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CHAPTER 8

ETHICAL DILEMMASIN WORKING WITH FAMILIES

“Family therapy is at best time-bound. Each genenabf family therapists will
engage in activities in terms of their own timeygal and context. Every generation
of psychotherapists will be faced with certain adsit questions of morality,
fairness and justice that will only find answershi the actual practice of
therapy.”

(Rivett & Street, 2003, p.162).

Social workers have always paid careful attentotiné ethical dilemmas in their
practice. The power invested by the law in somghefsocial work tasks make this
imperative. The complexities of the rights of eawddividual within the family are keenly
debated in current social work practice. In legfaledions who is the client? Does each
family member have appropriate representation arehs While the issues can be
clarified it is not always simple to solve an e#iidilemma since the rights and interests
of the individuals may be in opposition.

Ethical guidelines for family therapists cautioe therapist to: “respect and guard
confidences of each individual client.” (AAMFT, 1B9.2). This general guideline does
not recognise the potentially conflicting individuights within a family system.

Newfield et al., (2003) report that while studiewé since recognised the potential
conflicts they fall short of providing therapist#thivthe guidelines needed to apply ethical
decision making in practice.

What is an ethical dilemma in family therapy preeft

One definition is proposed by Burkemper. “Familgrdpists make ethical decisions. An
ethical dilemma presents the therapist with twaore good reasons to make two or
more reasonable decisions.” (Burkemper, 2002, p.208s captures the core of the
dilemma, that is that there is more than one restserdecision which could be made and
therefore, there has to be some ethical basis achvith make a decision. Even within

this notion there are many ways of understandingtwlould or would not be an ethical
decision. We will begin by looking at the differagpes of reasoning which could be
used to underpin decisions in practice. The comscefftare reasoning’ and ‘justice
reasoning’ can be used to see the dilemma innitplest form. Further concepts,
including ‘duty to warn’, will then be explored ab these ideas need to be considered as
part of any ethical decision making process.

The development of ethical practice is an ongaoasg.tin this chapter, the subject is
approached by looking at some of the recent rekeata ethical decision making. This
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will serve to define the components of ethical dieeci making and give a basis from
which to consider the dilemmas faced in practicégoyily therapists. What is the
evidence base for ethical decision making? The rgagescribed give some answers to
this and also give an opportunity to consider sspexific issues such as participation in
research and ethical responsibilities of parentis ahironic ilinesses such as diabetes.

Care Reasoning and Justice Reasoning

What are care and justice reasoning? Essentialypgihopose a value base which can
underpin ethical decisions. The care perspectimsiders the actual consequences of a
decision for the involved parties, how the decisiuld affect the relationship, the
context, the need to avoid hurt, and the issuedtiofism. Justice reasoning highlights
issues of fairness, rights and obligation. Cleartiecision based on justice reasoning
may also take care reasoning into account. Thet pbseparating these two concepts is
to try to understand which type of reasoning is ohamt in different situations and
whether therapists agree about this. Evidence &ommber of studies suggest that real
life and hypothetical dilemmas elicit different pesses and it has been suggested that
the impersonal nature of the hypothetical dilemnightrelicit a justice response. If this
were the case then research, using hypotheticat@ea, would tend to overestimate the
use of justice reasoning.

Newfield et al., (2000) in a paper entitled: “Etli©ecision Making Among Family
Therapists and Individual Therapists” exploreduke of these two types of reasoning as
the bases for ethical decision making. In this ginébrmants responded to three ethical
dilemmas: two hypothetical and one real and alinerviews were assessed for ‘Care
Reasoning’ and ‘Justice Reasoning.’

The reason for looking at this particular dichotowsgs that family therapy has been
criticised for lacking ethics. The particular foafghis criticism is the apparent lack of
consideration for the rights of the individual ith&oretical paradigm that focuses on
systems, where existing ethical models used by ah&ealth professional organisations
focus on individual rights. To test the impactiuédretical perspectives on decision
making a structured interview was used with bothiliaand individual therapists.

