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Figure 7.  The nature of the complex responsive processes of relating in which internal 

and external constraints are brought into the students’ internal communicative processes 

with self and external communicative processes with others (Stacey, 2001). 
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During their internal processes, primarily reflection, students discerned something 

was amiss that required their attention.  Often, these triggers of discernment were the 

students’ feelings, such as frustration, alarm, suspicion, doubt, confusion, or sadness.  If 

they said they felt a conflict, it was described as a vague, nearly intuitive sense, that 

something was wrong.  These findings are consistent with an article that discussed the 

importance of emotions in moral reasoning (Greenfield, 2007) and are consistent with 

other research (Barnitt & Partridge, 1997; Mostrom, 2005).  While Stacey (2001) wrote 

that these private processes were more often self-directed, the students took note of 

patients’ feelings, and then, in a self-reflexive fashion, noticed their reactions to those 

feelings.   

It was through these internal processes that the students explored several aspects 

of their identity, including those that served as constraints to their action.  The students 

took note of the moral values and virtues that were important to them in a contextual 

manner.  They reflected on and thought about what it meant to be honest, trustworthy, or 

to have integrity, when they faced challenges to their ability to act consistently with those 

values in the face of ethical dilemmas.  How they related their past experiences to the 

current situations was evident in their reflections, a finding consistent with a study of PTs 

(Barnitt & Partridge, 1997).  They also confronted their biases through internal thinking 

and reflecting.  It seemed as if the students did not have an identity as someone with 

biases.  When they experienced themselves feeling biased toward a patient, it was an 

important incongruity with their identity that they had to reconcile.  The students 

described internal conversations and reflecting in which that reconciliation occurred. 

McGee and Ogger (2000) reported a similar finding in regard to recognizing and 
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responding to bias about patients, but did not describe the transformative process the 

students in the current study described.  Students confronted their self-perceptions, such 

as confidence, uncertainty, or hopefulness, through these internal interactions. The 

students also explored the question, “What should I do?” via these internal processes.  

They questioned themselves, reflected on the actions of others, and made judgments 

about the course of action they would take. This study extends the limited findings about 

PTs to PT students and provides new understanding about the importance these internal 

communicative processes play for PT students’ ethical reasoning.   

The other internal constraints that they explored in via their internal 

communicative processes were the energy they had to invest in the situation, and their 

perceptions of power, authority, and responsibility.  While they discussed external 

constraints, such as payment policy, most often with their CIs, they used internal 

processes to reflect on the meaning of those constraints and how they affected their 

practice.  As discussed in Chapter Six, both reflection and thinking-in-the-moment 

sometimes functioned to create basin attractors (Kauffman, 1995), holding the students in 

a place of inaction based on their internally mediated interpretation and understanding.  

At other times, they functioned to create strange attractors of the search for new meaning 

(Dimitrov, 2003; Stacey, 2001).  Their internal communicative processes primarily took 

on a self-reflexive, internal nature as described by Stacey, but also served as a means by 

which the external world was brought into the student’s world, e.g. when students 

reflected on patients’ feelings or when external constraints were introduced by CIs.   

There were two studies that included findings relative to reflection in ethical 

dilemmas students face (McGee and Ogger, 2000; Mostrom, 2005).  McGee and Ogger’s 
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findings in this regard are mentioned above.  Mostrom included data from journals in 

which students reflected on their feelings, those of their patients, and what they learned 

about themselves during their clinical experiences.  These reflections resemble those in 

the current study.  Neither study analyzed the role these reflections played in the 

student’s ethical reasoning.  Jensen and Richert (2005) used reflection to explore 

students’ learning following encounters with standardized patients enacting ethical 

scenarios, but those were reflections on their learning following the encounter.  One 

study found that thinking and reflection played an important part in PT students’ 

professional socialization during clinical experiences (Plack, 2006).   That study did not 

examine ethical dilemmas.  Given the absence of literature noted above, this study 

provides new information about how PT students use external and internal resources as 

they reason through ethical dilemmas.  This study also provides an important starting 

point for further investigation of these aspects of ethical reasoning among students and 

PTs. 

