage than good. (McDowell, 1991, p.2) 
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The commercial type moral behaviour that goes dong with the service of an expert seems to be 

in conflia with the first, more traditional notion of service. Public expectations of professional 

behaviour as service providers are confuseci and often disappointed. My conclusion is that a 

profession that is committed to professional development and to service for the ultimate benefit 

of others necessari1 y cultivates connections and behaves in ways charaderis tic of the commercial 

moral syndrome. This is not how the health a r e  professions would like to describe thernselves. 

Since many people who enjoy positions of authority continue to scom tradespeople for no good 

reason, my andysis is not likely to be well received. Yet one of the gmmbles heard among 

professional practitioners themselves is that they are not appreciated and their skills and 

knowledge are taken for granted. One of the consequences of taking up a commercial moral 

cornmitment calls for behaviours that encourage mutual respect that is descnbed in Chapter IV. 

The professions appear to be caught up in a new tension. Where once they cultivated 

attachent relationships and pracîised guardian type behaviours in the workplace, they now 

appear to be wanting power-based relatiomhips while king actively encouraged to practise 

commercial type behaviours in the workplace in the interests of economy. The first tension was 

possibly a factor in the long period of time in which the medical profession, at least, made few 

advances in professional howledge and skill. The second sanario, 1 submit, is a major factor 

in the contiming distmst of the professions by the general public. Both are examples of the 

moral confusion and disintegration that Iacobs claims arises when attempts are made to 

harmonize t w ~  distinct moral syndromes as one. And this is, in itself, a reflectio~~ of a general 

tension in society as a whole, behveen those who have responsibility for social controls and those 

whose capacity to supply the needs of othea in new and untried ways is hstrated by the 

controls that are put in place. 

In the last part of this Chapter, I hm to the bigger picture of heaith care practice in an 
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attempt to understand better the challenges that wili face professional practitioners who are 

committed to d e s  of moral inteNty. 

4. CHALLENGES TO THE MORAL INTEGRITY OF HEALTH CARE PRACTICE 

Ln the introduction to this Chapter, 1 referred to Govier and Eisler and their concem that 

society is pervaded by the need to dominate in relationships. Their ideal is for society to be 

modelled on equal partnerships. I then concluded from my analysis of professionalism that it is 

consistent with the attachment type relationships of which friendship is the prototype. 1 argued 

that behaviours consistent with the commercial moral syndrome are necessary to fulfil a 

commitment to professional development and the provision of services as an expert. But there 

are problems inherent in informal, personal relationships where there is a commitment to 

professionalism in the contea of unequal relationships - these were outlined in the h t  part of 

the Chapter in illustrations from the history of medicine. Many professional practitioners seem 

reluctant to give up the power and status associated with their expertise. Nor will others who 

are personally committed to promoting equal partnerships in professional/client relationships £ind 

it easy to do so in a society in which the need for power and control is fostered by institutional 

structures and systems. 

One of the consequences of health care as it is presently practised is the perception that 

third party insurers can interfere in the professional/client relationship. They appear to hold the 

balance of power that should rightly be negotiated between the expert and the client. For 

instance, cumnt procedures, employed by govemment insurance plans or individual insurance 

carriers, set limits on the provision of services offered by health care experts. This is a deliùerate 

way of exerting fiscal control, but it has the effect of reducing professional discretion and 

autonomy as well as denying the patient client the opportunity to exercise choices that might 



otherwise be available. 

The question that often arises in occupational therapy practice is whether the third party 

or the recipient of services is the client? if the third party is the source of payment for 

professional services with whom the professional person negotiates the tems of service to be 

provided, it would be appropriate to consider that third party as a customer client. The recipient 

of services is very much a dependent party with choices limited by the tems of the 

professionaVcustomer client understanding. Third parties are not limited to those who pay the 

bills. Govemment organizations, charitable groups, community representatives, even family 

members may have Legitimate interest in the well-king of a patient client. They may try to 

infiuence decisions about the services that the professional person offers to that client. A third 

party, then, is in a position to create a real or implied distance in the professional relationship 

with the recipient of services, necessarily making it more stmctured and defiied. 

Sometimes, the health care practitioner is an employee of a third party bound, by the 

tems of a contract, to behaviours that demonstrate loyalty and obedience to the employer. The 

recipient of services, in such a situation, really needs another professional person to advocate for 

his or her needs. While this adversarial representation is cornmon in the practice of Iaw, it is 

rarely found in the health care arena. These contradictions behueen professional aspirations and 

the reality of the work environment are bound to affect the extent to which the professional 

person is able to establish the sort of comeaing partnership with the client that Govier 

envisaged. 

In a system of socialized medicine, such as we have in Canada, health care tends to be 

institutionalized. Professional practitioners often becorne employees of health care institutions 

hanced fiom the public purse. As such, their autonomy in the workplace is limited, not only 

by contractual agreements with the employer, but by employee associations and in some cases, 
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by enforced membership in a union that may have little regard for professionalism. These 

limitations are typically refiected in the policies and procedures of the employing institution. 

They dehne the nature of the services that rnay be offered by the professional employee and the 

ways in which dccisions are to be reached. The types of service provided are designed to address 

stereotypical problems and to meet the basic needs of the population in standardized ways. It 

would be a bank-breaking exercise to offer highiy individualized and specialist services in every 

community hospital. Unfortunately, the provision of special services in limited locations means 

that they are not equally accessible to ail who might need them and professional expertise is not 

available to everyone. 

The patient client who accepts professional services offered within the confies of a 

public institution is immediately restnaed to the options that are available. His or her special 

needs, unless life-threatening, are likely to be disregarded even if they are recognized. For 

example, Mr. E. in my introductory example, had special needs because he was a recent 

immigrant with little comprehension of English and that little affected by a stroke. The policies 

and procedures in place in that work environment did not encourage staff to take the t h e  

necessary to communicate effectively with either Mr. or Mrs. E. Those who might have done 

so, might well have been perceived as overstepping their designated roles and showing preference 

to Mr. E. over other patient clients with more obvious physical needs. The professionaVclient 

relationships in that situation were quite formal and impersonal, the role obligations of the staff 

apparently motivated by their job descriptions rather than by any interna1 values and their 

activities custodial, none of which is in concert with the notion of a morally sound partnership. 

The institutional workplace brings the different members of the health care team together. 

Each professional practitioner is in a relationship with each of the others and called upon to reach 

decisions on behalf of, or in conjunction with, their patient clients. It is here that relationships 
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between disciplines in the professional community have their innuence in the workplacc and 

where professional and individual power games are most evident. Not only that, but the 

differences in professional ideals becorne very obvious. For example, members of the medical 

profession hold to principles of beneficence and social workers to principles of distributive justice 

while many rehabilitation professionals espouse principles of autonomy. Al1 would c l a h  that 

they respect the client and put the clients' best interests Wt! Few would consider that 

professional interests should be openly discussed with clients. The mernbers of the team have 

different, but equally valuable expertise to offer. Theirs is not a hierarchical relationship in 

which one person alone carries responsibility for the team's decisions, although this is often 

thought to be the case. When the members of the team have good working partnerships they are 

able to make well-considered decisions that take into account each discipline's perspective and 

their clients' informed wishes. 

The dependent patient client is not confiied to institutions. Family physicians are not 

usually employees but their services and payments are controlled by agreements negotiated 

between their representatives and government insurers. In my own experience, the paid time, 

controlled by current agreements, that the physician spends with a patient client allows little 

opportunity for more than formal and impersonal interaction. The client who is in pain and 

discornfort needs extraordinary courage and determination to question the diagnosis, ask for 

explmations or check the prescription unless the physician makes the effort to seem uninterested 

in the clock. It also takes time for the physician to access colleagues for opinions and 

collaboration. When disciplines work independently and in isolation fiom others, there may be 

less dispute but there is often l e s  collaboration and more mis-communication that cannot be in 

the k t  interests of their clients. 

As has becorne evident, there are many obstacles to creating ideal professionaVclient 
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Jacobs has argued that there is a legihate place for d e s  that cary the power to manage 

and control property and territory in the common interest and a legitimate role for commerce but 

that efforts to harmonize the two, as one, are morally destructive. Ln the previous part of this 

Chapter, I concluded that this is what the professions have k e n  attempting to do. The first 

attempt led to a virtual halt in professional development and the more recent attempts appear to 

contribute to distmst of professional expertise on the part of the general public. If cunnecting, 

commercial type behaviours are appropriate to promoting professional development and expert 

service provision, there could well be a place for distinct organhtions and guardian occupations 

with responsibility for proteaing consumers in relationships that are inherently unequal. 

A major development, since the middle of the 19th ccntury, has been the growth of such 

organizations to protect the interests of the public good and ensure that they are being served 

appropriately. Ralston Saul (1995), in 27ze Unconrscious Civilizntion, argues for a citizen-based 

society which happily tolerates "gods, kings and groups providing they do not interfere with the 

public good - that is, providing that they are properly regulated by the standards of the public 

good" (p.33). Professional organizations that are more concemed with controlling their ranks in 

the interests of protecting their own turf, their status and expertise, may not interfere with the 

public good but they certainly put limits on it. Their pre-occupation with their own concerns, 

their loyaity to other members of their professions and willingness to deceive for the sake of 

promoting their own ends, as illustrated by the abuses in therapeutic rescarch, suggests that they 

have not k e n  willing to listen to the perceptions and concerns expressed by their clients and 

members of the public. 

Our demmatic western society has stopped king unduly tolerant. Increasingly, there are 

legislated regdatory bodies organized around the risks that clients face when they seek help with 
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their problems fiom professional practitioners. Legislated organkations have the force of the law 

behind them in seeking to proted members of the public from the abuse of self-interested and 

wayward practitioners as well as charlatans. Sometimes, the request for regulation has corne 

from within the ranks of the voluntary professional organizations, but for different reasons. They 

have thought that the regulation of members' practices would bring public recognition of them 

as valid and credible professional practitioners4 but this dws  not seem to have effected any 

positive change in their relationships with clients. 

Members of a group that is legislated are required to belong to the regulatory organization 

as a condition of practice. Non-cornpliance with the rules and regdations of a regulatory body 

is subject to discipline of various kinds fiom fines to suspension and removal fiom the register - 

a significant threat to the individual practitioner's standing in society and ability to generate 

custom. The regulatory organization has little need to nurture relationships with other groups or 

with individuals as long as it is seen by members of the public to be carrying out its 

responsibilities. It performs a guardian function for the provision of clearly defined traditional 

services where expectations are less likely to bc disappointed. 

The existence of regulatory bodies rnakes it possible for appropriately qualified individuals 

to do the work of professional people, in strict cornpliance with the rules and regulations, without 

king involved in professional organizations committed to professionalism and without the client 

customer being unduly at nsk. These practitioners are likely to operate strictly within 

professional guidelines and to aspire only to standards whereby their clients' interests can be 

4 The Ontario Society of Occupational Therapists championed the development of 
the Ontario Council of Occupational Therapists,(OCOT) the first self-regulatory 
organization for occupational therapists in the province in me h o p  of persuading 
the Ontario government that there was a need to regulate their practices. Once 
legislation was in place and the College of Occupational Therapists of Ontario was 
established, QCOT was dissohred. 
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reasonably assured. Those practitioners who ch- to be members of their voluntary 

professional organization are also committed to advancing professional interests and using those 

interests for the well-king of their clients when there is voluntary agreement to their so doing. 

The regdatory bodies, for which many committed professional practitioners have toiled in the 

interests of professional status and mdibility, are, paradoxically, a real threat to contiming 

professionalism. 

The regulated practitioner in health care is committed to the moral guardian syndrome as 

a condition of a licence to practise. In addition, employment patterns within the health care 

system require cornpliance with the policies and practices operative in the system that threaten 

to rob individuals of choice. Many of these policies and practica foster power and dominance 

by other people in authonty. However, the regulated praditioner who is dedicated to 

professionalism also has a cornmitment to moral professional commercialism that cdls for 

behaviours incompatible with guardian pracîices. Jacobs suggests that the solution is a symbiosis 

or cooperative relationship between the two roles that will maintain each syndrome's identity and 

integrity. What is needed is some sort of relationship in which the guardians are so informed 

by the commercial type occupations that they establish wntrols with which the commercial 

occupations can comply willingly. It calls for an ability to live and work with ambiguity rather 

than overcome it and it demands a flexibility that is otherwise called moral maturity. A 

relationship of this sort will be a tmly modern solution to a long standing problem. Once again, 

philosophy may help us to a better understanding of the options that might be considered. 

Chapter VI considers "Two nieories of ModerniQN, proposed by Taylor (1995). One is 

consistent with efforts to harmonize relationships through uniformity, which is what I believe the 

professions have been attempting to do thus f a .  The second theory would allow for the 

difference and flexibility that seems necessary if people with different roles and responsibilities 



are to live together in any sort of cooperative relationslip. 

Jacobs believes that the moral integrity of both occupation types depends on the 

achowledgment and existence of underlying universal precepts: 

"Where's cooperation, courage, moderation, mercy, common sense, foresight, 
judgment, cornpetence, perseverance, faith, energy, patience, wisdom? ... they're 
esteemed across the board, in al1 kinds of work. In wnduct of personal life, too, 
for that matter, not just in working and public life." ... said Kate "but I'd think 
coopemtion ir probubly the most important of the universols. [italics added] We're 
social animais, and everything we are or have hangs on cooperation." (Jacobs, p. 
25) 

Bateson (1988) proposes three possible reasons for the biological evolution of cooperative 

behaviour. They are not mutually exclusive: "(1) the individuals are closely related; (2) the 

surviving character is the property of many individuals; and (3) the individuals mutually benefit" 

(p.18). Bateson suggests that an exploration of the conditions in which cooperative behaviour 

occurs show how ûust cornes about. He proposes that people who cooperate together in a group 

"may through their concerted efforts, generate an outcome that puts their group at an advantage 

over other groups," (p.18). 

in the professions there appear to be commercial and guardian occupational groups that 

are closely related because of their common interest in the particular discipline. They need to 

work together. If the consumers of professional services are to benefit from the expertise offered, 

mperation with professional inquiry and treatment is essential. At the same tirne, professional 

development, and therefore the future well-being of a profession, depends upon the cooperation 

of clients. 1 submit that the common precept that will generate such cooperation is trust. If the 

different occupational type moral syndromes cannot be harmonized in professionalism, then 

cooperative behaviour between those who carry commercial and guardian type responsibilities 

seems essential as a means of building mist relationships with the people these roles serve. 

in Chapter III, I will argue that the cornpliance with rules consistent with professional 
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regulation and guardian behaviours can never be suffident. ?le cooperative relationship 

nwssary for individuals in society to mutually benefit n o m  professional expertise seems to cal1 

for trustworthiness in the professional workplace that takes over when guardian practices either 

reach their l h i t  or lose their integrity. Without tnistworthiness, professionaiism cannot survive, 

nor will the needs of particular humans be met. 



CHAPTER IiI 

TRUST IN PROFESSIONAL RELATIONSHIPS 

1. TRUST and REGULATION 

Relationships between heaith care professionals and the general public appear to have hit 

an d l  time low. Professional attitudes are under constant attack and professional advice is 

questioned. Cornplaints to regdatory organizations about professional behaviours have reached 

unprecedented levels. Professional practitioners are largely conscientious in their work, comply 

with legal requirements and seek to uphold professional ethics, yet, rather than trust, there is 

growing distrust evident in many professional relationships. 

1 referred to Govier's paper, T m ,  Dktmsî, and Feminist ï2eory (1992), at the beginning 

of Chapter II. She suggests that trust is a cornplex concept. The first part of this Chapter 

explores notions of trust fiom a philosophical perspective to see if a broadly conceptual approach 

can assist our understanding of situations and behaviours that lend themselves to the development 

of trust. 

Gellner (1988), 1 believe, helps us to understand the rudimentary meaning of trust in a 

fascinating account of nomadic life within a traditional Muslim society, attributed to Ibn Khaldun. 

He argues "that anarchy engenders trust and govenunent destroys it" (p.143) rather than the more 

familiar deductive conclusion that anarchy leads to distrust and social disintegration. This is 

important in the context of guardian and commercial type occupations because, if Gellner is right, 

when guardian occupations put rules in place as a move to enhance social order in relationships, 

they are actually destroying trust. Gellner describes the fragile trust and cohesion that 

developed between nornadic peoples as a means of self-protection in an essentially anarchical, 

transient and pastoral community where there was wide diffusion of expectations about life 
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among potentially warring factions. Nomadic peoples, if they were to survive, were dependent 

upon liaisons with others. In so far as this can be seen as an analogy with members of the 

professions and their original freedom and independence, it is reasonable to see how similarly 

cohesive relationships would foster alliances within and between professional groups and enable 

the rnernbers to pursue professional developrnent unenaunbered by rules and regulations. 

Gellner contrasts the hee nornadic lifestyle with that of urban people who necessarily 

accepted governmental authority and who appeared to lack the same motivation to work out co- 

operative relationships in order to survive in an acquisitive society. These urban dwellers largely 

conformed to rules and regulations in the interest of an ordered society. To the extent that they 

did so, their behaviour was predidable and generally to be relied upon, behaviour that is 

consistent with the notion of confidence or reasonable trust which will be expanded upon in the 

next section of this Chapter. This made it possible for them to go about their business in a more 

independent and self-sufficient fashion having little concem for creating liaisons. The same 

could be said of professional practitioners who are bound by rules and regulations. The more 

ordered and defined their practices become, the more confidence their clients can have in the 

outcornes of professional intervention and the less need individual practitiones have to 

collaborate and interact with one another. These are additional illustrations of the influence that 

guardian roles have upon commercial type behaviours. 

As Chapter ii has established, professional people claim a nght to autonomy, and freedom 

to use discretion in their practices by virtue of their knowledge and expertise, but their 

relationships with others are innately powemil and potentially harmful. The imposition of mles 

and regulations by professional organizations has been seen to be the accepted way of setting the 

limits on behaviour. But, as 1 have indicated, it has had a number of undesirable consequences 

and it has not been entirely successful. in the second part of this Chapter 1 will argue that mles 
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are actually inadequate as a means of controllhg professional behaviour or of building client 

confidence. 

Chapter II suggested that rules are designed to put limits on self-interested professional 

development and intimate relationships; this restncts the ability of professional practitioners to 

deal with complicated, unusual or intirnate concems. In the last part of this Chapter, 1 use the 

regulations to prevent sexual abuse of patients, included within the Ontario Regulated Heaith 

Professions Act (1991), as an example. 1 contend that complicated and out of the ordinary 

problems can only be addressed in the context of special relationships that are intimate and 

personal which are not covered by the regulations. Rules, therefore, are ineffective as a means 

of e n s u ~ g  that professional practitioners will not use these situations to fulfil their professional 

or personal self-interests at the expense of their most vuherable clients. Clients can only trust 

that their professional service providers will prove trustworthy. 

2. CONCEPTIONS OF TRUST 

Trust is not a single entity but a complex concept like the many snmds interwoven in a 

piece of fabric - Baier describes it as a web. When one strand gives, the fabric weakens and if 

too many break, the fabric disintegrates. Little had been written on the subject of tmst fiom a 

philosophical perspective until Baier's paper, T m  and Antitrust (1986) appeared. Her reccnt 

publication, Moral Prejudices (1995), includes the original paper with her later works. She 

describes trust as a very broad concept that encompasses habitua1 acts as well as conscious 

decisions. For example, she relates reliance to tmst by describing reliance as a dependence on 

the habits, attitudes and reactions of others. Trust then becornes reliance on their goodwill: 

When 1 trust another, 1 depend on her goodwill toward me. 1 need not either 
acknowledge this reliance or believe that she has either invited or acknowledged 
such trust .... (Baier, 1995, p.99) 



Based on an assessment of the tmstworthiness of the other person, reliance upon that person's 

goodwill may be considend reasonable trust. 

Where one depends on another's goodwill, one is necessarily vulnerable to the 
limits of that goodwill. One leaves others an oppominity to h m  one when one 
trusts, and also shows one's confidence that they will not take it. Reasonable trust 
will require good grounds for such confidence in another's goodwill, or at least the 
absence of good grounds for expecting another's illwill or indifference. Trust, 
then, ... is accepted vulnerability to another's possible but not expected illwill (or 
Iack of goodwill) toward one. (Baier, 1995, p.99) 

Baier's explication of trust does not see it as necessarily a conscious act except when it is the 

means to a specific end. in that case, she recognizes that a degree of confidence, and a conscious 

decision to trust, axe essential to the recognition of any risks that are inherent in so trusting. 

in her interpreiation then, Baier sees tnist as  a developmental process that starts out as 

"unself-conscious trust" and proceeds to "an awareness of risk dong with confixdence that it is 

a good risk, on to some realization of why we are taking this particular risk" (p.100) and on to 

a conscious decision to trust or not trust at the end. The awareness of risk is followed by an 

assessment of the reasons and feelings associated with that nsk and culminating in the 

recognition of possible consequences and appropriate action. She equates the calculated decision 

to trust with proper tnrst. 

In Chapter Ii, 1 referred to Baier's theory of human development in which she regards 

each of us as second personî learning from those with whom we most closely relate. Code 

(1987) uses this concept when she suggests that each person learns adult discrimination through 

multiple dependent and continuously interdependent relationships. 

... one of the most essential arts of personhood that must be learned before one 
can aspire to be a knower (and an art that one is constantly leaming and 
modiQing) is the art of discerning whom one can trust, how one can know that 
someone else knows, what human resources are tnistworthy . (p.377) 

Throughout widening communit y and life experiences, Baier suggests that there are shi fting 



patterns of reliance and building of confidence and unself-conscious tmst in relationships that 

ailow us to take decisions or behave towards others without giving too much thought to their 

dispositions towards us. From Baier's perspective then, reasonable or unself-conscious mist 

appears to be a condition of proper trust. 

Baier has more to say about conditions that give rise to proper tmst. The first thing to 

note is that proper trust cannot be ordered or guaranteed. Indeed, Baier suggests that even the 

very invitation to "Trust me!" implies some question of whether or not the person inviting trust 

is worthy of trust. 

You do not trust a person to do something merely because he says he will do it. 
You trust him because, knowing of his disposition, his information, his available 
options and their consequences, you expect he will choose to do it. (Dasgupta, 
1988, p.56) 

This analysis identifies knowledge about the person, from whom mperation is expected, as a 

pre-requisite. In other words, there must be ample opportunity, first, for the person who is to 

trust, to gain adequate information about the characteristics and expertise of the person who is 

to be misted. This suggests a relationship that is more than a bnef encounter, though it is not 

to be expected that complete understanding is either possible or even desirable. 

The more one knows about people (oneself included), the less one has occasion 
strictly to tmst trusting them .... It is an important fact about trust that it cannot be 
given except by those who have only limited knowledge, and usudly even l e s  
control, over those to whom it is given. (Baier, 1995, p.187) 

With people that we have come to know intimately, it is easy to fa11 into habitua1 attitudes and 

dispositions, that take their g d w i l l  for granted, leaving ourselves more vulnerable to 

disappointment. We are more likely to weigh the dispositions of those we know l e s  well before 

we put our trust in them. 

The nsk that the other persun may not be favourably disposed to the one tnisting is one 

type of unccrtainty. Another is that the person may not have the knowledge and expertise 



neccssary for addressing the needs of the one tmsting. To what extent should the one who may 

be tmsted present evidence that will build the confidence of the one who may decide to tnist? 

Baier says that "risk is the very essence of trust" (p.196). Clearly, to meet the condition of 

uncertaioty associated with proper txust, it is impossible for a person to know al1 that would be 

necessary to predict the outcome of a relationship, but that does not in any way imply that 

important information should be withheld. 1 suggest that Iack of any knowledge about the person 

with whom one is expected to cooperate calls for faith, or blind trust, not proper trust. 

At the same t h e ,  if it were possible to provide evidence of complete knowledge and be 

certain of good will, it would make a mockery of the very notion of trust. It follows that 

excessive confidence in evidence or in the goodwill of a relationship could be incompatible with 

trust. But this seems to be contradictory to the earlier notion of trust, as  consistent with reliance 

on a person's goodwill, based on reasonable grounds for confidence. How is ihis to be 

explained? Luhmann (1988) draws a distinction between confidence and trust which 1 find 

helpful. 

Both confidence and trust, in Luhmann's view, refer to expectations which may be 

disappointed. When we do not consider any alternatives, he says, we put ourselves in positions 

of confidence. Such confidence allows us to go about Our activities without regard for danger 

so that, for exarnple, we can cross the Street confident that motorists are not bent on knocking 

us down. This seems to me, so far, to be akin to Baier's 'reasonable trust'. Confidence does not 

deny that risk is involved, simply that the risk is not considered because the goodwill of others 

is assumed. Confixdence is certainly misplaced if the assumed goodwill turns out to be illwill. 

Lack of confidence gives rise to hesitation and the need to question the assurances that people 

take for granted. Misgivings will lead either to inaction because of distrust or the restricted CO- 

operation consistent with feelings of suspicion and limited trust. 



54 

Ln Luhmannts terms, on the other hand, an intemal assesment of the risks that are 

associated with possible courses of action neccssarily calls for a decision to trust because there 

is some understanding that there could be untoward consequences. The choice of one action over 

another, in spite of possible disappointments, defines a situation of tmst since a negative outcorne 

would lead to regret over the choice. The recent debacle with the blood supply in Canada is a 

good illustration of the distinction between confidence and trust. Reviously, most people gave 

little thought to the integrity of the blood collection system, confident that the Red Cross had 

policies and procedures in place to ensure that donations were not contaminated in any way. 

Questions have since been raised that have shaken public confidence to the extent that many 

patient clients, now considering elective surgery, will take steps to donate their own blood in 

advance rather than accept the risk associated with public donation of blood products - to accept 

the risk would involve a conscious decision to tmst the system in spite of possible contamination. 

On this account, it is reasonable to conclude that, in much of the business that we go about in 

everyday life, we have confidence in the generai goodwill of othea towards us and that it is only 

in specific situations that we are conscious of our need to trust others to help and not h m  us. 

