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ABSTRACT

ETHICAL PROBLEMS ENCOUNTERED
BY HOSPITAL SOCIAL WORKERS

By
Jerry L. Clark

The focus of this study was the nature of ethical
problems encountered by hospital social workers. A
naturalistic research design (Lincoln & Guba, 1985) was
used. 8ix key informants, four directors of hospital social
wvork departments, two members of the academic community, as
wvell as twenty informants, all staff hospital social
vorkers, participated in the study. The sample included
social workers from large, more than 250 beds, small,
between 100 and 249 beds, and very small, fewer than 100
beds, hospitals.

This study identifies the types of ethical problems
encountered by hospital social workers, the individuals and
groups involved in these problems, and the guides used by
hospital social workers in the resolution of these problems.

The hospital social workers encountered a wide range of
ethical problems in their practice. There were several
individuals and groups inside and outside the hospital
involved in these problems. Social workers identified their
own values, the mission of the hospital, and the National
Assoclation of Social Workers code of ethics as guides in

the resolution of these problems.
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CHAPTER 1

STATEMENT OF THE PROBLEM

Let us criticize and reform ourselves before
some less gentle and appreciative body takes
us by the shoulders and pushes us into the

streets.
-- R.C. Cabot

(1931, p. 24)
Introduction
Though given over a half-century ago, Richard Cabot's

frank advice to social workers would be relevant if offered
today. It remains true that one of the many obligations
incumbent upon a profession is to monitor and police its
practice and practitioners. Such is the responsibility of
sociél vork.

There are many difficult issues facing contemporary
social work, some of which pose especially serious threats
to the profession. One such area is ethical problems that
arise in the course of practice. Ethical problems are
situations in which a disagreement exists concerning the
right thing to do in a certain situation. Left unadéressed,
or addressed improperly, such ethical problems can result in
the loss of public confidence in the profession -- what
Specht (1988, p. 9) refers to as social work's "communitf
sanction." A loss of public confidence would seriously

undermine the professional authority of social work, as well
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as the profession's abllity to respond effectively to social
problems and provide services to its clients.

Nearly all social work practice takes place in a "host
setting," i.e., in settings such as schools, courts and
hospitals, where the primary activity is not the provision
of social work services. They are therefore vulnerable to
that "less gentle and appreciative body" which Cabot tells
us may see social wvork as an irrelevant activity.

Statement of the Problem

Throughout the history of social work, research on the
profession's knowledge, skills, and values has guided
efforts to enhance its quality and effectiveness. Attention
to its continually expanding knowledge base, its use of a
variety of different practice methods, and its ongoing
epistemology debates are examples of social work's efforts
to become more effective.

Reamer (1993, p. 39) has noted that it is social work's
"persistent embrace of values and a distinctive ethical
framework" which distinguishes it from other helping
professions. The values and distinctive ethical framework
referred to by Reamer are reflected in the National
Assocliation of Soclal Workers Code of Ethics (Appendix a).

The topic of applied ethics, comprising ethics, ethical
problems, and their role in informing social work practice,

has been a major area of interest and research in social
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vork since the early 1980s. The present study developed out
of this interest.
Focus of This Study

The focus of this study is an examination of ethical
problems encountered in social work practice. Specifically,
vhat iIs the nature of ethical problems encountered by
hospital social workers?

The identification and resolution of ethical problems
requires a rigorous approach to practice. Reflective
practice is a part of such an approach and will be defined
in this study.

Major contributors to the ethical problems faced by
hospital social workers include rapid technological advances
in the areas of reproductive and neonatal medicine, the
aging patient population, and the increasing number of
people without health insurance. These developments have
created a difficult and complicated practice environment.

In particular, the current problems of providing as wvell
as paying for health care have highlighted one important
area of hospital social work: discharge planning. Discharge
planning accounts for a substantial segment of social work
practice in contemporary hospitals Volland, 1989).

Discharge planning, refers to the process of planning for
and facilitating the movement of hospital patients through
the hospital system and into an appropriate post-hospital

setting. The result is great pressure on hospital social
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vorkers to "make professional decisions in the midst of
complex, urgent and often conflicting demands" (Kugelman,
1992, p. 59).

In this study several questions will be explored.
First, do hospital soclial workers in fact experience ethical
problems? Second, who are the individuals involved in
creating ethical problems? Finally, is there an ethical
base or foundation that guides or informs hospital social
workers' practice?

Need for This Study

Throughout the history of the social work profession,
the growving complexity of the practice environment has
brought with it increasingly complex ethical problems. Each
succeeding decade has presented new and different
possibilities for ethical conflict. This is particularly
true in hospital social work for a number of reasons.

First, advances in medical technology have made it
possible to maintain the life of a patient indefinitely.
This has resulted in profound complications in deciding to
vithdrav or forego life sustaining treatment, in developing
guidelines for actions to be taken by health care providers
in the event of a patlient's cardiac or respiratory arrest,
and in deciding precisely what and how complex medical
information will be provided to patients and families.

Second, financially strained institutions grapple daily

with the issue of uninsured patients. What level and type
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of care and services for this population are needed,
appropriate, and ethical?

Further complications arise from advances in
reproductive medicine, increasing numbers of hospital ethics
committees, limited resources for organ transplants, and
possible restrictions on access to treatments such as kidney
dialysis.

Hospital social wvorkers are involved in each of these
areas. They work directly with physicians and other members
of the health care team, and with patients and families in
confronting these difficult and complex issues.

Today, the interaction between client and social worker
remains a "fertile ground for unethical conduct by the
social worker" (Levy, 1976, p. 50). Certainly social
vorkers want to be ethical in the conduct of their practice,
but, as Levy has noted, "they sometimes do not know how" (p.
18). The concern with ethics in social work has shifted
from the morality of the client to the ethics of the social
vorker (Reamer, 1980; Trattner, 1974). Because of this
shift, and the competing ethical responsibilities of the
social worker, it is more critical than ever to examine
practice and explore the role of professional ethics,
ethical problems and dilemmas, and the wvays in which such
problems are addressed (National Association of Social

Workers, 1990). Reamer notes, "There 1s significant concern
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among social workers about the ethical aspects of their
professional conduct" (Reamer, 1980, p. 531).

Because of the diverse nature of hospital social work
practice and the multifaceted problems faced, it is
important that care be taken to ensure appropriate responses
to ethical problems. It is such vigilance, combined with
research about practice, that can yield valuable information
and insight regarding ways to improve the training and
performance of practitioners.

Our contemporary health care delivery system is large,
complex, and expensive. Ethical problems exist within the
system at many levels. These problems have been discussed
in detail by Bogdanich (1991), Rothman (1991), Stevens
(1989), and Wohl (1984). The present study acknowvledges
this. The focus of the present study, howvever, deals with
only one part of this much larger issue.

The implications of this research are substantial and
far-reaching, relating to the fundamental way hospital
social workers are educated, trained, supervised, and
regulated. There are implications, as well, for how they
continue to develop as practitlioners.

Research that yields, identifies, or improves effective
and appropriate practice methods is always needed.
Professionals conduct practice research not out of fear of
some less gentle and appreciative body, as Cabot (1931, p.

24) suggests, but because the professional relationship is
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based upon a commitment to clients, practitioners, and the
organization alike.

Such research cannot be conducted without sensitivity to
epistemology and theory. Both epistemology, the study of
the origin and nature of knowledge, and theory, the
systematic statement of principles involved in an activity,
interface with practice. Epistemology, theory, and practice
interface and overlap. Each influences and is influenced by
the other.

Attention must be given not only to the epistemology of
practice, but to which epistemology serves social work
practice best (Kondrat, 1992). This notion is reflected in
recent calls for a "broader epistemology" in social work
(Imre, 1984) and for attention to "local knowledge"
(Hartman, 1992) and the "many ways of knowing" (Hartman,
1990) which exist in contemporary social work practice. The
conceptual framework for practice research must also be
sensitive to these ideas.

The conceptual and theoretical framework of this
research is based upon a synthesis of reflective practice
and symbolic interactionism -- or more correctly -- an
application of the symbolic interaction perspective through
reflective practice. Reflective practice is an approach
vhich views each situation as unique, which assumes that
more is unknown about a situation than is known, and which

assumes that the meaning of a problem and its solution
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involves both the client and the soclial worker (schon,
1983). Symbolic interaction refers to the branch of social
psychological thought that holds that man is a symbol
creating animal, that through social interaction symbols are
defined and redefined, i.e., given meaning, and that
language serves to convey the meanings of symbols. Key
conceptualizations which have shaped this study are those of
Blumer (1969), Reamer (1979, 1980, 1990, 1993), and Schon
(1983).
Purpose of This Study
The purpose of this study is to examine the self-
reported practice of hospital social wvorkers. There are
three goals. The first is to determine if hospital social
vorkers encounter ethical problems in their practice.
Hospital social workers encounter a wide variety of problems
in the course of their daily work. These problems may be
characterized in a number of ways such as, administrative,
legal, or logistical difficulties. The focus here is on
those problems the social workers characterize as ethical.
Information about the recognition, nature, and
reconciliation of such problems will be sought.

A valuable sociological perspective with which to
examine the meaning of ethical problems is that of symbolic
interactionism. It is based on the assumption that human
beings seek meaning and create, maintain, and change reality

through social interaction. By examining the meaning of
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practice decisions from a symbolic interactionism
perspective, it is possible to understand how ethical
problems are identified, interpreted, and reconciled.

The second goal is to determine who are the individuals
that are involved in the ethical problems encountered by
hospital social workers. There are many people involved in
the care of a patient during a hospitalization. Some, such
as physiclans and nurses, are directly involved in patient
care. Others, such as hospital administrators and "risk
managers," are often involved in patient care but their
involvement is much less obvious.

The third goal is to identify the ideals or principles
that guide social workers or inform their practice as they
deal with these ethical problems. While the National
Association of Social Work code of ethics is intended as an
aid in this regard, a number of other factors could also
influence practice.

Definition of Terms

There are five concepts that require definition and
some elaboration: (a) ethical problems, (b) hospital social
vorker, (c) the discharge planning process, (d) reflective
practice, and (e) symbolic interactionism.

Ethical Problems and Dilemmas

Ethics in social vork are social work values in

operation. Ethics are concerned with what should be done 1in

practice, and as such "transcend good work and good
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practice" (Levy, 1976, p. 14). often, in hospital socilal
vork, what should be done in a particular situation is not

clear. An ethical problem exists when there are a number of
things that should be done and some conflict with others.
Ethical problems center around the right thing to do in a
given practice situation (Loewenberg and Dolgoff, 1992, p.
7).

