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Physical therapist practice has a distinct focus that is holistic (ie, patient centered)
and at the same time connected to a range of other providers within health care
systems. Although there is a growing body of literature in physical therapy ethics
knowledge, including clinical obligations and underlying philosophical principles,
less is known about the unique ethical issues that physical therapists encounter, and
how and why they make ethical decisions. As moral agents, physical therapists are
required to make autonomous clinical and ethical decisions based on connections
and relationships with their patients, other health care team members, and health
institutions and policies. This article identifies specific ethical dimensions of physical
therapist practice and highlights the development and focus of ethics knowledge in
physical therapy over the last several decades. An applied ethics model, called the
“active engagement model,” is proposed to integrate clinical and ethical dimensions
of practice with the theoretical knowledge and literature about ethics. The active
engagement model has 3 practical steps: to listen actively, to think reflexively, and to
reason critically. The model focuses on the underlying skills, attitudes, and actions
that are required to build a sense of moral agency and purpose within physical
therapist practice and to decrease gaps between the ethical dimensions of physical
therapist practice and physical therapy ethics knowledge and scholarship. A clinical
case study is provided to illustrate how the ethics engagement model might be used
to analyze and provide insight into the ethical dimensions of physical therapist
practice.
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hysical therapists are rehabilitation experts who provide
health services within health
care dimensions of promotion, prevention, and intervention to people,
communities, and populations.1,2 The
physical therapy profession began as
an adjunct to medical practice.3–5
This link extended to a reliance on
the clinical and ethical decisions of
the referring physician.6 With increasing professional autonomy and
independence in clinical decision
making and judgments, physical
therapists face increasingly complex
ethical issues in their professional
practice.7 These ethical issues include understanding and balancing
the needs of patients and those of
the patients’ families and other professionals and working within the
constraints and opportunities afforded by health policies and institutional systems and structures.7,8 In
this context, physical therapists have
moved away from a reliance solely
on the medical profession to guide
their ethics knowledge and decisionmaking frameworks. They have built
their own body of literature about
the nature and scope of ethics and
ethical decision making in different
areas of practice.9 –13
In this article, we identify the development and focus of ethics knowledge in physical therapy over the last
several decades and highlight links
and gaps between ethics knowledge
as discussed in the literature and the
specific ethical dimensions of physical therapist practice. We then propose an applied ethics model, titled
the “active engagement model,” that
seeks to integrate clinical and ethical
dimensions of practice. Finally, we use
that model to analyze a clinical ethics
case scenario.
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Types and Dimensions of
Ethics Knowledge in
Physical Therapy
In a comprehensive, retrospective
analysis of physical therapy ethics
knowledge from 90 English-language
articles published between 1970 and
2000, Swisher14 found 2 broad approaches to defining and discussing
ethics. Forty-three percent of the articles analyzed used a philosophical
approach, defined by Swisher as a
“concern with what people ought to
do and how they ought to conduct
themselves, as well as the rational
basis for such decisions.”14(p694) Of
these articles, 60% used biomedical
principles as a guide to ethical behavior. Thirty-three percent of the
articles used a social scientific or descriptive ethics approach, focusing
on the exploration of human ethical
behavior rather than on how people
“ought” to behave. The remaining
publications used a combination of
historical development of codes of
ethics and theoretical models of expertise in physical therapy (including moral virtue) to discuss ethics.
Swisher’s 2002 review14 identified 3
main themes in the steady growth in
the body of knowledge of ethics between 1970 and 2000:
1. 1970 –1979: establishing the role
of the physical therapist as an ethical decision maker
2. 1980 –1989: applying philosophical principles to ethical problems
3. 1990 –2000: the evolving relationship between physical therapists
and patients

In a follow-up to Swisher’s review,
Carpenter and Richardson15 identified an additional 27 peer-reviewed
articles about physical therapy ethics
published between 2000 and 2007.
Their review demonstrated a partial
closing of the gap between theory and
practice due to an increase in research
about the “unique ethical issues encountered in physical therapy practice, factors that affect ethical action,
the role of the physical therapists as a
moral agent and the types of moral
reasoning being used by physical therapists in practice.”15(p373) However,
the authors again highlighted ongoing
gaps about factors that influence everyday ethical decision making within
specific contexts of physical therapist
practice (Tab. 1).