The three dilemmas are described below. As yod tteese try to pause and think about
the decisions you would make as a social workéamily therapist working with the
family. Before progressing also consider whether jave based your decision on either
predominantly care or predominantly justice reasgni

Dilemma 1: Real-life

“I am trying to understand how therapists makeiditt choices in their
professional practice. | would like you to tell migout a difficult choice you have
had to make, a decision that involved a situatiben& you weren’t sure what to
do.”
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Dilemma 2: I ndividual-hypothetical

After many sessions a client informs you that he teated positive for AIDS.

When you discuss this with him, he demonstratasnaierstanding of the disease
process and mode of transition. Although the cliexst been aware of this condition
for several months he has continued to engagexiumseelationships, and also
indicates an unwillingness to discontinue sexutiViag or to discuss this
information with past and present sexual partners.

Dilemma 3: Family-hypothetical

A family referred itself to your office to addressmmunication issues. The family
consisted of five persons at home: Mother, fattves,daughters and a son. After
several sessions, it was disclosed that fatheshadally abused the oldest
daughter. The father had stopped the abuse sewerdhs ago, and the family
indicated that the primary reason for seeking {nergas to address issues related
to the abuse. The family members had kept thi€eesend only confided in you
with the request that you not appraise or involthees because they felt the
problem was being resolved. To date, this familyWwarked hard in therapy, and
all family members, including the father and daeghseem highly motivated to
continue the therapy. The father has agreed totrasz with you regarding the
issues of abuse.

Family therapists (n=30) and individual therap(sts30) were each interviewed in
relation to these three dilemmas.

What were the results of the study?

Firstly there was no significant difference betweatividual and family therapists in
relation to each of the dilemmas. There was alssignificant interaction between
gender and dilemma type. That is the decisions maxte not influenced by the therapist
being either individual or family orientated. Faceith any of these dilemmas family
therapists and individual therapists were justladyl to use either care or justice
reasoning..

Secondly, there was a significant difference withia dilemmas. That is, there was a
significant difference across the care scoresdohealilemma regardless of therapist type
or gender. The therapists were making care basasdiales more than 50% of the time on
all dilemmas, with the personal dilemma elicitihg highest number of care based
decisions.

In this study striking similarities emerged betwaadividual and family therapists in
ethical decision making suggesting that factoreiothan theoretical orientation were
influencing their decisions. Both had adopted a @hofldecision making that focused on
values identified with an ethic of care. There wigmificantly more care reasoning
demonstrated on the personal dilemma than on thethgtical dilemmas. “When the
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outcome of this study is viewed with an understagdiat the ethical codes of
professional organizations emphasize a justice gtiglarifies the concerns
professionals express about professional ethicd£d (Newfield et al., 2000, p.182).

The findings of this study are really quite astbmg. Firstly, that despite individual or
systems orientations therapists are not more sililesly to respond to ethical dilemmas
with care or justice reasoning. Secondly, given tthe codes of ethics for all therapists
emphasise justice reasoning, the therapists respao®thical dilemmas are based on
care reasoning in over half the decisions.

What happened to justice reasoning? The rhetorangst professionals would indicate
that the legal frameworks within which they worketenine what they are able to do. Yet
the reality of working with families brings the eareasoning to the fore presumably at
times, in situations which could place one or nfareily members at risk. Bearing these
findings in mind it will now be useful to look atsearch focussing on duty to warn
situations.

Duty to War n Situations

Burkemper (2002) in a paper titled: “Family Thesdpi Ethical Decision-Making
Processes In Two Duty-To-Warn Situations” used s$a@narios to try and understand the
processes involved in ethical decision-making byitaleand family therapists. The
dilemma investigated was that of protecting cliantfidentiality when there was a
perceived and/or actual duty to warn. The decitigprotect client confidentiality or to
reveal information to authorities was examinedesponse to two scenarios of child
abuse and of HIV transmission to unsuspecting pestn

Dilemma 1: Child Abuse

In a therapy session your client informs you tiila¢ $ras been disciplining
her/his child with the buckle end of the belt tregtves welts on the child.
The client will not contract to end her/his uselo$ form of discipline. The
client will not authorise you to share this infotnoa with anyone.