An ethical dilemma is said to exist when mutually
exclusive moral actions or choices are equally binding. A
frequent ethical dilemma is discussed at length by Bailey
and Brake (1975). 1It concerns the difficulty practitioners
sometimes have in discerning if an organization hires social
vorkers to meet the needs of the clients it serves, or to
meet the needs of the organization itself.

The issues of "creation, maintenance, or termination of
life, or the quality of life to be experienced by an
individual" (Reamer, 1985, p. 273) are examples of
situations fraught with the possibility of ethical problems
for the hospital social worker. A problem may be fairly
minor, such as how a hospital social worker addresses an
elderly patient, or as complex as the same patient's desire
to forego life-sustaining treatment. Ethical problems are
thought to be an inherent part of social work practice,
since the social worker must often balance the interests of
client and agency, client and social worker, and even social

vorker and social worker.
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Such problems are rarely obvious and often go
unrecognized. Recognizing the ethical problem is only the
first difficulty. Addressing it is usually more difficult.

The practice arena of the present study, the hospital,
presents substantial opportunities for ethical problems. It
has been argqued that an ethicist should be included on the
staffs of teaching hospitals (walker, 1993, p. 38).
Ideally, the interests of the organization, (e.g. hospital,
third party payers, practicing professionals (e.g.
physicians, nurses, and social workers), and client
(patient) are appropriately and ethically reconciled. This
often is not the case, howvever, and the resultant problems
pose substantial difficulty for the hospital social wvorker.
Hospital Social Worker

Social work in health care has a long history (Bracht,
1978; Hubschman, 1983; Kerson, 1982). Hospital soclial wvork
traces its origin to Boston and the Massachusetts General
Hospital at the turn of the cengury (Cannon, 1923).

In addition to hospitals, there are social work
practitioners in a number of health care settings including
nursing homes, health maintenance organizations, mental
health clinics, dilalysis and chemotherapy centers, and home
health care organizations. Such practice diversity led to
the broader concept of medical social worker (Goldstein,
1954). While the concept of medical social worker would

include hospital soclal workers, it also includes
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practitioners in the hospital-related arenas noted above.
For the purpose of this study, the more narrow concept of
hospital social worker provides greater precision in
delineating a segment of practice for analysis.

A hospital soclial worker, as this study defines 1it,
refers to a soclal worker who possesses a Master of Social
Work degree and practices within a general hospital setting.
Practitioners in such settings function with physicians,
nurses, and specialists such as physical therapists and
dieticians as members of the health care team. Most often
they engage in generic social work activities such as
patient and family counselling and the coordination of
community resources. Most recently, a significant
responsibility of hospital social wvorkers has been in
addressing special needs related to patient discharge
planning.

The practice of hospital social work was chosen for
examination for three reasons. First, such practice
represents a significant number of practitioners. 1In 1988
there vere 18,685 medical social workers in community
hospitals. This number compares to 13,915 in 1981 (Rakich,
Longest, & Darr, 1992, p. 46). Second, the activities these
practitioners engage in are representative of the
complexities faced by social work practitioners in general.

Finally, hospital social vorkers constitute a clearly
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discernible segment of the larger population of
practitioners.
Rischarge Planning Process

In the past patients came to the hospital when they

vere sick and, hopefully, left when they were well.
Hospital length of stay was the concern of very few. Today,
however, for a variety of reasons, the selection of patients
to be admitted to the hospital and the determination of who
vill remain have become concerns to many.

Today the average length of stay for patients
(approximately 6 days) is nearly half that of five years ago
(approximately 10 days), and projections are for it to be
nearly half of what it is today five years from now
(Volland, 1989). The level of acuteness of today's hospital
patients has never been higher. Because of stringent
hospital admission criteria, contemporary patients are
sicker upon admission, and sicker upon discharge, than at
any time before. Planning for the orderly and appropriate
movement of patients from entry to exit from the hospital
system presents a difficult task for hospital social
vorkers.

Discharge planning refers to the process that
facilitates the movement of a patient through the hospital
system and into appropriate post-hospital care. This is the

central focus of many of today's hospital social workers
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(Beckerman, 1991, p.2). 1In some hospitals it includes a
broader range of activities than in others. For example, in

some hospitals the discharge planning process is presumed
to begin with planning a patient's testing and diagnostic
workup prior to admission to the hospital. 1In other
hospitals, discharge planning begins the day the patient is
identified, usually by the physician, as ready for
discharge. At this point, attention is focused on the needs
the patient will have after leaving the hospital
(Schlesinger, 1985). Examples of such needs are durable
medical equipment such as a hospital bed, a bedside commode,
or a valker, and home care, such as a visiting nurse or home
physical therapy.

It should be noted that discharge planning is not the
exclusive domain of social workers. 1In some hospitals these
activities are performed by nurses, registered nurses, and
licensed practical nurses, and managed most often by a
Utilization Review Department. Another approach to
discharge planning is multidisciplinary. 1In this approach a
number of different disciplines work together, usually
within a single department, in the discharge planning
process to aid patients and their families in developing a
feasible post hospital plan of care (Volland, 1989).
Regardless of the particular configuration of the discharge
planning process, there is sufficient complexity to afford

the opportunity for reflective practice.
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Reflective Practice

Reflective practice, as used in this study, is defined
as follows: An approach to soclal work intervention guided
not only by the values, skills, and knowledge acquired
through professional education and training, but also by
evaluation and reevaluation of one's practice decisions. A
fundamental assumption of reflective practice is that
social wvorkers do not know more than he or she knows about a
given problem. Social work practice requires precision, but
also flexibility; information, but also inquisitiveness;
clarity, but also reflection. Harrison notes, "Soclial work
should deliberately examine further and emphasize reflective
processes in its practitioners and students" (1987, p. 403).

Reflective practice represents an approach to practice
articulated by Schon (1983). As with most theories or
methodologies, it is an outgrowth of the work of many
scholars. Argyris & Schon (1974), Boud, Keogh, and Walker
(1985), Colaizzi (1973), and Polanyi (1966) are
representative of these.

Schon (1983) suggests reflective practice is both a
form of practice and an alternative epistemology. As
opposed to the "technical rationality" of traditional
professional education and training, reflective practice
presumes every problem is unique, fraught with "complexity,
uncertainty, instability, uniqueness, and value conflicts"

(schon, p. 39). The positivist approach, or a practice
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template approach, works well in such flelds as mathematics
and physics where rationality and lawvs apply; The role of
technical rationality is more in the "high, hard ground" of
the professional practice topography. The practice arena of
social vork lies in the "swampy lowland where situations are
confusing messes" (Schon, 1983, p. 43, emphasis in the
original). Reflective practice is sensitive to such an
environment.

In addition to social work, several fields have adopted
some form of reflective practice. Among them are nursing
(Powell, 1989; Wellington, 1991), education (Kottkamp, 1990,
Osterman, 1990a; Osterman, 1990b), physical therapy (Shepard
& Jensen, 1990), home economics (Vaines, Badir, & Kleren,
1988), medicine (Hewson, 1991), and philosophy (Walker,
1993).

Obviously, since humans are cognitive beings, there is
a certain amount of reflection in all forms of human
behavior. The present discussion assumes this. However,
vith regard to social work practice, reflective practice
refers to activity substantially beyond the minimal
reflection involved in usual human behavior.

Reflective practice refers to a questioning approach to
problem solving, rather than approaching problems with
predetermined solutions or answvers. Conventional wisdom
views social wvorkers as having solutions to problems and

ansvers to questions. They are often viewed as "social
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mechanics" who have ansvers and solutions in the event of
"social" breakdown (Rein & White, 1981, p. 7).

There are several elements of reflective practice. 1It
acknovledges that each problem situation is unique. Persons
vhom social workers seek to help have unique life
experiences which necessitate a unique interpretation of
their life circumstances and their problems.

Reflective practice incorporates the client's own
interpretation of the problem and formulation of a response
or solution. Hartman (1992) has noted, "We must enter into
a collaborative search for meaning with our clients and
listen to their voices, narratives, and their constructions
of reality" (p. 484). When the client is present and active
in the intervention, "clientizing" and "imposing a well-
meaning but externally generated set of ideas" (Harrison,
1987, p. 399) are much less likely to occur.

Reflective practice acknowledges that during the process
of intervention, the practitioner may influence and be
influenced by the phenomena with which she or he is working.
Such interaction is unavoidable as problems and solutions
are defined and redefined. It is also highly desirable,
since it aids in the development of "a philosophy of knowing
capable of encompassing all that is human" (Imre, 1984, p.
44).

Reflective practice ultimately results in the

identification of options and choices for the client. The
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extent to which practice has been reflective may be
indicated in the number and creativity of options
articulated.

Finally, reflective practice acknovledges that there
are times when practitioners will not be able to develop
good solutions to problems, or perhaps no solutions at all.
Given variation in the human condition, sound and enduring
solutions may never be developed. From a reflective
practice perspective, however, there is rarely a situation
in which "nothing can be done." Guidance and direction may
be provided in the absence of solving a specific problenm.

In the absence of reflective practice, the patient may
be viewed as irrelevant for both the identification of the
problem and for formulation of a solution. Criticizing
mental health practitioners, sociologist Erving Goffman
(1961) observed that ideally in many hospitals, patients
vould leave their social selves at home and send their
physical container in to be repaired.

Reflective practice then, is an approach to practice
that combines the values, skills, and knowledge of
professional training with the experience of the
practitioner. It holds that practice situations, while
sharing certain elements, are fundamentally unique and call
for unique intervention. And finally, it holds that the
problem being addressed those addressing the problem are

influenced, each by the other.
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There are problems associated with disregarding the
patient's interpretation of his or her situation. When
hospital social workers disregard input from the patient,
dehumanization or "objectification" occurs. Patients come
to be referred to as hospital room numbers or as specific
diagnoses. Worse yet, they are often labelled by such
degrading nicknames as "F.L.K.'s," of Funny Looking Kids"
(1.e. children born with birth defects or some other visible
imperfection), "Gomers" (Get Out of My Emergency Room),
"Frequent Flyers," (homeless or indigent patients who
repeatedly come to emergency rooms for what is often routine
medical care), or even "A head in a bed" (neurosurgery slang
for a paralyzed patient) (Belkin, 1993, p. 32).

Symbolic interactionism

Symbolic interactionism rests on three premises, all of
vhich have much to do with meaning: first, humans act based
on the meaning things have for them; second, meaning is
derived from social interaction; and, third, meaning is
modified based on things that are encountered (Blumer,
1969, p. 2). Reflective practice is a perspective that fits
vell within this framewvork.