Ethical Dimensions
in Clinical Physical
Therapist Practice
Poulis16 recently discussed these
theory-practice gaps in physical therapy, noting a degree of silence about
the specific nature of physical therapist practice and any associated ethics scholarship. Poulis described 3
distinctive ethical issues that emerge
from clinical physical therapist practice. These ethical issues derive from
inherent goals and ideals of the physical therapy treatment encounter,
the interdisciplinary nature of the clinical environment that requires decisions to be made about the best interests of patients within a web of health
professional teams, institutional and
health policies, and patient/family cultures and relationships.

However, the review also identified
gaps in the physical therapy ethics
knowledge
base.
Specifically,
Swisher found that few studies had
attempted to define the ethical issues
that physical therapists routinely encounter in their everyday practice
(Tab. 1).
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Table 1.
Gaps in the Ethics Literature in Physical Therapy
Key Findings

Gaps/Areas for Growth and Research

Swisher14

Author

Review of ethics articles (1970–2000)
1. Philosophical approach used by 43% of ethics
articles analyzed, and 60% of these used
biomedical principles
2. Social scientific/descriptive ethics approach

1. Sensitivity to the ethical dimensions of their
clinical practice
● What are the ethical issues that physical therapists
routinely encounter?14(p703)
● How does organizational context influence
recognition and interpretation of ethical
issues?14(p703)
2. Investigate the making of moral judgments
● What type of moral reasoning do physical
therapists use?14(p703)
● What is the influence of sex, religion, or culture on
moral judgments?
3. Uncover the influences on physical therapists’
abilities and motivation to act morally
● How do physical therapists view their role as a
patient advocate?
● What factors (organizational, contextual, policy)
affect physical therapists’ motivation for ethical
action?

Carpenter and Richardson15

Review of ethics articles (2000–2007)
1. From 27 articles; increase in knowledge and
research about unique ethical issues in
physical therapy
2. Increased emphasis on moral agency and
types of moral reasoning

1. How does the institutional setting affect the role
of the physical therapist as a moral agent?
2. What are the cultural dimensions of ethical
practice?
3. What are patients’ perspectives on ethical
practice?

The first issue raised by Poulis16 concerns decision making about endpoints in physical therapy treatment
in rehabilitative settings. Because a
patient almost always can further
improve with continuing physical
therapy intervention, an appropriate
endpoint for treatment may not be
clear and the person responsible for
deciding when the end of treatment
occurs may not always be the physical therapist. Patients and other
health care professionals may hold
different definitions of end goals in
rehabilitation.17,18 Thus, decisions to
commence or cease physical therapy
treatment might be made by the
physical therapist or by an alternative health care professional, or the
decision might be made on the basis
of funding constraints and opportunities.19,20 Purtilo et al12(p41) defined
these types of ethical issues as “locus
of authority” problems. They include
scenarios where a physical therapist,
working within a multidisciplinary
health care team, may not have the
designated authority or moral agency
to be able to achieve their discipline1070
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specific professional therapeutic
goals and outcomes for the patient.17
Poulis’16 second ethical dimension of
clinical practice concerns the often
intimate and one-on-one interaction
of physical therapy treatment, relying on touch, communication, advice, and at times, patient dependency. For example, patients with
chronic illnesses,21,22 athletes who
depend on being injury free for competition,23 and families who rely on
ongoing management of their children with chronic conditions24 form
close and personal relationships
with their treating physical therapist.
The nature of these types of relationships means that physical therapists
need to be skilled in integrating and
balancing their own therapeutic
goals and purposes with those of
their patients.22,25 This aspect of the
patient/therapist relationship raises
ethical issues concerned with recognizing and maintaining professional
boundaries.26
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The third ethical dimension of clinical physical therapist practice highlighted by Poulis27 concerns the requirement for active participation of
the patient and its impact on the
patient/therapist relationship. Although trust is recognized as a crucial aspect of all health care practitioner relationships,28 in physical
therapy, a patient’s trust must extend beyond accepting and believing
in advice and treatment suggestions
to a willingness to actively participate and collaborate to achieve the
physical and functional goals set by
his or her therapist.29 This means
that physical therapy treatment
methods and decisions encompass
ideas associated with leadership, motivation, and promoting change in
health behavior.30,31 These aspects
of practice raise questions about associated ethical dimensions, such as:
• What processes and methods of informing or persuading patients to
achieve or participate in a desired
therapeutic outcome are ethically
appropriate?
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• What model of shared decision
making is the most relevant for
therapists working with patients?
• How do physical therapists incorporate ethical principles of trust,
respect for autonomy, beneficence,
and justice when setting goals with
patients and formulating treatment
strategies?