External Processes 

Students’ also used external, social processes to explore their reasoning.  The CIs 

were the external resource they used most frequently.  They also relied upon other PTs, 

family members, fellow students, and the literature or their classroom learning.  PTs and 

practicing clinicians in rehabilitation settings used peer interaction and consultation 

(Finch, Geddes, & Larin, 2005; Redman & Fry, 1998; Wise, 2000). The studies that 

examined nursing and medical students found they consulted with their clinical 

supervisors (Cordingley, Hyde, Peters, Vernon, & Bundy, 2007; Homenko, Kohn, Rickel, 
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& Wilkinson, 1997; Kelly, 1992; Turner & Bechtel, 1998) and their peers (Cordingley, et 

al.; Kelly; Bechtel & Turner). 

In the current study, the CIs first choice was to guide the student toward action 

instead of telling the student what to do or stepping in and acting on their behalf.  The CIs 

said one of their core purposes was to help the students learn to make independent 

decisions.  Other PTs were either substitute CIs on the regular CI’s day off or served an 

advisory capacity because of their special expertise or supervisory role.  Family members 

and classmates provided support and an outlet for the students to express their emotions 

and feelings about their clinical experience a finding similar to that of Wise (2000) in 

physical therapy and Kelly (1992) in nursing. 

The interactions with CIs and other PTs served exploratory and interpretive 

purposes.  They provided advice and consultation to help the student explore what actions 

they might take and what resources were available.  The students explored external 

constraints on their action through their CIs and other PTs.  These external constraints 

included third party payer rules and clinic policies and the environmental context of the 

clinic.   

The CIs also functioned as role models for the students.  Role models were 

important for student PTs (Mostrom, 2005) and nursing students (Kelly, 1992).  The way 

in which the CIs and students described the CI as a role model could also be considered 

exploratory in nature.  They both said that, through role models, students learned (a) how 

to interact with patients, (b) how to communicate to patients about specific topics, such as 

third party payment procedures, and (c) how to apply what they observed in different 

situations.  The CIs said they wanted the students to observe how they listened to 
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patients, demonstrated caring, and advocated for patients.  The CI and other PTs served 

an interpretive purpose when they gave advice based on their expertise, for example 

when they were helping the student understand a complicated problem.  They also helped 

the student interpret the social or cultural phenomena that were important in the situation.  

When the CI or other PT acted in lieu of the student, either the situation was complicated 

and the CI had prior experience with it, or the CI noticed the student was hesitant and 

unsure of what to do and it was effecting the patient.  The CI tended to act in lieu of the 

student earlier in the clinical experiences.  Like the family members and classmates, the 

CIs, also served a supportive role for the students or consoled them when necessary, but 

the CIs did this with much less frequency than they provided others types of guidance 

and than what the students received from family members and fellow students.   

With the exception of support and consolation, the CIs tended to provide 

procedural and pragmatic advice that was action oriented.  The support and consolation 

tended to be statements from the CI, as opposed to questions posed to the student, e.g. 

“how are you feeling about this?”  As one student remarked and was evident in the data, 

the CI and student did not have in-depth explorations of the ramifications and subtleties 

of the ethical situations they were facing.   Several students said the research interviews 

were unusual because they afforded the opportunity to talk about the ethical issues in 

depth.   

The students recalled classroom learning and the literature in ethical situations, 

but it served a narrow focus.  With one exception, these students used these resources to 

understand the clinical aspects of the ethical situations they faced.  An example was 

Luke’s recall of his learning about HIV infection.  One student mentioned how her class 
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in ethics helped her discern the need to act in a situation. Cordingley, et al. (2007), 

reported that medical students consulted written materials to help them with ethical 

situations. 

Resources notable for their absence in the students’ ethical reasoning were the 

American Physical Therapy Association (APTA) Code of Ethics and academic faculty 

members.  Cathy mentioned the importance of the APTA “motto” of “do no harm,” in 

reality a misstatement because the APTA does not have a motto.  Anne mentioned the 

APTA Code of Ethics in a general way in relation to her thinking about ethics and 

morals, but not in relation to specific situations.  The PTs in one study reported they 

consulted with experts at the APTA when confronting ethical issues (Wise, 2000).  No 

student or CI mentioned consulting academic faculty members, including the person on 

faculty who serves as the academic resource during the students’ clinical experiences.   