In writing about total institutions, in which all
aspects of one's social functioning are rigidly controlled,
Goffman notes that clients "...typically have statuses and
relationships in the outside world that must be taken into

consideration" (Goffman, 1961, p. 61). General hospitals do
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not meet the criteria of a total institution, since patients
are free to exercise many choices regarding éspects of their
care. Most basically, they are free to choose whether they
wish to remain hospitalized or not. Howvever, the process of
discharge planning is one during which dehumanization could
easily occur.

Several chapters follow. Chapter two presents a review
of literature relevant to the present study. Chapter three
presents a discussion of the research design. Chapter four
vill present the findings of the study. Chapter five
presents a summary of the findings and conclusions, a review
of the problem statement, and suggestions for further

research.



CHAPTER 2

REVIEW OF THE LITERATURE

Introduction

Before the substantive areas of the literature review

are presented, it is necessary to understand Fhe qpntex;A
wvithin which ;opteméorary social Yprk practice occurs,
including its vast range of activitie;»and“ébﬁpiéx ﬁﬁf&re.

It is precisely this complexity that gives rise to ethical

dilemmas, the main focus of this study.

The’éractice of soclai work has"pever been more
complicated and difficult than it is in contempo;ary"
American society. Soclal problems_are vexing and thew
configurations of resource systems more tenuous thaq_ggggi
Historically, the falilure of informal resource systems gave
rise to contemporary social work. &oday, the éapacityrof_

formally trained professionals and of institutions to

respond consffﬁéfivéiy to social needs is being straingd.

The environment in vhich the contemporary social worker
functions derives from a number of interrelated developments
within both the profession and society at large. Following
are brief discussions of some of the major developments.

The diversity of practice arenas. The early domain of
social work was the settlement house and charity

organization. Today, social work is practiced in every

21
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segment of our society. 1In addition to traditional arenas
such as child velfare, mental health, and social service
organizations, it can be found in political, educational,
correctional, and health care institutions. 1In only a few
decades the focus of social work has broadened from concerns
with charity, pacifism, and suffrage to such complicated
projects as vorking with women prisoners, the homeless,
hospital bioethics committees, and counselling patients with
the AIDS virus. Another recent expansion of social work
activities is in the area of critical incident response
teams. These are teams of mental health professionals that
respond to crises such as airplane crashes and school
shootings by providing on-the-scene and follow-up services
for those affected by the trauma of such events.

Hospital social work, the focus of this study, is a
particular area of social work that has undergone draﬁ&fic
transformation duringma'béridd-of subéfénfiél Q;bﬁgh ;ﬁé
development in Ehe pé§t'sevépty-f1ve yéars,» o

Hospital social work began in 1905 when, Dr.~81chqgg_c.
Cabot, the Chief of @gdl;{né»;t Maﬁsachuggtt; General
Hospifal in Boston, began to employ social_ﬁgykggg in_hgs
outpatlent élinié.uuiumotivéting f#cféi for the use of
social voikérs vas his belief that a patiénf's‘“sickness,
fear, worry, and poverty wvere found inextricably mingled"
(Bartleft,-1975). The early focus of services wvas on

patients' "domestic and social conditions," their compliance



23

with the physiclan's orders, and the coordination of patient
needs vith community resources (Shevlin, 1983).

Later, medical social workers began to practice in such
health-related arenas as the general hospital, outpatient
mentél health facilitlies, and home health care. Most
recéntly, medical social work practi;gvhas bggq‘§§§§91isheq
in hqﬁith maintenangé_brga;izations, employee assist;ncq.

progranms, and independent private practice.

Expansion of social work knowledge and skills. It vas
recognized that the desire to help and the opportunity to do
so are not the only ingredients for successful social work
practice. As social wvork entered different arenas and
witnessed unfamiliar phenomena, more had to be learned.
Effective practice therefore required expansion of the
breadth and depth of social work's knowledge and skill base.

In order to maintain its sanction and relevance, the
mission and conceptualization of social work practlice has
been altered and refined throughout its history. Social
vorkers "have produced multiple, shifting images of the
nature of their practice" (Schon, 1983, p. 17), but the pace
of change and breadth of knowledge needed at the end of the
20th century dvarf the knowledge required of social work
pioneers.

The logical outgrowth of an expanded knowledge base is
an expansion of practice skills. Schools of social work

have undergone a metamorphosis in the last half century.
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Curricula have been reorganized, obsolete courses and
programs dropped, and newv and innovative programs added. A
prominent soclial work text notes thirteen "recognized fields
of practice" (Bloom, 1990, p. 289). Today, howvever, it is
possible to obtain a specialty or concentration in virtually
any aspect of social work practice.

Increased number of practitioners. There are more
social work practitioners today than at any point in the
history of the profession. The United States Department of
Labor reports that in 1990 there wvere 438,000 social wvorkers
in the United States (United States Department of Labor,
1992, p. 18). 1In 1983 the number was 407,000 (Bureau of the
Census, 1990, p. 395). While the number of practitioners is
not a major issue in and of itself, numbers can be important
in ensuring a reasonable level of oversight, supervision,
and competence, along with the maintenance of an appropriate
practice environment.

Efforts to regulate practice have resulted in a
hodgepodge of certification, registration, and licensure
measures at the state level. In Michigan this has resulted
in three levels of certification, "certified social worker,"
"social wvorker," and "social work technician." 1In addition,
various forms of accreditation within the profession have
evolved, such as, "Diplomate" and "Academy of Certified

Social Workers."
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Emphasis on quallty and efficiency. The service sector

of contemporary society is now confronting the demand

for quality from consumers that the manufacturing sector has
faced for many years. Programs such as Continuous Quality
Improvement, Total Quality Management, and Quality Assurance
are designed to meet heightened expectations for both
quality and efficiency. These programs are in wide use in
hospitals and other practice arenas today.

Continuous Quality Improvement and Total Quality
Management are programs adopted from industry (Rakich,
Longest, and Darr, 1992, pp. 407-442). Such programs
represent a view of quality achievement which is markedly
different from the traditional approach that sought a
certain "standard" or "level" of quality. According to the
traditional approach, once such a standard is achieved, an
acceptable level of quality has been attained. Neither
Continuous Quality Improvement nor Total Quality Management
accepts such a view. 1In both, the basic assumption is that
the quality of a good or service can alwvays be improved.
When poor quality exists, it is the fault of systems ox
processes, not people, since all of those involved in the
production of a good or service want to do a good job
(Oakland, 1989; walton, 1986).

Quality Assurance programs differ somewvhat. These are
programs which comprise "activities designed to assess the

services systematically, to determine whether they comply



26

with wvhat is believed to be adequate services, and to
correct any observed deficiencies" (Coulton, 1979, p. 10).

Demand for cost effectiveness. Social work services
are often costly. Third-party payers, host settings, and
policy makers alike have a strong interest in social work
practice being as cost effective as possible. There is a
constant demand for social work practice to be fully
productive and not duplicate other services.

Training and titles. Social work practitioners vary
greatly in their level of education and tralnlné. Some have
less than a bachelor's degree in any field, while others
have doctoral degrees of one kind or another. Social
vorkers have a variety of titles, as well. 'While some are
referred to as counselors or psychotherapists, others are
referred to as social service workers, community social
vorkers, caseworkers, or medical social workers (Levy,
1976).

In addition to these fairly specific issues, there are
a number of broad social problems that contribute to the
difficulty and complexity of social work practice. For
example, the current health care crisis is a national
concern. This is exacerbated by an absence of a public
family policy and a high divorce rate. At the same time,
traditional unemployment persists, with increases resulting
from corporate retrenchment. Add to these conditions the

continuing problems of poverty, racism, decaying inner
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cities, and an aging society, and it is clear that the
physical and mental wvell-being of thousands are at risk.
These issues contribute to what Levy (1976) refers to
as the "diffusiveness of the social work profession and the
diversity of its practitioners and their practices" (p. 16).
This complex environment requires all the guidance, support,
and assistance the profession can muster. Ethical
guidelines are a central feature of such support.
Categories of Literature Reviewved
Five categories of literature are reviewed in this

chapter. They are: (a) social work ethics and ethical
dilemmas in social work, (b) the history and development of
hospital social work, (c) the evolution of discharge
planning in hospital social work, (d) the epistemology
debate in social work, its history and current status, and
(e) symbolic interactionism, which aids in the examination
of construction of meaning.
Social Work Ethics and Ethical Problems

Commitment to a core of values has alwvays been a centra;
elementyin the social work profession. Iﬁ the profeésion's
formative years, discussions of ethics revolved aroﬁna thg:

morality of the earliest éiiéhts of social work -- namely,

paupers. Nearly a century later, in contemporary social

vork, the focus has shif;ggmto_ﬂ;bg_ggga;}txmgg

practitioners and debate about the moral nature of the

profession's aims" (Reamer, 1993, p. 39). The years in
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between sav the development and evolution of the.Code of
Ethics of the National Association of Social Workersir
From the mid- 19603 to the 1970s there was a significant

effort within the profe531on to pull together the fairly

vide ranging thinking about social _work ethics. Among the

many contributions to this effort two are particularly

notewvorthy.

The first wvas the establishment of an Ethics Task Force

by the National Association of Social Workers and its 1962

development of a brief code of ethics. This.code has_

undergone minor revisions a number of times, with major

revisions in 1967 and 1979. The current edition serves as

"a guide to the everyday conduct of members of the social
work profession“ (National Association of Social Workers,
1990, p. iii).

The second was Charles Levy's (1976) comprehensive book,

Social Work Ethics, a pioneering examination of how ethics

influence practice. Levy distinguished between ethics in

general and social work ethics, and argued that the soclial

work profession needed a code of ethics to guide practice.
His book served as a reference and guide for most scholars

vho discussed and wrote about social work ethics after his

contribution and is still cited often.

Interest in applied ethics in health care and hospital

social work grew in the 19803 and 1990s. At the same time,
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interest grew in the subject of ethical problems in social

vork.

Interest in applied ethics, for example, is represented
by Coulton (1990), who researched decision making regarding
life-sustaining and long-tergfcare."shé described the
elements of such decision making, such as recognition that a
decision is needed, articulation of alternatives, and she
shoved how this process differs from a "rational" decision-
making model. She also, noted the very short time frame in
vhich critical decision making takes place (pp. 65-66).
Today's hospital social workers are very much involved in
such declision making.