Linking Ethical and Clinical
Dimensions of Physical
Therapist Practice
Two themes that arise from these
descriptions and reviews of physical
therapist practice and associated ethical dimensions are: connectedness
and agency. In all aspects of physical
therapist practice, there is a need to
establish connections in the form of
relationships with patients, patients’
families, other health care professionals, and institutions and organizations that externally fund or in
some way influence the course of
physical therapy treatment. Kyler25
described a relationship-centered
approach to health care as one that
captures the importance of interactions between people and social,
political, economic, and environmental factors. In this article, we
use the term “connectedness” to
include this notion of interactive relationships and broaden it to extend
to the web of associations and links
between physical therapists and
their discipline-based theoretical and
practical approach to health care,
their personal values, and the
broader impact and influence of patients, health care colleagues, cultures, societies, institutions, and
other health practices on physical
therapist practice.
The theme of “agency” arises from
the need for physical therapists to
work collaboratively with their patients and others while maintaining separate knowledge, motivation,
and courage to engage as autonomous professionals with the moral
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aspects of their work.32 Benner et al
referred to agency as the “ability to act
upon or influence a situation.”33(p14)
Agency to effect change in a patient or
in others has links with notions of leadership,34 mindfulness,35 advocacy,32,36
and expertise.37 Agency requires a
strong sense of self-awareness and an
ability to be critically self-reflective.38

plement the decision. Moral agency in
making ethical decisions, therefore, incorporates the ability to take from
each side of the bridge, to make connections between ethical theory and
practice, and to recognize the importance and influence of relationships
built with patients, families, and other
health care team members.

We have previously conceptualized
these 2 themes that are derived from
the clinical and ethical dimensions of
physical therapist practice as moving
between 2 sides of an ethical reasoning bridge.39 On one side of the
bridge, a physical therapist (or other
health care professional) draws from
the connections he or she makes
with a patient’s story to frame and
recognize what seems to be ethically
important. On the other side, the
physical therapist draws from the
meaning and philosophies found in
the biomedical ethical principles and
connects them with particular clinical contexts. Drawing from normative theory on one side and from
patients’ perspectives and individual
constructions of meaning about
practice on the other side requires
physical therapists to have a clear
sense of their role and capacity to
respond and act in clinical situations.
This movement between general
knowledge and analytical thinking
on the one hand and the challenges
of a particular situation on the other
has been described as “practical reasoning.” Practical reasoning is done
for a purpose, at a particular time,
and in a particular situation.

An Applied Ethics Model:
Active Engagement

This division of reasoning into practical, analytical, and theoretical forms
derives originally from the work of Aristotle and has been reformulated by
thinkers such as Dewey,40 Schon,41
and most recently, Sullivan.42 Importantly, drawing upon knowledge and
understanding from either side of the
bridge assumes a level of practical authority or agency to connect ideas, understand relationships, and then im-

The applied ethics model proposed
in this article identifies an approach
to ethical understanding and practice based on the themes of connectedness and agency in physical therapist practice. This model is grounded
in the clinical work and education of
physical therapists.1,2 It draws upon
and synthesizes different sources of
literature, including the use of established biomedical ethical principles,43,44 narrative theory,45– 48 and
theories of sociology,13,49,50 to decrease the gap between the ethical
dimensions of physical therapist
practice and physical therapy ethics
knowledge and scholarship.
The model has 3 practical components: (1) to listen actively, (2) to
think reflexively, and (3) to reason
critically. These 3 components have
previously been described in physical therapy and other health care ethics literature as strategies and steps
for gathering information and perspectives, identifying ethical issues,
and generating appropriate practical
responses.12,51 In our model, we
have encapsulated these ideas into 3
practical steps that focus on the underlying skills, attitudes, and actions
that are required to connect with
people, systems, values, and structures and to build a sense of moral
agency and purpose within physical
therapists.
Step 1: To Listen Actively
Physical therapists spend much of
their time communicating with and
listening to patients and colleagues
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as a standard part of their work. Our
contention in this first practical step
is that ethical analysis in physical
therapist practice begins with an active listening approach. Active listening has many layers. It requires a
commitment to the importance of
telling and listening to stories as a
way of discussing ethical issues. It
requires some attentiveness to and
curiosity about the details of other
people’s stories. It also requires an
awareness of how resources and
their allocation affect peoples’ stories about providing and receiving
health care.
Associations between telling and listening to stories and ethical analysis
have been made previously. Nelson52 defined narrative ethics or the
telling of stories as a way of approaching clinical ethics, not just as
a description of the key features of a
clinical case or scenario but also as a
means of achieving a moral end in
itself. In telling or relating a story
about an experience, a person makes
sense of his or her life and experiences.47,53–56 For example, when a
physical therapist tells a story about
a clinical encounter, he or she implicitly or explicitly decides to portray himself or herself as a particular
character with a sense of personal
and moral agency. The therapist’s
way of telling the story also provides
information about how he or she
perceives and understands other
characters in their clinical story.
Active listening in the ethics engagement model, therefore, is more than
the exchange of information between the patient and therapist. It
means listening closely to the patient’s perspective and story and being actively engaged in making connections between the patient’s
circumstances, beliefs, values, and
assumptions and the goals, values,
resources, and actions of the therapist and of other people in the health
care team. Both telling and listening
1072