The students in this study used similar external resources as those described in the 

literature.  This study expands the understanding of the purpose and nature of the advice 

and consultation these students received beyond what is found in the literature.  The 

existing literature in physical therapy or with nursing students and medical students does 

not delve into the purpose and nature of the resources student PTs or PTs use while 

reasoning through ethical dilemmas.  I was unable to find literature that addressed the 

internal processes students or PTs use to reason through ethical dilemmas.  In this regard, 

this study provides new information about how PT students use these external and 

internal resources as they reason through ethical dilemmas.  It also provides an important 

foundation for further investigation of these aspects of ethical reasoning. 
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Research Question Three, Four, and Five 

In this section, I will first analyze the relationship between the continuum of I-It 

and I-You (Buber, 1970) and ethical reasoning described with research question three 

(see figures 3 and 5) and what that relationship suggests about moral agency.  I will then 

discuss the particular nature of the relationship between the CI and student in fulfilling 

the role as moral agent.  I will conclude with a specific discussion of the findings from 

these three questions in relation to the literature. 

Buber and Ethical Reasoning 

As it relates to the third research question, I reported there were two 

corresponding continua evident: one corresponding to Buber’s (1970) I-It and I-You and 

the other corresponding to clinician-centered and patient-centered approaches to ethical 

reasoning.  Students who had a tendency to approach their patients more closely to 

Buber’s I-It also had a tendency to use clinician-centered approaches to ethical reasoning 

and those who tended to fall more closely to Buber’s I-You had a stronger tendency to 

use patient-centered approaches.  The findings from research question five suggested that 

there was a continuum of action the students took with patients in their roles as moral 

agents.  This continuum, going from telling the patient what to do at one end, 

corresponding to I-It, through negotiating agreement at the other, corresponding to I-You.  

Thus there appears to be a relationship among these three continua (see Figure 8).  

The question remains, though, as to what the relationship between these continua 

is.  I will make the case that the findings from the final four research questions, beginning 

with a consideration of how the students used internal and external resources when 

reasoning in ethical dilemmas through these last three questions, provide evidence that 
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Figure 8.  The relationship between the continuum of I-It through I-You and the ethical 

reasoning continuum occurring in the context of the internal and external constraints. 
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the perspective of complex responsive processes provides the connection.  However I 

will argue that the perspective of complex responsive processes is not sufficient to 

explain the ethical behavior of these physical therapy students.  To make this argument I 

will first consider complex responsive processes of relating and Buber in relation to 

ethical behavior among the students, then I will consider the special case of bias, and 

finally I will discuss the findings relative to unethical behavior. 

Complex Responsive Processes, Buber and Ethical Behavior 

The findings of this study imply that complex responsive processes of relating are 

epistemic, while the ethical foundation for behavior is ontological.  The findings from 

this study suggest that Buber’s I-Thou (1970) provides the ontological foundation for the 

students’ ethical comportment.  Extending the argument to the cases of bias and unethical 

behavior leads to a deeper understanding of the relationships among Buber, the 

perspective of complex responsive processes of relating, and moral agency within the 

context of this study. 

Stacey insisted that complex responsive processes of relating provide the 

necessary explanation for ethical action.  He maintained that cooperation, interaction, and 

identification with another person occur through the private and social interactions 

among people and lead to a social construction of the person’s sense of self in relation to 

society that underlies ethical action.  Concerning unethical conduct he wrote: 

What of competition, aggression, and downright refusal to cooperate?  What 
about unscrupulous acts of communication to secure individual interests at the 
expense of the collective? What about joint destruction and the incredible cruelty 
humans are capable of?  What about abusive relating?  Any explanation that does 
not encompass these widely experienced destructive aspects of human action, is, I 
think, of little use. [Emphasis in original]  (Stacey, 2001, p. 147-148) 
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Thus, Stacey argued that complex responsive processes of relating provide the 

explanation of ethical and unethical behavior.   