On the other hand, disregard of the need for assurances or evidence of goodwill may lead to 

action that is rooted in faith or blind trust. 

Hart (1988) proposes that confidence, trust and faith be seen as degrees of certainty based 

on evidence: 

Faith requins no evidence; tmst is an expedation based on inconclusive evidence, 
is tolerant of uncertahty or nsk; coflidence is a strong conviction based on 
substantial evidence or logical deduction. These are al1 subjective attitudes. (Hart, 
1988, p.187) 

On this account, evidence-based practice, considered so impoflant to contemporary heaith care 

practice contributes to confiidence. Limited evidence necessarily calls for a degree of trust, an 



idea that is consistent with that of Gambetta (1988), who suggests that trust is proportionate to 

the uncerîainty of the expectations or anticipated outcornes involved: 

... mist is ... a threshold point, located on a probabilistic distribution of more 
general expectations, which cm take a nurnber of values suspended between 
complete distnist (0) and complete trust (l), and which is centred around a mid- 
point (0.50) of unccrtainty. (Gambetta, 1988, p.218) 

These two propositions, taken together, seem to suggest that there is some sort of relationship 

between evidence and expeztations. Baier suggests that there are "two apparent dimensions of 

trust, renunciation of guard or defence and renunciation of intelligence ... neither reducible to the 

other" (Baier, 1995, p.158). If having general expectations is taken to be synonymous with 

renunciation of guard or defence and giving no thought to evidence, is renunciating intelligence, 

then it seems that Baier would agree that evidence and expectations are separate and distinct 

entities related to trust. This does indeed appear to be the case when she States that: 

... mistworthiness is not just mechanical dependability, and mist is not merely 
confidence in a range of particular actions in a range of particular circurnstances. 
(Baier, 1995, p. 136) 

1 take mechanical dependability to be similar to having generai expectations and confidence in 

a complete range of particular actions and circUMStances to be similar to having complete 

confidence. This analysis leads me to suggest that proper trust requires a degree of evidence 

upon which to build reasonable expectations. 

But if trust cannot be ordered or guaranteed is there some way, at least, in which it can 

be encouraged by ensuring that the conditions for mist are in place? Baier cites two conditions 

that contribute to the development of proper trust: 

Plausible conditions for proper trust will be that it survives consciousness, by both 
parties, and that the tmsted has had some oppominity to signify acceptance or 
rejection, to warn the trusting if their trust is unacceptable. (Baier, 1995, p.99) 

She proposes a test of these conditions as a test for the moral decency of trust as follows: 



trust is rnoraiiy decent only if, in addition to whatever else is entrusted, knowledge 
of each party's reasons for confident reliance on the other to continue the 
rrlationship could in p ~ c i p l e  also be entrusted - since such mutual knowledge 
would be itself a go&, not a threat to other goods. (Baier, 1995, p.128) 

Ln other words, for appropriate or proper trust to exist in a relationship, there must be mutual and 

open acknowledgement, and acceptance, of the reasons for confildence, why each has relied upon 

the other and will continue to do so. This seems to be another way of saying that there needs 

to be an appropriate agreed degree of evidence upon which both parties base their expectations 

before proper tmst can even be born. Evidence can only contribute to confidence. Paradoxically, 

where there is complete confidence there is no need for trust since expectations are certain. Lack 

of evidence makes the outcome uncertain and calls for proper trust. 

These philosophical insights of the notions of confidence and proper trust lead me to draw 

the following conclusions. It is reasonable that, in much of the business that we go about in 

everyday life, we have grounds for confidence in the general goodwill of others towards us and 

that it is only in l e s  certain situations that we are conscious of our need to trust others to help 

and not harm us. Where do rules fit into this picture? Ii compliance with mles makes for 

certain behaviour, it seems it enhances confidence and does away with the need for trust. But 

we have reason to believe that total cornpliance cannot be expected; any uncertainty regarding 

total cornpliance suggests diminished confidence and increased need to trust. This suggests that 

confidence never builds trust and that niles alone are not only inadequate for building confidence 

but potentially destructive of trust. 1 will explore this line of argument in the next part of this 

Chap ter. 



RULES AND TRUST 

My claim that mles are inadequate for building confidence in professional behaviours and 

potentially destructive of trust is based on thee arguments: 1) that people are not wholly rational; 

2) that niles inspire misplaced confidence in the goodwill of others; 3) that situations of 

complexity make outcomes difncult to predict. 

Thomas (1990) argues that if people were wholly rational in the Kantian tradition, there 

would be no need for tmst because their behaviour and the moral outcomes of their actions 

would be entirely predictable: 

A wholly rational moral self would act morally, which means that such an agent 
would always a d  in accordance with morality, the moral law .... a wholly rational 
moral self would act morally in a way that mirrors the conformity of inanimate 
objects to the laws of nature .... One can predict with certainty that they will. 
(pp.237-8) 

The issue is that prediction implies certain expectation, consistent with confidence, where trust 

depends upon uncertainty. Reliability adds to the certainty of a predictable outcome taking place. 

Does this suggest that when people behave in predictable ways and can even be relied upon to 

do so, they are always acting in wholly rational ways? If this were tme, then unpredictable 

behaviour and failure to meet expectations would be synonymous with irrationality. While the 

latter may sometimes be the case, to be wholly rational depends upon pure cognition that does 

not allow of choice or experience and Thomas suggests that even Kant acknowledged that 

humans are not stricîly rational beings. Hence, it is only the extent to which individuals choose 

to confonn to particular expressions of rationality that makes it possible to predict how they will 

behave. Their decisions are influenced by the social and cultural interpretations of accepted 

rationality that people hold in wmmon, such as  Iaw. 

Only statutory Iaw carries the power to enforce obedience, and that through coercion. 

Even suppsing that laws are always the end result of a rational process, they require 



interpretation: 

Laypeople and even those trained in Law often speak as if law could be equated 
with a set of rules. But d e s  alone are not enough to constitute law that people 
mi@ obey. Rules demand explanation, narratives that connect the rules to 
possible states of affairs in the world. Stories, explanations of the rules as they 
apply to the world, give law the meaning that it needs, if it is to affect the 
material world by guiding behaviour .... But law is more than rules and stories .... 
The third component is cornmitment, action intended to convey that the normative 
point of the rules and stories is one that people will be held to, is one that people 
are meant to live by. (Koniak, 1996, p.21) 

People cannot be predictably relied upon to abide by laws except by force udess they hold 

personal meaning and relevancc to them. 

There are many societies around the world where new laws have been imposed by 

conquering peoples. The native peoples have submitted to such foreign constraints either under 

pressure or in their own interests, perhaps even light-heartedly, while treasuring and trying to 

uphold their own customs and social structures. The experience of first nations peoples in 

Canada is a case in point. It is bound to be the case that, in a multi-ethnic society, people who 

have been educated elsewhere, or raised in families from different traditions, will question the 

validity of the hegemonic laws and their associated rules and regulations. 

Even taking into account the fact that mles and regulations have been generated often by 

members of social groups themselves, there is no good reason to rely upon total cornpliance. 

Hawthom (1988) points to the fact that even the most excellent of "aristocraties" will h d  their 

own "means to enforce their vimie according to the motives which they elicit and exploit" 

(pl 18) and in so doing undermine the very codes which bind them together. He claims that 

there is sufficient evidence to show that "this is far £rom an uncornmon exception that proves the 

rule that niles alone do not do" (p. 118). Confidence or certainty that people will behave in 

defined ways seems to depend upon the power of the authorities to enforce their compliance. 

If some people cannot be relied upon to follow rules, there are others who will follow 



them religiously. How will these people behave towards others when there are no rules to guide 

them or when they lack knowledge of any mles that are in place? 

Rules are part of a normative system. Not al1 situations can be codified, nor is it 

desirable that they should be. Take, for example, the belief that al1 life has sorne meaning and 

purpose and, as such, is to be respected. The principle of sanctity for life cornes fiom such a 

belief and has been the reamn behind niles that forbid abortion - except when the mother's 

physical life is clearly at risk when even the most ardent supporters of the principle are usually 

willing to make an exception. In Canada today, there is no law in place to defitively direct 

physicians on the matter of abortion; they may be strongly infiuenced by their professional ethics 

which, one might imagine, reinterprets the principle, as a general rule, to preserve life at al1 cost. 

For some practitioners, who believe that life begins at conception, this rnay translate into a nile 

that cm never allow abortion. Faced with the situation where a mother-to-be is emotionally at 

risk for any number of horrendous social reasons, such a practitioner cannot resort to the law and 

the professional code of ethics is unlikely to speak specifically to that case. The practitioner is 

faced with a cumplicated situation for which there is no defîied rule to follow - no 'black lettert5 

law which tells him or her how to behave. 

Normative systems are based on wmmonalities and attempt to reduce situations to their 

common features, thereby simplifying problems and making solutions easier to find. In Schon's 

(1983) description of the dominant epistemology of professional practice, which he calls technical 

rotiomlity, he refers to a major book on the professions by Moore (1970) in which a familiar 

application of their knowledge is described: 

5 'Black letter lad is the terni used by lawyen for laws that leave no doubt about 
what is considered to be right or wrong. Like other professionals. lawyers in 
contemporaiy society seem to want more and more 'black letter lad. 



If every professional problem were in al1 respects unique, solutions would be at 
best accidental, and therefore have nothing to do with expert howledge. What 
we are suggesting, on the contrary, is that there are sufficient uniforrnities in 
problems and in devices for solving them to qualiw the solvers as professionals ... 
professionals apply very general principles, standardized, to concrete problems .... 
(Moore, p.56) 

So, on this account, since rules becorne a necessary condition for the development and 

continuation of expertise, complicated situations must be reduced to their simplest interpretation 

if professional practice is to survive! ln health care practice, major ethical decisions are made 

increasingly by reference to prescriptive rnodels6 in which ethical principles are the bais  for 

discussion of an issue. As abstractions of ethical theory, the situation is Mmediately reduced to 

a simpler scenario, and one particular approach, that is consistent with Moore's analysis. 

Normative systems alço presume upon circumstances renaining the same and so hardly 

allow for the complicated situations that &se in the aftermath of technological advance. The 

general rule of preserving life at any cost offers another illustration of rny point. The fact is that 

it is often possible, today, to resuscitate a person who has suffered a cardiac arrest where fifty 

years ago that possibility did not exist. Does this mean that such efforts must be undertaken even 

when the person is senile and confuscd and in considerable pain from other bodily problems? 

Strict adherence to the general principle and nsle would give an affirmative answer that would 

be challenged by many people. 

If rules are only effective in dealing with nomative, general situations, they are 

potentially misleading. They can inspire misplaced confidence that a person will behave in the 

way that rules require when the circurnstances do not fit the general pattern for which they were 

intended - when either the person involved is not to be relied upon or the issue is not reducible 

6 For example: lntrodudion b Elhical Decision Making published by the Faculty of 
Health Sciences at McMaster University, 1993. 
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to common problerns because it is cornplicated or unusual. in such situations, where confidence 

is inappropriate, tmst is the only reasonable option. [n the last part of this Chapter, 1 will give 

an example of new law that has been passed in Ontario as a solution to the problem of sexual 

abuse of clients by professional practitioners in health care. 1 will endeavour to show that it fails 

to provide for al1 situations in which client patients will be at nsk, that situations of sexual abuse 

are not as simple as the Act suggests and that it could inspire rnisplaced confidence where the 

response of mist is what is necessary. 

In Ontario, the govemment has seen fit to require that the regulated health professions 

develop measures for preventing or dealing with sexual abuse of patients by registrants. The Act 

(The Regulated Health Professions Act, 1991) defies semal abuse of a patient by a registrant 

to be: 

a. sexual intercourse or other form of physical sexual relations 
between the member and the patient; 

b. touching of a sexual nature, of the patient by the member; or 
c. behaviour or remarks of a sexual nature by the member toward the patient. 

For the purposes of subsection (3), "sexual nature" does not include touching, 
behaviour or remarks of a clinical nature appropriate to the services provided. 
(RHPA, Schedule 2, 1 (3)) 

The rider makes al1 the difference because it excludes touching or behaviour of a sexual nature 

in the context of appropriate clinical contact. The Act does not, therefore, attempt to control 

situations in which a professional person touches in a sexual manner or makes comments of a 

sexual nature when they are considered to be appropriate to a clinicai activity. Yet it is in the 

very nature of clinical aaivity that there is the possibility that actions may be misinterpreted. 

There is also the chance that the professional person may use the situation for personal 
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gratification. The patient client cannot be entirely confident that such actions will be without 

danger to his or her person. And rightly so, since 1 contend that it is in relationships of this sort 

of intimacy or personal importance to the patient client where risk should not be ignored and 

trust becomes essential. If clients believe that the Act will necessarily protect them from 

unscnipulous professional practitioners, their confidence is indeed misplaced. 

The effect of the Act, however, is to distance professional practitioners from their patient 

clients in order to inhibit behaviours that show unwarranted familiarity. 1s one to suppose, then, 

that there is a tendency on the part of professional people to approach less personal and more 

forma1 situations with their patient clients in a manner that is more fitting to intimacy? What 

sorts of situations and what sorts of manners would we be referring to if this is so? 

Chapter II established that formal, impersonai relationships veer towards contractual 

agreements between parties who are either on equal terms or, in a situation of inequality, where 

the vulnerable party is able to assert his or her rights as a customer client. One problem is that 

very few situations in heaith care fa11 into this contractual caiegory. 1 argued that the powerhil 

institutions, that make up the health care system in Canada, breed on maintaining clients in 

fomal but dependent patient relationships. The bureaucratic procedures for re-imbursement of 

costs or referral to other more appropriate services demand that people go through formal 

charnels for relatively trivial concems. Professional practitioners, who are educated to deal with 

difficult personal problems and encouraged to behave in ways that are consistent with cornplex 

needs, find themselves largely deaiing with issues that hardly require their expertise. Among 

clients with trivial concerns are those who have real problems that are sometimes masked by 

superficial complaints. The health care practitioner is supposed to know how to distinguish 

trivial concems fiom real problems in order to behave appropriately. It is, perhaps, reasonable 

to suppose that there are occasions when health care personnel mistake one for the otber and 
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either treat a person with rcal needs in too distant a manner or cany out examinations that a 

client believes are uncalled for in matters of a trivial nature. That is not to excuse or condone 

situations where practitioners are incompetent or unscrupulous or simply have il1 intent, which 

is clearly what the regulatory organizations need to be able to address, but rather to point out 

that, as  far as sexual abuse is concerned, the Act is hardly effective. Professional practitionea 

need help in knowing how to interpret client behaviours and expressed needs better if they are 

to avoid treating al1 their clients alike. 

What is appropriate behaviour when, as is more usual, clients are dependent patients 

rather than customers and are aware of their vulnerability and the risks involved in interacting 

with professional people in clinical situations? Baier suggests that we are more vulnerable in 

situations of intimacy and closeness because that is when we are inclined to let down bamers. 

That is not to Say that we are not vulnerable to people who maintain their distance, either red 

or created, 

The difference seems to me to be that harm inflicted close up is more likely to be of a 

physical nature and so to have immediate physical and only subsequent emotional consequences. 

H a m  perpetrated at a distance is apt to be associated with the spoken word either given or 

withheld. While there may be physical consequences they will probably be the result of 

emotional upset. It is much easier to police instances where there is likely to be obvious physical 

harm. 

But is the effect of the Act such that it prevents intimate relationships from developing 

where they would be appropriate? 1s it possible that the personal needs of clients remain unmet 

because professional people rnistakenly believe that the Act refers to intimate clinical situations 

or because they fear that their actions may be misinterpreted? This is an important question 

because one of the earliest lessons taught to professional persons is that of maintaining a so- 



called professional distance fkom their patient clients. 

Gilligan and Pollak (1988) quote from an interview with a medical student who describes 

the philosophy centred on distance: 

As soon as we entered medical school, we had crossed the divide, and 1 guess it 
just relates to the larger issue of establishing distance, how much of a distancing 
process between the doctor and patient is taught fiom the 6rst day and how 
through medical education one is encouraged to think of themselves as different 
and distinct fiom the patient. Always calling the person who sought help "The 
Patient," that is a reflection of that philosophy. (Gilligan & Pollak, 1988, p.259) 

Theoretically, at Ieast, it is argued that professional people, by maintainhg professional distance, 

will not then become emotionally entangled in the complexity of a client's situation and so will 

retain sorne objectivity and control. Baier points out that employing tmst at a distance involves 

a loss of physical control. Hence, there is no need for the psychiatrist to tmst the patient in 

hospital who can be professionally supervised in following treatment plans, but once the patient 

has been discharged home, the patient assumes personal responsibility; the psychiahist has no 

physical control and must trust that the patient will continue to follow recommendations. 

It should not be assumed, however, that simply avoiding physical contact b i t s  the 

potential for a professional person to control or infiict psychological or emotional h m  on their 

clients. The Act is hardly able to address this sort of Qrcumstance in relationships. 

The speciai vulnerability which trust involves is vulnerability to not yet noticed 
h m ,  or to disguised illwill. What one forgives or tactfully averts one's eyes fiom 
may be not well-meant but ill-judged or incompetent attempts to care for what 
is entrusted but, rather, ill-meant and cleverl y disguised abuses of discretionary 
power. (Baier, 1995, p. 104) 

When it cornes to the potential for disguised h m  or the l e s  obvious emotional abuse, a 

conscious decision by the patient client to trust the professional person is the only solution. It 

is appropriate to employ proper trust. 

Gambetta's general definition of trust is "a device for coping with the fteedorn of other 
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people" (Gambetta, 1988, p.219). It suggests that tmst in professional relationships may offer 

a more successful remedy than rules when those 'other people' are professional people and have 

the opporhmity to do h m .  Baier (1995) suggests that: 

To tmst is to give discretionary powers to the ûusted, to let the trusted decide 
how, on a given matter, one's welfare is best advanad, to delay the accounting 
for a while, to be willing to wait to see how the tmsted has advanced one's 
welfare. (p.136) 

The reality is that some, relatively speaking a very few, professional practitioners fail to show 

themselves worthy of their clients' tmst by misusing their discretionary power and causing h m .  

1 have argued that rules have the potential to hinder the development of proper tmst and even 

destroy it. I contend that the reality of human fkeedom suggests that wholesale confonnity to 

niles is neither likely nor desirable and that, given the need to depend upon the expertise of 

others, trust in professionai relationships should never be totally abandoned. Then, if the 

professions are to benefit from the insights of philosophical inquiry, there is need to explore 

further the atrnosphere in which trust can thrive, a matter which is taken up in Chapter IV. 

If rules are inadequate and potentially misleading and trust is not something that can be 

ordered, how are professional people to build relationships in which there is a climate conducive 

to trust? In introducing her chapter on T m  and Antitrust, Baier quotes from Bok (1978), 

"Whatever matters to human beings, trust is the atmosphere in which it thrives" (Baier, p.95). 

in the 21st century health care arena, health is much more than the absence of disease. Patient 

clients entrust more than their physical bodies to the professional experts, they entrust their 

dignity, what Mrs. E. called respect. Chapter IV discusses how this might be understood. 



CHAPTER N 

RESPECT: BUILDING A CLIMATE FOR TRUST 

1. M A m R S  OF HUMAN IMPORTANCE 

Chapter III concluded with the thought that trust thnves when rnatters of human 

importance are entrusted to others. What mattes to people? Taylor (1989) argues that matters 

of central importance to people go beyond their obligations to others and incorporate other 

questions about the kind of life that they consider worth living, a concern that takes into account 

their particular gifts and their special roles as well as their individual values. 

The category of the moral is thought to encompass just our obligations to other 
people. But if we adopt this def i t ion,  then we have to allow that there are other 
questions beyond the moral which are of central concem to us .... These are 
questions about how 1 am going to live my life which touch on the issue of what 
kind of life is worth living, or what kind of life would hilfil the promise implicit 
in my particular talents, or the demands incumbent on someone with my 
endowment, or of what constitutes a rich, meaningful life .... (Taylor, 1989, p.14) 

In Chapter 1, 1 quoted from my interview with Mrs. E. who was asked what was missing in her 

relationship with the staff assigned to care for her husband. She decided that it was respect; 

without respect as she understood it, there was no connection with the staff; there was no real 

relationship in which she and her husband could discuss how they might continue to lead lives 

that were worthwhile. They felt Iike prisoners condemned to punishment without right of appeal. 

ïhe Shorter O*fod Dictionary definition of respect is "to take a second look at" (Wons,  

1973, p. 1809). Danval1 (1977) defiies respect as "a willingness to take into consideration one 

or other aspect of persons when one's actions affect them" (p.37). ui the first part of this 

Chapter, 1 will review the philosophical writings on respect in order to have a better 

understanding of what the term might mean. This is quite appropnate a v e n  that philosophy has 

been def ied as "a general and systematic understanding of the central problems of life" (Appiah, 
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1989, p.230). We need to know if the generally under s td  conception of respect incorporates 

the matters that Taylor identifies as being of central importance to people. If it does not, how 

will consideration of those matters change the conception? 

Chapter II suggested that professional people, in the health care arena at least, are under 

pressure to deal with client problems in general and systematic ways that are consistent with a 

guardian type role. 1 argued that the contemporary professional role is more appropriately 

classified as a commercial type role demonstrated by behaviours that build new connections. 

Commercial type relationships are more like partnerships in which the partners contribute their 

opinions to the problem under discussion. What happens to the conception of respect when 

particular individuals are allowed to have a voice? If respect for a person means taking another 

look at that person, how does that person want us to see him or her? The second part of this 

Chapter, then, explores conceptions of self and their influence in giving meaning to individual 

lives so that we can have an understanding of respect that is both general and particular. 

Can the general philosophical and the particular, but more speculative, conceptions of 

respect be rnarried harmoniously? 1 will argue that recognition respect that simply acknowledges 

the universal characteristics of personhood is totally inadequate. In its place, I argue for 

authentic respect which appreciates the particular self-conceptions of the individuals who are 

party to a relationship and encounter respect, which is an abstraction of authentic respect, that 

is owed to everyone. 

1 deduce that authentic respect, as 1 describe it, is similar to Williams' description of moral 

authority (1996) and that it also bears a strong resemblance to Baier's conditions for proper trust. 

This deduction suggests that the practice of authentic respect establishes a climate for trust in 

which the professional person may be given authority to act in ways that go beyond regulated 

practices because the client trusts Km or her to do so with the client's best interests in mind. 
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Finaliy, 1 consider three features of a relationship that, Thomas (1993) suggests, contribute to 

trust. I discuss the adequacy of these features to serve as some sort of measurement by which 

professional practitioners may evaluate their own performance in establishing a climate of trust 

with their clients. 

2. PHILOSOPHICAL UNDERSTANDINGS OF RESPECT. 

If we accept the definitions of respect that were given earlier, respect, in the context of 

a relationship berneen two persons, necessarily means taking tirne to recognize one another. 

When you presume, you are not treating me as the person 1 am; when you do not 
presume, you are treating me as the person 1 am in a minimal sense; when you 
recognize and respond to the person I am, you are treating me as the peson 1 am 
in a maximal sense .... While we rnight expect any two human beings to treat each 
other as persons in the minimal sense, we would expect people only in a very 
special kind of relationship to treat each other as persons in the maximal sense. 
(Speiman, 1977, p.161) 

Spelman represents other contemporary philosophers when she portrays respect for persons within 

a special relationship as being more than respect for their universal charactenstics of human 

being. My analysis of the literature suggests that there has been a general classification of 

respect into two kinds, one which is considered fundamental and owed to everyone, and the 

other, which is bestowed upon an individual on the b a i s  of ment. Darwall calls the first, 

recognition respect, and the latter, appraisal respect. 

Recognition respect is moral, restrictive and consistent with a Kantian fundamental 

position that focuses on the universal characteristics of persons. 

To have recognition respect for someone as a peson is to give appropriate weight 
to the fact that he or she is a person by being willing to constrain one's behaviour 
in ways required by that fact. Thus, it is to recognition respect for persons that 
Kant refers when he writes, "Such a being is thus an object of respect and so far, 
restricts all (arbitrury) choice." Recognition respect for persons, then, is identical 
with recognition respect for the moral requkments that are placed upon one by 
the existence of other persons. (DanvaIl, 1977, p.45) 
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The capacity for each person to be an autonomous king is essential to the Kantian position. In 

this context, autonorny reflects the capacity of persons to make rational decisions and choices in 

determining their actions and behaviours. The moral requirement demands that each of us 

recognize that capacity in another person; to do otherwise is to diminish and dehumanize that 

person. It is a basic right owed to everyone by v h e  of being human. When we practise 

recognition respect, Our behaviour towards other persons should be constrained by an appreciation 

of their autonomy. 

in contrast to this position, appraisal or evaluative respect has little to do with the 

universal characteristics of persons but reflects the special qualities of individuals based on some 

other type of judgment. Hudson (1980) defiies evaluative respect as being of a kind in which 

"the objects of respect may or rnay not deserve, merit, earn, or be worthy of, depending on 

whether or not they meet (or fail to meet) certain standards" (p.71). It is an attitude towards a 

person that is justified by reasons and it depends upon an objective evaluation of that person and 

his or her way of Me. Cranor (1975), who rejects any notion of respect as a fundamental moral 

value, daims that there must always be a reason for respecting a person based on some fact or 

characteristic that is of a lasting nature and that causes one to "look again". That characteristic 

must be something that is controllable and valued fiom some objective perspective. When that 

characteristic is one of knowledge, only someone with similar knowledge can show mie respect; 

this "implies that in a sense, respect can only hold between equals" (p.313). Cranor views 

respect as a reactive attitude which bears little relation to moral rights and duties in society. 

Appraisal respect is commanded extemally by a person who believes that he or she has earned 

such a response, but it is a voluntary response on the part of the appraiser to whom it may mean 

little or a great deal if it reflects some sort of feeling in cornmon with the person. Unlike 

recognition respect, there is no premibed action warranted by appraisal respect. 
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While some contemporary writers (DanvaIl, 1977; Spelman, 1977; Hudson, 1980 and 

Williams, 1969) subscribe to the essential tenets of recognition respect, they express, to some 

degree, their unhappiness with the limiting Kantian emphasis on the universal characteristics of 

human being. They look for ways to include the distinctive particularities of individuals in their 

notions of respect. They move fiom the Kantian position, which only recognizes the potential 

for self-determination in independent human beings, to positions that acknowledge the extent to 

which that potential has been realized in the diverse abilities of interactive social beings. h so 

dohg, the differentiation between recognition and appraisal respect become less clear. 