f

Physical Therapy

Volume 90

to stories also draws out the emotional aspects of health care practice.57,58 These aspects encourage
practitioners to reflect on how their
emotional reactions to patients’ stories and their own experiences can
inform and facilitate reflection about
ethical dimensions of practice.59 Active listening, therefore, means being
alert to what Guillemin and Gillam
referred to as “ethically important
moments.”47(p7) These apparently
mundane ethical experiences often
encountered in ordinary clinical
practice include moments of uncertainty about the right course of action, moments when there is a need
to consider whether to speak up or
not, moments when there is a recognition that a patient or a colleague
needs support, and moments when
there is a need to consider how and
whether to persuade a patient to participate in an active treatment.
Guillemin and Gillam47 used the
label “sideways questions” to describe the types of questions that
might facilitate active engagement
with a story. Sideways questions go
further than just relating the context, roles, and contributions in an
abstract (formal case study, thirdperson) approach. The questions
listed in Table 2 are based on these
sideways questions. They aim to facilitate the consideration of broader
aspects of physical therapists’ and
their patients’ experiences to assist
in identifying the ethically important
dimensions of clinical treatment
contexts.
Step 2: To Think Reflexively
The second step in the active engagement framework is to think
about one’s own “physical therapy
footprint” in the clinical scenario.
Reflexivity and critical reflection are
2 related concepts that link to professional agency. Reflexivity means
being aware of and paying attention
to one’s own perspective and voice
in a situation. The idea of reflexivity
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traditionally has been associated
with paradigms of qualitative research60 – 62 but is increasingly recognized as important in health care
practice.13,50 Guillemin and Gillam49
described reflexivity in qualitative research as a process involving critical
reflection on how the researcher
constructs knowledge from the research process. According to
Patton,62(p65) it reminds researchers
to be attentive to and conscious of
“the cultural, political, social, linguistic, and ideological origins” of their
own perspective and voice, the perspectives and voices of those they
interview, and the perspectives of
those to whom the research is reported. Applied to ethical decision
making, reflexivity provides a means
to increase awareness of one’s personal values, emotional reactions,
and practices and how they might
influence a patient’s reactions and
choices.35,63
To make connections with others
and to recognize ethical dimensions
in their work, physical therapists
need to be self-aware, reflexive, and
mindful of their own unique contribution and identity as physical
therapists in their care of patients.
Without this understanding of the
nature of their own practice or epistemological basis,39,64 their sense of
agency and purpose and ways of
connecting with others will be delivered in a professional vacuum. They
will be less aware of how to make
their connections with people and
within institutions work toward
achieving what is in the best interests of their patient. Within
our model, the questions that we
have developed to assist the reflective and reflexive process are listed
in Table 2.
Step 3: To Reason Critically
To reason critically means to examine assumptions or presuppositions about practice and connections
between oneself and social conJuly 2010
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Table 2.
Active Engagement Model: Steps and Questions
Steps

Facilitating Questions

Step 1: active listening

●
●
●
●
●
●
●
●

How has the patient and health care team member cast their story?
Within the story, how do they portray themselves?
Why are they telling the story in this way?
Whose voice in the story is dominant?
Whose voice in the story is not being heard?
How else might this story have been told?
What is ethically at stake in this story?
What are the ethically important moments in the story?