Abramson (1990) examined the impact of technological
advances on both social work ethics and practice. She notes
three areas that are particularly affected: life support for
terminally i1l and elderly patients, reproductive
technologies, and the severely impaired newborn (p. 5).

Roberts (1989) examined conflicts arising between the
values of social work and those of medicine. Five areas
vhere conflict arises vere identified. They are: (a) saving
life versus quality of life, (b) patient autonomy, (c)
objective and subjective data, (d) patients with emotional
problems, and (e) interdisciplinary team roles.

Mizrahi and Abramson (1985) also looked at ethical
conflicts by comparing the values of medicine and social

vork in relation to: (a) training, (b) perspectives on
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patient care, illness, and the role of the health care
professional, (c) attitudes toward knowledge and data, (d4d)
preparation for teamwork, (e) the role of the patient, and
(f) social work's function.

Goldmeler (1984) assessed difficulties of ethical
decisions in health care settings. He described three
different "styles of decision making," or "ethical
orientations": (a) legalistic, (b) antinomian, and (c)
normative (p. 45). The legalistic style is one which
provides the practitioner with "structure, boundary, and
rules" (p. 52). The antinomian style represents the
opposite of the legalistic, in that this approach is
"basically lawless and unprincipled" (p. 54). The normative
style represents an approach between "legalistic" and
"antinomian" styles.

Ethics in social work are reflected in the work of
Reamer (1979, 1980, 1985, 1990, 1993), Rhodes (1986), and
Kugelman (1990). Reamer has written several books and
articles related to different philosophical issues in social
work. His 1993 book, The Philosophical Foundations of
Social Work, describes how philosophy, logic, epistemology,
and aesthetics relate to contemporary social work practice.

Reamer's 1990 study, Ethical Dilemmas in Social Service,
examined ethical dilemmas in a wide variety of social work
practice situations. It addressed such issues as truth-

telling, informed consent, whistle-blowing, confidentiality,
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and the 1limits of professional obligation. Rhodes (1986)
also dealt with ethical dilemmas. He addressed specific
issues such as confidentiality, coercion, bureaucracy, and
empathy. Kugelman (1990) dealt with ethical decision making
by social workers in agency settings. Wells and Masch
(1991) addressed both applied ethics in social work and
resultant ethical dilemmas.

Loevenberg and Dolgoff (1992) discussed ethical
decisions and ethical dilemmas in social work practice,
including problems of ethical choices, guidelines for
ethical decision making, ethical dilemmas in private
practice, and professional codes of ethics.

Despite considerable discussion of ethical dilemmas in
social work, there has been relatively little discussion of
ethical problems faced by hospital social wvorkers.
Dissertations by Beckerman (1991) and Levin (1986) and an
article by Blumenfield and Lowe (1987) are notable.
Beckerman's work focused on three issues: the nature of
ethical dilemmas faced by hospital social workers, where
social wvorkers turned when they encountered an ethical
dilemma, and howv the dilemmas were resolved. Additionally,
she examined the concept of truth-telling. Levin's work was
more narrovly focused on specific ethical dilemmas regarding
the care and treatment of newborns. Blumenfield and Lowve
proposed a template for analyzing ethical dilemmas that

arise in the process of discharge planning.
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The present study will contribute to this emerging
literature by focusing on some of the 1ssues'previously
examined and expanding understanding of how hospital social
vorkers deal with ethical problems. It will focus on those
broader ethical problems which do not meet the narrow
definition of a dilemma. Second, it will seek to identify
the ethical base which guides hospital social work.
Hospital social work

Hospital soclal work was one of the earliest specialized
fields to develop in the social work profession as it
emerged at the turn of the century. There is a significant
literature related to this development including Cannon
(1923), Goldstine (1954),

Bartlett (1975), Nacman (1977), Bracht (1978), Kerson (1982)
and Shevlin (1983).

The precise origins of hospital social work are unclear.
Several hospitals and departments claim to have been
pioneers. Massachusetts General Hospital, Bellevue
Hospital, and Johns Hopkins Hospital had hospital social
service components prior to 1910. Massachusetts General
Hospital is most widely credited with establishing and
expanding the role and function of hospital social work.

Richard C. Cabot, a physiclian and Chief of Staff at the
Massachusetts General Hospital, and Ida M. Cannon, both a
nurse and social worker by training, began soclial services

at the Massachusetts General Hospital in Boston. Cabot had
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long recognized the need to address "the whole person" and
not simply their medical condition. He established a

project in his clinics where soclial services wvere provided
from 1905 to 1907.

Early in the 20th century Cannon had seen the benefit
of social services during her experience as a home care
nurse. She attended a talk by Jane Addams and was moved to
enter social work. She completed her social work training
and vas appointed by Cabot as the "head worker" in 1908
(Bartlett, 1975). They set up shop in a little used
corridor of the clinic, and space was divided using bed
sheets. 8Social work in the hospital had begun in earnest.

While there were some supporters of social work in the
hospital, most took a wait-and-see attitude toward this
hospital "interloper." It would take years, but strong
allies emerged both within and outside the hospital. 1In
1919 the Massachusetts General Hospital Board of Trustees
agreed to fund the new Social Services Department. The
social work function would no longer be the financial
responsibility of Cabot, but of the hospital. Social
services became an integral part of the institution.

Over the next 10 to 15 years both Cannon and Cabot
traveled extensively in the United States and abroad to
advocate for programs such as the one they had developed
(Cannon, 1923). During the same period, many visitors came

to Massachusetts General Hospital to see the program.
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Historically, this was a time of great expansion of
hospitals in the United States. Social services in
hospitals developed at the same pace. Programs and
departments were founded in several cities and universities
soon after the one in Boston. Soclal work departments were
established at the University of Chicago clinics in 1918 and
at Washington University in St. Louis in 1923 (Bracht,
1978).

As other programs began to emerge across the country,
and in fact around the world, i.e. St. Thomas Hospital in
England, the role and function of hospital social work
evolved. These early developments paved the way for
contemporary hospital social work practice.

One consequence of evolving hospital social work was
that hospital social workers began seeing patients "on the
vards." 1In the very early days, soclal workers were
restricted to seeing patients in their own offices. Access
to social work services was limited to the motivated and
ambulatory patient. As restrictions on hospital social
vorkers' activities were relaxed, social workers would
venture onto the hospital wards in cases when patients wvere
referred by their physician. Eventually, full access to the
hospital wards signaled a broader acceptance of the role of
social work and allowed for further refinement of duties.

As social vorkers became active on hospital wards, they

vere much more visible and accessible to patients, nurses,
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and physiclans. By the mid-1930s, soclal workers were
accepted in "teams," along with physicians of different
specialties and other hospital specialists such as
dietitians. The physician served as mentor and leader of
the team (Shevlin, 1983).

Soon social workers were allowed to enter "social
summaries" in the patient's medical chart. By this
documentation, the social worker could identify social
problems contributing to the patient's clircumstances and
offer recommendations for their solution (Bartlett, 1975, p.
222).

Early in the 20th century, hospital social vorkers
began to organize professional groups. The American
Association of Medical Social Workers wvas established in
1908. At the same time, social work conferences in the
United States, as well as in England, Germany and other
countries, began to discuss this growing segment of the
profession. Education and training requirements for
hospital social work were formalized. Hospital soclal
wvorkers moved into such arenas as education and research.

The role of the early hospital social worker was modeled
after the "friendly visitor," but was much less
paternalistic and moralistic (Nacman, 1977). 1In the late-
19th century, Charity Organization Society friendly visitors
would "...investigate appeals for assistance, distinguish

between the worthy and unwvorthy poor, and above all provide
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the needy with the proper amount of moral exhortation"
(Trattner, 1979, p. 83). Over the entire devélopment of
hospital social work, its central focus has remained the
patient and his or her social circumstances.

During the 1940s, largely because of the influence of
psychoanalysis, two distinct social work departments were
developed in some hospitals. One focused on medical
patients and the other on psychliatric patients. There wvas a
perception that the skill and training of the medical social
workers were less than that of psychiatric social workers.
The perception is not based on reality since training is
very similar for both groups, but the notion exists in some
settings even today (Shevlin, 1983).

Hospital social work was strongly influenced by forces
within the profession and in society at large during the
19508 and 1960s. In 1955 the American Association of
Medical Social Workers combined with other professional
soclal work to form the National Association of Social
Workers. The consolidation of professional organizations
and the continuing psychiatric and psychoanalytic influence
resulted in hospital social work remaining somewhat adrift
within the larger profession. Perhaps this was due to the
perception that while the roles, goals, and purposes of the
profession in general were becoming clear, those of hospital

social work remained less defined.
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Changes were taking place in soclety during this time,
as well. Medicare and Medicaid came into existence with the
passage of the Social Security act and a nev population of
patients entered the nation's hospitals. Social casework
wvas also gaining in popularity and strength. Hospital
social wvork wvas influenced by professional debates
concerning such issues as which methods of practice wvere
most appropriate and the professionalization of social work.

The 1970s and 1980s found hospital social workers
practicing in many varled settings. They began to work with
patients being treated by medical specialists in different
hospitals. They also worked with traditional geriatric and
psychiatric patients. 1In addition, cardiac, neurological,
oncological, and nephrology patients became part of their
caseloads.

Beyond wvork with specific patients, hospital social
vorkers established support groups to assist patients and
their families. These groups included cancer support
groups, psychiatric education groups, and groups that worked
vith families who recently experienced the loss of a newborn
or infant. Social workers also saw patients in clinics,
such as pediatric and out-patient clinics.

Finally, besides working in new arenas and increasing in
number, hospital social workers moved into supervision and

hospital administration positions that ultimately led to
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involvement on hospital committees and related "political"
activities.

These expansions of the hospital social work role and
function introduced a newv issue. Social work could and,
some argqgued, should do everything. This notion wvas
critically reexamined when the financial crisis of the late
1980s and early 1990s became more apparent. Hospital social
work services, after all, had to be paid for.

The need to preserve professional ethics and goals,
vhile simultaneously honoring economic reality, is of vital
importance to contemporary hospital social work. The task
facing both hospital social work leaders and hospital
administrators is to craft a role for hospital social work
that is soclially responsible, consistent with professional
standards, and economically viable. One arena in which
social work has an important role is in discharge planning.
Rischarxge planning

Millions of people are discharged from more than 5,000
hospitals in the United States each year (Rakich, Longest,
and Darr, 1992, p. 262). Because hospital discharge is so
common, it is widely believed to be a simple and
straightforvard event. It is neither. As Inlander and
Weiner (1991) have noted, "Like everything else associated
vith hospitals, [(a patient's] leaving is no simple matter"

(p. 165).
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The literature on discharge planning is substantlial.
There are a number of works that address its history (Cabot,
1919; Bracht, 1978; Volland, 1989), current status (Coulton,
Dunkle and Good, 1982, Hubschman, 1983; Volland, 1989),
models for implementation (Reichelt, 1982), and appropriate
domain (Barker, Williams and Zimmer, 1985; Shine, 1983;
Simmons, 1986). In addition a number of periodicals focus
on discharge planning. An example is Discharge Planning
Update.