For example, in his presentation of recognition respect, Danvall points to the fact that the 

essential characteristics of personhood may not be the only basis for recognition respect in a 

person. He refers to Erving Gofian 's  (1959) depiction of human beings playing various roles, 

or presenting various selves in their interactions with others, and concludes that "to fail to take 

senously the person as the presented self in one's responses to the person is to fail to give the 

person recognition respect as that presented self or in that role" (p.38). Darwall is attentive to 

the need to respect a person, not simply as one of a kind, but as the individual that he or she 

perceives him or herself to be. 

Taylor and Williams have more specific concems. Taylor (1989) suggests that a personfs 

dignity depends upon his or her ability to command the respect of those around for the personai 

characteristics that he or she values. But these attributes may be valued differently by others. 

Hudson suggests that a system of morality has been established in society to resolve such 

diff erences of opinion: 

The function of the practice of morality is to provide CO-ordinated resolution of 
such claims in such a way as tu make possible CO-operative living [italics added] 
in which each penon is better off than he would be were this practice not to exist. 
And since resolutions of claims are inextricably bound up with conflicts in 
personal interaction, they must be seen as taking place within the confmes of a 



system of fundamental duties and rights, in v b e  of which each person is to be 
treated as  equally important and is to be recognked as a person. This system, 
which lies at the basis of morality, confers the special status of personhood to 
each member of the moral community. (Hudson, 1980, p.86) 

The CO-ord i~ ted  resolution of sirch d a i m  to respect, then, seems to be the key to cooperative 

living. Taylor suggests that the respect which is expected here refiects commonly valued 

behaviours expressed in different ways and that it is synonyrnous with dignity. For example, it 

is cornmon practice to acknowledge a person's presence but in many cultures it involves a 

greeting, in some a bow, and in others a handshake. Most of the writers on respect do not 

allude to variations in behaviour that reffect a similar attitude. 

Williams argues that moral agency is not a sufficient reason for affording equal respect 

to persons because people use their capacity to be moral agents to differing degrees and in a 

variety of ways. What he sees to be important is not the status or achievement aquired by a 

person or how that person presents himself or herself in society, but the person within. He looks 

for another reason that justifies showing equal respect to people - to the universal characteristic 

of consciousness - "men are conscious beings who necessarily have intentions and purposes and 

see what they are doing in a certain light" (p.159). He suggests that in respecting a person: 

each man is owed an effort at identification: that he should not be regarded as the 
surface to which a certain label can be applied, but one should try to see the world 
(including the label) fkom his point of view. (Williams, 1969, p.159) 

Identification, of this sort, is closely allied to the recognition which Taylor (1992) sees as vital 

to well-being. He points out that nonrecognition or misrecognition, not only shows a lack of 

respect, but can be extremely harmful to a person's self-conception. 

The demand for recognition ... is given urgency by the supposed links between 
recognition and identity, where this latter term designates something like a 
person's understanding of who they are, of their fundamental defining 
characteristics as a human king .... Nonrecognition or misrecognition can i d i c t  
h m ,  can be a form of oppression, imprisoning someone in a false, distorted, and 
reduced mode of living .... misrecognition shows not just a lack of due respect. It 



can M i c t  a grievous wound, saddling its victims with a crippling self-hatred. 
Due recognition is not just a courtesy we owe people. It is a vital human need. 
(Taylor, 1992, pp.25-26) 

These are much broader understandings of respect than the original Kantian position. 

Like Williams and Taylor, Dillon (1992) argues for more attention to a person's distinctive 

qualities. She perceives the notions of respect inspired by Kant as being primarily concerned 

with "respecting each individual's basic human rights" (p.113) and concemed with abstract 

capacities. Dillon questions whether any of these notions account adequately for the variables 

of personhood which are acknowledged in recognition respect merely by serious consideration 

of the presented self to which Dama11 refers. More than that, however, she calls into dispute 

the impoxtance that Kantian theories give to the supposed independence of persons and the 

apparent self-sufficiency of autonomy. She contends that the interdependence between persons 

necessary for their existence and development as mature persons is equally, if not of greater 

import, than autonomy. It is this that fuels her thesis that: 

... respect for persons involves taking account of both our connectedness and 
interdependence and our distinctness. In particular, respect requires not so much 
reiraining kom interference as recognizing Our power to make and unmake each 
other as persons and exercising this power wisely and carefully. Respecting others 
also involves, more positively, caring for others by responding to their needs, 
promoting their well-being, and participating in the realization of their selves and 
their ends. (Dillon, 1992, p.116) 

Dillon's argument is built on a concept of a person whose primary feature is that of a social 

being. She proposes another category, that of care respect. 

Care respect [thus] involves viewing persons simultaneously in the abstract and 
in the particular, valuing this person as the fully specific concrete individual 'me' 
she is because she is a particular individual and human 'me'. Care respect, we 
might say, sees at the same time both the person in the individual and the 
individual in the person.( Dillon, 1992, p.118) 

Dillon elaborates on her ideas of care respect as king akin to the deep respect for nature shown 

by an environmentalist or the value accorded to a famous painting which prevents others fiom 



defacing it - what she calls cherishing an object of value in a special way. Dillon uses the word 

apprehend to describe the basic human response towards an object that has value. She says that 

"the person who respects something perceives it quite differently fiom one who does not respect 

it and responds to it in the Iight of that perception" (p.108). The object that we apprehend giva 

us cause to stop and look again. There is something about its outward appearance that claims 

Our attention and elicits a response. There is a dialogical, but unspoken, dimension to the 

interaction. Our response, whether it be to berate or adore, is a voluntary, if deliberate act. As 

a voluntary response, the respect outlined by Dillon is more like appraisal respect than 

recognition respect which is subject-generated and morally motivated. Dillon suggests that in 

valuing an object or perceiving it as worthy of being valued, there is already a positive bais  

upon which to build respect. 

Respect involves believing that there is something about the object, some feature 
of it or faa  about it, that makes it worthy of this kind of attention and treatment. 
(Dillon, 1992, p.109) 

From her point of view, then, respect is not entirely evaluative. 

Although she acknowledges that the necessity for bclief, as a reason for respect, is in 

keeping with Cranor's position, Dillon tries to argue that the logic of respect that is dependent 

on the nature of the object being apprehended is a logic of objectivity and universality. To do 

this, she seems to make a quantum leap in deducing that the reason for respecting a particular 

object "is appropnate not only here and now for this object and me, but in other contexts, with 

other objects and for other respecters" (p.110). This leap allows her to conclude that objects 

sharing characteristics that are worthy of respect are entitled to the same treatment but that 

different features warrant different attention. Dillon ultimately translates object to person and 

argues that care respect is a fundamental type of directive respect because persons share the 

capacity to care for other people. Her conclusion that care respect is owed equally to al1 people 



74 

seems to be based, then, on a cornmon capacity to care that we are able to recognize in others. 

But this seems to get us back to where we started with universal attributes simply adding a caring 

capacity to a rational capacity. By txying to hannonize her notion of respect with the logic of 

objectivity and universaiity, Dillon loses the notion of care respect as a response to a particular 

feature that one is able to recognize even though it may not be possible to describe it in words. 

If we ignore this for the moment, however, Our understanding of Dillon's care respect which 

simultaneously sees "the person in the individual and the individual in the person" (p.118) may 

be enhanced by further examination of the presented self which Dillon and Darwail agree merits 

serious considera tion. 

3. SELF CONCEPTIONS AND RESPECT 

Spelman (1977) identifies the importance of determinhg a person's self conception and not 

making any presumptions: 

... What is requisite, if 1 am to be treating you as the person you are, is that 1 &d 
out what your self-conception is, and respond to that, rather than paying attention 
to characteristics of yours which are not something you take to be important to the 
person you are. (Spelman, 1977, p.152) 

How do people see themselves? The supposed universal characteristics of personhood provide 

the basis for Our initial inquiry. 

Downie and Telfer (1969), in reviewing the Kantian concept of personhood, cal1 "the 

ability to be self determining", a distinctive endowrnent of human being. Kant assumes that 

action, on the part of human persons, is the natural outcome of a rationai thinking process. His 

emphasis is on the influence of reason in the decisions that people take to fieely follow rules or 

limit their behaviour. The fkeedom to choose how we behave in modern society has k e n  won 

seemingiy at the expense of traditional beliefs and loyalties that once were considered part of 



ordered life. Persons living before the seventeenth century had duties associated with their 

responsibilities and stations in life and went about them as matters of course. Since life was 

pretty stationary, for the most part, lack of choice was hardly an issue. With the enlightenment, 

followed b y industrialization and urbanization, socie ta1 structures changed, the age of reason and 

individual choice was born and old ways were discredited. The so called 'romantic' period 

brought some discomfit with the reduction of moral sense to mere rational calculation that 

suggested a uniform response. Authenticity, defmed as "a new form of inwardness in which we 

corne to think of ourselves as beings with inner depths" (Taylor, 1991, p.26), began to replace 

earlier ideas of external direction and pure reason as the source of moral sensitivity. 

In his Massey Lecture series, Tire Malaise of Modemity, Taylor (1991) describes an ethic 

of authenticiq as a notion "relatively new and peculiar to modem culture" (p.25). Taylor points 

out that the idea actually stems from the time of Rousseau and is consistent with that 

philosopher's ideas of what Taylor calls "self determining ficedom ... the idea that I am kee when 

I decide for myself what concems me, rather than being shaped by external influences" (p.27). 

It is an idea that Taylor believes is developed further by Herder and is the catalyst for thinking 

that differences in human beings are morally and significantly important: 

There is a certain way of being human that is my way. I am called upon to live 
my life in this way, and not in imitation of anyone else's. But this gives a new 
importance to being mie to myself. If 1 am not, 1 miss the point of my life, 1 
miss what being human is for me. Being mie to myself means king mie to my 
own originality, and that is sornething only 1 can articulate and discover. in 
articulating it, 1 am also defining myself. (Taylor, 1991, p.29) 

This expression of self-conception illustrates the creativity and originali ty of each individual 

person but emphasizes the need for personal discovery and the importance of being able to 

express it. These latter conditions are indicative of the complexity and dialogical nature inherent 

in self-conception. 



In Sources of the Self, Taylor (1989) suggests that the answer to the question, "Who am 

I?", helps us to appreciate and accept where we stand in relation to others. 

My identity is dehed  by the commitments and identifications which provide the 
hime or horizon within which I can try to determine fkom case to case what is 
good, or valuable, or what ought to be done, or what 1 endorse or oppose. lu 
other words, it is the horizon within which 1 am capable of taking a stand. 
(Taylor, 1989, p.27) 

Horizons are defied by Taylor as things that "take on an importance against a background of 

intelligibility" (Taylor, 1991, p.37). These horizons are not necessarily close to us, either in 

terms of t h e  or space, although they may be, but they do have significance and idluence Our 

decisions and actions. in similar terms, Walzer (1994) describes Our identities as king  

associated with "different histories, traditions, rituals, holidays, and above all, with different 

groups of people, incorporated as it were into a wider selthood" (p.85). 

Taylor (1995) surmises that identities, thus described, are intimately connected with the 

beliefs we hold about ourselves and the world we live in; in one sense reflecting the things that 

we take for granted that provide stability to our being and, in another sense, providing some 

sense of agency among others who hold similar perspectives. 

In my ways of dealing with things is incorporated the background understanding 
that the world is stable and has been there for a long t h e  .... I have this kind of 
understanding of myself as an agent with certain powe rs.... an agent moving in 
certain social spaces, with a sense of how both I and these spaces inhabit tirne, a 
sense of how both 1 and they relate to the cosmos and to God or whatever 1 
recognize as the source(s) of good. (Taylor, 1995, p.28) 

Taylor goes on to point out the role of ritual in developing patterns of behaviour that are 

understood to be socially required; ways of behaving towards others that, subsequently, becorne 

habitual or second nature. His example is the stance that we take towards older people when we 

treat them as deserving of the dignity associated with their age and experience. Dignity, on its 

own, is inadequate to describe the behaviour that is engendered because it is open to a variety 



of interpretations of behaviour. It is representative of the ways that each of us, depending on the 

cultural and ethnic group with which we associate, behaves towards our elders whether or not 

we hold any individuai regard for them. To the extent that behaviours towards others are 

habituai, and therefore predictable, within a given cultural setting other people can be confident 

that we will treat them similarly. At les t  initially, there is no evaluation to determine whether 

or not they meet the social criteria that established the original dispositions later integrated into 

Our social behaviours. 

An important horizon of significance in any one's self-conception is the immediate family 

mernbers fiom whorn one Learned the "essential arts of personhood" (Baier, 1985, p.84). 1 

referred to Baier's insight that we learn these arts as secondpersom in Chapter II. Code points 

out that there is no such thing as a 'completed' fom of personhood and that, regardless of the 

exact meaning of essential arts, king a second peson is synonymous with life-long leaming. 

One is always a 'second person,' open to the effects of an interdependence that is 
manifested as much in a propensity to be infiuenced as it is in a capacity to 
influence. Shifting patterns of interaction within human lives, and constant 
reasshilation and reinterpretation of one's own history, often through 
communication with other 'second persons,' show sornething of how inappropriate 
it would be to conceive of persons as unified, wholly self-conscious selves, whose 
modes of k ing cannot accommodate contradiction, ambiguity, and gaps in self- 
awareness. (Code, 1987, p.363) 

Code points out that second personhood discourse takes place between two people who are 

continually evolving persons and subject to many and varied influences, only some of which they 

will have in cornmon. There will be, necessarily, some disparity in their perspectives, but the 

most influe ntial of relationships often results £rom honest and open dialogue across di ff erence, 

as was evident in the fkiendship described by Ford and Pepper-Smith (1993). By contrasr, the 

maternai relationship, so important to the early learning of an infant, is one of such closeness and 

intimacy that it is more accurately described as a dependency - a bond which 1 discounted earlier 



in Chapter II as k i n g  inappropriate in professionaUclient relationships. 

Code extends her thinking around second person relationships to the environment. This 

is surely appropriate as another horizon of significance. Ecologically speaking, Code directs us 

to think about "the mutual relationships of organisms with one another, and the relations between 

organisms and their environment," by which she means "the complex network of relations within 

which an organism realizes or fails to realize, its potential" (p.373). Her purpose is to: 

indicate the centrality of relationships in shaping the kinds of environment that 
contribute to human well-king, and to maintain that the moral responsibilities 
that attach to particular relationships are at least as important as those impartially 
enjoined by putatively universal moral principles. (Code, 1987, p.373-4) 

Our environments are not to be seen as purely ecological, but the analogy is helpful in reflecting 

upon the social environment within which each person attains maturity. 

This thought directs us again to Walzer who sees self as a composition of identities that 

interact with the multiple roles and interests that we assume and with the ideals, principles and 

values that we hold: 

First, the self divides itself among its interests and d e s  .... The self is a citizen, 
parent, worker or professional or merchant, teacher or student, doctor or patient, 
and so on, defining itself in terms of its responsibilities, qualifications, skills, and 
entitlernents. And second, the self divides itself among its identities; it answes 
to many names, ... third, the self aiso divides itself among its ideals, principles, and 
values; .. . (Walzer, 1994, p.85) 

Chapter II addressed the responsibilities and qualifications related to the role of professional 

pesons but it did not highlight the other roles that professional people hold at the same tirne 

which may be in cornpetition with the professional role and with one another. 

It is not difficult, particularly when most parents work outside the home, to imagine 

situations where responsibilities a s  a professional person conflict with those of parent or citizen. 

The point that Walzer rnakes is that, even within ourselves, there is the potential for conflict. 

Each dimension of self overlaps and cuts across the others so that the self even speaks with more 



than one moral voice, making us "capable of self-criticism and prone to doubt, anguish and 

uncertainty" (p.85). The result is "a wondefilly complex entity, which is matched to, which 

reflects and is reflected in, the complexity of the social world" (p.85). It is through this cornplex 

entity that each of us must discover Our authentic selves. Having done so, we look for ways to 

share Our findings and seek afknation and confirmation in Our relationships with others. 

... Our implicit understanding of ourselves as agents always places us in certain 
relations to others. Because of the very nature of the human condition - that we 
can only define ourselves in exchange with others, those who bring us up, and 
those whose society we corne to sec as constitutive of Our identity - Our self- 
understanding always places us among others. The placements differ greatly, and 
understanding these differences and their change is the stuff of history. (Taylor, 
1995, p.32) 

It is this affirmation and confmation that we look for in the respect that others show us. TO 

what extent does care respect make that possible? 

The aim of Dillon's care respect in which she sees the person in the individual and the 

individual in the person, seems, at £ k t  reading, to give appropriate place to the authenticity of 

a person, but there are two dificulties. Firstly, her approach, like that of most of the writers on 

respect, assumes that the nature of persons as autonomous, self-detennining beings warrants a 

minimal respect upon which other types of respect may be superimposed. This supposition is 

entirely in keeping with traditional moral philosophy which: 

is usually understood as a ~ o f o l d  enterprise that aims, first, at providing a 
foundation for minimalism and, second, at building on that foundation a more 
expansive structure. (Waizer, p.6) 

The aim of such an approach, Walzer suggests, is to describe some critical standard of behaviour 

or moral rule that can be applied across societies and cultures. The outcome is a definition of 

a singular moral minimalism that, because it is taken in isolation and out of its setting, loses its 

impact and relevance: 

... it is everyone's morality because it is no one's in particular; subjective interest 



and cultural expression have k e n  avoided or cut away .... [but] minimalism is 
neither objective nor unexpressive. It is reiterativel y particularist and local1 y 
significant, intimately bound up with the maximai moralities aeated here and here 
and here, in specific times and places. (Waizer, 1994, p.7) 

Using persuasive illustrations from recent political events in Central Europe and China, Waizer 

argues the need to recognize a necessarily dualist character in any human society. The traditional 

way of philosophers has been to put the ernphasis on the universal features of persons who 

belong to particular societies. He proposes, instead, that there should be a global vision that 

incorporates particular expressions of society and recognizes the characteristics that their people 

share. 

Walzer also reminds us of the more recent and prevalent interpretation of minimalism as 

a procedural term - that "supplies the generative rules of the different moral maximums" (p.11). 

The consequence of this approach is to regard minimal morality as the basic niles to which al1 

peoples are bound and "maxirnalism is the never-fished outcome of their arguments" (p.12). 

This seems quite consistent with society's constant appeal to rules as a means to elirninating 

conflict beiween people. 

Dillon's care respect seeks to value and treat each person "as the whole and concretely 

particular person she is" (p.117). She daims that respect and care share the same moral concern 

and that where one leaves off, the other must take over. in other words, recognition of the 

universal features of personhood is at the beginning of a continuum of respect; at the end is care 

respect for the person as an individual. Walzer sees the whole and concrete person as critical 

to the relationship fiom the start. He does not want to displace minimal morality nor to 

undervalue it, but instead, to give it place as a feature of "particular thick or maximal moralities" 

(Waizer, p.10) and to recognize it as an important element of criticism and of agreement. He 

argues that it gives appropriate standing to the differing opinions of people that are conceived 



in typical situations but bom of different approaches; they are recugnized as having common 

moral appeal but are subject to moral questioning. 

Minimalism ... is les the product of persuasion than of mutual recognition among 
the protagonists of different fully developed moral cultures. It consists in 
principies and niles that are reiterated in different times and places, and that are 
seen to be similar even though they are expressed in different idioms and reflect 
different histories and different versions of the world. (Walzer, 1994, p.17). 

Dillon's use of the term apprehend, which was discussed earlier, seems quite consistent with the 

ability to recognize special charaderistics that people have in common. 

The second difficulty with the description that Dillon gives of care respect is that, 

although she acknowledges the relationship context, the focus is, alrnost exclusively, on meeting 

the needs of the person who is in receipt of care respect. Noddings (1992) emphasizes that: 

A caring relation is, in its most basic form, a connection between two human 
beings - a carer and a recipient of care, or cared-for. In order for the relation to 
be properly called caring, both parties must contribute to it in characteristic ways. 
(Noddings, 1992, p.15). 

For Noddings, the characteristic ways are different. For the carer, engrossrnent or undivided 

attention, if only for a few minutes, is necessary. As well, Noddings describes the need for the 

carer to experience motivationai displacement or the desire to heip. For the cared-for, she lists 

the characteristics of receptivity, recognition and response. What is especially interesting is her 

perception of the basic caring relation as an encounter where the mature care relationship, based 

on a series of encounters, is mutually caring and "both members are carers and cared-fors as 

oppominities arise" (p.17). Recognition of the mutual aspects of caring relationships suggests 

that there should be some respect for the authenticity of the carer as well as the cared-for! 

But mutual caring will not always lead to agreement. m e r  all, if we recopize anything 

of Our selves in Walzer's divisions of the self, we will acknowledge that there are struggles that 

we entertain within ourselves, as well as those that we encounter in Our relationships with others. 
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At best, it is oniy redistic to hope that our authentic beings will be afnrmed and confirmed 

through Our dialogical relationships and the decisions to which they lead. 

Noddings uses Martin Buber's definition of confirmation as "an act of affirming and 

enmuraging the best in others" (p.25). The uncertainty that surrounds the possibility that another 

person can confikm one in this way demands a climate in which we are prepared to defend Our 

positions, open them up to questions, risk king  misunderstood and yet be willing to be 

persuaded that there is another valid perspective. 

Mutual respect requires a widespread willingness and ability to articuiate our 
disagreements, to defend them bcfore people with whom we disagree, to discem 
the difference between respectable and disrespectable disagreement, and to be 
open to changing Our own min& when faced with well-reasoned criticisrn. 
(Taylor, 1992, p.24) 

A relationship in which there is mutual caring respect, of this sort, is one in which authentic 

beings will be affirmed and confirmed. 1 chwse to cal1 this kind of mutual caring respect 

authentic respect. 

To surnmarize, my conception of authentic respect is a behaviour that should be evident 

on the part of al1 parties to a moral relationship. Authentic respect is a continuing dialogue in 

which each person articulates h b  or her self-conception as a parricular person with a vuriety 

of identities, roles and interests, beliefs and values that ore continually evolving in response tu 

the horizons of significonce that make t h t  person intelligible to the others in a relationship. 

It is a development of Dillon's care respect and Noddings' insistence on mutual acceptance in a 

relationship that is inherently unequal. It is different from appraisal respect because it does not 

depend upon ment. It is not separate from contemporary recognition respect which 1 will cal1 

encounter respect. Encounter respect is an abstraction of authentic respect that is owed to al1 

people on the basis of common characteristics that con be apprehended by others. It differs nom 
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traditional Kantian notions of recognition respect because, although it undoubtedly will 

incorporate universal attributes of personhood, it will also include other attributes that are readily 

recognizable as having spccial value. 

What then is the relationship between authentic respect and tmst? 1 submit that authentic 

respect, as 1 have described it, meets the conditions for proper trust set out by Baier (1994). The 

practice of authentic respect fulfils the requirements for proper tmst and, thereby, establishes a 

climate in which trust can be bom. 1s there some way in which it is possible to test the climate 

of a relationship for trusîworthiness? 

4. TESTING THE CLIMATE FOR TRUSTWORTHY RELATIONSHIPS 

Dillon suggests that there are three main features of relationships in which care respect 

is evident: 

1. ... valuing and responding to others in their concrete particularity. 

2. ... coming to understand them in light of their own self-conceptions and 
trying to see the world £rom their point of view. 

3. ... taking account of both our connectedness and interdependence and our 
distinctness .... caring for others by responding to their needs, promoting their well being, 
and participating in the realization of their selves and their ends. (Dillon, p.116) 

These al1 seem to reflea aspects of authentic respect. However, they seem to speak of a one way 

relationship, in other words how the professional person is to respect the client. They appear to 

neglect the fact that relationships take place between at least two people. 

Noddings identifies mutual "reception, recognition and response" b.16) as key feahires 

of mature relationships. Noddings considers afnrmation a first step towards a mature 

relationship. The ongoing relationship takes on a greater moral dimension in striving for 

confirmation in which "the person working towards a better self must see the amibute or goal 
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as worthy "and the carer must see it as at least morally acceptable" (p.25). Confirmation or 

moral acceptability, in these terms, is not synonymous with moral agreement but it is an 

important criterion if the carer is to be faithful to his or her own values and ideals. Moral 

acceptability reflects the mutual acknowledgement aFpects of authentic respect that set the scene 

for a trusting relationship. Noddings' input suggests a fourth feahire that needs to be added to 

Dillon's list - ensuring that the goals of each individual are morally acceptable. The test for a 

climate of tnistworthiness will confiirm that authentic respect has k e n  demonstrated and so it will 

capture all of the elements that Dillon and Noddings describe. 

It seems important to remind ourselves why such a test is needed in the £irst place. This 

ihesis is concemed with the way professional people behave towards clients who have sought 

professional services because they have needs which they cannot address by themselves. 

Professional practitioners claim to be mstwonhy. Before they agree io interventions, 

professional practitioners and their clients need to test the waters. 

In his paper, Moral flourishing in an unjusî world, Thomas (1993) recognizes that 

individuals are morally estranged from one another by injustice and legacies of injustice. He 

proposes concrete steps that should be taken to overcome patterns of injustice in relationships that 

will allow people to interact in a morally right way. 

in an unjust world, a fundamental aspect of moral fiourishing will pertain to being 
able to interact in the morally right way with at least some others whose 
experiences of social inequality are different fkom Our own, where moral 
flourishing is understood to mean doing right by others in spintually rewarding 
and uplifting ways that enhance one's moral commitments. (p.84) 

Thomas' papa primarily addresses inequality on the bais of social categories. In professional 

people and their clients, we sec two different social categories who are looking for reasons why 

they should trust one another. Thomas, hirnself, uses a psychiatrist/patient relationship to 

illustrate the problems inherent in dealing with people in diminished social categories. 