Step 2: reflexive thinking

●
●
●
●
●
●
●
●
●

What goals and values do I, as the physical therapist, personally bring to a given treatment?
What goals and values are inherent within the physical therapy treatment that I offer?
What influence do my language and my treatment methods have on the patient and others?
How do others (patients, colleagues, managers) know what they know?
What shapes and has shaped their world view?
How do they perceive me and why?
How do I perceive them?
How do they make sense of what I give them?
What perspectives do they bring to the findings I offer?

Step 3: critical reasoning

Realm of patient and therapist relationship:
● What values and goals do I bring to the therapeutic relationship?
● How do my professional and personal values and goals differ from the patient’s?
Organizational realm:
● What is my relationship with the health care organization?
● How does this relationship influence the clinical encounter?
● How do institutional systems and structures affect the patient’s ability to receive treatment?
Societal realm:
● What are the health care structures, resources, and economic policies that influence the goals and
provision of physical therapy?

texts.65– 67 Critical reasoning has
been described as a key dimension of
clinical reasoning, incorporating 4
main attributes and abilities: (1) reflecting and interpreting a clinical situation; (2) understanding the clinical
context, including cultural values
and facts; (3) engaging in an interactive and constructive dialogue with
patients, peers, and mentors; and
(4) integrating the influence of time
through past experience, present
contexts, and future actions.68 When
applied as a component of the
ethics engagement model, critical
reasoning involves critical examination of the meaning and values of the
4 established biomedical ethical
principles— beneficence, nonmaleficence, autonomy, and justice43— by
asking questions about the meaning
and scope of their relevance within
the context of the clinical situation.44 It also means being cognizant
of the nature and effect of the patient/therapist relationship within
broader realms of the institution and
July 2010

the broader cultural and societal influences on the provision of health
care.8 The questions in Table 2 use
Glaser’s8 categorization of different
ethical realms to prompt a more critical examination of the micro and
macro issues that affect clinical and
ethical decision making.

Applying the “Active
Engagement” Model to
Sally’s Case
We use a single physical therapy case
study involving a patient with
chronic neuropathy, as told by the
physical therapist, Sally, to illustrate
how the active engagement framework might be used to link ethics
knowledge in theory to ethics in
practice (Figure). All names in this
case study are pseudonyms. At the
time that this case occurred, Sally
had 31⁄2 years of experience since
graduation and worked as a junior
physical therapist in a large metropolitan public hospital in a city in

Australia. She approached the primary author (C.M.D.) of this article
to relate her personal clinical story.
Sally then provided her informed
consent to publish this version of her
story. Specific ethical issues in Sally’s
story include deciding how to communicate truth to patients and their
families about diagnoses and prognoses, continuing with treatment
when there is no evidence to support its effectiveness, dealing with
different health care professionals’
views of what constitutes a patient’s
best interests, and working within
hierarchical organizations. Sally’s
emotional responses expressed
through the story include her feelings of frustration concerning professional relationships and conflicts between her values and those of the
patient and her mother. In telling the
story, Sally focuses on re-stating her
beliefs about right actions and her
justifications for those actions. When
the active engagement model is used
to analyze Sally’s responses, these
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The patient, Cara, was a 28-year-old woman with a
history of systemic lupus erythematosus, a chronic
inflammatory disease and chronic inflammatory
demyelinating neuropathy. Previous admissions (lasting
for 16 months) had involved insertion of a percutaneous
endoscopic gastrostomy feeding tube and
tracheostomy. Many specialist units (including
neurologists and rheumatologists) had consulted on
Cara’s case, and no clear, agreed-upon diagnosis had
been made to account for her varied, numerous, and
severe symptoms.
By the time Cara was admitted to our hospital, she had
90-degree flexion contractures of both elbows, bilateral
knee flexion contractures, and bilateral plantar-flexion
contractures in her ankles, along with minimal trunk,
head, and neck control. Cara was fully dependent for all
nursing and personal hygiene care.
On admission, we (the treating team) had heard reports
of how Cara’s mother, Sonia, had been very difficult for
the staff at the previous hospital to deal with. We heard
(as part of the handover) about how Sonia had insisted
that one unit at the previous hospital had been
forbidden to be involved in Cara’s care. We heard that
Cara and Sonia were very difficult to deal with and were
insisting on having family meetings all of the time and
that they did not trust the medical staff.
Already I felt uneasy about the information that gets
passed around about a patient and the family before
anybody at our hospital had even met them. At what
point does handing over information to ensure the care
of the patient is adequate become gossip that is not
necessarily helpful to anybody, and how do you point
that out to your colleagues in an appropriate manner?
I was determined to get off to a good start with both
Cara and her mother. During my assessment, it became
quite clear to me that Cara’s physical situation was
disastrous, but I was optimistic that I could make a
difference to her. As soon as Sonia met me, she told me
that she did not trust any of the physicians, that nobody
knew what they were talking about, and that all of the
physicians at the previous hospital (especially the
neurologists and rheumatologists) had misdiagnosed
Cara’s condition. Sonia told me that she had been
doing some research on the Internet and had discovered
that Cara had myopathy. Sonia was furious that Cara
had been diagnosed with Guillain-Barré syndrome and
neuropathy and insisted that myopathy was Cara’s main
problem. Sonia further told me that she had found
information on the American Medical Association Web
site that the main or only treatment for myopathy was
physical therapy.
I explained to Sonia that there was a limited role for
physical therapy in providing return of muscle function.
I tried to give Sonia clear information about Cara’s
condition from a physical point of view. I explained that
until the nerves could transmit the signal better, we
could only strengthen the muscle fibers that were