Stacey wrote that the nature of human interchange is characterized by turn taking, 

whether it occurs in individual minds or during interactions between people.   He 

emphasized that the nature of the interaction occurs in a distinctly historical and personal 

context that is unique to each interaction based upon the unknown or unexpected 

responses of people to one another during the interaction.  He maintained that ideological 

themes, such as formal authority or social norms, govern who may and who may not take 

a turn, and leads to inclusion and exclusion.  Within Stacey’s formulation, in order for the 

interaction to continue, people must be accountable to one another.  Thus, mutual 

accountability and turn taking make power both an important enabler and a constraint 

during interactions.  He contended that inclusion and exclusion are the inevitable result of 

all human interaction resulting from the ubiquitous power relationships inherent in 

communication.  Stacey insisted that categorizing people into the excluded or included 

membership groups is an integral part of the pattern forming processes in 

communication.  People create power relationships in their private, reflective thinking 

and in public interactions with others.  He concluded that a person feeling the threat of 

exclusion would experience “existential anxiety” (p. 149) and trigger the means for that 

person to deal with the anxiety.  Stacey’s main concern was groups of people that 

experience exclusion dynamics, and he concluded that there are emergent communication 

patterns that are socially unconscious and self-organizing that lead to socially manifested 

exclusion dynamics.  In his formulation, patterns of exclusion dynamics result in 

categorizations that emphasize differences and minimize similarities among the groups 
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involved.  Stacey concluded that these emergent phenomena from communication 

patterns in groups explain the destructive aspects of human interaction. 

As Stacey suggested (2001), the students in this study enacted their history and 

continuously considered and reformed their identity through their internal and external 

communicative processes (see Figure 7).  However, the findings relative to how the 

students approached their patients, as described in research question three, suggested 

there is an underlying stance toward patients along a continuum of Buber’s I-It and I-You 

that was an emergent phenomenon.  That is, their underlying stance was greater than the 

sum of the parts contributing to these students’ conceptualization of their approach to 

patients, and was not consciously considered by the students through communicative 

processes.  In the analytic framework that I used for this study, there were four 

characteristic patterns that were evident in how the students related to patients.  The 

students described all forms of communication, including their thinking, conversations, 

and actions that could be characterized according to these four patterns.  Given the 

researcher’s perspective, I could assemble those patterns into a coherent whole that the 

students did not conceptualize.  I suggest that this conceptualization was not part of their 

conscious sense of identity, but was evident in their communicative interaction.  Even 

though I asked them to talk about how they viewed their relationship with patients, the 

responses were characterized by descriptions of whether it was a friendship, spending 

time and listening, social banter, and serving the patient’s interests in life by helping them 

meet their functional goals.  Those underlying, unconscious perceptions reflect a stance 

that corresponds to Buber’s understanding of relationship and provide the ontological 

basis for understanding students’ ethical behavior.   
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It is from this stance that the students then proceeded to act ethically as moral 

agents, with differences in how they reasoned through their responsibilities as moral 

agents that corresponded to their underlying ontological stance toward patients, vis-à-vis 

Buber.  When acting as moral agents, there was clear evidence that through complex 

responsive processes of relating, both private and public, the students’ identities as moral 

agents emerged and had meaning.  The perspective of complex responsive responses 

provided an epistemological basis for the students’ role as moral agents.  These 

communicative processes were evident in how they reasoned through internal and 

external constraints, negotiated action with their CIs, and acted as moral agents with their 

patients in the face of ethical dilemmas (see Figure 9).   

The Case of Bias 

I will now turn my attention to the special case of bias among the students.  In this 

study, from the PT students’ perspective, the “other” they most frequently encountered 

was the patient or the CI.  The potentially destructive communication of stereotypes and 

biases was evident among all of the students relative to patients.  As examples, recall that 

Amy described bias toward patients who did not participate in physical therapy (though 

she was the one student who did not recognize it as such and, as a result it was not 

reported as such in the findings), Luke described bias toward a patient with HIV 

infection, Cathy described bias toward a patient making racially derogatory comments, 