... regardless of how much moral good will she has and regardless of how much 
experience she has with the kinds of trauma that her patient is experiencing, no 
psychiatrist can ever hope to improve the mental well-king of her patient without 
earning the patient's trust. With time and experience, it may become easier to do 
so each time. But do so she must. (p.91) 

Thomas suggests that in social interaction between two people who are socially different there 

are three features that contribute to trust; textured afimation, moral outhorizarion and moral 

deference. Do these features adequately capture the elements that Dillon and Noddings describe, 

that together refiect authentic respect? in the next few pages, 1 will explore this question by 

taking each feature in tum. 

Thomas rnakes a distinction between textured affirmation and ostensible affinnation. 

Ostensible afnrmation is more akin to ritual behaviour that recognizes obvious characteristic., 

so that, for example, when an elderly gentleman wearing a neat suit, collar and tie amves for a 

first appointment, it would be appropriate to comment, quite sincerely, on his smart appearance. 

If 1 assume that dressing srnartly is meaningful to someone of his age in this society, aîtending 

a meeting of some importance to him, and suggest that a matter of concem has brought him to 

my office, 1 show my curiosity and willingness to help him. if he receives rny comment 

gra.accfulIy and acknowledges that 1 have shown him due recognition, he might respond to my 

invitation with some confidence in my readiness to show him goodwill. His attire has caught 

my aîtention as a potential carer and I have ostensibly afnrmed his portrayal of himself. 

in contrast to ostensible affirmation, Thomas sees textured affirmation as a necessary 

feahire of relationships that are inherently unequal because of social status or privilege. The 

distinguishing feature of textured affirmation is that it involves some sort of evaluation that 

subsequently needs to be verified. For example, when the elderly client, whom one knows &oom 

official records to have reached retirement age, comes for advice, it is inappropriate to assume 

either that the person has actually retired or that his or her financial circumstances are now 
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constrained. The client, even if fomally retired from previous employment, may have taken up 

other activities that are equally demanhg and hancial diffïculties are not synonymous with 

retirement, even though it may sometimes be the case. As another very different example, a 

client may appear to be charming and CO-operative but those appearances will be countered by 

the records that reveal his identity as a convicted serial rapist. Ostensible affirmation would 

acknowledge him as he appears, textured affirmation would reveal that his appearance is no basis 

for trust. Textured affirmation appears to be similar to the confimation that Noddings wnsiders 

necessary in an ongoing relationship. 

Spelman, previously quoted, suggested that treating a person as a person in a minimal 

sense means making no presumptions. If this is so, even the p~liminary encounter between two 

peaons in a professional relationship necessarily calls for textured affirmation lest we make 

presumptions that are inaccurate, but this seems to miss the point that Dillon made about 

apprehending common characteristics that are valued in a given society. Ostensible affirmation 

seems more consistent with what Dillon describes as apprehending behaviour and, in Nodding's 

terms, it appears to be appropriate to a preliminary caring encounter. As such it seems to be 

more consistent with the notion of dignity in my account of encounter respect. So, if 1 need only 

attend my physician for an annual check up, it may be sufficient that she appreciate that, like 

many women of my age in this society, I lead a busy life and do not appreciate being kept 

waiting. if it should be necessary, ostensible affirmation as an aspect of encounter respect 

suggests that 1 be offered an apology for any unanticipated delay if 1 am to have any confidence 

that the physician wishes to wnvey her goodwill and willingness to help me when the need 

arises. In so far as  clients have sbaightforward concems that can be addressed by innequent 

encounters it may be appropriate that a professional/client relationship simply reflect encounter 

respect. 
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But a continuhg relationship clearly calls for textured affirmation. If it is to becorne a 

misting relationship, the professional person who is aware of his or her inherent power needs 

moral authorization. Moral authorization is permission to tell another person's story in one's own 

words. On what basis does such permission corne about? 1 want to suggest that it is most likely 

to do so when a person feels confmed in a relationship, when, in Dillon's terms, he or she bas 

been seen as a 'concrete and particulart person and there is evidence that the other person has 

some appreciation of what the world might be like seen through his or her lens. But that 

evidence requires corroboration so that sensitive dialogue is essentiai to understanding d l  aspects 

of the cared-for person's authentic self. Otherwise, he or she is likely to be demeaned in the 

ways that Taylor described and which Sachs (1984), so vividly recounts from his own expenence 

as a neurologist, temporarily cast in the role of surgical patient: 

There had been, for me - and perhaps there must be for al1 patients for it is a 
condition of patienthood (though, one hopes, one which can be well- and not ill- 
handled) - two misenes, two afflictions, conjoined, yet distinct. One was the 
physical disability .... The other was "moral" .... 1 had felt not only physically but 
morally prostrate - unable to stand up, stand morally before "thern", in particular 
before the surgeon .... 1 couldn't shake off the night-mare feeling ... which became 
acute and specific when communications broke d o m  - when the surgeon said, 
with authority, that there was "nothing," and so contradicted and questioned and 
doubted my (most elemental) perceptions - perceptions on which my most 
elemental sense of "1," self-integrity, was based. (pp.129-30) 

In order to appreciate, to any degree, what another person shares with us, we need to be able to 

express it in Our own tenns. The dialogue and effort to improve understanding of a problem or 

situation demands an ongoing exchange between the carer and the person ~ e d - f o r ,  much as 

Noddings outlines, in which each person is willing to share experiences confiming one another 

in very deep ways. 

in his paper, Authority Without Tradition, Williams (1996) proposed a new notion of 

moral authority which is based in respect. The respect to which he referred is an attitude directed 
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to people differentially, not applied to al1 people as suggested by Kantian thought. He suggested 

that respect is what one reasonably hopes to have fiom a chosen moral advisor. He made it 

clear that it is not a technical response but akin to advice given from the position 'If I were yod. 

Respect of this sort is not the same as authority which connotes a power relationship. In 

relationships that are innately powerful, respect of the sort that Williams proposes, must be 

mindful of inequalities. In tems of a professional/client rclationship, Williams suggests that 

client(C) respect for an advisor(A) is due when A has a concem for C s  interest and it is obvious 

to C that A has a concem for C which implies that A must have shown evidence of listening to 

C. A must a a  to demonstrate goodwill towards C. 

The notion of moral authority to which Williams refers includes respect and a recognition 

of inequality. He says that A will not deny his or her power but will appeal to rationality and 

give reasons for the existence of power on the bais  of jointly shared considerations. He or she 

must be willing to respond imaginatively to C s  serious concems and give reasons. C s  insight 

may suggest that A has not taken C's concerns sufficiently seriously. This condition seems 

similar to Baier's conditions for proper trust discussed in Chapter III, in which she requires that 

both parties to a relationship have an opportunity to express the reasons why the misting party 

is willing to continue the relationship and the person who is to be trusted has an oppominity to 

accept or reject those reasons as valid. It also seems to be captured in the c ~ n a p t  of 

intelligibilis, outlined by Ford and Pepper-Smith to which 1 referred in Chapter [I. 

Thomas suggests that moral authorization calls for self-examination - recognition of the 

difference that privilege makes to the intelligibility, about which Ford and Pepper-Smith were 

concemed, the inequalities of power to which Williams refers, and the willingness to accept 

another person's reliance upon one, that Baier sees to be necessary. Self examination of this sort 

forces each of us to think about how we have behaved up to that point or, in a hypothetical 
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situation, forces us to consider how we might behave. We rarely have the epistemic or 

experiential privilege that allows us to ernpathize to any great degree. We can use our moral 

imagination and bewme sensitive to the way in which a self-respeding person with a particular 

need is able to live, privately and publicly, in the conte* of his or her society - this is what 

Thomas calls moral deference. It makes us aware of Our own short-wmings and helps us to 

acquire some sensibility "to the way in which a self-respecthg oppressed person lives in the 

world" (p.92). Thomas describes it as a special way of listening to another person's story. 

It is a matter of remdering oneseif open to another's concem, and to lening 
another's pain re-constitute one so much so that one cornes to have a new set of 
sensibilities - a new set of moral lenses if you will. (p.92) 

Ln the story that is told in the next Chapter, it is this moral sensitivity, that Thomas calls moral 

deference, which seems to be partiailady lacking. 

So, textured affirmation ensures that the professional person shows appropriate respect to 

the client based on the degree of intimacy in the relationship, whether it is a new encounter or 

a long standing association. Moral authorization requires that there is sufficient known about 

each of the parties to the relationship that it is possible for each of them to describe and 

acknowledge the situation under discussion from the perspective of the other. Moral deference 

requires that the person of pnvilege, at least make an attempt to imagine himself or herself in 

the other person's shoes. Together, these steps do seem to cover the features of authentic respect 

set out by Dillon and Noddings. Are they an adequate test of a climate for trust in a 

professional/client relationship? It is hard to say. A climate for trust can never be regarded as 

a permanent entity. It is a transient feature that is easily innuenced by extemal events and 

pressures so that one day it may be evident and the next it may be gone. The reality is, as was 

illustrated in Chapter II, that there are many institutional and personal demands that interfere in 

professional/client relationships. When an ongoing relationship seems unsatisfactory, professional 
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health care practitioners need some sort of thermometer in order to test the climate of a 

relationship for trust. I suggest that textured affirmation, moral authorization and moral deference 

are the key features that need to be examined. The next Chapter considers the volatile nature 

of a climate for tmst in the face of societal pressure. 



CHAPTER V 

A CLIMATE FOR TRUST AND PROFESSIONAL BEHAVIOUR IN THE W WORLD 

1. THE CONTEXT 

... it is a good thing if the interpreter is able to tell a story, making his critical 
argument kom within a tradition, acknowledging the significance of historical 
events and proper names even as he reaches for the appropriate theoretical terms. 
(Walzer, 1994, p.50) 

In the f h t  part of this Chapter, 1 will tell a story fiom within my own tradition as an 

occupational therapist, a wife, mother, former union member, Canadian citizen and a Christian. 

1 do so in order to provide a situation in which 1 can use the test that 1 have proposed for a 

climate of mist and to illustrate the fiagility of such a climate. My examination of the moral 

situation that is involved leads me, in the second part of the Chapter, to question the behaviour 

of the professional people who were faced with reaching a moral decision and to consider options 

that may be more consistent with professionalism. F i t ,  1 will demibe the background to my 

story which took place in the fa11 of 1983 in British Columbia at me Residence, a pseudonym 

for a government owned and operated facility for the long term care of people with severe 

physical disabilities. 

Traditionally, professional practitioners have been self-employed and in a position to 

make their own decisions based on what the client could or would pay for their services. The 

socialkation of health care has increased the number of salaned health care professionals. 

Salaried professional employees sacrifice a degree of their autonomy in the workplace in r e m  

for steady incornes. They are expected to observe formal systems of mles and regulations 

enforced by administrators in the workplaa who may or may not appreciate their expertise. Too 

often, it seems that the anticipated goodwill of salaried professionals has k e n  exploited. The 
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worst type of administrator has regarded professional employees as martyrs with little justifiable 

claim to additional financial reward or other recognition of their supererogatory cornmitment. The 

desire for appropriate recognition of even their essential skills and expertise has led many salaried 

professional employees to collective bargaining. In some situations, salaried professional 

employees have joined forces and created their own unions. Where numbers have been relatively 

small, as in occupational therapy, and where they have lacked confidence that their few voices 

would be heard or recognized in management circles, some professional employees have b e e ~  

persuaded to join unions representing workers who are not usually considered to be members of 

the professions. They traded more of their independence for assurances that their causes would 

be adequately represented at the bargaining table. Membenhip in the union has become a 

condition of salaried employrnent in a great many situations. 

Such is the history behind the unionization of occupational therapists in British Columbia 

and the context of the story, that I will now tell, in which occupational therapists found 

themselves duty bound, as memben, to comply with union rules, including taking part in a strike. 

Their confidence in the Union was badly shattered by the eveds of November 1983 and the 

fabric of trust, which had been woven in the relationships of the occupational therapists with their 

professional colleagues, fellow workers and their patient clients, threatened to disintegrate. 

2. THE STORY 

ln July 1983, the British Columbia Govemment introduced legislation which sought to 

nullify certain key elements in public sector collective agreements. The proposed legislation 

effectively allowed massive cuts to social programmes and the firing of employees without cause. 

The labour organizations reacted swiftly to these proposed rneasures and formed the Solidarity 

Coalition as a means to fighting the legislation. It was inevitable that the British Columbia 
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Govenunent Employees Union (BCGEU) would attempt to obtain an exemption kom the 

legislation at the time of contract renewal in October of that year. It was evident that a strike 

was a strong possibility. Revious labour action called by the BCGEU had been of a somewhat 

'gentlemanly' nature involving only some components; even when health care personnel were 

included, rcgulations had allowed picket lines to be set up but removed at key times when shift 

changes occurred at hospitals so that there was little disruption to services. This time a full scale 

strike was likely. 

Most occupaiional therapists in British Columbia belonged to a union of professional 

workers. A srnail number worked in governrnent facilities and, like the occupational therapists 

at The Residence, were required to be members of the BCGEU. The Residence was a facility 

for the long term care of adults with physical disabilities so severe that they were unable to get 

between their beds and wheelchairs or carry out everyday self-care activities without the help 

of one or more persons. Many of the residents could not h m  over in bed, reach for a glas of 

water or feed themselves. The Residence was their home and some of them had lived there for 

twenty years or more. As members of the BCGEU, the occupational therapists and their 

colleagues in the dietary and social work departments elected a shop steward to represent the 

concerns of their small professional component to the union hierarchy. In 1983, seven 

occupational therapists, three dieticians and three social workers formed a local of professional 

employees within the union organization at n i e  Residence. Although my story refers to 

occupational therapists, the decisions that they made and the recommendations that they put 

forward were made by the entire local. The shop steward was one of the occupational therapists 

with whom 1 worked. I was a 'middle management' supervisor, in charge of the occupational 

therapy department, and I represented the concerns of my staff to my superior in the hospital 

hierarchy, who was a member of the management team, charged with running the hospital. 
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Many of the occupational therapists, like myself, had k e n  ernployed at The Residence 

for a number of years. There was ample oppominity for the occupational therapists to get to 

know the residents on a personal level and we knew them al1 by name. We worked with them 

in the intimate details of their lives and we regularly volunteered to accompany them on outings 

out of normal working hours. They knew a great deal about us  too, and treated Our partners and 

children as membea of their extended families, so that our relationships were often friendships, 

some of which continue to this day. 

Our role as occupational therapists was to analyze the difficulties that our patient clients 

were having with self-care, productivity and leisure activities and to h d  ways of overwming 

these problems. Our goal was, generally, to enhance the choices and independence of each 

patient client so that each person might live a life as nearly nomal as it was possible to do given 

his or her handicaps. For example, for some months I worked with a man in his forties, 

paralysed by poliomyelitis some twenty years earlier, who was keen to fkd  a way to feed 

himself. Unable to move any part of his body except his head, and dependent on a portable 

respirator to enable him to breathe, David was an acclaimed mouth artist - he held the paint 

brush between his teeth - and had recently become engaged to be married. He was used to k i n g  

fed by health care workers and was concemed that he might be as independent as possible in his 

new life beyond The Residence. With his creative mind focused on a piece of equipment which 

he had seen being used by one or two other residents in the hospital, and my practical application 

of his ideas, our combined ingenuity was successful in making it possible for David to eat his 

dimer, almost independently, within the space of about twenty minutes. This achievement not 

only freed David hom some of his dependence on others but had the added advantage of slowing 

down his eating process which ordinady took about ten minutes as busy health care workers 

raced, against the clock, to feed dinner to al1 of their assigned patients. Some weeks later, to 
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my surprise, 1 noticed that the feeder apparatus was lying unused. David's answer to my inquiry 

was that his fiancée had three grown children who were anxious to help and get to know him. 

Feeding him was one way in which this could be accomplished so they were taking it in hlms 

to visit and assist David at the dinner hour. He knew he could eat independently when the need 

should arise! From my perspective, at least, this was a success story, in that our efforts not only 

gave David the choice to be independent but enabled him to connect with his new family and 

affirmed him in his new identity as a stepfather. 

One of the challenges to their identities that faces occupational therapists is convincing 

other workers and management personnel of the essential nature of their services. The outcornes 

of their interventions are rarely sensational in terms of reversing the course of a debilitating 

disease process or making it possible for a person with paralysis to stagger a few extra steps 

unaided. We must work painstakingiy, and often slowly even with co-operative patient clients, 

to achieve very srnall gains. We can rarely achieve any lasting results by ourselves. We need 

the assistance of other health care personnel, hospital workers, family members of clients and 

volunteers and we need to be very sensitive to their different roles, responsibilities and burdens 

of care. 

Looking back on my time at The Residence, 1 can see that it was an environment in 

which the importance and complexity of client and professional relationships was evident. For 

example, Mary was a woman of my own age, early forties at that time. She and her husband 

were high school teachers, Canadian born of Chinese heritage. They had two boys a little 

younger than my own two children. Mary became a resident when the ravages of Lou Gehriggts 

disease made it impossible for her husband to give her the care that she needed during the 

working week. Culturally, this was a step that was not taken readily and it was important to 

them d l  that Mary be able to go home at weekends. 
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Like many of the other residents, Mary was unable to do anything from her bed - even 

her conversation was limited to facial expressions. Once up, and sitting appropnately in her 

wheel chair, she could whisper and use a communication board. As well, she had some small 

independence in king  able to drink through a straw from a tumbler secured on her wheelchair 

tray. In bed, she needed help to tum over - this was very important in order to prevent skin 

breakdown - and to reach for any kind of drink. Because she was so fiail, washing, dressing and 

getting Mary out of bed required tirne, patience and sensitivity to her pain and fragility on the 

part of her helpers. It was the responsibility of the occupational therapist, working with the 

nurses and physiotherapist, to find the best ways of accomplishing these tasks and to teach these 

techniques to the health care workers and to members of Mary's family. Once Mary was up and 

dressed, she needed to be seated comfortably and, with appropriate supports, in a position that 

would allow her to use her limited arm and hand movement for communication purposes as well 

as to manipulate the controls of her powered chair. Enabling her to be up and mobile gave Mary 

the opportunity to move about the facility, to taik with other people and to take part in social 

activities. She was, for a long t h e ,  an active representative of the residents on her ward at the 

residents' council and, as technology advanced, she became a keen participant in amputer 

communications. The owiupational therapist was intimately involved in al1 aspects of Mary's life 

at the hospital and also made sure that she could sit safely and comfortably in the family vehicle 

for her trips home each weekend. 

When Mary was confined to bed, for any nason, the occupational therapist was 

responsible for ensuring that she had adequate protection around her bony parts and that routines 

were regularly carried out to avoid skin problems. The occupational therapists were certainly 

instrumental in giving residents like Mary choices for living lives, beyond their beds, that were 

meaningful to them. The actual realization of such choices for each resident, however, dependecl 
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on the willingness of a great many people to cooperate with the occupational therapist and with 

the resident and to give each person the necessary time. Health care workers, housekeeping 

personnel, nurses, physiotherapists, occupational therapists, maintenance engineers, social workers 

and physicians, recreation workers, family members and volunteers al1 played their part. 

Residents were dependent on their goodwill and for the most part, they could be confident that 

they would get it, but there were always uncertainties and the looming strike in the fall of 1983 

made daily living very uncertain. 

1 think that the occupational therapists at The Residence tried to practise authentic respect. 

In general, they had healthy interacting and co~ecting relationships with other staff and with 

their client patients so that the fabric of their trustworthiness had been woven and strengthened 

by many positive outcornes to the uncertain and risky events that occurred on a daily basis. The 

next part of rny story tells how the strength of that moral fabric was put to the test. 

When labour action becomes a possibility in an environment like that at The Residence, 

the mies of negotiation require that management and union representatives meet to determine the 

categories and number of workers that are to be considered essential services. Even though this 

strike action was expected to be of greater magnitude than any before, previous experience with 

negotiating niles suggested that residents might have reasonable confidence that their well-king 

would not be compromised, because on other occasions strike niles had been relaxed at hospitals. 

The Union invited recommendations conceming essentiai services fiom the members. 

The occupational therapists agreed among themselves that statfmg patterns were already fine 

tuned and that any reduction in staff would lead to residents being confined to bed. At weekends 

few professional staff, like occupational therapists, were on duty; the number of health care 

workers was reduced because there were fewer activities going on and many residents chose to 

take a day in bed knowing that they would be up and about again each Monday. The 
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occupational therapists recommended that there should be a level of services which would permit 

every resident to be got out of bed at least every third day. This was seen, by the occupational 

therapists, to be the bare minimum level of care for the residents' emotional and physical 

maintenance and for the p~vention of further disability . With this level of the care, 1 think the 

residents would have been treated with encounter respect, as it was defined in Chapter IV, since 

it not only recognized their basic human needs but the specid circumstances related to their 

severe disabilities. 

The shop steward conveyed the occupational therapists' recommendations to the Union 

and 1 made similar requests to my superior. When the essential services were announced, the 

number of staff to be allowed in to provide direct care called into question the possibility that 

residents would receive minimal acceptable care, as  defined by the occupational therapists, for 

even one day. No occupational therapists were included. An appeal to the negotiating team to 

reconsider their decision and allow one occupational therapist to provide emergency services was 

denied. 

It was clear to the occupational therapists that the residents could have no confidence that 

their real needs were being given any consideration at the negotiating table. It was their opinion 

that the accumulation of health problems that would result from such a low level of staffiing over 

an extended period could be life-threatening to some residents. Furthemore, the conditions 

under which residents would be confined to bed, without adequate staffing to turn them or feed 

them in reasonable patterns, would subject them to unnecessary discornfort, indignities, pain and 

suffering. It seemed incongruous that a Union that purported to represent the concems of its 

professional members would allow this to happen, especially since the strike was inextricably 

bound up with a campaign to oppose cutbacks in child abuse programmes, social services and 

human rights protection. Yet al1 the representations attempted by the shop steward and myself 



appeared to fa11 on deaf ears. 

Membership in the BCGEU was not the only condition for employment as an occupational 

therapist at The Residence. Membership in the Canadian Association of Occupational Therapists 

(CAOT) was an expectation. Members of CAOT were and are required to sign annually that 

they will abide by the Association's Code of Ethics which includes the statement that "the welfare 

of the patientklient shall be the primary concern of a member" (CAOT, 1983, 1996). h theory, 

at least, the occupational therapist who is seen to put self-interest ahead of patient client interests 

wuld be denied continuing membership in CAOT. At the same tirne, disregard for the directives 

of the Union was subject to discipline and, in the case of breakhg a scrike order, could result in 

the Ioss of union membership. In either situation, continuing employment was jeopardized. This 

was the dilemma that faced the occupational therapists at The Residence in October 1983. 

Would they cross the picket line, be faithful to their professional ethics and worthy of their 

patient clients' trust, or would they support the Union directive even though the Union had not, 

apparently, appreciated the occupational therapists' expertise and recommendations that reflected 

the real needs of their clients? 

Each occupational therapist had to decide individually and each had other roles and 

responsibilities; a single parent, new home owner, single wage eamer in a family, mariage plans, 

for example. The shop steward was very committed to union ideals; others were less wedded 

to values beyond their professionalism, but none wanted to risk losing their employment. 1 was 

in a stable maniage and financially more secure than my staff members. My cultural 

background, my particular beliefs and professional cornmitment made me inherently opposed to 

the very idea of going on strike for any reason. As the supervisor of the occupational therapy 

department, my responsibilities to the nsidents weighed heavily. 1 argued within rnyself that 

there was little that 1 could do on my own to resolve the dispute or meet the needs of the entire 
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resident population by crossing the picket line. I thought it likely that my relationships with my 

staff members and especially with other members of the union would be ineparably damaged by 

so doing. It seemed improbable that any member of CAOT would report any of us to the 

Association for following Union rules, it was much more likely that 1 would be reported to the 

Union for disobeying their directives and that there would be unpleasant consequences. And 

yet .... 1 crossed the picket line. The rest, as they say, is historyO7 

3. MORAL EXAMINATION 

At the end of Chapter IV, 1 suggested that one test for a climate of trust might be to 

consider the three features of behaviour that Thomas considers necessary in trustworthy 

relationships; textured affirmation, moral authorization and moral deference. If, as 1 will claim, 

the occupational therapists were, generally, considered tmstworthy, how did their behaviour, as 

strike action threatened in 1983, affect the climate for trust? To what extent were the patient 

clients of the occupational therapists at The Residence justified in mntinuing to entrust their 

well-king to these professional praditioners? 

The fint Thomas feature to be considered is that of texiured affirmation. Remember that 

this involves verifying assumptions that one might ordinarily rnake. Certainly there were 

assumptions about patient client needs made by the occupational therapists. Some occupational 

therapists would have discussed the possible effects of a strike upon residents with some of their 

patient clients. Our conclusion, that full services every third day was the minimal acceptable 

standard of care was derived fiom Our intimate knowledge of the residentsf needs and lifestyles. 

7 Rie mnplete account of what followed is to be found in Brockett. M.M. (1985). 
Professionalism or unionism - aie therapists' dilemma. Canadian Journal of 
Occupational Therapy, 52. 10-1 4. The events described are a matter of public 
record. 
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1 don't think, however, that we had any real dialogue with the residents that allowed us to reach 

this conclusion. By contrast, the essential services, proposed by the negotiating teams, were more 

geared to the provision of what is typically considered to be basic a r e ,  Le., food, water and 

clothing; they did not reflect the special needs of the residents in this population. Given that a 

strike seemed inevitable and beyond the powers of the occupational therapists to prevent, the 

encounter respect that we proposed, was, 1 think, appropriate. It was consistent with the minimal 

rnorality that Walzer suggests is acceptable when talking across differences, particularly in 

situations of crisis: 

... minimalist meanings are embedded in the maximal morality, expressed in the 
same idiom, s haring the same (his toricaVculturaVreligious/poli ticai) orientation. 
MUiimalism is liberated fiom its em beddedness and appears independenil y, in 
varying degrees of thinness, only in the course of a personal or social cxisis or a 
political conhntation. (Waizer, 1994, p.3) 

This seems an appropriate place to recognize that the goal of authentic respect is one which is 

not easily achieved. The disruption to relationships caused by organizational change or the 

constraints of time that limit meaningful dialogue between professional persons and their clients 

are examples of the challenges that are likely to be encountered in everyday practices. It may 

be that it is only reasonable and realistic to achowledge that encounter respect is al1 that can be 

achieved. 1 submit that this would have been an acceptable conclusion in the circumstances of 

a looming strike. But the services that were considered by the negotiating team at The Residence 

were more typicd of traditional notions of recognition respect. 