innervated, of which there were very few. I went into
detail about the treatments I was trying and the
rationale behind them.
I explained that physical therapy, as a profession, really
does not have any good peer-reviewed evidence for the
treatment techniques that we were trying. I also made
the point that the Internet is an unregulated source of
information and that Sonia should not take for granted
information that was accessed from the Internet. I felt
good at the end of our conversation because Sonia
seemed to take on board my key points. Sonia was
pleasant to deal with, and it was clear to me that she
only had her daughter’s best interests in mind.
I consulted orthopedic and neurological physical
therapists about the best way to try to treat Cara’s
contractures. I grew frustrated because I was trying
various treatments, few of which Cara could tolerate,
and even fewer (ie, none) of which seemed to make a
difference. I explained to both Cara and her mother that
we needed to start to change the focus of treatment
and that we would wind back the tilt table to only 3
times a week. I kept requesting that we hold a family
meeting so that Cara and her family, particularly Sonia,
could hear from several sources rather than just me
about Cara’s poor physical prognosis. I also felt in a
difficult situation in the physical therapy department
because a physical therapist who was senior to me had
covered my ward once or twice and had recommenced
some treatments I had ceased.
One afternoon, I received a page saying that I was
being verbally attacked by Sonia in front of the whole
ward round and that I should probably come up and
defend myself. I felt upset that a layperson would
question my professionalism in front of all of my
colleagues. All of my colleagues (nursing, medical, and
physical therapy staff) were very supportive after that
ward round, but I would have loved to tell them that I
would rather they were truthful to Cara and Sonia the
whole time rather than nice to me when it all boiled
over. In summary, I believe it is important to always try
to communicate the truth to the patient and family, no
matter how much they do not want to hear it—I believe
it is our professional responsibility. I believe it is
unethical to continue to provide treatments that are not
working. I do not like feeling undermined, and I do not
like feeling betrayed. If somebody has a problem with
me, I would rather he or she told me in person without
broadcasting it to the world while I am unaware of it. It
is important to back your clinical judgment and have
faith and trust in yourself. The health care system needs
some serious revamping. Health care workers should
never allow the patient and family to dictate the
interaction—to be involved yes, but never to dictate. If I
had the same situation again, I would do the same
thing because ultimately I do not believe it helps
anybody to hide the truth about a situation. Better
frameworks to deal with emotional and mental and
ethical stresses should be taught throughout the
life span.

Figure.
Sally’s story.

1074

f

Physical Therapy

Volume 90

Number 7

July 2010

Ethics Knowledge and Practice in Physical Therapy
Table 3.
Questions For and Answers From Sally
Questions for Sally

Answers

1. How has the story been cast?

The focus of my story is on my analysis of my reactions and responses to the
clinical scenario.

2. How has Sally, in telling the story, portrayed herself?

I cast myself as having good therapeutic intentions, including being determined
to bring about a change where others had clearly had difficulty in the past.

3. Why is Sally telling the story in this way?

I wanted to justify my position and decisions about the treatment and the
conflict surrounding the treatment.

4. Whose voice in the story is dominant?

My voice is dominant.