Prior to the establishment of social services in the
outpatient department at the Massachusetts General Hospital,
there wvere activities at that hospital and in hospitals in
England that would today be included under the rubric of
discharge planning. Both Cabot (1919) and Cannon (1923)
wvould later write about these activitles.

Around the turn of the century English mental hospitals
attended to the aftercare needs of their discharged mental
patients. There wvere also "lady almoners" whose focus was
to "investigate the finances of hospital patients in order
to prevent the hospital from being imposed upon by persons
vho were able to pay" (Cabot, 1919, p. xxvi). Visiting
nurses both in America and abroad paid much attention not
only to their patients' physical problems, but additionally
to their "economic, mental, and moral difficulties" (Cabot,

1919, p. xxvii).
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During the first half of this century, activities that
have become known as "discharge planning" were chiefly the
responsibility of social workers and nurses. Little
attention wvas paid to discharge planning needs during these
years for a number of reasons. One was that such activities
wvere not held in very high esteem. At the same time, the
role of nursing was greatly expanding. Then, too, soclal
wvork was becoming enamored with the psychoanalytic movement
with the result that attention shifted to various therapies
used in the mental health field and away from discharge
planning.

Attention became strongly focused on discharge planning
in 1965 with the passage of Medicare and Medicaid
legislation. One consequence of these acts was that a
significant number of frail elderly patients were admitted
to the nation's hospitals. Such patients present a number
of problems for the health care system with respect to the
levels of care they should be given. Hospital length of
stay for this population rose and initially, little concern
wvas expressed.

During the 1970s, as health care costs began to mount,
efforts were made which in effect drew attention to the need
for discharge planning. With the Social Security Amendments
of 1972 (PL 92-603), Professional Standards Review
Organization (PSRO) programs were implemented. These were

regional boards staffed with physicians and registered
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nurses to monitor admissions and care of patients. They
emphasized both prompt treatment and discharge of patients
and post-hospital care. There were some sanctions of
hospitals and physicians included in this in this
legislation. For example, care which required longer
hospitalization than the PSRO deemed necessary was viewved as
poor-quality care, and "quality letters" could be sent to
physicians and hospitals. A certain number of such letters
could eventually bring the physician and hospital under
closer scrutiny. Predictably, such programs had little
effect either on prompt discharge or, by extension, health
care costs.

As a part of the Tax Equity and Fiscal Responsibility
Act of 1982, a Prospective Payment System was enacted
covering Medicare patients. It d4id avay with PSRO programs
in favor of Peer Review Organizations (PRO), and instituted
the Diagnostic Related Groupings (DRG) system. Prospective
payment meant that hospitals would be paid a
predetermined amount for a specific diagnosis made at the
time of a patient's admission, regardless of the actual
length of hospitalization or treatment required. The DRG
system, through which a number of very similar dlagnoses are
grouped into a single classification for payment purposes,
vas at the heart of the prospective payment program. The
establishment of PROs meant that physicians external to the

hospital could authorize denial of payment for care that was
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determined to be out of line with established standards of
care (Volland, 1989).

Additionally, hospitals were required to have a
discharge planning component to receive Medicare
reimbursement. 1In 1984 the Joint Commission on
Accreditation of Hospitals (JCAH), currently the Joint
Commission on Accreditation of Health Care Organizations,
issued guidelines identifying discharge planning as a part
of high quality hospital services. The combination of these
events resulted in discharge planning becoming a hospital
priority.

There is considerable debate regarding the provision of
discharge planning which revolves around two major issues.
The first is which discipline, nursing or social work,
should be responsible for discharge planning. The second is
the extent to which discharge planning activities conflict
or coincide with social work's prqfesslonal ethics?

As these issues continue to be debated, one fact is
clear: discharge planning, primarily conducted by social
vorkers, is a prominent feature of contemporary health care.
The epistemology debate in social work

It vas noted earlier that a discussion of professional
practice is incomplete unless it includes epistemology.

This is especially true for social work and it is linked to

reflective practice. Social work's epistemological debate
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has been long and intense and it continues to this day.
What follows is a summary of that debate.

Reamer provided an excellent articulation of the
philosophical foundations of contemporary social work
(Reamer, 1993). He noted that the debate concerning "the
nature, creation, and control" of knowledge within the
profession (Reamer, 1993, p. 120) has often been bitter.
This debate, present from the early years, has intensified
substantially since the early 1980s.

While use of the scientific method was not unknown
during the charity organization movement, the best knowvwn
early evidence of it can be found in Richmond's Social
Diagnosis (1917). Abandoning the term "investigation,"
Richmond used "social diagnosis" to signal a more formal,
organized (i.e. scientific) approach to intervention. It
also had "the advantage that from the first step it fixes
the mind of the caseworker on the end in view" (p. 26). The
use by casevorkers of scientific problem solving resulted in
"social diagnosis."

Richmond's approach was scientific and it was heavily
embedded in the medical model. She sought the "etiology"
(p. 442) of social problems. She stressed the importance of
"experiment" (p. 284) and social worker training in the use
of "social evidence" (p. 39). The practice of social
diagnosis, Richmond believed, would become an "adjunct" to

the field of medicine (p. 26). This, one might argue, is



44
the situation in which hospital social work finds itself
today. Richmond's ideas continue to serve as a foundation
for contemporary social casework.

The use of scientific methods by Richmond and those in
the social survey movement of the early 20th century
contributed significantly to the ability of social work to
do research and bring scientific methods to bear on social
problems. The profession, however, relied on research
training and education based on social science texts, most
notably those of sociology and psychology, until the late
1970s and early 1980s.

Commentary within the profession about the nature of
social work research began in earnest with the introduction
of an article by Gordon: "Knowledge and Value: Their
Distinction and Relationship in Clarifying Social Work
Practice" (1965). Discussion of the nature of social work
research and knowledge continued through the 1970s, 1980s
and 1990s.

Heineman raised serious questions about the research
model used by social work which she found to be based on
logical positivism (Heineman, 198l1). Social work, she
argued, had embraced a scientific imperative which was being
abandoned by philosophers of science and social scientists.
This held that fundamental practice-related concepts could
be empirically and quantitatively measured. According to

Heineman, the emplirical and quantitative focus resulted in
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"an overly restrictive paradigm of research." As a result,
"important questions and valuable data go unresearched" (p.
371). Heineman's call for "less restrictive approaches to
research" touched off a protracted, often intense, debate.
While the intensity has diminished, the debate continues.

In response to the assault on logical positivisnm,
several attempts were made to counter Heineman. Perhaps the
most ambitious response came from Hudson (1982), who
elaborated on his earlier "axioms" that "If you cannot
measure the client's problem, it does not exist" and "If you
cannot measure the client's problem, you cannot treat it"
(Hudson, 1978).

Fischer (1981) also advocated practice strategies which
could be validated empirically. He envisioned a practice
revolution in wvhich practitioners would move toward
empiricism rather than away. He wrote of a "scjentifically
based practice" (Fischer, p. 200; emphasis in the original)

and a "new breed of social worker" that "systematically
monitors and evaluates progress...grounds practice in
empirically based knowledge...and keeps learning and seeking
more effective approaches to intervention" (p. 205).

The debate during the 1980s consisted of different
positions on which scientific imperative was most
appropriate for social work (Brekke, 1986; Epstein, 1986;
Havorth, 1984; Imre, 1984: Karger, 1983; Peile, 1988).

Logical positivism and empiricism remained at the center of
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the debate. There was, however, no serious call to abandon
empiricism completely.

What emerged and currently exists is a call for a
"synthesis" of these various approaches (Peile, 1988). The
result would be an approach that retains the best features
of empiricism and incorporates sensitivity to the utility
and benefit of qualitative methods. This results in an
approach to research that values quantifiable phenomena but
recognizes the importance of elements of social work
practice which are not amenable to quantification, such as
its "languages" (Bloom, Wood, & Chambon, 1991). 1It is an
approach that admits to the "many ways of knowing" (Hartman,
1990) which are in operation in contemporary social work.
The epistemological debate in social work has given rise to
a conceptualization of reflective practice that can serve as
a model for practice as well as research (Harrison, 1987;
Kondrat, 1992; Schon, 1983).

Symbolic interactionism and meaning construction
Interest in "individual-group relationships" (Hoult,
1969, p. 302) has been the central focus of symbolic
interactionism. This paradigm evolved through the work of
many scholars, and generated considerable interest between
1920 and 1950 because of the work of a number of
sociologists at the University of Chicago. Between 1950 and
1970, interest in symbolic interactionism diminished as

structural functionalism became the prevailing paradigm of
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American sociology. During the last two decades, however,
interest in symbolic interactionism has reemerged and grown.

While the major philosophical root of symbolic
interactionism has been traced to the Scottish Moral
Philosophers (stryker, 1981, p. 5), the invention of the
concept has been widely credited to Herbert Blumer. Blumer
is sald to have been heavily influenced by the writings of
George Herbert Mead and, in particular, by the ideas Mead
presented in Mind, Self and Socjety (1934). Mead's ideas,
especially his conceptualizations embodied in terms such as
"mind," "self," "generalized other," and "significant
other," serve as part of the cornerstone of contemporary
symbolic interactionism.

Mead's thoughts developed along with those of Charles
Cooley and William I. Thomas. Other important contributions
include Park's concept of role (Park & Burgess, 1921),
Cooley's notion that society and person are two sides of the
same coin of communication (Cooley, 1962); and Thomas'
assertion that 1f humans define a situation as real, it is
real in its consequence (Thomas & Thomas, 1928, pp. 565-
567). Taken together, these ideas provide an overview of
symbolic interactionism.

Blumer claimed that "There has been no clear
formulation of symbolic interactionism, and above all, a
reasoned statement of the methodological position of this

approach is lacking" (Blumer, 1969, p. 1). Stryker (1981)
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has also noted that, "there is no symbolic interactionist
orthodoxy, no single vision of what the framework means" (p.
26).