One of m y tasks, aiter crosshg the picket line, was to gather evidence of the hadequacies 

of those services deemed to be essential. Subsequently, the case that 1 was able to make 

persuaded the authorities to allow some additional staff on the wards and one occupational 
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therapist to be available to meet emergency needs throughout the hospitala. 1 believe it was that 

occupational therapist's evidence that was instrumentai in leading the authonties to restore Ml  

st-g before a full week had elapsed. 

Did the occupational therapists have moral authorizution or permission to tell the 

residents' story? Was there no opprtunity for residents to speak for themselves? At that time 

there was a residents' council in place that met monthly with representatives of the hospital 

management team. 1 do not recall for sure, but it is likely that the residents' council did meet 

and members were informed of plans should a strike material&. 'Ihey were probably given 

assurances that their needs would be met and advised that they should not be anxious. Whether 

or not representatives of the Union were invited to such meetings, I do not know, but 1 think it 

unlikely that they would have attended. in any event, dialogue was probably not encouraged to 

any degree and one can imagine that the residents' representatives, like Mary in my earlier 

example, would have been somewhat reticent in voicing their demands given their dependence 

on so many helpers and their vulnerability to illwill. The occupational therapists did not invite 

any of the residents to their departmental meetings and deliberations. Had we done so, I think 

we might have gained some insights into their needs and feelings and been in a position to 

encourage the representatives to speak up in coumil meetings with a better overall outcorne. 

We really did not have their permission to speak for them in any meaningful way and the 

resident council meeting clearly skirted the issues that were of concern to the residents. 

From the perspective of moral deference which involves being sensitive to the way in 

which others live, did the occupational therapists examine their own motives or imagine 

themselves in the residents' shoes? 1 am not sure that we took the t h e  that would have been 

8 The inadequacy of the staffing complernent and the consequent plight of the 
residents was openiy reported in the media at the time. 
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neccssary to do this and we might have been surprised had we dont so. As occupational 

therapists we were, in general, reluctant members of the BCGEU. We would have preferred to 

belong to the Professional Employees Association of which our physiotherapy colleagues were 

members and from which we considered ourselves unfairly barred because occupational therapy 

did not have the status of a licensed profession in the province. 1 suspect that Our dislike of k ing  

yoked with housekeeping and maintenance persons had bcwme hown and that, to some extent, 

we were regarded as arrogant trouble makexs so that our opinions were bound to be treated with 

resistance and suspicion. 

We had not listened to our patient clients' concems in any real way, but when we did, 1 

suspect that we gave them false assurances that they could trust us to fight for their interests. 

1 doubt if we tried to discuss the codicts that we were experiencing within ourselves nor did 

we ask the residents, individually or in small groups, whether they could accept the 

recommendations that we were putting fonvard to the negotiating team. 

Was there a climate for trust as the strike action lmmed? The test that 1 have just 

completed suggests that there was not. Could the residents have any reasonable confidence that 

they would be treated with appropriate respect? My story illustrates the limitations of rules when 

it cornes to building confidence. The rules of negotiation were followed carefully, too farefully, 

in that the people with the authority were unwilling to listen to any appeal for special 

consideration. 

4. PROFESSIONAL PRACITIlONERS AND THEIR DECISIONS 

Given their d e s  as professional practitioners and the circumstances of their employment, 

did the occupational therapists behave appropriately? How do people reach decisions about how 

to behave when there are apparently conflicting loyalties, in this case to the tenets of 
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Students in occupational therapy programmes, and practising occupational therapists today, 

are encouraged to use a variety of prescriptive models to aid them in reaching ethical decisions. 

These were not known to us in 1983. The McMaster Model (1993) is intended for small groups 

and would thus have been appropriate to the occupational therapists at The Residence. How 

would we have fared had we had this tool available to us? 

The McMaster Model encourages the use of work sheets in order to record individuai 

answers to the five steps in the process. The first step asks what alternative courses of action 

are open to the group? I think we would have listed i) obey the union, ii) cross the picket line. 

The directions suggest that this step "allows for the usud clinical [italics added] approach" 

(p.13). Step 2 invites the participants to explore the different alternatives in terms of medical 

prognosis and non-medical outcomes. It recommends that factors such as patient preferences, 

qudity of life, patient, family and health professional relationships and legai liability be 

considered. This step "promotes a aitical evaluation of objectives to be achieved both medically, 

(sir) and provides a stimulus for ensuring that al1 pertinent information is available" (p.13). 1 

think we did explore the options £rom al1 of these perspectives. We became increasingly 

uncomfortable with the option of obeying the Union but we had justifiable qualms about crossing 

the picket h e .  Next, in Step 3, the relevance of ethical principles to the courses of action is to 

be considered. The p ~ c i p l e s  listed, patient autonomy, beneficence, justice and 'other' are to 

provide "opportunity to examine alternative courses of action in terms of some of the most 

pertinent ethical principles" (p.14). In 1983, we had little knowledge of ethical theory or 

principles. If we had simply followed the descriptions listed under each principle, I think we 

would have found patient autonomy irrelevant to the options sincc the patients clearly had no 

independence and no opportunity to exercise choice or discretion; beneficence would have 
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increased Our discornfort with the options since we would clearly not be doing the good work 

that the needs of Our patients required. As for justice, working for "an equitable distribution of 

benefits and burdens in society" (p.14) might have k e n  considered in keeping with the Union's 

resistance to the cuts in social programmes and firing of employees without cause, but to 

withdraw services to people in need, for that purpose, would have been hypoaitical to say the 

l e s t  ! The little guidance that the McMaster Mode1 offers on the meanhg of these principles 

would simply have added to our confusion. 

Step 4 calls for moral statements to be formulated and examined under the headings of 

"generalizability, that is inherent in the ethical "ought" and any conflicts between patient's best 

interests, patient's preferences, extemal factors" (p.15). This step is intended to encourage further 

examination of each option, rewgniting that one alternative is already the apparent choie. 

For example, using the directions given, we might have arrived at statements like the following: 

i) If a strike is called, the professional staff ought to obey the Union directive to 
withdraw their sentices to the residents or 

ii) If a strike is called the professional staff ought to cross the picket line and 
continue to offer their services to the residents. 

1 don't think generalizing would have helped determine one option as better than the other, 

although clearly consideration of the conflicts that the h t  option would have created for the 

residents would have become obvious, if they were not already so. 

Step 5 calls for a conclusion that there is a clear preference, an uncertain preference or 

no preference at al1 to the courses of action outlined. 1 suspect we would have concluded that 

the first option, to obey the Union directive, was an uncertain preference. The implied 

consequence of a p u p  decision is that each of us would have felt obliged to comply with it. 

1, for one, would have felt rnorally comprornised and 1 don't think we would even have gone to 

the length of making the recommendations that we did make to the negotiating team which, at 
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So, if we would not have been helped by using a prescriptive method like the McMaster 

model, what other processes might the occupational therapists have used in reaching an ethical 

decision on the matter of how they should behave in the event of a strike? Building on work 

done by Kohiberg, Rest (1994) identified four major determinants of moral behaviour. The Four 

Componenr Model was the result of his overview of the psychological literature on morality. The 

four determinants represent distinct processes that have been shown to be involved in determining 

how people behave. Restts work has been the catalyst for significant research into the moral 

development that takes place at pst-secondary and professional levels, mostly using the Defiiing 

Issues Test (DIT). This test is derived kom Rest's original work based on Kohlbergian stages 

of development. Much of this work has been recorded in Moral Dwelopment in the Professions, 

edited by Rest and Narviez (1994). My own assessment of the published research suggests that 

it has been strongly infiuenced by the DIT and its focus on moral judgment. Mord judgment 

is described in the Guide tu the DIT as "the process by which a person arrives at a judgment of 

what is the moral thing to do in a moral dilemma" ('-18). 

But Rest emphasizes that in his model, al1 four components, not just moral judgment, are 

important. They interact in a complex marner and they represent "a logical analysis of what it 

takes to behave morally " (p.24). On that basis, I think it is worth re-exarnining the behaviour 

of the occupational therapists at the tirne of the strike at The Residence fiom the perspective of 

the Four Component Model. 

Moral sensitivity is the h t  of the components that 1 will discuss. It is described as "the 

awareness of how Our actions affect other people" @est Br Narvgez, 1994, p.23). Were the 

occupational therapists sufficiently sensitive to the effects of a strike upon the residents? Did 
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they consider how they would have been affected had they been residents facing a strike of 

employees? 1 think we were very sensitive to the concems of the residents but were probably 

a h i d  to empathize with them to any degree because of the personal demands that might have 

followed. I suspect that, for similar reasons, we treated the residents as a group, with general 

needs, rather than recogniring the particular needs of the Davids and Marys. Nor were we very 

imaginative in exploring other morally acceptable options that might have been open to us. We 

did not really think about ways in which we might have empowered the residents themselves, or 

their families, to make their own representations about their needs, nor did we think to gather 

evidence or support for Our recommendations from other Union members or from professional 

groups who would not be involved in strike action. 

Moral julgment determines which line of action, of those that have been considered, is more 

morally justifiable. in making Our moral judgments, 1 do not think that we thought too clearly 

about the repercussions of Our adions upon the different relationships in which we, or our patient 

clients were involved. As 1 have already pointed out, we knew little about moral theory to help 

us understand the impact of different courses of action or appreciate how others might be 

legitirnately motivated. Williams (1996), argues that moral argument is l e s  important than moral 

imagination. 1 think we lacked both. 

Moral motivation is "the importance given to moral values in cornpetition with other 

values" (p.24). Each of the occupational therapists held other roles outside the profession and 

the facility, each one carrying different responsibilities and representing different values. The 

authenticity of these cornpeiing values in the lives of each occupational therapist was not 

discussed openly because, 1 suspect, our professional loyalties might have k e n  called into 

question. The demands of the Union, and their contradiction of what we considered to be Our 

professional responsibility, were discussed at length and it was on that ba i s  that Our 
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Moro1 charocter "involves ego strength, backbone, toughness, strength of conviction, and 

courage" (p.24). As for the strength of moral chracter demonstrated by the occupational 

therapists and the consequences that we thought might follow Our decisions, 1 doubt if we, any 

of us, really faced up to the realities. For rny own part, 1 hoped that 1 was held in sufficient 

regard by members of the hospital management team that they would support my action and be 

prepared to stand b e b d  my contravention of Union d e s .  in this, 1 was disappointed probably 

because 1 failed to see that aclmowledgement of this sort would have been for them to admit to 

their own shoacornings. 1 think I also hoped for professional cornmendations for my actions and 

while these did come, they carne eventually from individuals, not as the official recognition of 

the organllations representing occupational therapists whose directors would likely have remained 

totally unaware of what had happened if 1 had not chosen to inform the mernbership later. 

My conclusion is that Our decision was based largely on a limited perspective of the moral 

cho ies  that were presented to us. I think that we were significantly hindered by a lack of moral 

sensitivity as well as a lack of knowledge of moral theory. 

But if we tum again to Jacobs and her descriptions of moral behaviour, she suggests that 

guardian and commercial moral roles, while independently moral, should be considered in a 

symbiotic relationship in which each one supports and complements the other. Would this have 

helped us any better than the McMaster Model or the Four Component Model in determinhg 

how we should behave in the event of a strike? 

Chapter II identified the contemporary professional role and responsibilities as being 

consistent with the commercial moral syndrome. In the last part of this Chapter 1 will show that 

it is not difficult to identify the role and responsibilities of union mernbership with the guardian 

moral syndrome. How can professionalism and unionism support and complement one another 
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Support and complementarity between equals necessarily involves dialogue, collaboration 

and trading of ideas. Yet the guardian moral syndrome shuns trading, is averse to discussion and 

likes to deceive for the sake of the task - possibly giving the impression of collaboration when 

there is no such intent. It seems to me that the very existence of a guardian moral syndrome 

militates against the possibility of an equal relationship or partnership ever existing between 

guardian and commercial role types. Is there another kind of relationship that will allow morally 

mature people to live with the ambiguity of professional and guardian roles that they hold, 

recogninng that each one has a valid part to contribute to social cohesion? 1 believe that there 

is and in the 1 s t  part of this Chapter, I will outline my reasons. 

5. UNEQUAL RELATIONSAIPS AND INDEPENDENT MORAL INTEGRITY 

One of the fundamental features of encounter respect identified in Chapter IV was that 

it is an abstraction kom authentic respect. I argued that an authentic respect that provides the 

context for encounter respect is rnorally preferable to the more traditional interpretation of merit 

types of respect. Merit type respect is built on a minimal respect that sirnply reflects the 

universal charactenstics of human king and takes no account of other charactenstics that are 

commonly valued. 1 based my argument on Waizer's conclusion that a single moral minimalism, 

taken in isolation, becornes impotent because it belongs to no-one in particular and that any 

morality that is built on minimalism inevitably leads to conflict. 

If, as 1 have claimed, authentic respect is the prerequisite of trust, then since encounter 

respect is an abstraction of authentic respect, confidence might similarly be an abstraction of 

trust. Chapter III found that tmst and comdence were separate entities and incompatible 

although Baier saw them as different dimensions of one conception and Hart saw them as 
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different degrees of belief. How is Our understanding altered if confidence is seen as an 

abstraction of trust? The need for mist was identified as the necessity for cohesive relationships 

where there was some uncertainty of goodwill. TO the extent that the goodwill could be assured 

through rules and regulations confidence could take the place of tnist. But, 1 argued, there never 

can be total confidence and where it fails, trust must take over. If confidence is an abstraction 

of trust, however, the reverse must be m e ;  that confidence needs to take over where trust fails! 

This is surely the lived experience of professional regulation and consistent with the hdings of 

Chapter II, that the need to build confidence has becorne a necessity in circumstances where 

professional practitioners have shown themselves unworthy of trust. 

Given then, the apparent relationships of encounter respect, confidence and replated 

practice as abstractions of authentic respect, trust and professionalism, respectively, it seems that 

a similar relationship could exist between guardian rnorality and commercial morality. Such a 

relationship would be highly supportive of my contention that rules and regulations alone are 

inadequate as a means to guide professional behaviour. TO see how this would apply in practice, 

1 refer once again to the events at The Residence. 

Union mles and regulations came into being because of the abuse of workers by many 

powerful and oppressive employers whose self-interest took priority over rational ways. In a 

very real way workers had been a means to their employers' capitalist ends. The existence of 

unions is a reminder of failed trust relationships that once existed between employers and 

employees. The approach of the hospital management team and the union representatives was 

based on their own experiences of a relationship that was in question. They were bound to take 

an approach that was nanow and clearly defied by rules, but their concept of minimal respect 

was hardly consistent even with Kantian notions of recognition respect. It was defincd by the 

basic wants of most people in need of care and protection, food, water, clothing and a safe 



111 

environment. In a very real sense the residents, who were unable to escape their lot any more 

than exploited workers of past eras were able to do, were k i n g  used as means to the Union's 

ends! The approach of the negotiating team was certainly not consonant with the notion of 

authentic respect of persons that was outlined in Chapter IV which recognizes the particular, as 

well as the general needs of individuals in a relationship. What their approach failed to take into 

account was the special needs of the residents and a kind of respect that incorporated these 

special needs in addition to mere physical requirements. This minimalist respect or encounter 

respect, as 1 have chosen to cal1 it, was appropriately represented in the recommendations made 

by the occupational therapists to both sides of the negotiating tearn, to each of whom they owed 

some loyalty. 

Chapter III suggested that mles and regulations are not only inadequate but potentiaily 

rnisleading. My narrative illustrates this claim. Residents and their family rnembers relied upon 

the rules of negotiation to provide sufficient staff to care for residents. M e r  d l ,  the very reason 

that Mary and David and their peers had become residents was because their own families were 

unable to care for them adequately in their own homes. 

My observation, on the day that 1 crossed the picket line, was that the number of staff on 

duty did not allow for any reasonable level of basic a r e ;  the reduced number of health care 

workers did not allow t h e  for them to tum patients in their beds or offer them dx-inks of water; 

bathing was curtailed; feeding at the lunch hour took so long that some residents were being 

given food that had been sitting for more than forty five minutes and patient cal1 bells were going 

unanswered. Added to that, the professional staff who claimed to put the welfare of their patient 

clients first, let them down! 

It would have been appropriate, in the circumstances of a stdce where there was no 

climate for trust evident, for the controlling authorities to have worked on the basis of niles and 
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regulationç that would inspire maximum conf~dence. For that to have happened, the people in 

guardian type positions, both management and union, would necessarily have had to acknowledge 

the broader moral perspective of those who were charged with commercial type roles. In other 

words, the negotiating team would have accepted the recommendatioos of the professional 

employees that encounter respect shouid be the basis of their decisions for staffimg relationships 

and quotas in the event of a strike. 

On that basis, the farnily members and the residents, themselves, wuld have been more 

confident that the residents would be adequately looked afier in the emergency situation. The 

professional staff would have been in a position to comply with the union requirements, if not 

happily, then at least with some feeling that their interpretation of an acceptable minimal morality 

had been recognized. 1 doubt if I would have crossed the pickei line. 

The relationship between guardian and commercial role types that has been proposed is 

indeed a symbiotic, but not an equal one. It is one in which each is equally valued for its 

different role in an ordered and productive society. Effoas to harmonize the two, as one, are 

efforts to value control more than trading because they are inherently attempting to make both 

occupation types alike and subject to the same rules. Ln Chapter II, we recognized that such 

efforts probably paralysed professional practice in the past and contribute to the conflict 

experienced by professional people in the workplace today. The relationship that is proposed 

recognizes the independent moral integrity of each occupation type but it acknowledges that each 

is different and dependent on the other for its own well-being. Commercial type occupations 

are not superior, they simply provide the larger context of working life that must infonn those 

who have responsibility for control. M e r  d l ,  if an army does not know the extent of the 

temtory, or the details of the businesses and the particular skills of the people that work in them, 

that it needs to protect, it cannot hope to defend it fiom the ravages of an invading force or know 
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how to control the enthusiasm of the inhabitants for their mutual benefit. In Chapter VI, 1 will 

reflect on some of the reasons why this interdependency seems to be so hard for health care 

personnel and society, in generai, to acapt. 



C-R VI 

THE CHALLENGE INHERENT IN CHANGE 

1. RESPONSES TO MODERNITY 

Chapter II, which looked at the role of professional practitioners and their relationships 

with other people, concluded that the professional role, traditionally accepted as being of a 

guardian type, is more consistent with a commercial role type in contemporary society; hence it 

is quite appropriate that there has k e n  a trend away fiom ca1li.g the recipients of their services 

"patients" and renaming them "clients" rewgnuing that they are, potentially, equal trading 

partners. 

Govier's vision of a society of pcople in equal partnerships seemed l e s  adequate with the 

realization that partnerships, as well as power relationships, are not immune to unjustifiable self- 

interest and so subject to corruption. A consequence of such corruption has been the advent of 

controlling, regdatory bodies with a legitimate moral code of their own that allows people to 

seek help fiom professional practitioners with some confidence that their interests will have 

priority over those of professional developrnent. 

Chapters III and IV concluded, however, that if professional people wish to be trusted 

there must be relationships of authentic respect in which there is mutual recognition and 

acknowledgment of the clients' expressed needs and professional limitations. in Chapter V, 

consideration of a pax-ticular event in the lives of a group of occupational therapists led to the 

conclusion that professionalism, exemplified by trustworthy relationships, can be threatened by 

loyalties to legitimate controlling bodies. I argued that when a clirnate for trust is not warranted 

or is endangered, professional groups must take responsibility for making the appropriate 

connections between rules and real world situations if their clients are to have any confidence 

114 
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that professional people have their client interests at heart. In Chapter III, 1 quoted fiom Koniak's 

paper, Luw and ethics in a world of rights and suitable wrongs (1996) in which she discusses 

the need for rules to be comected to woridly affahs and be given meaning by stories illustrating 

the way in which they are intended to be used. This argument suggests a quite d i f r en t  

relationship, consistent with my conclusion to Chapter V. There, 1 suggested that controllhg 

guardian type roles should be recognized as  distinct entities, but necessarily informed by 

commercial type roles that would include the professions. This is a modern solution to the 

problem of how to appropriately constrain professional practitioners in their relationships with 

their clients that has been a concem for a very long tirne. 

This brief overview of my arguments, to this point, offers a very different construction 

of professional relationships fiom the one that most contemporary practitioners would recognize. 

The two hardly seem compatible. If professional regulation correctly cornes into play when 

professional mistworthiness is either inappropriate or fails, the current preoccupation with 

regulation suggests that, either professional practitioners are peculiarly untrustworthy compared 

with their forebears, or contemporary professional practice is part of a much larger societal trend 

towards increased regulation. 1 do not believe the h t  to be true and Kinsella (1996), whom 1 

quoted at the very beginning of this thesis, would concur with the latter conclusion. In this 

Chapter, 1 will attempt to show that this state of affairs is consistent with the hegemonic theory 

of modernity. My solution arises fÎom a fresh approach to cultural difference that is in keeping 

with another theory of modernity. These theories are proposed by Taylor. 

In Two ïheories of Modernity, Taylor uses culture in an anthropological manner. My £ïrst 

task is to explore what that means in the context of professional prabice. Taylor articulates two 

ways in which Our contemporary society can be understood to be different fkom earlier 

generations. He portrays modem life fiom the perspectives of : 1) the acultltral theory which 
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describes the transformations that have issued in modern Western society in terms of "a rational 

or social operation that is culture-neutral" (p.25) and 2), the cultural theory that characterizes 

these transformations in terms of "the nse of a new culture" (p.24). Taylor perceives the 

aailtural perspective to be the dominant one in society. 

In the 6rst part of this Chapter, 1 review Taylor's account of the aculturai theory of 

modernity in some detail. It considen life events as "a set of transformations that any and every 

culture can go through, and that will probably be forced to undergo" (p.24). 1 reflect on the way 

cixumstances at The Residence in 1983 might be seen kom this perspective. Taylor claims that 

the aculturd approach is the dominant praftice in society but that it has been distorted by the 

effects of the social changes that it seeks to explain, in particular its rejection of beliefs and 

ailegiances tmditionaily associated with morality. 1 will cunsider whether there is any evidence 

of these distortions in the events that took place at The Residence. 

The second part of the Chapter will explore the cultural theory of modernity which Taylor 

presents as an antidote to the distortions of acultural perspectives because it restores a moral 

viewpoint and, he argues, we cannot deny that our "Western modernity is in part based on an 

original moral outlwk" (p.27). The cultural theory rests on his thesis that there are many 

expressions of culture, each one jmtentially available to infom and expand the singular 

understanding of life events that are commonly understood among them. This sounds more like 

the symbiotic relationship that Jacobs envisaged between guardian and commercial moral role 

types of occupation. 1 submit thai this approach is not only illustrated by my reconstruction of 

professional relationships but is validated by it. 

But why should the professions buy into this reconstruction? The acultural perspective 

is very persuasive. What do the professions want and how do they see the problem being 

addressed? Clearly, the professions want to enjoy good relationships with their clients so that 
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their status and prestige can be retained and increased. The 1st  part of this Chapter explores 

Schh's investigation of the problem and evaluates his solution to it. 

2. TAYLOR'S TIfEORIES OF MODERNITY 

Taylor uses the word cuhre in the sense that he believes it is used by anthropologists: 

1 am evoking a picture of a plurality of human cultures, each of which has a 
language and a set of practices that defme specific understandings of personhood, 
social relations, states of mind/soul, goods and bads, v h e s  and vices, and the 
me. These languages are oRen mutuaily untranslatable. (Taylor, 1995, p.24) 

A culture, by this account, seems to be a way of describing an authentic group. If then, there 

are many cultures, can the professions be seen as a culture and how do they fit with other 

cultures that are associated with them? Chapter II outlined what it means to be a professional 

person, and, 1 believe, gave an analysis that suggests that the professions meet the requircments 

of Taylor's definition. That Chapter also suggested tha: the professions are one of a commercial 

role type of occupations that relates to people in society in a specific manner. This, too might, 

be called a culture. 

Within the professions we found that, in addition to those who practise independently, 

there were some who were ernployed by institutions that saw themselves as having another 

perspective on life that made iheir controlling function in society desirable. It is unclear whether 

Taylor's use of culture can be legitimately extended to a particular workplace like The Residence. 

It is worth taking a look at that environment against the anthropological use of the term to see 

what would be rnissing in so small a culture, if that is how it is to be considered. Can it be said 

to have a language and specific set of practices, defmcd by understandings of personhood, social 

relations, states of mind/soul, goods and bads, virtues and vices, that may net be easily 



118 

From the point of view of language, any cohesive gmup has its own idiomatic use of 

texms. Just as a profession or discipline is guilty of using terminology as jargon that is not easily 

understood by others, the cummunity of The Residencc used language to convey meartings that 

were speciai to them. So, "transfers" applied to the way people moved between bed, wheelchair, 

tub and toilet rnight be "standing transfers", "pivot transien", "two or three person liftsn or "hoist 

transfers", tems that were understood by the residents and their caregivers but which required 

interpretation to others. There was no question that personhood was attributed to every resident 

whether he or she was conscious or not, able to speak or not, capable or otherwise of expressing 

appreciation or distress, educated or uneducated and quite regardless of ethnic origin. In that 

respect, the community reflected the Canadian culture. 