5. Whose voice in the story is not being heard?

Cara’s voice is not present in the telling of this story.
Sonia’s voice, as the mother, is overbearing and strident.
Other health care colleagues are cast as passive players in the story.

6. How else might this story have been told?

The story could have been told from the perspective of Cara, her mother, or
other members of the treating team.

7. What is ethically at stake in this story?

How to define futility in long-term rehabilitation care.
How to negotiate differences in values and beliefs about health care among
patients, patients’ family members, and physical therapists.
Defining the scope and limitations of professional autonomy.
The influence of both collegiality and diversity in professional health care
approaches on patient outcomes.
The rights of competent adult patients to decide their health care.

8. What are the ethically important moments?

When Sally first wondered about the information conveyed about Cara and her
mother at handover.
When Sally felt uncomfortable about how much information she should convey
to Cara and her mother.
When Sally reflected on the futility of the treatment.
When Sally felt she was not supported by her colleagues.

ethical issues are broadened to include a richer and broader range of
considerations to provide insight
and guidance for Sally in this situation and for future similar clinical
scenarios.
Step 1: To Listen Actively
Step 1 of the active engagement
model requires active listening and
active engagement with Sally’s story.
Table 3 lists the questions and Sally’s
responses to this first step.
Step 2: To Think Reflexively
The aims of the reflexive questions
in step 2 are to expand the perspectives and understanding of the clinical situation and to provide opportunities to engage with other people’s
possible stories rather than focus
only on presenting a coherent and
justified view of one’s own actions.
When Sally responded to the reflexive and reflective questions in step 2
of the framework, she began to consider the goals and values that she
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had brought to the encounter, not
just as a means of justifying her decision or her rationale for refusing
treatment but also as a way of examining how they intersect with and
influence the goals and values held
by the patient, “Cara,” and her
mother, “Sonia.” Sally stated that her
overriding goals at the time were to
“communicate clear and accurate information regarding physical capacity and prognosis” and to ensure that
her patient “should be in a position
to make an informed decision.” Sally
did not believe that “laypeople using
the Internet” was a source of accurate information, comparable with
analysis of peer-reviewed literature.
On further reflection about how
these values intersected with those
of her patient, Sally stated:
My language and treatment methods
(as a junior and developing clinician)
were very self-focused. That would
certainly influence both Sonia’s and
Cara’s responses to me if they per-

ceived that I was not as interested in
their perspectives as I was my own.
. . . I think that I could have considered
that nursing and medical staff and my
colleagues knew what they knew from
clinical experience (in the main); however, none of these people (nor I) were
particularly good at communicating
how we knew what we knew and sharing information or discussing these perspectives openly.

Sally also used the reflexive questions to start to analyze, from a critical perspective, how others might
have perceived her reactions, responses, and views.
Step 3: To Critically Reason
In this step, Sally considered and
evaluated the meaning of the biomedical ethical principles and how
they applied to her story. For example, when considering the most beneficial treatment for Cara, Sally questioned the meaning of beneficence
for someone in Cara’s situation. At
the time, Sally believed that the most
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appropriate treatment for Cara was
one that had demonstrated efficacy,
that is, be defined only with reference to published evidence. Sally
was also prompted to consider the
impact of her role as an employee of
a large metropolitan hospital. Her reflections highlight the duties she
owed to her physical therapy department; relevant policies and procedures about patient care, and the
existing hierarchies within the institution’s professional team:
My relationship with the health care
organization was developing and in
its infancy. I perhaps did not speak up
as early or as much as perhaps was
required (for a series of reasons), including a perception that more senior
colleagues knew better, and . . . I was
somewhat intimidated by the respiratory consultants and more broadly by
the hierarchy of the hospital system.