Dilemma 2: HIV

In a therapy session, your client informs you 8ihe is HIV positive and is
engaging in unprotected sex with her/his uninfornrmede. The client will
not authorise you to share this information witlyare.

The bases of ethical decision making includes teaed higher-level
components. The lower-level decision componentsidecpersonal/therapeutic
response, professional ethics, and legal considasdlaws of the State. The
higher-level decision components include nonmadegioe (avoiding harm),
autonomy (individuals’ right to decision makinggreficence (doing good),



4.12.03 5

fidelity (client’s right to confidentiality), andigtice (being fair to my client).
Respondents (n=177) were asked to rank order toeaponents to indicate
which were most and which least important in theicision making in relation to
these two dilemmas. All respondents were membettseoAmerican Association
of Marital and Family Therapists.

Statistical results indicated that in the child sdscenario, professional ethics and
legal considerations/laws of the State were cons@lenost important. In the HIV
scenario, professional ethics were considered mmpsirtant.

Across both scenarios, the preferred higher-legelsion base was
nonmaleficence, that is avoiding harm. There wéferdnces between the child
abuse and HIV scenarios in the perceived signifieanf the remaining higher-
level decision base items (see Table 1).

Table 1: Order of importance of the principlesefation to scenarios of Child
Abuse and HIV.

Child Abuse HIV

Avoiding Harm Avoiding Harm

Doing Good - Beneficience Confidentiality

Being Fair — Justice Being Fair — Justice
Confidentiality Autonomy

Autonomy Doing Good - Beneficience

The idea of this research was to identify potertiatarchy of preferences in
ethical decision making. "Ethical decision makisgiten viewed as an abstract
enterprise. This research should, however, proadd@Ense of identifying and
putting into words the possible components in efldecision making.”
(Burkemper, 2002, p.208). The author hoped thaidha of breaking ethical
decision making into discrete elements could besatl in teaching, supervision
and self-analysis of practice decisions. This a@staeems a valuable enterprise
since at times lives may rest upon our ability éaldvith ethical dilemmas
appropriately. These concepts can be used inta#it®ins where there could be
competing claims from individuals within a familystem.

Unlike the previous study legal considerations lame of the state were
considered most important. However this may dementhe clarity of the
scenarios and we know that in real life even sitmatof child abuse are often not
clear and that there will be scope forinterpretabbthe timing and
appropriateness of legal interventions.
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Having grasped these core concepts in relatiootagpeting claims of individuals
it will be interesting to consider a situation wldhe basis of the ethical dilemma
is between which concepts to place greatest valua celation to one family
members well-being.

Ethical dilemmasin Caring for an Elderly Family M ember - Beneficience ver sus
Autonomy

The issues of beneficience (doing good) versusnaumy (individuals’ right to decision
making) may arise in a number of care situatiom&sE issues are clearly identified and
researched in an article on family care of oldespes. There is a tendency to think of
family therapy as mainly relating to families withildren, but family therapy in social
work practice is highly relevant to families at stihges of the life cycle.

Families have always been and continue to be the caaegivers for frail and elderly
relatives. Barber & Lyness (2001) in their artic¢lEthical Issues in Family Care of Older
People with Dementia: Implications for Family Theisas” highlight some of the ethical
dilemmas families face in caring for an elderlyddwone, particularly focussing on those
caring for elderly parents suffering from a demegfilness.

Families face a number of ethical dilemmas relatinthe dependent care including:
determining the extent of filial responsibilitynfdy equity, competing commitments,
care recipients autonomy and safety/decision makingwing what the care recipient
wants and financing the cost of care. From thepssts/e of the caregiver, what the care
receiver wants may not always be in her or his iméstests, at least from the perspective
of the caregiver. Dilemma 1 is an example of this.

Dilemma 1: Who decides?

A person wants to continue to drive even thougir thental capacity makes this
activity dangerous to both themselves and others.