Rick felt bias toward patients with complex problems and who seemed to behave 

dishonestly, and Ruth expressed bias toward patients with a particular diagnosis.  With 

the exception of Amy, each student described internal processes that led to recognition of  
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Figure 9.  Complex responsive processes as the connection between the 

continuum of I-It and I-You and the continuum of ethical reasoning.
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their bias and described the way in which they made choices to set the bias aside and 

provide the care the patient required.  In each instance, these four students underwent a 

transformation in which he or she recognized the patient as a unique individual with 

whom they had entered a relationship.  This transformation is consistent with a shift from 

I-It to I-You in Buber’s formulation (Buber, 1970).  Amy did not describe a similar 

internal transformative process in relation to patients who did not participate in physical 

therapy in ways that met her idealized expectations.  She maintained the objective stance 

toward patients, in which the patient remained the separate “other” with whom she could 

not identify to gain new understanding.   

Stacey (2001) maintained that when a person or a group of people experience 

exclusion dynamics, there are socially unconscious and self-organizing patterns of 

communication that emerge.  These patterns serve to emphasize differences and minimize 

similarities among the groups involved.  In Stacey’s formulation, bias, stereotypes, and 

power would be a result of complex responsive processes of relating.   

I would suggest that the context of this study precluded exploration of the 

question of whether socially unconscious and potentially destructive human behavior of 

bias can emerge as a result of complex responsive processes of relating.  The most likely 

explanation is one of scale.  These students were functioning as individuals within a 

context of working with a single PT, within a group of PTs in the clinic, and within a 

broader group of health care practitioners and patients within the clinical setting.  Thus, 

the students, as the primary focus of the study, did not have the opportunity to interact 

with other students within the environment, and thus it was not possible for the types of 

exclusion experiences, power, and emergent phenomena that Stacey described to 
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manifest themselves.  When looking at the individual, it would seem the underlying 

ethical stance provided an explanation for the observed bias and resultant behavior.   

The Case of Unethical Conduct  

The final consideration in this section is of students who acted unethically.  In this 

study, there were students who chose not to act when faced with ethical dilemmas, a 

different behavior than acting unethically.  Acting unethically implies intentional 

wrongdoing from an ethical stance, i.e. succumbing to moral temptation.  Choosing not to 

act implies a lack of moral courage when the opportunity exists to act ethically.  None of 

the students acted unethically, but three students chose not to act when confronted with 

an ethical dilemma.  Given the absence of unethical behavior, this analysis will proceed 

using the situations in which students chose not to act.  As described in Chapter Five with 

research question five, Amy, Cathy, and Ruth all reported situations in which they 

discerned an ethical dilemma and chose not to act.  Given that Amy and Cathy fell into 

this group, and tended to fall toward opposite ends of the continuum with respect to I-It 

and I-You, leads to the question as to whether the explanations of ethical behavior in 

terms of Buber hold true when choosing not to act with moral courage when faced with 

an ethical dilemma.  In each of these cases, the student chose not to act based upon her 

constructed identity as a PT student, including her perspective of power and authority, 

through internal reflection and thinking.  In Cathy’s case, she interpreted the relationships 

between nurses, physicians, and PTs, via communication with them and observation of 

the way in which they interacted.  These students constructed their identity and created 

meanings via internal communicative processes and, in Cathy’s case, in external 

communicative processes.   
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In these cases, complex responsive processes provide an explanation for the 

students’ behavior of not acting ethically.  Their socially constructed identity, the historic 

context, and the meaning they ascribed to the events led them to defer acting, even 

though they saw the benefit of acting and could evaluate the results of that action.  This 

analysis is limited by the absence of unethical behavior among the students in this study 

and it is based on findings associated with three students.  These findings are also 

consistent with the case reported by Bella (2006), in which a scientist’s participation in 

biochemical weapons research was explained via emergent phenomena in his interaction 

with other scientists in the research lab and the acknowledgement he received for his 

work.  Bloch and Nordstrom (2007), using Bella’s study, the work of Sen (2006), and 

preliminary results from the current study, concluded that Buber (1970) provides a way 

of understanding ethical action as it is related to identity and relationship that complexity 

science does not fully provide. 