As far as social relations were concemed, there were very clear hierarchies among the 

staff and, to a lesser extent, among the residents so that there were formal channels of 

communication as well as informal ones. The ward team which determined the personal details 

of resident care included the relevant professional staff who directed and supervised the practical 

nuning staff and the housekeeping personnel. Residents' ability to participate in social events 

was strictly tied to nuaing routines such as the weekly bath or patterns of bowel and bladder care 

and it was quite customary for those days to be spent in bed in order for those routines to be 

effected in an orderly manner. Most residents could be said to have corne to tems with their 

dependency on other people for their physical needs but newcomers were often fnistrated and 

upset by communal living. The facility was good in that it encouraged social interaction that 

people with disabilities, living in family homes, would have found much more difficult to access. 

It was bad in that staff were able to give reasons why they thought the residents' independence 

and privacy should be limited and that it was quite acceptable to treat those residents who 

displayed dinicult behavioun in ways that would otherwise be considered disrespectful if that 
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was an effective means of controlling them. No doubt there were vimies, and vices too, that 

were peculiar to that particular community of people. 

So, 1 conclude that we may view a small community, like that at The Residence, as a 

culture. I suggest that the professions are a subculture within a type of occupation that is itself 

a culture and they may well Muence a small community culture. What emerges is a complex 

inter-relationship of cultural identities, d e s  and values that are, at l e s t  as complex as the self- 

conceptions of individuals. Even though this may not have been Taylor's original intent, it 

appears that both the profession of occupational therapy and the specific workplace at The 

Residence fan be viewed usefully as cultures in the context of my thesis, without adversely 

affecting his interpretation. 

Culture neuîrality, typical of the acultural theory of modernity, suggests an objective and 

deliberately distanced approach that avoids association with particular traditions. This description 

implies that culture neutrality would ignore individuai expressions of authenticity, in so far as 

I have used that term to describe self-conceptions that include different identities, roles and 

interests, and values and beliefs. The denial of respect for special characteristics in a culture 

neutral world applies to groups as much as to individuals. 

Taylor cites the "growth of reason" defined by the "growth of scientific consciousness" 

and the "rise of instrumental rationaiity" as a paradigm of acultural modem life. It is a 

developmental perspective. Approaches to morality that build on the common characteristics of 

human being are culture neutral. They are "not seen as supposing or reflecting an option for one 

specific set of human values or understandings among others" (p.25). That the negotiating parties 

at The Residence could be content with rules that represented a rninirnalist approach, of this sort, 

suggests that they were bound to an acultural philosophy. There could be no reason to treat the 

residents in any way different £tom the established rules. Similarly, an acultural approach lends 
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support to a system in which different disciplines and employees are expected to reach agreement 

on their evaluation of a situation even though their perceptions may be very disparate. 

One of the distortions of the acultural theory, that Taylor (1995) comments on, arises fiom 

the perception of persons as individuals who behave naturally only when they are fkeed £rom the 

constraints of traditional beliefs and customs and are allowed to be the truly autonomous, self- 

determining persons that Kant conceived them to be. Taylor cites this as an example of the way 

in which the acultuxal: 

screens out whatever there might be of a specific moral direction to Western 
modemity, beyond what is dictated by the general form of human life itself, once 
old error is shown up (or old truth forgotten) .... What it cannot be seen as is a 
novel form of moral self-understanding, not defiable simply by the negation of 
what preceded it. (Taylor, 1995, p.26) 

So, fkom an acultural perspective, the authorities at The Residence could stand free fkom 

traditional ways of behaving that might have been infiuenced by moral or religious beliefs. 

Williams pointed out in his paper, Authority Mrhour Tradition (L996), that freedom £rom tradition 

does not mean that there is fieedom from the reasons for a tradition having corne about but a 

distorted perspective chooses to interpret keedom in that way. The distorted perspective 

essentially allowed the authorities to ignore the fact that, in earlier strike situations, picket lines 

at hospitals had been taken d o m  at key times of the day, when staff changes took place, because 

that would have been tantamount to rewgnizing that patients in a hospital ought to be given 

special consideration. 

The abandonment of traditional beliefs and customs is seen to have fieed persons £rom 

ways that are regarded as  having been falsely constrained and misguided and subtly to insinuate 

that the new rational ways, that discount morality, can only be right and proper. 1 think it is not 

going too far to suggest that this may be one reason why some of the occupational therapists 

chose to follow Union directives rather îhan allow any personai values or beliefs to persuade 
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them to do othenvise. And the McMaster Mode1 that I used to illustrate the sort of process that 

professionals are being encouraged to use for ethical decision-making today is clearly a rational 

process that m a k s  no reference to the beliefs and customs of either the client or the professional 

people involved. But there is a paradox here in that fnedom fiom one set of traditions appears 

to have led to some sort of captivity to another - rules and regulations! 

Even though scientific consciousness ordinarily demands evidence and evaluation, Taylor 

suggests that a cornparison of old and possible new ways of behaving would be such a complex 

task that it is routinely avoided. The Residence negotiating ieam had no evidence that patients 

would really suffer if they were leit in bed provided they were given food and water and kept 

reasunably clean and warm! Resumably, without moral qualms, an acultural perspective would 

allow hospital authorities to set up a research project to demonstrate that there would be no harm 

in such a situation but it would not be an easy thing to do. Taylor thinks that avoidance partly 

arises because of an inherent desire to be right, and partly fiom an assessrnent that moral and 

spintual explanations are not subject to reason; why would such research be unacceptable? So, 

a moral stand would make it impossible to make any sort of value judgment, a notion that Taylor 

disputes. 

The result is an attitude that sees scientific advance and technological progress as the 

inevitable and natural by-product of social changes such as urbanization and industrialization 

rather than as the result of any motivating moral force at work among people. From that 

perspective, there is an intrinsic reludance to consider that questions should even be entertained 

because science and technology are labelled as 'goods' to be pursued regardless. 

Freedom allows you to do what you want; and the p a t e r  application of 
instrumental reason gets you more of what you want, whatever that is. 
It is obvious that whenever this kind of explmation becornes culturally dominant, the 
motivation to explore the original spiritual vision of modemity is very weak; hdeed, the 
capacity even to recognize some such thing nears zero. (Taylor, 1995, p.27) 
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But there are major concems for individuais in seeing past society as misguided and the present 

society in various stages of enlightenment. 

Science encourages questioning but if the m e r s  are threatening or uncornfortable in 

relation to other desirable findings, the unmupulous scientific investigator will modify the 

questions that are asked to ensure affirmative answers. Reason itself takes on an instrumental 

focus that discourages activities that have little certain benefit and resists any change that further 

inquiry might cal1 into question. Were is a tendency to demand certainty and confidence and 

an aversion to risk and the corresponding need to trust. An apathy towards the possibility of 

effecting change takes hold, that Taylor calls a malaise of modernity. 

In The Residence story, it seems that few questions were asked that would have 

necasitated the negotiaîing parties having to defend their decisions from any point of view. To 

have extended their reasoning to allow for the validity of the occupational therapists' 

recommendations would have been to admit the narrowness of their perspective and cause them 

to reconsider their own earlier assessrnent which had the advantage of simplicity and already had 

won favour with the Union hierarchy. It is hardly surprising that the occupational therapists and 

the residents' representatives were effectively silenced in any of their efforts to have alternative 

points of view put on the negotiating team's agenda for discussion. 

Modernity does bring with it new understandings and new possibilities that were not 

imagined by Our forebears. But when progras is viewed primarily as a developmental 

consequence, new advances that go unexamined fkom a moral perspective enhance the supposed 

supenority and infallibility of those who claim to have used their knowledge and expertise, and 

increase their apparent distance fkom everyday &airs. In the circumstances of labour action by 

a union like the BCGEU, the knowledge and expertise claimed by a very small number of 

professional members, such as the occupational therapists were, was likely to be discounted by 
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Another implication of the aculhiral approach is that "we are expected to develop our own 

opinions, outlook, stances to things, to a considerable degrcc through solitary reflection" (Taylor, 

1991, p.33). This ignores the reality that human life is "fundamentally dialogical". The 

isolationist and stultifying tendency, that the aculîural approach not only encourages but seems 

to commend, hinders the sort of collaborative support that would have benefitted the occupational 

therapists' position. At the same tirne, it was probably an element in their reluctance to invite 

too much dialogue with their client patients. 

To shut out demands emanating beyond the self is precisely to suppress the 
conditions of significance, and hence to court trivialization. To the extent that 
people are seeking a moral ideal here, this self-immuring is self-stultifying; it 
destroys the condition in which the ideal can be realized. (Taylor, 1991, p.40) 

M e  Walzer and his attitude towards minimal morality, Taylor does not suggest that acultural 

theory is totally invalid but he does see it as hadequate, distorting and impoverishing "our 

understanding of ourselves, both through misclassification ..., and through too narrow a focus" 

(1995, p.28). He suggests that notions of respect that collapse horizons of significance and limit 

dialogue between generations, or peoples of other persuasions, are indefensible. 

Taylor's solution is, of course, for society to adopt a cultural approach which is "never 

atomistic and neutral" (1995, p.33). It calls for a perspective that recognizes a particular 

situation, such as the one at The Residence, as a specific event in the life of a culture. A culture 

has its own values that are informed by other cultures round about it, but they need not be 

expressed nor treated in the same way. Taylor's rationale for this approach is based in his 

appreciation that science as it has developed and progressed has been associated with one 

particular culture made up of a variety of understandings: 
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a constellation of understandings of person, nature, society and the gwd. 
To rely on an acultuml theory is to miss al1 this. (Taylor, 1995, p.27) 

If science is so to be understood, then why not health care relations? Let me indulge, for a 

moment, in a little speculation on the constellation of understandings that might have d d b e d  

the people, the purpose and the society of The Residence and what that culture might aspire to 

The residents were men and women with identities and histories. They were members 

of different families, different ethnic origins, religions and political persuasions; they had 

belonged to different comrnunities and were then members of a special western Canadian 

community. In this new community, people had significant physical handicaps, including the 

inability to speak clearly, but they were intellectually and emotionally representative of the larger 

community. They had many and varied roles and interests. Al1 were sons or daughters, some 

were partners and parents, even grandparents, some were divorced, some never married. They 

had been teachers, doctors, nurses, lawyers, homemakers, office workea, bus drivers, business 

people. They were adults, some young and some older. Some liked to be sociable, others 

preferred to be on their own, some were risk takers, others were cautious. Some had known 

what independence means, others had never had that opportunity. There were idealists and 

realists, agnostics and believers of different faiths, conformists and nonconformists. They were 

all, at one tirne or another, customer clients. They were also patient clients. 

The workers and volunteers in The Residence community had equally varied identities, 

interests, ideals and roles. They had different education, skills and responsibilities associated 

with those roles. What they held in cornmon, for the most part, was a desire to help others in 

The purpose of the community at The Residence was to provide appropriate care to 
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individuals that would minimize their suffering and discornfort, prevent further disability and 

enable them to live lives that were rneaningful and as neady normal as their handicaps would 

allow . This involved the residents in accepting personal responsibility for t heir choices and 

actions and finding ways of living together with others who had different needs and aspirations. 

The community in which the residents and their helpers lived was part of a larger health 

care culture paid for from, and constrained by the limitations of, the public purse, one which had 

seen health care priorities change fiom the acute isolating care of patients with tuberculosis, for 

which the facility was built, to the long term community care of persons who had special 

physical needs and limitations. 

Earlier discussion of authentic being in Chapter IV concluded that the kame or horizon 

against which identity is viewed should never be a narrow one. Relationships between people 

take place in the context of community experiences which continue to shape values and beliefs 

throughout the life span. The full description of a person's self-conception, then, speaks to those 

values and beliefs with reference to a defining community, what Taylor calls the self existing 

within "webs of interlocution" (1989, p.36). It is this sense of self that gives a person the 

confidence to speak out in situations where other values and beliefs are expressed. Those who 

lived at The Residence needed to be able to define themselves in the context of that community. 

The key components to deFining self, for Taylor, are moral and spiritual frameworks 

which reflect historical and societal perceptions. People adopt different views across similar 

spectra which they hold with varying degrees of undexstanding and certainty. The quest to find 

a fkamework with which we can each associate is, in Taylor's terms, the search for explanations 

that make some sense of, and give rneaning to, Me, a spiritual quest. "Finding a sense to life 

depends on fiaming meaningful expressions which are adequate" (1989, p. 18). Taylor explores 

some of the contrats and distinctions that can be drawn between spiritual frameworks before 
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that are more desirable than others. It is these 'goods' that form the basis for special regard 

among those who uphold and aspire to them. These 'goodst reflect a different style of living. 

The example that Taylor uses is that of the honour ethic, once associated with the readiness of 

a person to h a w d  life and Lunb for the benefit of the community. He perceives the modem 

equivalent as that of dignity, hence his definition of dignity as one of attitudinal respect. The 

important feature of such an honour ethic, in the light of my eariier discussion, is that it must be 

drawn from the larger context of the prevailing life culture and yet be commoniy understood by 

others in the extended society if it is to be representative of a maximalist morality. 

Taylor suggests that the special regard once held for demonstrations of higher 'goods' has 

been replaced in modem society by the desire to recognize 'goods' as they are illustrated within 

the different expressions of ordinary life. 

... the affirmation of ordinary life, while necessarily denouncing certain 
distinctions, itself amounts to one: else it has no meaning at all. The notion that 
there is a certain dignity and worth in this life requires a contrat; no longer, 
indeed, between this life and some "higher" activity like contemplation, war, 
active citizenship, or heroic asceticism, but now lying between different ways of 
living the life of production and reproduction. The notion is never that whatever 
we do is acceptable .... the key point is that the higher is to be found not outside 
but as a manner of living ordinary life. (Taylor, 1989, p.23) 

There is need to ensure that ordinary life, in that it is a matter of significant importance to 

people, is given its nghthil place of importance, along with client autonomy, choice and the relief 

of suffering. What this implies is that the identities of the residents in my story should never 

have been seen as simple, undifferentiated entities. Even in a crisis situation a cultural approach 

would recognize the distinct, if seemingly ordinary, features of the lives of individuais. Such 

recognition is what I have called, elsewhere, encounter respect. It was the essence of the 

recommendations that were made by the occupational therapists at The Residence at the tirne of 
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So, in what ways were the actions taken at The Residence consistent with acultural and 

cultural perspectives on modernity as described by Taylor? 1 submit that the events described 

at The Residence were representative of the societal pressures evident in the workplace that 1 

described in Chapter II. The controllhg bodies deliberately took an objective and distanced 

approach to the problems and expected that al1 those people who were under their direction 

would agree with them and comply with their rules. It was not anticipated that anyone would 

dare to question these expectations or take personal nsks by contravening them. Professional 

expertise was considered irrelevant. 1 contend that those pressures and the ways in which the 

occupational t herapists were expected to behave in the circumstances were strongl y influenced 

by an acultural approach to modernity. 

When the occupational therapists made their recommendations to the negotiating team, 

however, 1 think they, unwittingly, took a restricted cultural approach. They did see the hospital 

culture as part of a larger context in which the values of unionism were appreciated and they 

were willing to accommodate those values as long as the specific needs of the particular 

workplace were recognized. The cultural approach that they took was influenced by their desire 

to reconcile their professionalism and their responsibilities to the Union which they recognized 

as being incompatible with one another. Had they followed the McMaster Model, of which they 

were happily unaware, the acultural approach that was already prevalent would have had fiee 

reign. Why would this have k e n  bad? 

Ultimately, the efforts of the occupational therapists did win the &y and their 

rewmmendations were taken seriously, but not before they had capitulated to the forces of the 

Union - 1 was unable to cross the picket line a second day because of threats that were made to 

withdraw even more staff fiom the wards. After it was al1 over, the hospital management took 
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steps to ensure that the special needs of the residents would be recognized in negotiations 

surrounding any future labour action. Without the occupational therapists' reprpsentations that 

may never have happened. The residents in 1983 would have suffered even more than they did 

and fuhire generations of residents would have been equally at risk. The dignity of a very 

vulnerable group in society would have continued to be sacrificed in the interests of unionism. 

So, although there was no climate for trust evident at the time of the strike, 1 suggest that the 

uniniormed cultural approach which the occupational therapists took initially, even though it 

faltered, was evidence of a new culture at work in occupational therapy practice. It is a culture 

that reflects the trustworthiness in professional relationships that has been the focus of this work. 

3. PROFESSIONAL OPINIONS 

The problem, as it has k e n  defued so far, is that there appear to be at least two ways 

in which professional practitioners can determine how to behave in their relationships with others 

in Our contemporary society. The first is analogous with a long-standing guardian type role and 

the other is more in keeping with an emerging commercial type role that is unfamiliar but more 

consistent with modem professionalism. Controlling bodies, to whom professional people owe 

some loyalty, and social institutions too, seem to be bringing pressure on the professions to 

comply with an acultural approach that they believe to be the antidote to public distnist of 

professionalism in the workplace. 

The professions, however, simply see the problem as one in which the distnist that is 

evident in professional relationships is threatening the professional image and status in society. 

Schbn's interpretation of professional opinion on the matter is that the workplace has changed but 

professional education has not accommodated it. In the workplace, he points his k g e r  directly 

at technological change as the major contributor to the problem. Although he acknowledges that 
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some members of the professions have found a variety of ways of making sense of the complex 

issues in today's world, so that they are able to take on a manageable task, Schon declares that 

the dominant epistemology of professional practice is defined in the model of technical 

rationality . 

In the model of technical rationality "professional activity consists in instrumental problem 

solving made rigorous by the application of scientific theory and technique" (p.21). The 

re ference to science and technology immediatel y identifies this model with the acultural approach 

in which Taylor uses a similar terni, i l t~trmental ratiowlity: 

An example of an acultural type theory, indeed a paradigm case, would be that 
one conceives of modernity as the growth of reason, defined in various ways: as 
the growth of scientific consciousness, or the development of a secular outlook, 
or the rise of instrumental rot io~l i ry [italics added], or an ever-clearer distinction 
between fact-finding and evaluation. (Taylor, 1995, p.24) 

Schon reviews a number of writing on the role of professions in society in the Iight of his 

definition of technical rationality. They appear to suggest a further distinction of professions 

fiom other occupations to be made on the b a i s  of specialized 'scientific' knowledge. 

Because the technical rationality mode1 is best applied to clearly stated ends, Schon 

questions the appropriateness of it being used as the guide to professional practice when there 

is so much conflict in society over what constitutes desirable ends. On the other hand, if every 

problem is regarded as entirely unique, there can be no systematic means of addressing problems 

in general and no basis for the development of expertise. The perceived threat to the recognition 

of the professions, as the source of specialized knowledge and skills, is sufficient to encourage 

professional adherence to the model of technical rationality. The model gives enhanced attention 

to standard theories and principles and has less concem with their application to individual 

problem solving. This has led to an emphasis on the value of theoretical knowledge and a 

decreased regard for pradicd skills. 
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In such an environment, theoretical rules and regdations flourish and cunformity becomes 

of added importance to professional practitioners. Customer clients, however, care Little for 

professional agreement as long as there is appropnate practical resolution of their particular 

problems. Formal models are encouraged as a ready means to finding solutions to standard 

problems but are rarely satisfactory when situations are cornplex. Ln rny own experience, 

discussion of a complicated ethical dilemma according to a prescribed model for decision-making 

seldom leads to one obviously desirable solution. 

Sch6n1s major concern with the model of technical rationality is the conflict that it 

engenders between the scientific basis of professional knowledge and the demands of real world 

practice. This seems to be another way of describing the role conflict between professional 

development and service provision. The first requires an ability to gather and synthesize 

information in an ordered manner while the second cails for the design and application of that 

same information to unique circumstances that do not necessanly fit any recognized pattern- 

An example of this process was evident in my review of the McMaster Mode1 for Ethical 

Decision-Making in Chapter V. Schon proposes his own solution to this difficulty which he 

calls reflection-Ni-action. 

Reflection-in-action is the analysis that takes place when a practitioner calls into 

question, or tries to understand better, why he or she has reached a partiailar conclusion without 

carrying out routine assessrnent protocols. Schon calls this phenornenon of being able to reach 

a conclusion so easily, knowing-in-action. It is the intuitive ski11 that a professional person 

acquires with practice. He refexs to it as the "art" central to professional practice. While it may 

be intuitive, knowing-in-action is based on habitua1 ltarning that is aquired from experience. 

In that sense it is not unlike gaining the confidence to carry out a particular action - to cross the 

sheet was the example that 1 used in Chapter III - it becomes an unconscious assessrnent of a 
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situation that is generally predictable and to be relied upon. Reflection-in-action, on the other 

hand, is more akin to building a climate for tmst because it calls for the conscious evaluation of 

a situation before taking further action. 

Refiection-in-action, as it is described by Schon, ionises on the professional dimensions 

of a problem. 

When a practitioner reflects in and on his practice, the possible objects of his 
reflection are as varied as the kinds of phenomena before him and the systems of 
knowing-in-practice which he brings to them .... Reflection in action ... is central 
to the art through which practitioners sometimes cope with the troublesome 
"divergent " situaticns of practice. (p. 62) 

Schon suggests several different ways of reflecting-in-action that are largely alternative strategies 

for restating or sening the problem using different theoretical approaches. For example, an 

occupational therapist asked to consider the needs of an infant born without a right hand may 

assume concern about the child's physical development and go to meet the child expecting to 

assess and plan treatment that is based on physical rehabilitative theory. At that fust encounter 

the occupational therapist may change her approach to one based on psycho-emotional theory. 

This may be a case of knowing-in-action that cails for reflection-in-action to determine the 

bais of the professional intuition that makes a different approach more appropriate to this 

particular child. Another therapist who had not had the benefit of similar earlier experiential 

leaming would have a l e s  flexible approach to such a referral. 

Schon believes that reflection-in-action enables practitioners to handle more complicated 

and uncertain problems. 

A practitioner's reflection can serve as a corrective to over learning. Through 
reflection, he can surface and criticize the tacit understandings that have grown up 
around the repetitive experiences of a specialized practice, and can make new 
sense of the situations of uncertainty or uniqueness which he rnay allow himself 
to experience. (Schon, 1983, p.61) 

From the perspective of professional skills, the example that 1 have just cited illustrates Sch8n's 
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point nicely in that the experienced therapist has p a t e r  Bexibility and capacity to address the 

more complicated problems that may affect that handicapped infant. 

If this is true of professional skills it ought to be hue of ethical skills too! Reflection-in- 

action on intuitive moral judgments should enable health care practitioners to deal with more 

complicated ethical issues. But this can happen only if health care practitioners are able to bring 

to that reflection the moral knowledge and practical ethical experience that will allow them to 

refiame the ethical problems and take different approaches. 

1 have tried to draw the connections between an acultural or technically rational approach 

and professional relationships that operate according to clearly specified rules and professional 

protocols intended to generate confidence in outcornes providing the clients' needs fit h t o  nicely 

defined categories. At the same tirne, 1 have tried to show that such an approach is hadequate 

when patient client needs are not so straightfonvard. 

Seedhouse (1991) points out that it is impossible "to distinguish ethical problems 6rom 

non-ethical problems in the medical care of living beings" (p.280). Earlier in this Chapter, I 

used The Residence experience to point out that ethical behaviour has everything to do with 

trustworthiness in relationships which acknowledge the risks and uncertainties associated with 

ordinary everyday events in the lives of clients and the apparently conflicting roles of 

professional practitioners as experts and service providers. At the same tixne, professional 

practitioners are called, as experts and service providers, to address increasingly complicated 

problems that are tied up with technological advances and global pluralism. 

4. REFRAMING THE PROBLEM 

The problem, restated, is that professional practitioners in health care find themselves 

inadequately prepared to know how they should behave towards patient clients in the 
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contemporary practices of health c m  in a western technological and multicultural society. 

Patient clients h d  Little in their relationships with professional practitioners to warrant entrusting 

what matters to them most to the care of professional people. 

From the perspectives of acultural theory and a mode1 of technical rationality, the solution 

to this problem is to be found in carefully defined and reasoned approaches that 1) enhance 

culture neutrality; 2) emphasize cornpliance with professional standards, protocols and 

amuntable ways; and 3) encourage client patients' confidence in their professional practitioners' 

abilities to solve problems using well-researched knowledge and accepted expertise. For many 

people, this sort of solution seems to address the problem, but often it is only a temporary or 

partid resolution, and for others it does not do at dl .  It may allow some professional 

practitioners to feel more comfortable in some situations and not in others; patient clients will 

sometimes feel satisfied with the way they have been treated and, other times, less happy. 

Complicated situations will continue to present difficulties that will be avoided, addressed 

superficially or ignored. 

Resetting the problern from a cultural and relational perspective hims it around to 

consider, first, the big picture of the society of which the specific people concemed are a part. 

It does not assume that there is any one solution to the problem that will meet every 

professionaVclient relationship but it does recognize that there will be considerations that are 

common among these relationships. Foremost among those considerations is the recognition that 

each person in the relationship is an authentic k i n g  with multiple identities, roles, responsibilities 

and values, that together determine how he or she portrays himself or herself, that need to be 

afnrmed. Secondly, it recognizes that any solution is going to affect other relationships in which 

the parties are involved, sometimes adverstly, especially when the solution is seen to be contrary 

to hegemonic practices. in the professional community, the professional practitioner may be 



praised or damned; in the workplace, other demands may make these solutions very diffi~ult t~ 

carry out. 

Schon points out that the model of technical rationality is not confmed to professional 

practice. It pentades every aspect of professional life. 

... the model is also embedded in the institutionai mntext of professional Me. It 
is implicit in the institutionalised dations of research and practice, and in the 
normative cumcula of professional education. Even when practitionew, educators 
and researchers question the model of technical rationality, they are party to the 
institutions that perpetuate it. (Schh, 1983, p.26) 

It is imperaiive that the extent to which it has infiltrated the normative ethics education cumcula 

be identified if there is to be any attempt to introduce an alternative way of resolving the problem 

as it has been restated. Chapter W describes a research project that was undertaken to determine 

the nature of existing ethics education efforts among the occupational therapy p r o ~ ~ e s  in 

Canada. An analysis of the data collected shows that SchBn's perception that technical rationality 

is pervasive is c o m a  and that the acultural approach that Taylor describes is indeed dominant 

in these educa t ional programmes. 