This is difficult for the caregiver who has to wieigp whether to let the care receiver
continue to drive (respecting their autonomy) oether to take away the keys viewing
their safety as more important. “Often family memsbet benefience overrule the
principle of autonomy while feeling guilty aboukitag away some of the family
members independence.” (p.7) Barber and Lynessl{Z¥® an important role for
systemic therapists in working with families facithgse dilemmas helping the family to
deal with its internal needs and the decisiongirgldo the wider system including health
care providers.

When ethical principles are in conflict as in th@mple above Barber and Lyness
suggest using the principles of universalizabgityl balancing. “When utilising the
criterion of universalizability, therapists asktigelves: ‘would | want this decision
applied to me, my family or all other families iimgar situations?’ According to the
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criterion of balancing, ‘an ethical decision is dhat produces the least amount of
avoidable harm to all individuals involved.” (Bab& Lyness, 2001, p.7).

Dilemma 2: Own home or residential care?

Whether to sacrifice the care recipients autonamfgvour of restrictions (e.g.
institutional care) which are in the recipientstbeterests but may be prejudicial to
the care recipients well being as well (i.e. how thiey react to the change).

In this situation it is difficult to balance theeus of the care receiver (for autonomy) and
the needs of the caregiver (to support the camivers safety). What is more important?
Their safety or autonomy and who should make ta@sion. If the safety of third parties
is involved it is easier to take the decision mifian individuals autonomy. If it is only
their own safety which is at risk the ethical dil@as are experienced most acutely.
There is a clear role for working with the familgre. All too often decisions are made by
family members on behalf of each other withoutraila meeting to explore the issues
together. Generally it is the professionals wha felaat will happen if the family are
brought together but the reality is tha this offeishance to share together in what are
extremely painful decisions at this stage of theedycle.

A further ethical principle which can come intoyla decisions relating to elderly
family members is justice. That is the notion ofl§edistributing caregiving
responsibilities among family members and of thedn® preserve the well-being of the
caregiver. Hasselkus (1991) interviewed 60 caregigad found that most placed the
needs of the care recipient above their own, athdhis did not occur without feelings
of resentment and guilt. For family therapists andbcial workers it is important to
explore the families view of justice as they reubal caregivers implicit ethical code.

There is no clear ethical code to guide the etldealsions of caregivers and their
families. Therapists must be able to work withitidividual differences between
families. For example, families may differ in thalwe they place on the person with
advanced dementia. Faced with a family memberstdpiation they may need help in
deciding what the goals of their care should be fEBmily therapist or social worker can
help keep a focus on the family system as in dgalitth a patient with dementia many
medical clinicians become problem oriented. Fathirapists may be in a unique
position to help families make ethically sound daxis as they struggle with caregiving
since they are able to access the ethical issuésddamily system rather than focussing
on the needs of one member.

There can be other dilemmas in relation to heaittirfe family and the section below
raises issues which are pertinent to all those ingrith families.

Ethical Dilemmasin Relation to Health Care

The physical health of family members is anothenarwhere there can be competing
claims. (One potential scenario, choice of treatnfi@ma child with depression will be
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considered in the next section.) Parents haveeamaleciding medical treatments for
their children given the inexact state of knowledgeut best treatments in most
conditions. With some ongoing conditions there lsarconflict caused by the condition,
for example, the control of diabetes in pregnafidéye health of the mother during
pregnancy directly impacts on the outcome for thieyb“There has been a change from a
hierarchical model of delivering care in which hlegrofessionals take on full
responsibility to one in which responsibility isssed and there is a partnership between
the person with diabetes and the health care wiofes..... Whether these models are
applicable to pregnancy has received little attenti(Josse et al., 2003, p.290). If the
diabetes is poorly controlled who should take resgulity?

In health care the Common Law principles relatmgapacity, best interest and duty of
care form the ethical bases for decision makingut@éto these principles is the idea that
every adult has the right to decide whether orto@iccept or refuse medical treatment.
The reasons for refusal are irrelevant as long@apérson has the capacity to make the
decision.