Implications for
Practice and Education
Using the active engagement framework opens up different questions
and considerations. In Sally’s story, it
leads to thinking about:
1. The goals of physical therapy in
chronic
and
degenerative
conditions.
2. The “sandwich” role sometimes
played by physical therapists in
providing rehabilitative treatment
(ie, sandwiched between a need
to meet the patient’s needs as recognized by the patient and needing to meet the goals of other
members of the health team).
Varcoe and Rodney,69 writing for
nurses, labeled this “constrained
moral agency,” where constraints
or barriers to acting in what they
might see as the patient’s best interests are formed by interests of
the others involved in their care
and health care decision making.
For physical therapists, Carpenter70 used the term “moral distress” to describe the experience
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of being unable to achieve the
desired outcomes for clients
within complex health care
environments.
3. The idea of professional boundaries and ideals of practice. How
much treatment should physical
therapists offer when there are no
strict boundaries around rehabilitation treatment? Who should decide the scope and nature of
physical therapy services for
these patients—the patient, the
family, colleagues?
4. How to optimize communication
among health care colleagues
within large public hospitals.
How can physical therapists enhance that communication?
In Sally’s words, after telling and reflecting upon this story:
I have an enhanced perspective of the
health care system and the influences
and perspectives of various bodies (including system, organization, team,
family, other staff members, and the
patient) on the therapeutic interaction, including relationships between
myself and Cara (and Sonia). Working
through the framework allowed me
to realize that there are multiple strategies that I can incorporate and multiple ways of dealing with ethical issues as they arise. Ideally, this would
equip clinicians with the tools to
more comfortably work with these
“ethically challenging or important
moments” and be less intimated by
them and to see them as an opportunity to inform their clinical or therapeutic interaction and development,
and not least to improve their ability
to deliver optimal patient care in the
setting within which they work.

The outcome of telling and thinking
about Sally’s story does not immediately present a solution in terms of
ethical actions. The practical outcome is not limited to using ethical
reasoning to justify the application
of biomedical ethical principles. In-
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stead, it facilitates more active engagement with ethical issues by acknowledging
and
questioning
values, emotions, guiding ethical
principles, and systems and procedures that affect provision of care.
The end result of using the active
engagement model is to generate a
bigger list of smaller or more everyday ethical issues that arise in clinical
practice. Using the tenets of narrative reasoning, it involves the generation of hypotheses related to the
particular details of a situation or
person’s experience.33 The model
also works toward integrating both
normative (philosophical) and empirical (facts and experiences) dimensions of ethics in clinical
practice.14
Heightened awareness of “ethically
important moments”49 means that
the next time Sally finds herself in
the position of dealing with a patient
whose values about health and
whose interpretations of benefit differ from her own, she may remember what she previously learned by
the telling and reflecting on what
was important in this story. It may
lead her to raise the issue earlier
within her own department—that is,
how to deal with a patient who demands treatment that is not considered to be beneficial and to seek
opinions from other physical therapists. Sally may speak earlier to the
consultants and physicians involved
in the patient’s care to more explicitly establish roles and expectations
within the team. Sally may think
about the limits of physical therapy
treatment and review the goals of
treatment to be more realistic in similar treatment situations. In addition,
as she becomes a more experienced
clinician, this method of active engagement will enhance her ability to
consider the perspectives of the patient, the family, and the treating
team, as well as to be cognizant of
the influence of the broader hospital
system. Sally may seek support from
July 2010
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colleagues much earlier and be more
comfortable discussing and sharing
ethically important moments with
others.

Conclusion
Emerging literature in physical therapy13,39,71 and in health care more
generally8,11,16,53,72,73 suggests gaps
between knowledge of ethical theory and its implementation in practice. These considerations point to a
need for a more applied approach to
ethics in clinical practice, that is, one
that draws from everyday clinical situations, including identifying practical opportunities for and constraints
to acting ethically.
In this article, we have proposed a
model of applied ethics based on
current ethics scholarship and the
distinctive features of physical therapy clinical practice. In order to refine this model, more research is
needed about the nature and scope
of ethical issues in physical therapist
practice and how physical therapists
respond as moral agents in their everyday practice. Our model posits
that telling, listening to, and questioning stories about clinical practice
experiences provides a first step in
illuminating both obvious and hidden ethical perspectives in physical
therapy work. It provides a link between ethical theories and knowledge and physical therapists’ experiences of ethics in practice.
Reflecting on stories reflexively and
critically adds a further dimension to
understanding ethical issues. Importantly, it provides a method for physical therapists to learn the processes
necessary for developing moral
agency within their day-to-day
practice.
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therapy ethics. Both Swisher2 and
Carpenter and Richardson3 identified gaps that exist between ethics
knowledge and clinical practice.
Hence, Delany et al1 propose a
model to close this gap. The article
concludes by applying the model to

Number 7

a clinical scenario to assist the reader
in exploring its application.
This discussion is timely within the
profession. As a registered physical
therapist in Ontario, Canada, my College of Physiotherapists of Ontario4,5
July 2010