CHAPTER VII 

ETHlCS EDUCATION TODAY AND TOMORROW 

1. EIWICS EDUCATION IN C A N A D M  OCCUPATIONAL 'FHERAPY 

PROGRAMMES 

In her article, 'Deeply Troubling Questiom? the Teaching of Ethics in Undergraduate Courses, 

Barnitt (1993) suggests that, in general, the teaching of ethics went into a decline in the 1950s 

because of a widening gap between moral philosophy and the concrete realities of life. The 

hiatus was reinforced in the allied health professions by their desire to be recognized within the 

domain of academic science with its emphasis on methodology. 

Barnitt became concerned by the problems that students in these fields were encountering 

in theK clinical fieldwork experiences. She sensed that the topic of ethics was slowly moving 

back into cumcula so she undertook a survey of the educational programmes in occupational 

therapy, physiotherapy and speech and language therapy in the United Kingdom (UK) to 

determine the status of ethics teaching. Barnitt found a confused picture. There appeared to be 

little consistency in the understanding of what should be included in an ethics programme or how 

such content is best conveyed to students. 

Chapter VI concluded that it was necessary to determine how students in professional 

programmes are being prepared to deal with the broad issues of ethics that involve conflicting 

loyalties and moral disputes arising in the context of professional relationships and contemporary 

heaith care practices. 1s the ethics education of occupational therapists in Canada focused on the 

narrow approaches of acultural theory? Are students encouraged to employ moral reasoning that 

takes them beyond mere cornpliance with rules and regulations? Do students have adequate 

moral knowledge to enable them to employ Schon's reflection-in-action on moral issues when 
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they take up their professional practice in the workplace? 

Bamitt lwked for answers to similar questions when she exarnined educational 

programmes for occupational therapy, physiotherapy and speech and language therapy in the UK. 

Occupational therapy education programmes in the UK and Canada have somewhat similar 

histories, including their progess kom diploma courses to degree programmes. The move to 

degree status for the majonty of occupational therapy programmes in the UK tmk place in the 

early 1990s. This was almost 20 years later than the programmes in speech and language therapy 

which Bamitt hypothesized might be more advanced in their teaching of ethics. She found very 

little difference between the more established degree programmes in speech and language therapy 

and the newer degree programmes in occupational therapy. The fad that al1 Canadian 

occupational therapy programmes had achieved degree status by the t h e  it became an academic 

requirement for accreditation by the Canadian Association of Occupational Therapists (CAOT) 

in 1986 made it unlikely that any significant differences in ethics teaching might be attributable 

to degree status. It seemed appropriate, therefore, to replicate Baniittfs study in Canada. The 

first part of this Chapter describes how 1 went about it and what 1 deduced from the results. 

As Bamitt pointed out, there is little agreement on the use of the ternis ethics and mords 

and the y are frequently used interchangeably . She made the following distinction between ethics 

and moral reasoning: 

Ethics: Identifiable statements about noms and values which can be used to guide 
professional practice. Codes of conduct, ethicai guides and guides to professional 
practice are examples of this, Le., rules and recommendations about how you 
should behave in your professional work. 

Moral Reasoning: Philosophical inquiry about noms and values, about ideas of 
right and wrong, good and bad, what should or should not be done, what ought 
to be done, how you make moral decisions in your professional work. Many of 
the moral dilemmas we meet we have to resolve ourselves as no ethical guide 
deals with specinc instances. (Barnitt, 1993, p. 402) 
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Barnitt made no leference to either a common understanding of morality or how a professional 

person might recognize the characteristics of a good person. Her definition of moral reasoning 

implies that professional decisions must be based on more than social and professional rules, 

something that goes beyond ethical guides. This 'something' is a component based in ourselves, 

that might be described as personal morality or the convictions that each person holds about what 

is right or wrong, good or bad and how he or she should behave towards others, the third 

component of self described by W&er to which 1 refened in Chapter W .  

Undoubtedly, muiy professional decisions are made on the basis of legal and ethical codes 

and their moral basis goes unchallenged. But what if the laws and professional rules do not deal 

with the circumstances of the moment? How is the professional person to determine what is to 

be done? Not al1 situations can be or should be codified; the absence of any law in Canada on 

abortion, for example, leaves the decision to the persons concerned. The professional daims to 

autonomy in the worlc place suggest that freedom to act on the basis of professional judgments 

is desirable. Upon what b a i s  is a professional person to reach a moral professional judgment 

if morality is excluded? Some may claim that professional or clinical reasoning is al1 that is 

required, but can it be separated fiom moral reasoning? Given the elitist daims of the 

professions to knowledge and expertise that can be used or abused in serving the needs of their 

client patients, professional practice is inherently moral. To what extent are students of 

occupational therapy in Canada taught moral inquixy and challenged to appraise critically their 

own beliefs and attitudes towards others and those promoted by the profession? How are they 

to recognize and emulate the good professional person? 

For the purposes of the Canadian survey, a def î t ion  of professional virtue, or the 

characteristics of a good professional person, was put together following a workshop in which 

occupational therapists and physiotherapists sought to define professional behaviour. 



Rof&oml Virtue: Those characteristics that contribute to tnistworthy 
relationships between occupational therapists, their clients, colleagues, employers 
and the general public. Examples are integrity, an attitude of respect for other 
persons and a willingness to put client interests ahead of self-interest. (Brockett, 
1993) 

The questionnaire designed by B-tt was amended to include a section on professional virtue. 

Its inclusion makes it possible to see if there is any evidence of a cultural approach to the ethics 

education curricula currently king offered. The study was limited in that it examined the ethical 

content of occupational therapy cumcula from the perspective of faculty members only and did 

not attempt to ascertain student opinion or their ability to make moral judgments at any stage of 

their programmes. 

la the fa11 of 1994, the questionnaire, with an explanatory letter, was sent to the Directors 

of the 12 occupational therapy educational programmes in Canada and to the Chair of the 

Association of Canadian Occupational Therapy University Programmes (ACOTUP) for 

information. Those programmes known to be French speaking received their correspondence in 

both offcial languages. The study was approved by an Ethics Committee of the Department of 

History and Philosophy of Education at the Ontario institute for Studies in Education in the 

Graduate Department of the University of Toronto. 

Respondents were asked to complete cach section using the definitions provided. There 

were five sections to the questionnaire. In section A respondents were asked about the teaching 

of ethics in their programmes. Scction B concemed the methods by which students become 

aware of professional codes of conduct. Section C followed the same line of questioning as that 

asked for ethics, but this time with respect to moral reasoning. The section on professional virtue 

simply asked if respondents thought that professional virtue was a charactenstic developed by 

students in their programmes. Fiially, respondents were invited to contribute their personal 

views on any of the issues related to the teaching of ethics, moral reasoning and professional 



Eleven responses were received, including al1 t h e  nom the French speaking programmes, 

representing a 91.7% response rate. Al1 eleven respondents included teachinflearning about 

ethics in their programmes. [n three programmes the content was considered to be thoroughly 

integrated within other courses and not easily isolated. In one programme, ethics was the focus 

of 15 hours, in total, of course content. Most of the other eight programmes indicated that ethics 

content was offered in ail years of the programme but the number of hours devoted to teaching 

ethics varied from 2 to 8, in total; an average of 4.6 hours committed over the course of an entire 

programme of six academic terms. As these figures suggest, the importance of ethics content 

was rare1 y highlighted and ethics was generall y buried within other courses; there was no obvious 

consis tency fi0111 programme to programme. 

Issues surroundhg research, professional responsibility and clinicai fieldwork were most 

fÎequently cited as areas of ethical concem. These were similar to the areas of concem found 

in the UK study. Two programmes called upon faculty members with specific ethics experience, 

from other disciplines, io do some teaching. In one case this was a lawyer and in another, two 

physicians, one with a specific bioethics qualification. Other programmes relied upon 

occupational therapy faculty or dinicians to teach ethics, assisted by guest lectures. 

It was clear kom the variety of responses that ethics teaching occurred in many different 

forms. The t h e  programmes that set out to integrate content across their curricula tned to 

include opportunities for explicit reflection and discussion of ethical issues. Overall, it was 

obvious that the teaching of ethics was largely unstnxctured. One respondent suggested that this 

was so much the case that students might not readily recognize that it was taking place at all. 

There was some minimal expression of a need for more teaching in this area but no evidence of 

any real discontent. 
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It was notable that al1 programmes distnbuted copies of codes of ethics at least in the k t  

year of their programmes, and in some cases in each subsequent year too. Half of the 

programmes attempted to foiiow up with students on their understanding of the codes, usually 

following fieldwork experiences. 

Moral reasoning was not addressed at al1 in two programmes. Another was unsure, but 

the other seven replied in the affirmative. The three programmes that integrated ethics also 

attempted to integrate moral reasoning concepts throughout the cumculum by enwuraging 

students to take elective courses in philosophy a d o r  medical ethics, which many of them did. 

Among the other positive responses, the number of hours allotted to moral reasoning was widely 

different, three programmes offering six hours each and the two others, 15 and 20 hours 

respectively. Respondents appeared to be much l e s  confident in stating when moral reasoning 

content was covered, although there seemed to be some opinion that it took place within clinical 

reasoning couses. As with ethics teaching, the programmes largely relied upon their own faculty 

members to teach moral reasoning content; it was recognized that faculty members did not hold 

any formal qualifications in this area. 

One programme admitted that professional virtue was not emphasized. Most of the others 

responded with illustrations of the way in which the topic was addressed. These referred largely 

to role modelling by faculty and clinicians followed by formal and informal refiective discussion 

with students following fieldwork experiences. III at least two programmes, the expectations of 

professional behaviour were clearly delineated for students. 

AU respondents agreed that ethics, moral reasoning and professional virtue should be part 

of the basic professional curriculum and, ideally, integrated across courses. They saw the need 

for them to be identified as clearly woven threads throughout the programme. There was some 

support too for teaching explicit ethical theory and for clear evaluation of its application during 



clinical fieldwork. 

In summary, the Canadian study revealed overall support for teaching ethics and 

signifiant attempts to include an ethics component in the auricula. There is no consistency 

about how this is accomplished. Likewise, there is considerable effort to distribute codes of 

ethics to students and to ensure understanding and appreciation of their importance in practice. 

As in the UK study, responses to the section on moral reasoning were least developed and 

suggested little distinction was made between moral reasoning and ethics. 

So, what is k i n g  taught to occupational therapy students about ethics? In general, the 

results of this survey suggest a rather confused picture of ethics content. The responses to the 

survey indicate that instructors teach the social rules that govem and Limit the conduct of 

occupational therapists across Canada. Inclusion of ethics material in cumcula varies but a l l  

students are exposed to the rules and regulations of the profession. 

1s ethics education focused on a nmow interpretation likely to be seen in a distorted 

acultural approach? Chapter VI suggests that this would be reflected in an objective culture 

neutral focus; a view of human king that is restricted to rationality; a discounting of traditions 

and the reasons behind them; a presaiptive, linear process of reasoning that is constrained by 

rules and regulations; lack of ngorous questioning and evaluation of professional development 

except when there is an expected positive outcorne; reflection that is carried out in isolation. 

[n one occupational therapy programme the expertise of the lawyer to teach ethics, based 

on the Code of Ethics, was considered a strength. This is obviously a commonly held opinion. 

CAOT has recently distributed a revised Code of Ethics (1996) in conjunction with, and refleding 

a booklet, Prof&ml Respolt~l~bility of Occupational nieraplrts written by the Association's 

lawyers (Cosman & Heinz, 1996). Koniak's article, Lmv and Ethics in a World of Rights and 
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Urrncitable Wrongs suggests that, when professional groups reiterate legal noms  within their own 

law or ethic, they are given the additional force and authority associated with the 'iarger body 

politic'. This may suggest why legal interpretations of ethics are mnsidered strengths in 

educational programmes. It is a very formal approach consistent with acultural theory. Seen 

boom a cultural theoretic. perspective, however, the supposed supenority of the legd point of 

view could well prove to be a limitation s i n e  it gives little consideration to alternative 

interpretations that could be equally valid. 

One programme reported having some formal teaching in ethics theory, specificdly ethicai 

principles, theoreticai models and case studies. The peson responsible for that teaching was a 

physician ethicist. One respondent commented that "principles of social justice, inclusiveness, 

moral cornmitment to respect individuals etc. are fundamentai to occupational therapy as a 

profession. They are dixnissed fiequently in professional literature and in teaching but students 

might not be able to label that approach as moral reasoning - is that important?". Another 

respondent argued that "we are not convinced that ethics, moral reasoning and professional virtue 

are as distinct as you suggest". These comments siggest the possibility that some programmes 

may regard ethics from a broad perspective that is consistent with a cultural approach to 

professional practice simply because they do not attempt to classify behaviours. On the other 

hand, given the absence of moral theory and philosophical inquiry in most cumcula, it seems 

possible that these programmes have not recognized the depth of the issues that the def i t ions  

used in the survey suggest or the distinctions that contemporary philosophers r e c o p i z  as 

realities in modem life. 

Are students encouraged to employ moral reasoning that takes them beyond mere 

cornpliance with niles and regulations? The minimal number of hours and apparent confusion 

over the nature of moral reasoning implies a conccm about the process of reaching a clinical 
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judgment but apparent unconcem for the fact that such a judgment may also be a moral 

judgment. One programme, however, appeared to have a very real appreciation of the importance 

of moral reasoning, if personal and professional maturity has any correlation with moral maturity: 

La réflexion morale doit imprégner la totalité de la pratique - ce n'est pas une 
"matière" d'enseignement mais un élément de formation personnelle et 
professiomelle qui doit se traduire par des comportements plus que par des 
connaissances objectivement évaluables. 

[Moral reasoning has to be inherent in al1 practice - it ir not a matter of 
learning so much os a characteristic of p e r s m l  and professioml maturity which 
must be evident more in the way profk0nui.s behave than through the evaluatim 
of knowledge.] 

This programme devoted the greatest number of hours, 21 in dl ,  to moral reasoning. 

There is little evidence that students in al1 programmes are exposed to moral decision- 

making when there are no explicit rules or guidelines. Clinical reasoning, which some 

programmes suggest includes moral reasoning, is the application of science, professional theory 

and critical thinking to the resolution of clinical problems. The inherent morality of clinical 

practice suggests that clinical reasoning and moral reasoning should occur side by side. 

However, without a basic knowledge of moral theory and practice in its application to the big 

picture of occupational therapy within health care practice, students can have little assurance that 

they are learning to reason morally. Nor will they have much appreciation of a place for 

personal morality in ethicai decision-making. The general absence of morality from the cumcula 

suggests that the focus of the ethics education effort is restricted to acultural perspectives. 

Do students have adequate moral knowledge to practise moral reflection-in-action? The 

acknowledged absence of moral theory, beyond a srnattering of moral principles, means that 

students cannot begin to practise moral reflection-in-action fiom other than a very superficial 

knowledge base. 

1s there any evidence of a culturai approach to ethical issues that examines professional 
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authenticity and the quality of relationships? Professional virtue apparently received considerable 

emphasis in occupational therapy &cula but it is clear that programmes rely heavily upon their 

clinicd preceptors in this regard. Still, excellent clinical skills do not necessarily mean equally 

laudable moral practices. How are students to recognize the good professional person? What 

is meant by trustworthy relationships? How do occupational therapists show respect for other 

persons? Does putting client interests ahead of self-interest mean self-sacrifice? The 

opportunity to reflect upon such questions in the context of fieldwork experience and classrwm 

instruction is important for the development of authentic self. Oppominities for such reflection 

may be ocnirring in a very few programmes. There does seem to be considerable support for 

the concept of professional virtue. Cn so far as this represents a regard for morality and reasoned 

tradition, it may reflect a sympathy for cultural theory. 

It is expected that students enter occupational therapy programmes with adequate self- 

conceptions including values and beliefs that they can apply to situations that they encounter in 

their professional leaming. A multi-ethnic society reflects many different understandings of 

concepts such as trushvorthiness and respect which may be quite unlike those promoted by the 

profession. In Kohlberg's theory of moral development outlined by Rest and Narviiez (1994), 

many adults reach moral judgments on the basis of established social rules and hardly use 

principled types of reasoning. Simpson (1989) offers empirical studies to support his belief that 

"differences in adult moral reasoning reflect political positions rather than developmental stages" 

(p.156). Political, in the sense that Simpson uses it, suggests the persuasive characteristics of 

particular points of view. In other words, even adult students can be persuaded to adopt different 

methods of reaching personal moral judgments. Rest and Narviez have demonstrated that 

students in the professions do continue to change their bases for moral reasoning and that "older 

subjects art especially receptive to moral education programs designed to foster moral judgment 



development" (p.20). Roiessional education should recognize the opporîunity to numire 

professional ideals and present different perspectives rather than simply maintain conformist 

approaches to professional practice. 

What does an ideal ethics education programme based on a cultural approach reflected 

by my reconstruction of professional relationships look like and how closely do current 

programmes meet that ideal? The next part of this Chapter attempts to anmer this question. 

2. A 21ST CENTURY APPROACH TO ETHICS EDUCATION FOR 

OCCUPATIONAL THERAPY: BUILDING TRUSTWORTHY RELATiONSHIPS. 

As an example of a current occupational therapy programme and as a b a i s  for my 

cornparison, I will use the Curriculum Guide and Unit Handbooks (1995) for the occupational 

therapy programme at McMaster University. 

Ideally, the mission statement of the educational programme will include a reference to 

cultural theory and be followed by a statement of the moral philosophy that undergirds the 

programme. This would necessarily include a brief explanation of the ways culture is understood 

and the importance of moral dimurse of al1 content at both the individual practitioner and 

collective professional levels. 1 believe that the mission statement of a professional programme 

should include a statement of moral philosophy in the same way in which it offers accounts of 

the philosophies of health, occupation and education upon which the programme is based. 

The goal statement of a reconstnicted professional programme would include the necessity 

of graduating professional people who will prove to be mistworthy in their relationships with 

others, in particular with patient clients. At the present tirne, the goals of the occupational 

therapy endeavour are defmed under the headings of howledge, skills and professional 

behaviour. 1 would prefer to see professional behaviour excluded fkom this delineation and moral 
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professional behaviour given equal standing with the clinical agenda. The knowledge and skiiis 

necessary for moral professional behaviour would then be listed beside the clinical goals. An 

outline of goals that might be incorporated in this way is illustrated in Appendix A. 

An overview of the objectives of the existing McMaster programme and their reference 

to ethics content lists hem as follows. Students will demonstrate: 

respect for mlleagues and clients; 

responsible behaviour in educational and clinical settings; 

respect and concem for the nghts and needs of the client and his/her family; 

sensitivity to clients and to each other in relation to the discussion and management of 
clinical issues; 

a respect for the person's individuality, uniqueness and complexity of determinants of his 
or her health and well-being; 

an openness and willingness to examine the ethical issues inherent in occupational 
therapy practice; 

an openness and cornmitment in exploring one's own culture and personal values and 
beliefs in order to practise with professional awareness; 

an ongoing interest in continued personal learning to improve knowledge and skillse 

If there was appropriate moral knowledge content and not simply clinical knowledge content, this 

List would be reasonably comprehensive. My preference is for a broader and deeper statement 

of objectives that: 

inspires students to strive for ideal moral partnerships in their relationships with their 
clients; 

equips students with the skills necessary to build climates for trust; 

enables students to judge when trust is not warranted; 

8 This overview is an arnalgarnation of the professional behaviour objectives listed 
in each of the McMaster University BHSc(0T) Unit Handbooks. 



recognizes the responsibilities associated with moral authority; 

builds moral howing-in-action or an art of ethics that is sustained by mord 
reflection-in-action. 

My preference is based on the fact that very specific objectives are too often seen as the extent 

of the knowledge or skiiis that are required rather than a basic minimal requirement. 

The knowledge content and skills to be gained are only one part of a programme 

statement; the process and the methods used are of equal importance. Implicit in the cultural 

approach is the necessity of dialogue and the recognition that each party to a relationship is 

necessady a 'second peson' in the sense that he or she is able to leam from the other and may 

be willing, ultimately, to trust the other. 

To aquire knowledge when we are in a state of dependence on others requires 
"the art of disceming whom one can mist, how one can know that someone else 
knows, what human sources of knowledge are trustworthy." (Code, 1987, p.377) 

Traditional didactic teaching method hardly lends itself to this approach. 

Self-directed, problern-based, small goup leaming of the kind adopted by the BHSc(0T) 

programme at McMaster University offers a philosophy of education that is more amenable to 

the ends that 1 have proposed. A group of six or seven students meets together with a tutor to 

address carefully selected problems usually in the form of client cases. The proces of problem- 

based learning involves the students in devel oping their own hypotheses concerning a problem. 

Based on their own perceiveci learning needs, students then research and critique materials to 

ascertain if their hypotheses are supported by their findings and to determine how similar 

problems have k e n  managed in practice. Self-directed leaming, in this context, =fers to 

leaming that is student-directed as opposed to teacher-directed. It is not synonymous with 

independent leaming; indced the oppominity to leam in smail groups, and to establish cmperative 

relationships with other leamers is a major feature of this type of learning that distinguishes it 
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from other approaches. It allows students to retain or modify their individual leaming styles and 

to make the most of their previously aquired knowledge, skills and experience. Within each unit 

of learning there is a wmprehensive check list of objectives that are to be met to ensure that al1 

requind aspects of the case are covered. The tutor is the facilitator to the pmcess and a resource 

to the group, guiding and directing when called upon. 

Within an educational approach of this sort, it would be possible to list appropriate 

leaming objectives that would encourage students to examine and reflect on the legal, ethical and 

moral issues associated with each client problem. Among these objectives would be different 

moral theories and models for ethical decision-making that students would be expected to 

explore as the basis of their inquiry and analysis. Acultural and cultural theories could be among 

those listed. The prescriptive models of decision-making associated with acultural theory would 

be mitically evaluated against the mode1 of constructive moral analysis that 1 will outline as a 

method more consistent with cultural theory. A number of problems would describe situations 

that incorporated issues specifically of this sort. 

Even in a more traditionally taught programme, it is possible for the instructor to take a 

creative approach, perhaps involving small groups of students in presenting different scenarios, 

fiom a variety of perspectives, to the class as a whole. Students in small groups are often highly 

creative in their approaches to leamhg and kequently use role play, interviews with standardized 

patients,%nd field trips to assist them. Each of these strategies helps the students in a group to 

have a better appreciation of a client's authentic being. At the same tirne, membership of small 

groups of this kind is not unlike that of the nomadic peopies described by Gellner to whom 1 

9 A standardized patient is a person. specially trained to assume the characteristics 
and role of a client in a parücular problem, who is available to take part in srnall 
group leaming. 
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referred in Chapter III. Their relationships are short-term and rules, as they appear to be 

necessary, are agrced upon by the group members. Each person's ability to leam is ultimately 

dependent upon the development of tnisting relationships and voluntary cooperation. To invite 

the grwp to apply the test of a climate for trust to the group environment, reasonably early in 

the unit, would be very instructive and meaningful for the participants. 

A malt group can be representative of a health care team too, either with members taking 

the part of other disciplines or by incorporating students kom other disciplines in an 

interdisciplinary exercise. Used in this way, small group discussion can be illustrative of the 

different approaches likely to be taken by the different disciplines and the need for d l  voices and 

perspectives to be heard. 

As a preferred methodology, self-directed, problem-based, small group learning is not, 

however, divorced from the academic institution and cannot be immune to the pentasive influence 

of acultural theory. One result for the western universities, dominated by what Grant (1986) 

describes as the "project of remn", or the paradigm of science, is the cornmitment to logical and 

deductive reasoning based on objective evidence. 

Our paradigm is that we have knowledge when we represent anything to ourselves 
as object, and question it, so it will give us its reasons. That summonsing and 
questioning requires well defied procedures ... what we cal1 in English 
'experimental research' .... Each department of these institutions, indeed almost each 
individual researcher, carries on the project of reason by approaching different 
objects. The limitations of the human mind in synthesizing facts necessitates the 
growing division of research into differing departments and further subdivisions. 
(Grant, 1986, pp.36-37) 

The role of emotions and feeling in academic reflection and discussion, even in mai l  groups, has 

been neglected and, in some cases, totally disregarded as subjective and unimportant. It is just 

such disregard that Simpson suggests has led to the restriction of ethics to consideration of highly 

emotive special issues, rather than seeing moral judgments as part of the ordinary daily affairs 



of living a good life. 

By supposing that emotional purposes lack validity one becornes unable to identify 
rational conceptions of the good Life. Disputes about desirability then appear 
intractable unleris moral reasoning is severed fiom other foms of purposive 
deliberation and put above them as an impartial adjudicator. As a result the scope 
of morality and moral education contract to the search for formal principles of 
adjudication between cornpethg interests. (Simpson, 1989, p.49) 

Simpson suggests that the passions connected with desire "are not inscrutable impulses which 

simply assail us but cognitive-affective States which link desires with reasons for them" (p.46). 

To the extent then, that motivation to do the right thhg is associated with desire, it needs to be 

fuelled by emotion as well as moral judgment. It is likely that, by negiecting the role of feelings 

and the aesthetic aspect of persons, the exclusive practice of reason, as the basis for professional 

reflection, discussion and activity, is handicapped in offering justification for ethical behaviour. 

It also leads to an unhealthy disregard for the ethical dimensions of everyday events by placing 

undue emphasis on crises. For example, there appears to be considerable discussion in the ethics 

literature and popular press of the issue of dying with dignity but much l e s  attention to the 

matter of living with dignity . 

Mattingly (1991) seems to have been aware of the neglect of aesthetic aspects. She 

described clinical reasoning in occupational therapy as requiring a "largely tacit, higbly imagistic, 

and deeply phenomenological mode of thinking" incorporating Anstotelian practicai wisdom. 

She sought to distinguish this approach fkom the more common understanding in health care that 

clinical reasoning is synonymous with scientific reasoning. She encouraged her readers to modify 

their concept of dinical reasoning to include considerations of the client's experience of disability 

or illness and their unique meaning to that person. Not only that, but she called upon 

occupational therapists to equip themselves to do this by learning phenomenological or 

experiential theory and to apply it as part of thcir professional expertise in such a way that it 



would be habituai. 