This does not mean, however, that certain ideas of
symbolic interactionism are not useful in the analysis of
social interaction. Symbolic interactionism represents a
theory, although sometimes a vague and unsystematic one,
that 1is helpful in analyzing the ways in which people engage
in activities together. A central feature of symbolic
interactionism is the notion of meaning development.
Symbolic interactionism holds that meaning arises in the
process of social interaction and that meanings are, in
fact, social products derived through the activities of
people (Blumer, 1969).

According to Blumer (1969), "The premises of symbolic
interactionism are simple. I think they can be readily
tested and validated merely by observing what goes on in
social life under one's nose" (p. 50). This is no doubt an
overstatement of the ease with which symbolic interactionism
and its features can be isolated and examined. Howvever,
there are elements of symbolic interactionism which may have
utility in the present study. Meaning, self ("I" and "me"),
interpretation, and role are examples of such elements. The
concept of meaning, perhaps the fundamental element of
symbolic interactionism, is of particular interest because

of its relationship to behavior.
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For example, as social workers go about their discharge
planning activities, as they facilitate the movement of
patients through a complex system, the cooperation of the
patient is essential. 1In order for such cooperation to
develop, the patient needs to have or develop an
understanding of the meaning of the process.

Similarly, the meaning of an ethical problem is derived
through social interaction. It is possible that when two
hospital social workers confront the same situation, one may
interpret it as an ethical problem, while the other does
not. The same situation has different meanings for each of
the social workers in this example. Symbolic interactionism
can aid in the understanding of meaning formulation 1in such
situations.

According to symbolic interactionism, "meaning is not
rigidly predetermined" (Vernon, 1978). It occurs, 1ln this
instance, through interaction between the social worker and
patient. This meaning construction often goes unrecognized
and unacknowledged.

This specific inquiry represents a relatively small
part of the overall study and, as such, is necessarily
narrxov in focus. 1In spite of this, the concept of meaning
and hov it is developed is one element of symbolic
interactionism that can be a key to better understanding
hospital social work practice and ethical problems

encountered by hospital social workers.



CHAPTER 3

RESEARCH DESIGN

Introduction

Before this study could begin, it was necessary to
obtain approval from the University Committee on Research
Involving Human Subjects (UCRIHS). Approval was granted by
UCRIHS on November 1, 1993 and the study began immediately.

The focus of this study, ethical problems encountered by
hospital social workers, lies in what Schon refers to as the
"swvampy lowland" of social work practice topography (Schon,
1983, p. 42). Because the positivist paradigm works best
with phenomena in the "high, hard ground," a naturalistic,
rather than positivist, approach will be used in this study.
The naturalistic paradigm, or "naturalistic inquiry," as
articulated by Lincoln and Guba (1985) will serve as the
model for this study. Naturalistic inquiry is carried out
in a natural setting. It demands a human instrument that
builds on his or her "tacit knowledge," knowledge that is
intuitive or felt, in addition to "propositional knowledge,"
(Lincoln & Guba, p. 40) or knowledge that can be expressed
in language form. It uses methods of data collection and
analysis that are "appropriate to humanly implemented

inquiry" (Lincoln & Guba, p. 187) such as interviews and

observations.

Natural setting. The term natural setting refers to the
S0
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context within which a phenomenon occurs. The setting is
important in the analysis of a phenomenon in that all
phenomena "take their meaning as much from their context as
they do from themselves" (Lincoln & Guba, 1985, p. 189).

A_human as instrument. The phenomenon under study in a
naturalistic inquiry is indeterminate. The human
"instrument" provides responsiveness and adaptability that
other instruments, such as questionnaires, scales or other
quantitative measures, do not. The human is capable of
functioning simultaneously in the domains of both
propositional and tacit knowledge. With the human
instrument there is also the capacity for clarification,
summarization and the opportunity to explore responses
(Lincoln & Guba, 1985, pp. 193-194).

There are four elements of naturalistic inquiry: (a)
purposive sampling, (b) inductive analysis of data, (c)
development of grounded theory based on the analysis of
data, and (d) projection of next steps in a constantly
emergent design (Lincoln & Guba, 1985, pp. 187-188). Upon
completion of a naturalistic inquiry study, results are
disseminated in the form of a case report.

Purposive sampling. All sampling is done with some
purpose in mind, such as representativeness and
generalizability. 1In addition to random sampling, the
preferred type of the positivist paradigm, there are several

types vhich serve purposes other than facilitating
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generalization. The sampling mode of choice for
naturalistic inquiry is maximum variation design. The
object of such a sample "is not to focus on similarities
that develop into generalizations, but to detail the many
specifics that give the context its unique flavor" (Lincoln
& Guba, 1985, p. 200). Additionally, "It is based on
informational, not statistical considerations. 1Its purpose
is to maximize information, not facilitate generalizability"

(Lincoln & Guba, pp. 201-202).
Inductive analysis of data. The inverse of deductive

data analysis, wvhich is used in conventional investigations,
inductive analysis does not begin with a theory or
definitions before analysis or investigation but rather with
units of information that are to be analyzed. These units
of information will subsequently be organized into
categories by a process of coding. There are several
sources of data for a naturalistic study. This study
utilizes data from observational notes, notes made during
the interviews, notes made during transcription, and the
interview transcriptions.

Development of grounded theoxry. "Grounded theory, that
is, theory that follows from data rather than preceding them
(as in conventional inquiry) is a necessary consequence of
the naturalistic paradigm" (Lincoln & Guba, 1985, pp. 204-
205). "A grounded theory is one that is inductively derived

from the study of the phenomenon it represents" (Strauss &
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corbin, 1990, p. 23). Collection and subsequent analysis of
data pertaining to a particular phenomenon permit the
building of a theory regarding that particular phenomenon.
Grounded theory allows one to begin with a phenomenon to be
studled and "...what is relevant to that area is allowed to
emerge" (Strauss & Corbin, 1990, p. 23). Lincoln and Guba
(1985) note that "...utilization of grounded theory is
absolutely essential to the concept of emergent design" (p.
208).

Emergent design. Naturalistic inquiry assumes that
the meaning of phenomena is, to a great extent, contextually
determined. The existence of multiple
realitlies prevents the development of a design based on only
one (the investigator's) interpretation of reality.
Therefore, the design changes and emerges during the course
of data collection.

The investigator does not, howvever, "begin empty-handed
and certainly not empty-headed" (Lincoln & Guba, 1985, p.
209). The investigator may well possess much tacit
knowvledge about the phenomenon under study which provides
some necessary structure. "As the inquiry proceeds, it
becomes more and more focused; sallent elements begin to
emerge{ insights grow, and theory begins to be grounded in
the data obtained" (Lincoln & Guba, p. 209).

Elements of the Research Design

There are several elements of a naturalistic research
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design. These are defined as: (a) determining a focus for
the inquiry, (b) determining fit of paradigm to focus, (c)
determining the fit of the inquiry paradigm to the theory
selected to guide the inquiry, (d) determining where and
from whom data will be collected, (e) determining successive
phases of the inquiry, (f) determining instrumentation, (g)
planning data collection and recording modes, and (h)
planning data analysis procedures (Lincoln & Guba, 1985, pp.

226-249).
Focus of inguiry. Determining the focus of an

inquiry serves both to establish boundaries for study and to
establish the criteria by which information, i.e. data, will
be included or excluded. Both boundaries and criteria may
be altered at some point during the inquiry (Lincoln & Guba,
1985, pp. 227-228). The focus of the present study is the
nature of ethical problems encountered by hospital social
vorkers.

Fit of paradiam to focus. There is no claim here that
the positivist paradigm is not appropriate for inquiry into
the focus of this study. The important question here is
wvhich approach is most appropriate for this study.

The naturalistic paradigm provides a better fit for the
processes to be examined. There are several reasons for
this. First, the phenomenon under study is represented by a
number of complex and interrelated concepts. Second, this

paradigm allows for investigator-phenomenon interaction.
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This investigator-respondent-phenomenon interaction allows
the investigator to shift and shift again the focus of
questions as information is gathered, as data collection
evolves. Third, there is a high degree of "context
dependence" associated with the present study. The
phenomena under study may be examined in a number of
settings, such as a classroom or panel discussion. However,
it is the context within which these particular phenomena
occurs that provides the most insight and meaning. Fourth,
the phenomena under study are ones about which respondents
may not be forthcoming. The naturalistic paradigm, in large
measure due to its demand for engagement and observation,
allows the investigator to uncover and evaluate half-truths,
utterances, and even falsehoods obtained during data
collection (Lincoln & Guba, 1985, pp. 229-231).

Fit of paradigm to theoxry. The theoretical
underpinning for this study, as was noted earlier, is a
synthesis of the theory of reflective practice and symbolic
interactionism. The theory behind both reflective practice
and symbolic interactionism meshes well with the
naturalistic paradigm for two major reasons.

First, reflective practice theory evolved because of a
perceived inadequacy of the positivist paradigm. 1In fact,
Schon (1983) presents reflective practice as not only an
alternative theory of practice but as an alternative

epistemology of practice as well (p. viii). At times the
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concept of reflective practice is viewed as only an approach
to practice when, in reality, it is a more complex and
inclusive concept. 1t represents both a theory of practice,
or "how professionals do what they do," as well as an
epistemology, or "how they come to know what they know"
(Sschon, p. viii). Reflective practice, as used in this
study, refers to the broader interpretation of the concept.

Second, a basic tenet of symbolic interactionism is that
meaning is socially constructed and modified. Symbolic
interactionism emphasizes the role of reflection in the
analysis of phenomena and that phenomena are defined and
redefined over tinme.

DPata collection. It was noted earlier that for the
naturalistic approach, a maximum variation sample is most
useful. Maximum variation sampling results in a sample that
vill provide the broadest range of information. Maximum
variation sample is selected and "...expanded until
redundancy with respect to information is reached, at which
point sampling is terminated" (Lincoln & Guba, 1985, pp. 33-
234).

The sample for the present study was somewhat more
purposive. It was selected to insure maximum variation and
included large, small, and very small hospitals. There are
several wvays to distinguish between large, small, and very
small hospitals (i.e. number of beds, patient days, number

of employees). For the purpose of this study a large



57
hospital refers to a hospital with 250 or more beds, a small
hospital refers to a hospital with between 100 and 249 beds,
and a very small hospital refers to hospitals with fewer
than 100 beds (Lemrow, Adams, Coffey & Farley, 1990, p.
106).