The Clinical Instructors Role With Students as Moral Agents 

Complex responsive processes of relating describe how the CIs functioned in 

relation to the students as moral agents in the ethical dilemmas (Stacey, 2001).  They 

allowed the students’ to explore situations, experiment with choices, and make decisions 

when confronting ethical dilemmas.  While doing so, the CIs provided advice, helped 

students interpret the external environment, and guided students through agency.  The CIs 

described their internal reflections about the student’s experience and the public 

communications they had with the students.  

The CIs operated with one major constraint, their primary fiduciary responsibility 

for the patients, a finding similar to that reported in the literature (Mostrom, 2005; Scully 
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& Shepard, 1983).  The students had to demonstrate to the CIs that they could trust them 

to provide adequate care to patients.  When they earned the CI’s trust, the student had 

wide latitude to act.  Simultaneously, the CIs recognized the uncertainty that they were 

facing each day.  They knew they could not predict every eventuality the student might 

face, but the trust they developed in the student permitted them to accept the uncertainty.  

Their framework of accepting uncertainty while guiding students toward agency fits with 

descriptions of complex adaptive entities in a far-from-equilibrium state (Goldstein, 

1999; Kauffman, 1995; Richardson, Cilliers, Lissack, 2001).   

It was through early clinical practice, as opposed to specific ethical situations, that 

the CIs developed trust in the students.  During the early clinical practice experiences, the 

CIs used role modeling to demonstrate communication, listening, caring, advocacy, and 

focus on the patients.  The importance of role models in this process is consistent with the 

literature (Cross, 1995; Mostrom, 2005; Scully & Shepard, 1983).  Deliberate in their 

function as role models, the CIs watched for these same behaviors among the students.  

They felt these early clinical experiences provided the foundation for students to explore 

and improve their ability to relate to patients and focus on “the big picture,” as Anne 

described it, instead of the technical aspects of clinical care.  

Whereas the students’ ethical reasoning was focused on themselves and the 

patient, the CIs ethical reasoning focused on the patient and the student.  There was a 

self-reflexive process evident with CIs as they asked themselves what they might do in 

the situation and recalled their own past experiences.  One other study reported these 

reflections by the CIs (Mostrom, 2005).   
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The complex responsive process of socially negotiated action between CI, student 

PT, and patient took many forms.  It was characterized by the CIs’ attunement to the fine 

nuances of gestures and language and their interpretation of the meaning from what they 

were observing and hearing.  

The CIs also used internal, private processes during their interactions with 

students and patients.  The description of Rhoda and Rick in Chapter Five provides a 

particularly rich example of this internal communicative process while they were jointly 

with a patient.  In the larger picture when students were faced with an ethical dilemma 

and came to the CI, the CI’s internal communicative process was framed by a preference 

for the student to make the decision.  Said another way, the CIs internal communication 

was based on building professional responsibility among the students.  This preference 

among the CIs was also evident in the infrequent occurrence of stepping in and acting on 

behalf of the student.  They only stepped in when the situation was particularly 

complicated or, early in the clinical experience when they noted significant hesitancy to 

act on the part of the student.  While Scully and Shepard (1983) did not use the 

framework of complexity science, they described a similar guiding purpose for the CIs in 

that study. 

Discussion of Findings Relative to the Literature 

This discussion will focus on two main bodies of literature related to how the 

students’ negotiated action with patients and CIs in their roles as moral agents and how 

the students approached their patients.  One body of literature concerns PTs’ reasoning.  

This body of literature includes clinical reasoning among PTs, ethical reasoning and the 

literature on student, novice and expert PT practitioners and is relevant to this study and 
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merits exploration.  The other pertinent body of literature concerns clinical education in 

physical therapy.  I will discuss each of these bodies of literature in this order. 

Physical Therapists’ Reasoning  

I will first discuss the literature on ethical reasoning among PTs, and then discuss 

the approaches to ethical reasoning that were evident in this study. I will then discuss the 

literature relative to student, novice and expert reasoning.  Lastly, I will explore the 

literature on clinical reasoning among PTs and relate the findings of this study to that 

literature and then revisit the particular topic of ethical reasoning. 