The important distinction that Mattingly draws between the two concepts of clinical 

reasoning is similar to the one that 1 want to draw between two approaches to the discussion of 

ethical issues. There is a scientific reasoned approach and there is another artistic moral 

approach. Moral reasoning, like clinical reasoning, is not innate. The theory has to be leamed 

and practised consistently if it is to be embodied in occupational therapy expertise. 

Ihe Shorter Oxford Dictionary States that the rnost usual sense in which art is understood 

is in "the cultivation of imitation and design as in painting and architecture" (Onions, 1973, p. 

109). The instrumental type of clinical reasoning, about which Mattingiy was concerned, and 

ethical discussion wmmon today, are aiike because they are primarily skills of imitation thai 

discount original design. Just as experience provides the design component of clinical reasoning, 

moral sensitivity contextualizes the ethics canvas. My survey of ethics education in Canadian 

occupational therapy education programmes showed that considerable t h e  and effort is devoted 

to issues of artistic reproduction, i.e., professional ethics which emphasize the niles and 

regulations for professional practice, but give Little attention to the artistic design, i.e., reflection- 

in-action on moral theory and its application. 

Prescri p tive efforts cal1 for a scientific reasoning process that involves linear and 

deductive argument and, supposedly, leads to a clear moral decision. They assume that those 

who are involved in the discussion have similar perspectives, reason clearly, logically and 

objectively based only on the evidence that is More them and that they will, therefore, h d  

agreement. The reality is that the emphasis on evidence and facts disregards individual feelings 

and experiences on the part of both the client and the health care practitioner and moral 

agreement is not so clearly defined or easily attained. 

In the context of a multicultural and pluralistic society, ethical activity is complicated and 



calls for a more realistic and creative process. 

Human ethical activity is complex and multi-faceted. It includes deciding and 
acting, reflection and contemplation, sustaining habits over t h e ,  n u r t u ~ g  
character, and many other kinds of activity. It b part logic, part acts of will, part 
îuming of emo t io~ l  senribilitia, part feaa of the i m a g i ~ t i o n .  [italics added] 
This approach is not one of "linear and progressive argument which makes 
additive and cumulative points for the purpose of unifying or totalking a theory .... 
[rather] to create a collage, to glue, bind, or hold together diverse fragments or 
ideas .... By puîting theories together in a collage like conversation we emphasize 
their collaborative and interactive power. (Churchill & Churchill, 1994, p. 171) 

Metaphorically speaking, the prescriptive, scientific ethics picture is distinctive. The central 

figure, ahos t  certainly not that of the client, is clearly depicted but the background is rather thin, 

out of focus and presents blurred images. This is typical of a self-portrayed ethical artist who 

is able to clearly represent what he or she considers to be right or wrong and whose opinion 

stands out over those of others whose perceptions might add more meaning and context to the 

picture. I suggest that this dominant portrayal represents the "power" of the rational scientific 

approach and its ability to quash "difference". Experience and feelings are considered ixrelevant 

when one works fiom a purely deductive reasoning approach. The decisions that are reached are 

often compromises or submissions to the controlling personalities in a group. Those, including 

the client, whose voices are silenced in the process, are too often lefi with feelings of discornfort, 

their opinions having k e n  discounted or thek moral convictions having k e n  betrayed. 

A constructive moral analysis approach to issues gives place to the expressive and 

creative characteristics of the people involved in professional relationships and recognizcs the 

validity of feelings in determinhg the concems and subsequent professional behaviours. The 

different parties to the discussion bring their unique experiences and values to bear on the colour 

perceptions and representations. The picture is a collage. Severai stories are told on the same 

canvas; they al1 seem related though some seem bnghter than others. 

The constructive moral analysis approach to ethical discussion, that is proposed here as 



a teaching method, uses the four components for detennining moral behaviour suggested by Rat.  

I referred to Rest's work in Chapter V. 1 use it here as an effective means of ensuring that a 

moral pichue details the essential moral elements in a clinical scenario. i have tried it out in 

several situations involving large and small groups of students, graduates and clients in order to 

explore its use beyond formal academic enviroaments. The feed-back has been positive. 

As an example, 1 will refer to a senano used at a workshop that took place at a 

conference of occupational therapists. It was hardly an ideal environment in that the session was 

limited to one and a half houn and needed to accommodate a large number of participants (60). 

Participants heard representatives work through an ethical problem, as a panel, using constructive 

moral analysis but, unfortunately, fiom a very limited moral knowledge base. An important 

component of the method is to select a clhical scenario with which the participants can associate. 

It was arranged that the participants in the workshop would receive a written hand-out advising 

them of the scenario, ahead of time, in their registration packages. They were invited to meet, 

first, in four relatively small groups, each facilitated by a member of the panel, to discuss the 

scenario fÎom their own perspectives based largely on practical expenence. 

This was the scenario: 

Jane Doe is an occupational therapy student. She is due to go on a clinical 
fieldwork placement ai a facility some hours away where there is a sole charge 
ocnipationa1 therapist. Her performance academically has k e n  rather erratic and 
border line. Her behaviour has been unusual. She is given to rather aggressive 
outbursts in the classroom, she does not appear to mix with other students and 
often seems to "be in a dream". Faculty have shown their wncem and after one 
parîicular incident, Jane broke d o m  and admitted to her faculty advisor, who 
happens also to be the fieldwork CO-ordinator, that she has previously had a 
psychotic episode for which she has been hospitalized and for which she still 
receives medication. She does not want other faculty members or students to 
know her history because she is afxaid of their reactions. 

The scenario identified four major players in the situation. The members of the panel had been 

chosen fiom among the groups that those players represented because this ensured that they could 
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relate to the scenario and be in a position to be very sensitive to their own self-conceptions in 

the context of the discussion. When the large p u p  assembled, the panel members assumed their 

red life occupational roles as a fieldwork CO-ordinator, a sole charge occupational therapist, a 

student and a registrar fiom an occupational therapy regulatory organization. 

The first step was to identify the characters in the pichire, their different roles, 

responsibilities and inter-relationships in the broad context of their ordinary expenences. 

Although the fieldwork CO-ordinator was the person who was faced with the dilemma and who 

needed to reach a decision, the others would be intimately affected by that decision. The panel 

rnernbers sketched out the possible courses of action that they considered possible and the ways 

in which the subjects' relationships might change with the different options. This was an exercise 

in moral semitivity. It involved imaginatively constnicting possible sanarios, and knowing 

cause-sequence chahs of events in the real world; it involved empathy and role taking skills. 

Once the possible lines of action had been delineated and there was an awareness of how 

the people involved would be affected by any one of them, the panel memben highlighted the 

moral considerations. Moral juigmenr is the end result of a process of moral reasoning. It 

involves looking at the systems and structures, rules and policies in society as they affect the 

players and their relationships in the pichire. Which lines of action are morally justifiable? It 

is here that knowledge of moral theory becornes important; in this situation it was largely absent 

but the panel had been asked ahead of time to consider a feminist approach. Described in Susan 

Shelwin's text, No Longer Patient (pp.51-57) it: 

rejects a world organized around purely self-interested agents 

rejects the paradigm of moral subjects as autonomous, rational, independent and 
indistinguishable fiom one another 

values persons as people with historical mots who have developed within specific 
human contexts in relationships to others like themselves 



searches for ways of empowering those who are currently oppressed through the 
creation of new relationships and social structures. 

While recogniung a cornmitment to social justice, a feminist approach challenges rule-bound 

techniques and looks for a process of moral analysis that is contextual and fits the rral world. 

I suggested this approach for this workshop because it clearly speaks to relationships and avoids 

the possibility of gening diverted into some of the disputes that aise from disciplinary adherence 

to specific principles such as autonomy or beneficence. 

ln reaching moral judgments, the moral values of individuals compte with other personal, 

professional and culturally defmed values. For those involved in reaching a decision about the 

best course of action, the moral motivation to put moral values higher than other values depends 

upon the pressures of personal circumstances such as the need for self-actualization or to protect 

one's organization. Discussion by the panel centred upon the competing loyalties and 

responsibilities likely to be an infiuence in the decision reached by the fieldwork CO-ordinator. 

A decision to challenge the dominant power structures that keep people in positions of 

dependency and subordination to the authorities is never easily taken. Such a decision requires 

moral character involving self confidence, perseverance, backbone, toughness, strength of 

conviction, and courage. A person may be morally sensitive, make good moral judgments and 

place high priority on moral values but wilt under pressure or be easily discouraged. 

in the time that was available, the panel discussed six possible courses of action: 

a. Do nothing. 
b. The fieldwork co-ordinator would talk with the student about the responsibility 

for sharing information which might affect her performance. 
c. The fieldwork co-ordinator would reschedule the placement to a closer location 

where events could be easily monitored. 
d. The fieldwork co-ordinator would set up a support system for both the student 

and the preceptor. 
e. The placement would be postponed or cancelled. 
f. The fieldwork co-ordinator would "forward feed" the student's confidential 

information to the preceptor. 
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There was no support for the option to do nothing and little for either rescheduling the placement 

or forward feeding the student's information. The options that wuld be best defended were a 

combination of @) and (d), failing which (e) would be. the line of last resort. 

The process that 1 have called constructive moral analysis opens up as many options as 

the imagination can cal1 upon. Each one must be weighed and justified fkom a moral perspective 

and the consequences clearly recognized. The k t  courses of action for a particular situation 

must nfiect the moral values of the individuals involved and the society within which they live 

and work in the context of real Iife. 

How does this simulated approach address the issues of power and difference? I suggest 

that it helps the participants to value every participant's point of view. It directs particular 

attention to the relationships between the moral agents and the subjects, as individuals, and as 

members of a complex society. Complete agreement is not necessaxy but moral dialogue is 

essential. Those who would prefer another option have a better appreciation of the moral issues 

at stake seen from other peoples' perspectives. Difference is not belittled but respected and 

recognized as valid. Relationships should be enhanced; those who have to act may even be 

supported by others who have been party to the discussion process. Reasoning has not been 

discarded but has been incorporated within a broader discussion of moral expenences and 

relationships. 

While the simulated experience is no substitute for the real thing, in the context of 

professional education, it provides an opportunity to practise skills and to evaluate individual and 

colleciive performance without compromishg the well-king of a vulnerable individual. It is 

possible, too, to ask individual players to take on a specific approach that they may encounter 

in a real situation as a challenge to the other participants' handling skills. 

The simulated group experience also offers the opportunity to explore representation and 
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understanding of cultural authenticity at work in respecthl moral discourse. It would be a 

morally enlightening experience for groups of students from within a larger culture of professions 

to speak to their different understandings of common values in the context of carefully desiped 

scenarios. So, towards the end of their professional programmes, students fiom a variety of 

disciplines - medicine, nursing, occupational therapy, physiotherapy, speech-language pathology, 

nutritional sciences and social work - might be expected to work together in small groups 

simulating the heaith care team in real life. 

Narrow scientific approaches to ethics tend to look at issues in the abstract from the 

perspective of generalities. h a multi-ethnic society, this tends to be applications of the law, 

or professional mles and regulations. In a liberai democracy that claims to respect diversity and 

to honour al1 peoples, professional practitioners need to aspire to something greater, an approach 

which values al1 persons as human beings with the capacity for reason and the fieedorn to 

express their opinions and difference but who seek to live and work in harmonious, morally 

sound relationships. Those of us who teach ethics to occupational therapists and other health care 

practitioners have a responsibility to ensure that an art exhibit of ethical decisions is not simply 

a m a s  of reprints. 

Constructive moral analysis shows promise as a rnethod for encouraging ethical dialogue 

in everyday situations. It is based on an appropriate and authentic respect of the persons 

involved and is likely to enhance and build climates for trust between participants, but it also has 

the potential for helping professional people to recognize their own moral limits and when it is 

legitimate to withdraw to minimal standards of practice. Tt encourages relationships of 

partnership and, with pradice, has the potential to build moral knowing-in-action or the artistic 

design of ethics. 



CEAITER VIIl 

CONCLUDING COMMENTS: 

THE MORAL DEMAND FOR ETHICAL RECONSTRUCTlON 

Why should the professions buy into the reconstruction of professional practice and ethics 

education that this thesis proposes? 

Chapter 1 started out by describing the lengths to which professional groups are going in 

their attempts to regulate professional behaviour. The motivation for their effort appears to be 

a concern that the general public has an increasing distrust of professional good will. 

In acknowledging the limitations of regulations as effective controls of professional 

behaviour, 1 have insinuated that problerns with relationships carmot be addressed by scientific 

methods that are linear and deductive in their reasoning. Taylor considers the scientific approach 

to be a paradigm of an acultural theory of modemity. hcreased regulation is the obvious 

solution to that approach. But regulation has been in place for the medical profession, at least, 

for more than a century and it appears to be having little effect. 

Medical practitioners today, of al1 the health care professions, would acknowledge that 

they have a major challenge to address in their public relations and professional image. It is not 

their problem alone. 1 believe that ail professions in the health care arena, and beyond too, 

however much they want to be seen as "conscientious experts devoted to improving the lot of 

both society and their clients", are equdly the object of a cynical public's perception of 

professional people as "a rapacious, greedy, often incomptent lot who are fiequently paid to do 

more damage than good" (McDowell, p.2). 

Regulations, quite clearly have their place in building public confidence in professional 

cornpetence but 1 have argued that it is not enough. Public perceptions of trustworthiness depend 
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on relationships of authentic respect which cal1 for a very different approach nom the anilturd 

one by which the professions have been seduced, unwittingly or othenvise. 

With his antbropological use of the word culture Taylor presents an alternative pichire 

Modemity is not that f o m  of life toward which al1 cultures converge as they 
discarci beliefs that held our forefathers back. Rather, it is a movement kom one 
constellation of background understandings to another, which repositions the self 
in relations to others and to the good. (Taylor, 1995, p.24) 

This approach calls for the professions, as a culture, to reconsider their authentic being, their 

self-conceptions of themselves as experts and as service providers, their identities, and their 

principles and values. 

When 1 considered the nature of professionalisrn in Chapter II, 1 found that social 

changes, for example the development of regdation, have changed the context of practice. From 

the new perspective, the responsibilities associated with the role of a professional person, can be 

seen as being legitimately self-interested since professional development - not individual gain - 

is ultimately in the public interest. 1 found that this fresh perspective on the professional role 

moved it into a role type of occupations described by Jacobs as a trading or commercial type. 

Occupations of this sort, operate within very different moral relationships than those that carry 

responsibility for control. 

But the cultural approach does not allow us to ignore the p s t ,  it encourages us to learn 

fiom it. We cannot disregard the fact that many atrocities have been committed by professional 

practitioners who were corrupted by power and self-interest. So the professions must recognize 

the legitimacy of some external control king applied to their pracîices even though their own 

authentic role is professional development and service supply. 

At the same tirne, the relationships that the less scnipulous members of the professions 
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have had with their clients have depended on the use of their expertise as a rneans of power. 

They have werced their clients into submission and cornpliance with their professional goals. 

As long as professional relationships remain instruments of power and control, there is a danger 

that they will be used for illegitimate purposes. The alternative is to encourage relationships that 

build connections through more personal and informal contact. This type of relationship is more 

consistent with the commercial role. But it is not safe £rom corruption either. Modem society 

must live in the knowledge that people in both role types of occupation are vulnerable to 

corruption and that a moral society depends upon each one supporthg the other in maintaining 

its moral integrity. 

Memben of the general public today are better informed and more ready to assert their 

rights than their forebears. They are no longer willing to be regarded as passive, dependent, 

second class citizens. They want to be assured of what can they can expect in the way of 

services and in a position to decide for themselves whether the risks, inherent in more than 

regulated, competent professional practices, are worth taking. They want to know if they can 

trust the professional practitioner to be honest and straight forward in evaluating his or her own 

ability to go beyond standard professional expectations. 

Chapter IV described the sort of professional behaviour that is likely to be recognized as 

building a climate for trust in professional relationships and Chapter V showed what a lragile 

climate it can be. While the professions themselves may eschew power, and that is by no rneans 

a certainty, there are many other powerful institutions and systems in place in society. Such 

authonties lay daim to professional allegiance and force professional practitioners to withdraw 

from their commitments to professional excellence and development to minimal regulated 

standards of practice. Professionai practitioners can do this, honourably, if those regdations 

reflect current professional beliefs and values. When this is not the case, individual professional 
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commitments to professionalism as a moral endeavour are compromised by their loyalties to 

controlling authori ties. 

But morality is a dirty word in a society that is operating on the basis of a distorted 

acultural theory and so it has largely been discounted and jettisoned kom the professional 

vocabulary and fiom the educational environment. Ethics is reduced to what is legally allowed 

and what the profession regards as desirable practice. Chapter W shows this to be true by 

examining the ethics cunicula of occupational therapy programmes. The programmes are 

probably very effective in promoting an ethics that is so restricied. 

But the professions are themselves concemed with the faa that their clinical methods and 

practice standards seem insufficient as guides when the situations that practitioners encounter are 

so complicated by technology and politicai points of view. Ethics education that is founded and 

sustained in an environment that discounts morality will continue to be rule bound and ineffective 

in helping the professional practitioners of the future to know how to conduct themselves in the 

presence of others whose needs or differences are not d i f i ed .  

But morality has been jettisoned as a tradition in an acultural society. It can only be 

legitimately re-instated if the reasons are acceptable to al1 the parties involved. That necessarily 

means looking again at the reasons for moral traditions, such as respect for penons, and re- 

interprcting them in the light of modern day circumstances - in other words, taking a cultural 

approach. When we do this, as 1 did in Chapter IV, we see that people no longer want to live 

merely as rational human beings, if they ever did. nie  value of life in modem society is 

expressed in much richer colours on a canvas that has considerable texture to it. Authentic 

respect for life cames al1 these different dimensions and respezt for ordinary, everyday life is an 

abstraction of the big picture called dignity. 

When professional practitioners put lives at risk today, in their more uncertain practiccs, 
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they are being entrusted with lives that have been given an additional contemporary value. If 

they do not show themselves worthy of that trust, the very clients upon whom they depend for 

their professional advance and development will withdraw their sanction. 

The continuation of professional practice, and of life in its new dimensions, depends upon 

its self-interested development in the public interest. Regulations take away the opportunity to 

exercise autonomy and discretion in everyday practices. Distxust takes away the moral authority 

needed when experts want to ply their trade. Professional practices simply camed out in 

accordance with niles and regulations are indistinguishable hom other occupations. Without 

professional self development in the public interest, there will be no one for needy people to look 

to when they corne up against situations that are not standard problems or the slightest bit 

unusual or complicated. 

So why should the professions buy into my reconstruction of relationships and ethics 

education? Because they depend upon it for their own survivai and for the well-being of life 

itself. In Canada in 1996, with its plurality of cultures and the different expressions of values 

and perspectives that they hold in cornmon, ethics defmed as professional rules and regulations 

and based on noms  and standards of practice in isolation, is inadequate. It may b i t  the amount 

of evident harm that professional pracîitioners can perpetrate but even this can be challenged 

when practitiones are content to behave in ways that invite misplaced confidence. Ultimately, 

it contributes to relationships of dismist because it hinders professional people in their pursuit 

of profcssionalism and their ability to build climates for trust in their relationships with clients. 

An ethics curriculum that belittles moral theory and moral practice or considers it to be 

the same as clinical theory and clinical practice leaves Little room for personal morality or 

different cultural expressions. It forces students of the professions into patterns of mle-bound 

practice that deny professional ideology and personal cornmitment. Such practitioners are likely 
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to justify moral choices in overly simplistic ways, may not recognize competing values, nor have 

the wisdom, strength of conviction or perseverance necessary to practise professional virtue in 

a power hungry society. Nor will they be able to defend their behaviour in a moral arena. It 

is t h e  to broaden the educational mandate so that the graduates will k d  ways ahead for 

themselvs knowing that the professional organizations will support them in their personal 

commitments to professionalism and morality. In her Munel Driver lecture, Picard-Greffe 

(1994) concluded that she, as a leader among occupational therapists, "would like us to know 

how to intervene with wisdom and courage. Let us trust ourselves to be guided by Our own 

values". The challenge is to the leaders of the health care professions to do two things: 1) to 

ensure that graduates are able and ready to articulate their own personal and professional values, 

to recognize where they corne from and how they can be morally defended and 2) to see that 

these morally committed practitioners are supported in the workplace. Ody then can we hope 

that they will have moral courage. 

The dialogue taking place across disciplines and cultures at the 1996 conferences of the 

Canadian Bioethics Society and the Association for Moral Education suggests that the tirne is ripe 

for new efforts to collaborate and redirect profasional cornmitment in the interests of 

professional development that will serve members of the general public in ways that will meet 

their particular and intimate needs. To the extent that this is the case, the challenges that this 

work presents to the health a r e  professions take on added urgency. 



GOALS OF AN ETHICALLY RECON!SIRUCI'ED OCCUPATIONAL THERAPY PROGRAMME 

Our beliefk about heaith and occupation provide the structural M e w o r k  for the dinical content of the 
curriculum. Our cornmitment to professiondism as a cultural moral endeavour provides the h e w o r k  for 
the morai content and our choice of a pedagogical framework for the Iearning process. 

To enter professional practice, occupational therapists require a specializeâ howledge of occupational 
science and moral theory. They require an understanding of the meanmg and mord value of occupation as i 

concept and as a role type. They also require howledge of the humanities and the basic sciences, includinl 
the biomedical sciences, behaviourai sciences and social sciences. Occupationai therapists require a set of 
professional skiils and behaviours (e-g., teamwork, communication, information management, critical 
appraisai, cr i t ic .  thinking, clinical reasoning, moral reasoning aod ethical-decision making) in addition to 
specific occupational therapy skilis. 

Clinical Knowiedge Content: 

the theoretical bases of the profession of 
occupationai therapy i-e., the concepts of 
occupation, occupational performance, client 
-centreci pract ice; 
the biological, psychological, social, dtural ,  

developmentai, economic, and environmentai 
detenninants of health, their relationship to 
one another and their impact on occupation; 
the health-iliness paradigm, Le., the concepts 

of wellness, disability, impairment, handicap, 
prevention, heaith promotion, health maintenance, 
and their impact on occupation and quality of iife; 
the occupational therapy process, i.e., referral, 

screening, assesment, program planning, 
intervention, foiiow-up, and outcome evaluation; 
the role of the occupational therapist as assessor, 

program planner, intervenor, educator, advocate, 
team member, supervisor, case manager, program 
manager, department manager, consultant, 
administrator, ciinical teacher, professor and 
researcher ; 
the principles of scientific inquiry and the 

research process fkom both a quantitative and 
qualitative methodolagy perspective; 
the principks of adult leamùig; 
the principles of organizational theory and 

behaviour; 
the factors related to policy development and 

delivery of services in the public health, social 
service, and education systems in Ontario, as well 
as in the private sectot. 

Moral Knowledge Content: 

the theoretical bases of morality i.e. 
deontological, teledogical and feminist theories; 

aculturai and cultural theones of modernity; 

the moral behaviours associated with the 
predominant d e  types of occupation; 

the morality of relationships; 

seif-conceptions as authentic individuals and as 
authentic group members; 

the nature of personhood and ordinary life; 

conceptions of respect including traditional and 
contemporary understandings; 

notions of confidence and trust; 

the basis of moral authority; 

professionalism and regufation. 



CHARACTERISLIS OF COMMERCIAL AND GUARDIAN MORAL SYNDROMES 

1 The Commercial Moral Syndrome 1 
Shun force 

Come to voluntary agreements 

Be honest 

Collaborate easily with strangers and aliens 

Compete 

Respect contracts 

Use initiative and enterprise 

Be open to inventiveness and novelty 

Be efficient 

Promote comfort and convenience 

Dissent for the sake of the task 

hvest for productive purposes 

Be hdustrious 

Be thri fty 

1 Be optimistic 1 

The Guardian Moral Syndrome 

Shun trading 

Exen prowess 

Be obedient and disciplined 

Adhere to tradition 

Respect hierarchy 

Be loyal 

Take vengeance 

Deceive for the sake of the task 

Make rich use of leisure 

Be ostentatious 

Dispense largesse 

Be exclusive 

Show fortitude 

Be fatalistic 

Treasure honour 

From Systems of Sumival by Jane lacobs, 1992. 



I swear by Apollo Physician and Asclepius and Hygieia and Panaceia and al1 the gods and 
goddesses, making them my witnesses, that 1 will fulfill according to my ability and judgment 
this oath and this covenant: 

To hold him who has taught me this art equal to my parents and to live my life in 
partnership with him, and if he is in need of money to give him share of mine, and to regard his 
offspring as equal to my brothers in male lineage and to teach them his art - if they desire to 
leam it - without fee and covenant; to give a share of precepts and oral instruction and al1 other 
l e h g  to my sons and to the sons of hirn who has instnicted me and to pupils who have signed 
the covenant and have taken an oath amrding to the medical law, but to no one else. 

I will apply dietetic measures for the benefit of the sick according to my ability and 
judgment; I will keep them fiom h m  and injustice. 

1 will neither give a deadly dmg to anybody if asked for it, nor will 1 make a suggestion 
to this effed. Similarly 1 will not give to a woman an abortive remedy. in purity and holines 
i will guard my life and my art. 

1 wil1 not use the knife, not even on sufferers fiom Stone, but will withdraw in favor of 
such men as are engaged in this work. 

Whatever houses 1 may visit, I will corne for the benefit of the sick, remaining fiee of al1 
intentional injustice, of al1 mischief and in particular of sexual relations with both female and 
male persons, be they fiee or slaves. 

What 1 may see or hear in the course of treatment or even outside of the treatment in 
regard to the life of men, which on no account must spread abroad, I will keep to myself holding 
such things sharneful to be spoken about. 

if 1 fulfil this oath and do not violate it, rnay it be granted to me to enjoy life and art, 
king honored with fame among al1 men for al1 time to come; if I transgress it and swear falsely, 
may the opposite of al1 this be my lot. 

The Hippocratic Oath. 4th Century BC 
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