The American Hosplital Assoclation identiflies four types
of hospitals: (a) general, (b) special, (c) rehabilitation
and chronic disease, and (e) psychiatric (American Hospital
Assocliation, 1992, p. A5). Respondents were selected from
hospital social workers vorkihg in the fifteen general
medical surgical hospitals within the Detroit, Michigan
Primary Metropolitan Statistical Area (American Hospital
Assocliation, 1992).

The practice of hospital social work within general,
medical and surgical hospitals is representative of hospital
social work practice as it is defined in this study. For
that reason speclial, rehabilitation and psychiatric
hospitals were excluded.

¥While sample size for a naturalistic study is somewhat
relative, Lincoln & Guba (1985) have noted "...it is usual
to £find that a dozen or so interviews, 1f properly selected,
will exhaust most avalilable information; to include as many
as twventy will surely reach well beyond the point of
redundancy" (p. 235). The sample for this study comprised
tventy informants. There are eight informants from large

hospitals, eight informants from small hospitals, and four
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informants from very small hospitals.

In addition, five key informants, such as hospital
social work directors and members of the academic community
with an interest in this area, each with several years of
experience, will aid in the development of an interview
protocol. These key informants offer "familiarity with the
soclal terrain of interactions, roles, and relationships"
(Walker, 1993, p. 37) that provides fertile ground for the
development of ethical problems.

This required several steps. First, a list of hospital
soclal work directors in the area was obtained from the
Michigan Chapter of the Society of Hospital Social Work
Directors. From this list four directors from the Detroit
metropolitan area, i.e. the counties of Wayne, Oakland, and
Macomb, were selected and interviewed in the first phase of
the inquiry. Effort was taken to insure the hospitals
selected were representative of the metropolitan area
hospitals. The group included an inner-city hospital and
three geographically varied suburban hospitals. Names of
members of the academic community emerged during interviews
of these directors. As the review of the literature
indicates there is much interest in this area of study.
Members of the academic community added to the diversity of
key informants.

Second, large and small hospitals in the Detroit,

Michigan metropolitan area, i.e., the counties of Wayne,
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Ooakland, and Macomb, were ldentifled and a letter of
introduction (Appendix A) was sent to the director of social
wvork in these hospitals seeking their participation in this
study. This letter: (a) informed the directors of the focus
of the study, (b) conveyed a sensitivity to how busy they
and their staffs are, and (c) in exchange for their
participation offered to conduct an educational inservice
program for them and their staffs about the results of the
study.

Third, follow-up telephone contact was made to
directors. The purpose of this contact was to solicit
participation, answer questions, and schedule interviews.

guccessive phases of the inquiry. The present study
consists of three phases of inquiry. They are characterized
as: (a) the orientation phase, (b) the exploration phase,
and (c) the validation phase (Lincoln and Guba, 1985, pp.
235-236).

The orientation phase consisted of interviews of
five key informants. The major purpose of this phase was to
identify what it is that we need to know about the
phenomenon under study. Toward this end six key informants
vere consulted. Four of these key informants were directors
of hospital social work departments, representing large and
small hospitals, and twvo were members of the academic
community with an interest in this area.

Each was given a general overview of the study to date.
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The starting point for each interview was a single question,
"If you wanted to study ethical problems encountered by
hospital social workers, what information would be important
for you to know?"

At the conclusion of each interview key informants were
asked to recommend another person whom they thought would
have ideas and relevant experience as well as a willingness
to participate. Tvo key informants were identified in this
manner.

Each key informant was very supportive, shared their
thoughts freely and offered substantial insight. The key
informants' genuine interest in this topic is reflected in
the useful themes that emerged from their interviews. These
interviews were not audio-taped.

Phase two, the exploration phase, consisted of twenty
interviews, eight informants from large hospitals, eight
informants from small hospitals, and four informants from
very small hospitals. These interviews were structured,
used open-ended questions, were audlio-taped, and
transcribed. It was during this phase that data concerning
the nature of ethical problems encountered by hospital
social vorkers and how these problems are reconciled was
obtained. Following phase two, an analysis of the data
obtained was conducted and a preliminary report developed.

Phase three, the validation phase, consisted of

returning to the informants and sharing the preliminary
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report with them. This phase had two purposes. The flrst
was to insure that the report had accurately captured the
data provided by the informants and to correct or amend it
as necessary. The second purpose was to validate the report
as being a true and accurate reflection of the informant's
practice experience. At the conclusion of phase three, a
final report was developed.

consent and confidentiality. Consent (Appendix B) was
obtained from each informant. Each respondents was also
given a written introduction (Appendix C). The investigator
transcribed the audio tapes and was the only person to have
access to them. No names, of either informants or
hospitals, were used in the preliminary or final report.
Confidentiality was insured by these processes. The audio
tapes were secured at all times in a locked container. The
audio tapes will be erased and transcripts shredded three
months after acceptance of the dissertation.

Instrumentation. Instrumentation in a naturalistic
inquiry is very different than for the positivist paradigm.
Naturalistic inquiry uses the human, i.e., investigator as
the "initial and continuing mainstay" of instrumentation
(Lincoln & Guba, 1985, p. 236). The investigator possesses
"theoretical sensitivity" (Glaser, 1978; Glaser & Strauss,
1967, pp. 46-47; Strauss & Corbin, 1990, pp. 41-47). This
refers to sensitivity to the issue under study as well as

the multiplicity of issues, concepts, and behaviors that may
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or may not be relevant to the inquiry.

The investigator for this study has fifteen years of
social vork practice experience, eleven of which were in the
healthcare field. The benefit of such experience is noted
by Strauss and Corbin (1990): "This knowledge, even if
implicit, is taken into the research situation and helps you
to understand events and actions seen and heard, and to do
so more quickly than if you did not bring this background
into the research." (p. 42). Most recently, he was director
of the department of social work, with a twenty social
vorker staff, 1in large metropolitan hospital. This
experience affords a base of experience and a perspective
from which to explore the issues under study here.

An interview protocol was developed following the
completion of phase one of the inquiry. This protocol
consisted of broad, interactional questions. Specific,
probing questions emerged as the study progressed. Due to
the nature of "emerging design," neither the structure nor
the content of the interview protocol is known prior to
inquiry. The opening question for all informants was, "Do
you encounter ethical problems in your practice?"

The present study consisted of one investigator, the
author. While Lincoln and Guba recommend that a team be
used for naturalistic inquiry, exceptions are made "where
resources simply cannot be stretched" to include several

investigators (Lincoln & Guba, 1985 p. 237). This is the



63

case with the present study.

Data collection and recoxding. The interviews wvere

conducted on site, that is in the hospitals where the social
workers practice during November and December, 1993. Care
wvas taken to insure that the interviews are conducted in an
area that was private and free from excess noise and
distractions.

The main consideration of recording data is its
fidelity. Fidelity refers to the ability of the
investigator to reproduce exactly the data obtained in the
field. Audio recordings do this best and were used in the
present study. While field notes offer less fidelity, they
are less threatening to respondents and help keep the
investigator attuned to the data as they are being offered.
For these two reasons, field notes were used during the
recording and transcription of data in addition to audio
tapes.

Data analysis procedures. Lincoln and Guba (1985)
noted that "Not very much can be said about data analysis in
advance of study" (p. 241). 1In a naturalistic inquiry
analysis of data, or coding, is conducted using the
"constant comparative method" (Glaser & Strauss, 1967).

The constant comparative method, which was used in
this study, consists of three levels of coding: open coding,
axial coding, and selective coding (Strauss & Corbin, 1990,

pp. 61-142). These levels of coding guide the analysis of
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data. They are sequential and increasingly rigorous as well
as increasingly abstract.

Open coding refers to the initial phase of data
analysis in which data are broken down, examined, compared
and placed into broad categories. Axial coding refers to
the process of putting data back together and making
connections between and among categories. It is during this
process that the categories are more clearly defined and
subcategories are identified. Selective coding refers to a
multi-step process by which data are arranged in "core
categories" systematically related to other categories.

Category relationships were validated against data.

Finally, categories wvere refined and further developed.




CHAPTER 4

REPORT OF FINDINGS

There are lots of things we don't know

about these problems.
(Key Informant #5)

There were three phases of inquiry in this study.
Findings will be presented and discussed for each phase.
Phase One Findings

There were five major findings in this phase of
inquiry. Flrst, it is not clear if social workers recognize
or identify ethical problems when they are encountered.
Second, it is not known, at this stage, who the participants
in these problems are. Third, the approaches to
reconciliation or addressing these problems and the level of
success obtained appears to vary substantially. Fourth, it
vas not clear what soclal workers use for a gulide in deallng
with these problems. These findings substantially guided
subsequent phases of inquiry. Phase one culminated in the
development of an interview protocol (Appendix F) to be used
in phase two. The major findings, as well as some related
ideas, are presented and discussed here.

Recoanjition of Ethical Problems. All of the directors
had considerable staff hospital social work experience. The

general consensus, based on their experience, was that

65
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hosplital social workers do encounter ethical problems in
their practice on a fairly routine basis.

At the same time however, they acknowledged having
little current first hand knowledge of their social workers'
experiences with such problems. Further, they were not
completely comfortable with the knowledge they did have.
Except for those ethical problems brought to their attention
by staff social workers, the directors had little knowledge
of the day-to-day ethical problems their staffs encountered.

They expressed considerable uneasiness about this. One
stated, "I just think I should be in better touch with them
(staff soclal workers) on this than I am" (Key Informant
#6). Another said, "Not only do I get paid to be on top of
these things, I owe it to staff to be closer to it than I
am" (Key Informant #1).

The director's lack of involvement, in the handling of
ethical problems by their staff, was not seen as an ethical
problem in itself. The directors were concerned about the
implications of their lack of involvement for the staff, the
patient, and the organization.

All had spent time "on the floors" with staff as part of
their supervisory responsibilities. As they reflected on
this, they shared some observations. A concern mentioned by
one was that, "Staff social workers often act out of their
owvn personal ethics rather than professional ethics" (Key

Informant #1). Another said, "Supervisors and managers get
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involved in ethical problems so line staff do not have to"
(Key Informant #2). One sald that as she observed her staff
at wvork, she recognized, "Lots of ethical problems that the
staff does not identify" (Key Informant #5). Finally, one
stated that in working with her staff, she saw ethical
problems "every day" that the staff did not identify. She
also stated that, "Social workers don't have enough ethics
training" (Key Informant #4).

A related concern, which further illustrates the
complexity of the issue under study, was that hospital
social workers might not recognize problems as being of an
ethical nature. A director noted, "With ethical problems
the direct issue is seldom raised" (Key Informant #1).
Another noted that with ethical problems, "We almost never
see anything happen straightforwardly” (Key Informant #4).