The social worker and other professionals workiitt) wuch dilemmas will not find any
easy answers. Social work at the present timertephkarly interested in models of
partnership and empowerment and the situationaifedes control in pregnancy, throws
into sharp relief the ethical dilemmas which carrddsed when working in partnership.
This would be particularly acute when the partniprshof a pseudo nature as the social
worker has legal responsibilities in some situaiaich would take precedence.

The ideas from evidence based practice can give $aip in treatment and inervention
decisions but they are far from perfect and neediwvig with caution as is suggested by
Ryan (2002).

Ethical Safequards For Research Subjects

Research is meant to provide a balanced and unbi@se of the topic researched. Is
this possible? What factors might influence botlowlarticipates in research and the
content of its inquiry?

In order to undertake research funding is needéele lfunders have a vested interest in
the outcome then the research or disseminatiomaifigs could be influenced by this.
The paper by Ryan (2002): “Safeguards For Resezublects: Who's Watching
Whom?” identifies some of the ethical dilemmashia tesearch process when working
with vulnerable populations.

This clinical report, from an adult mental heal#rgpective, identifies the need for a
public forum for discussion and debate when re$esubjects are recruited from
vulnerable populations and/or groups with impagtedision making-ability. “In all of
these debates, mental health advocacy groups espr@salued and valuable player. Are
their concerns regarding research in the mentdirhield warranted? Yes. Should
research using psychiatrically ill patients therefbe banned? No.” (Ryan, 2002, p.9).
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The paper goes on to consider the dilemmas andetimgmeeds of the researchers, the
patients and their advocates. Ryan says that rassarchers recognise the need for
feedback from mental health advocacy groups, evirey do not welcome it. On the
other hand there are times when mental health graaplike vigilantes rather than
concermned advocates of ill patients. At other timg@sternalistic attitude creeps in under
the presumption that a person with a psychiatneds cannot make an informed
decision. This paternalism can originate from aartywconcerned family member, an
advocacy group, or the clinician, and may not repmé a patients wish to participate in a
research study or clinical trial.

The ethical issues raised in this paper are impbttadiscuss in both therapy and
research and are relevant to all vulnerable pojulsit This point is highlighted also by a
study considering childhood depression. “Thereoisl@finitive course of treatment for
children with depression. Each treatment optioerefore, has ethical implications for
both providers and families. Providers must balaheeprinciples of beneficience and
nonmaleficience for the patient. Parents must losvat autonomy in selecting the best
treatment course for their child.” (Nelson, 2003he approach to this decision making
would be to base the decision on evidence-basedn&s However, as we have seen
research also has ethical concerns (Ryan, 2002idgeret al., 1998). Further treatment
studies are needed in childhood depression. Thavas both the parents giving consent
and the children giving assent. Ethical assent ghildren needs to be appropriate to
their developmental stage and preferably propogedrieutral clinician to help minimize
pressure to participate whilst at the same timegeising the potential importance for
treatment advances.

Discussion

This chapter has described a number of studiehthat focussed on ethical
considerations in family therapy practice includetbical concerns for families
participating in research. These issues are crti@specting the rights of the individual
family members whilst working with the family systelt is very helpful for therapists to
keep these ideas as key to their negotiationsrgadsentions with families since there is
constant possibility for competing claims amongstify members. What is best for one
family member may not be best for other memberseHa a way, is the great value of
working with the whole family system since thesemimas have to be resolved and may
be part of the reason that the family has combecapy. When just one family member
is worked with these crucial ethical dilemmas mayewven be identified and cannot be
resolved without the cooperation and working togetsf the whole family.

These ethical dilemmas can arise at any stageeihif¢hcycle though are particularly
easy to identify when working with families withromerns about the welfare and care of
elder members or with young children. We are aldloénced by ideas and procedures
current at the time (Rivett & Street, 2003). Etliicaound decisions will in effect be
time and context bound.
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For the professional working with the family thddyace of care and justice reasoning
should be held as important principles along wetyal frameworks. The question of duty
to warn and of the components of ethical practitduding confidentiality, beneficience
and autonomy should be visited with each familgnsure ethical and anti-oppressive
practice.
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