While the social workers might correctly identify
ethical problems, two other interpretations could occur as
vell. The social workers might identify problems which were
fundamentally administrative, financial, or logistical, for
example, as being ethical. O0Or, they might identify
fundamentally ethical problems as being of another nature.

Two steps were taken in response to this finding.
First, the initial question of the interview protocol wvas
designed in such a wvay as to elicit information about the
types of problems the social workers encountered. The first

question was, "Have you encountered ethical problems in your
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practice within the past six months?" Wwhether answered in
the affirmative or negative, a follow-up question was, "Can
you give me examples of the problems you encounter?"

The responses to these questions provided important
information about the nature and types of problems
encountered. They permitted an assessment of the extent to
which ethical problems are encountered or identified as
such.

A second step was to provide respondents with an
introduction to the study (Appendix E). The purposes of the
introduction were to explain the general focus of the study
to the informants and to explain what an ethical problem is
and provide an example. It was read by the informant prior
to the interview.

Recoagnition of the Participants. Another finding was
that there was little agreement among the key informants as
to who the individuals involved in ethical problems are.
They did agree that at a minimum such problems would involve
the social worker and either a physician, a nurse, another
social wvorker, or a patient. Other individuals mentioned as
possible participants were other members of the health care
team (e.g. physical therapist), hospital administrators,
hospital attorneys, and patients' family members.

In addition to individuals, some key informants stated
that certain groups might also be a part of ethical

problems. For example, hospital ethics committees and
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hospital boards such as the board of trustees and the board
of directors were mentioned.

One key informant (#5) stated that "Ethical problems
arise at professional junctures." Professional junctures,
she explained, were "those points at which professionals
disagreed about what the right thing to do is."™ It is
precisely at this Juncture that the divergence of views and
differences of opinion are addressed, confusion is cleared,
and order is negotliated.

This observation brought into focus an issue of concern
throughout the discussion regarding who was involved in
ethical problems. During this discussion key informants
listed the individuals they thought were involved, and all
but one mentioned the patient at or near the end of their
list or did not mention the patient at all. When asked
specifically about the patient as a participant, key
informants responded "of course," and "obviously" the
patient was involved. Thus, it was not so obvious that the
patient was either involved, or perceived by the key
informants to be involved, in ethical problems.

WVhen the patient is mentioned or thought of last, or
not at all by the hospital social worker, does this reveal
anything about the perceived importance or significance of
the patient in a situation with possible ethical dimensions?
To pursue this idea, the second question in the interview

protocol was, "Who are the individuals involved in the
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ethical problems you encounter?" More specific follow-up
questions explored each individual informant's perception of

the role of the patient, if any, in these situations.

¥ho Addresses the Ethical Problems? The notion evolved
from key informants that there is a hierarchy of severity
with respect to the ethical problems they encountered. That
is, some are "routine" (Key Informants #2 & #3), "pretty
common sense stuff" (Key Informant #4), or "a nuisance" (Key
Informant #2). Others are "serious" (Key Informant #3) or
"major"” (Key Informant #6). Further, these problems are
addressed at different levels within the hospital based on
their severity. As one key informant (Key Informant #2)
stated, "Routine ethical problems are solved at a low
level." Another noted, "Responsible parties manage more
serious ethical problems" (Key Informant #3).

In order to explore this notion further in phase two,
the third question in the interview protocol was, "Are you
successful in addressing the ethical problems you
encounter?" Follow-up questions were asked to determine if
social vorkers seek assistance in dealing with these
problems and, if they do, what sources were used. Other
follow-up questions were asked to explore the notion of a
hierarchy of severity.

Guides to Practice. All but one of the directors had a
copy of the National Association of Social Workers Code of

Ethics hanging on the wvall in their office. The code of



71
ethics, as stated in the preamble, "is intended to serve as
a guide to the everyday conduct of members of the social
work profession" (National Assoclation of Social Workers,
1990, p.ii).

As the key informants shared their thoughts about how
soclial workers addressed the ethical problems they
encounter, another suggestion emerged. The key informants
spoke about how ethical problem solving is often intuitive.
One noted that at times social workers are "acting out of
their gut feelings" (Key Informant #2). Another said that
she often tells her more experienced social workers to
"listen to those gut feelings" (Key Informant #6). Another
observed, "sometimes things just don't feel right" (Key
Informant #1).

All key informants were asked about his or her thoughts
on the role of the National Association of Social Workers
Code of Ethics in their practice and in the practice of
their social workers. One said, "All the code of ethics
does for me is focus the values I already had" (Key
Informant #1). Another said, "The code of ethics is
meaningless" (Key Informant #2). One responded, "There is
nothing in the code of ethics that wasn't taught to me in my
upbringing" (Key Informant #4). These sentiments reflect
the views of some that there are many written, as well as
unvritten, codes that influence or guide human and

professional behavior (Rakich, et al., 1992, pp. 99-143).
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The general ldea emerged that the code of ethics may in fact
play a small role as a guide in dealing with ethical
problenms.

Assuming that the code of ethics may not play a
substantial role in guiding social workers as they manage
ethical problems, the key informants were asked what they
thought guided these efforts. Two sources were articulated.

First, "hospital culture" wvas identified as a strong
influence. This notion of hospital culture is very complex.
One key informant summed it up as follows:

The accepted way of conducting business whether
business is heart surgery or social wvork.

The mission statement is only the written part, .
there are lots of unvritten rules. Things get done

certain ways, certain things are tolerated and other

things are not tolerated. Community values are a

part of it. Every hospital is different. 1It's hard

to explain (Key Informant #1).

Responding to this idea another stated, "All the
directors know the mission and values of the hospital."
Further, "Organizational values supersede personal or
professional values...the hospital code takes precedence"
(Key Informant #2).

Second, hospital quality programs (i.e. Total Quality
Management, Continuous Quality Improvement) were identified
as substantial guides to practice. One reason for this,
according to one key informant, wvas "CQI offers very clear,
very easily understood standards, unlike the code of ethics

that tries to be all things to all people" (Key Informant
#6). She did, howvever, acknowledge some difficulty thinking
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of and referring to the patient as a customer. Another
reason that quality programs may guide practice was the
perceived strong organizational support for these programs.
Within the quality discussion, one key informant made the
observation, "good ethics is good business" (Key Informant
'l).

In order to explore this idea further in phase twvo, a
fourth broad question in the interview protocol was, "What
guides you as you address ethical problems?" Follow-up
questions, as indicated, explored more specific factors
vhich may quide practice, for example, the law, individual
moral philosophy, or the National Association of Social
Workers Code of Ethics.

There is virtually no 1limit to the questions that could
have been asked in the study of ethical problems encountered
by hospital social workers. Because of the scope,
resources, and timetable of this study, limits were
required. Based on the information provided by the key
informants, the four broad questions in the interview
protocol and specific follow-up questions provided
substantial information about the focus of inquiry.

Very Small Hospitals. Two key informants noted that
wvhile the distinction between large and small hospitals was
important for this study, another distinction might also be
useful. They proposed including very small (100 or fewer

beds) rural hospitals in the sample.
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There were two main reasons for the inclusion of very
small hospitals. The first, and most important, was that

the experience of social workers in these hospitals could be
very different from those in the large and small urban
hospitals. Second, inclusion of such hospitals enhanced the

variation in the sample.

Related ideas that emerged. In addition to the major

findings listed above, other ideas emerged during this phase
of inquiry. One such idea emerged during a discussion about
how health care professionals in general and social workers

in particular approach problems.

Social workers, approach to problems. When the
discussion turned to differences in approaches, one key
informant thought there was a major difference in the
general approach to problems taken by social workers versus
the approach taken by nurses. Her thought was, "Nurses
correct problems, social workers explain them" (Key
Informant #6).

She offered as an example a recent situation she had
observed while on one of the floors working on an unrelated
matter. The situation was one in which a physician had not
met or talked with a patient and family about the results of
an exploratory surgery that he had performed. The patient
and family approached, at different times, a social worker

and a nurse with this problem.
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According to the key informant the social worker
explained to the patient and family that this physiclian was
one of only two physicians in the hospital that did these
procedures and was very busy. Further, the physician had a
lot of patients and families to meet with and should be
meeting with them soon. A few minutes later the nurse wvas
approached. She paged the physician on his beeper. Wwhen
the physician returned his call, about five minutes later,
the nurse informed him of the problem. The physician
responded that he had been busy but he had forgotten about
this patient. He informed the nurse that he would be up in
a fev minutes to meet with the patient and family.

This key informant noted several of the values that, in
her view, were intended to guide social work practice. She
identified: (a) primacy of clients' interest, (b) respect,
and (c) self-determination. 1In the approach she described,
some of these values are often not included.

She acknowledged that this problem was not of an
ethical nature and was perhaps minor. It did, however, help
illustrate her idea of how problems are approached.

Ethical behavior in an unethical environment. Another
idea wvas presented by key informant #1. He talked about the
idea of "ethical behavior in an unethical environment." He
noted that today many hospitals are in reality large
corporations. He was certain, based on his experience, that

some high level corporate officials engaged in unethical
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practices. He spoke of how, "business types are running the
hospitals" and that, "the focus has shifted from taking care
of patients to making money."

These ideas are very similar to those expressed by some
in the fleld of applied ethics who indicate that a shift in
the balance of power has occurred in today's hospitals.
Power and authority are exercised more by administrators and
less by physiclians. Administrators are making decisions
about moral problems that have been traditionally made by
physicians and nurses (Fleck, 1989, p. 3).

To illustrate his idea, the key informant talked of how
some hospitals "buy a certificate of need." When a hospital
plans to provide a new service, such as heart surgery,
obtain a major new piece of equipment, such as a computed
tomography (CT) scanner or magnetic resonance imaging (MRI),
or add to its physical plant, a certificate of need (CON) is
generally required. A CON is issued by the state once it
has been established that there is a need in a given
locality for a given service or equipment. The process is
highly bureaucratic and often takes many months to complete.
The key informant thought that, on occasion, some hospital
representatives influence the process, by financial or other
means, to obtain a CON sooner than is customary or to obtain
one wvhen it would not otherwise be issued.

He also told about hospitals who own their own home

health care organizations, durable medical equipment
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company, pharmacy, ambulance company and so on. He believed
that it is not necessarily unethical for the hospital to own
these components but that hospital administrators
"encourage" employees, including physicians, nurses, and
social workers to utilize the services offered by the parent
hospital exclusively.

This notion posed an interesting question. What are
the ethical considerations when social workers assist
patients to appro<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>