The sparse literature from empiric studies of ethical reasoning among PTs does 

not provide a consistent picture of how they reason through ethical problems.  One study 

reported that a model of ethical decision-making was evident in PTs descriptions of how 

they identify and resolve ethical dilemmas (Wise, 2000).  That study concluded PTs 

identify the problem, consider the factors that are involved, gather information and 

problem-solve, decide what to do, act and then reflect on the situation. The student and 

CI participants in this study did not explicitly describe an ethical reasoning or decision-

making process they used, nor, with one exception, could a linear approach to ethical 

reasoning or decision-making be inferred from their descriptions.  The one situation in 

which a process was most evident concerned [Christian Scientist and no treatment].  

While this was the one of the few ethical dilemmas described as such by the participants, 

one cannot infer that physical therapy students use an ethical decision-making process 

similar to that described by Wise based on the one case in this study.  One study (Barnitt 

& Partridge, 1997), discussed above, concluded that PTs tended to reason from a 

biomedical model, as opposed to a psychosocial model, and that emotions and history are 
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prominent features of their reasoning.  As reported previously, the tendency among the 

PT students in this study relative to reasoning from a biomedical model was more closely 

associated with their underlying stance toward their relationship with patients.  This 

difference provides a basis for further inquiry. 

Two studies (Edwards, Branauck-Mayer, & Jones, 2005; Greenfield, 2003) had 

findings that indicated that PTs approached ethical problems in a fluid, non-linear fashion 

in which the patient’s perspective figured prominently, and in which the therapist used 

normative and non-normative ethics.  The therapists in both studies used their personal 

morals or virtue-based reasoning in their ethical reasoning approaches.  Edwards et al. 

reported that PTs used casuistry, case-based and thematic ethical thinking, in their non-

normative reasoning, 

Consistent with the studies reported above (Edwards et al., 2005; Greenfield, 

2003), the students in this study used narrative, non-normative approaches and normative 

approaches to their reasoning in a non-linear fashion.  Students considered patients’ 

narratives as well as their own narratives in their reasoning, as described above, a finding 

consistent with these studies.  The student’s personal narratives included their 

experiences growing up, the influence of family on their morals, and their experiences as 

PT students, similar to Greenfield’s findings.  The students’ virtues and their duties were 

important as they reasoned through a case and decided what action to take.  They 

explored their virtues and duties via their internal processes.  While they were exploring 

these aspects of the dilemma internally, they simultaneously engaged outside resources to 

gather more information, typically clinical or procedural data.  While they were internally 

asking themselves questions, such as “what is going on?” and “what should I do?” they 
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would sometimes ask their CI the same questions.  The reasoning processes the students 

used closely matched those used by PTs as described in the literature (Barnitt & 

Partridge; Edwards, et. al; and Greenfield.) 

Given the similarities among the studies described here and the findings from this 

study, it is instructive to relate the findings from this study to the literature on clinical 

reasoning among novice PTs and the ethical and clinical reasoning in PT students.  As 

reported in Chapter Two, there are few empiric studies that address these topics in the 

literature (Jensen, Shepard, Gwyer, & Hack, 1992; Jensen, Shepard, & Hack, 1990; 

Mostrom, 2005).  The two earlier studies (Jensen, Shepard, Gwyer & Hack; Jensen, 

Shepard, & Hack) explored clinical reasoning in orthopedic physical therapy among 

novice and expert practitioners using field observations.  They found that the novice 

practitioners were guided by rules, exhibited less fluid interactions with patients than 

experts did with their patients, and tended to seek “right answers.” Because of the 

different population, purpose, and design of those two studies compared with this study, 

the findings are not clearly transferable.   However, the students in this study did seek out 

rules as guides to their ethical reasoning, particularly notable with Amy.  The students 

sought to clarify the payment policies, clinic procedures, and clinical evidence to guide 

their thinking when they perceived those would influence their action.  As opposed to 

“right answers” the students sought to do the “right thing” when faced with ethical 

problems.  These differences suggest that if there are similarities among PT students’ 

clinical reasoning and ethical reasoning, as reported in two studies (Edwards, et al. 2004; 

Edwards, et al. 2005), there would need to be a study that explicitly explores the clinical 

reasoning of PT students. 
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Mostrom’s study explored how PT students learn ethical practice while on clinical 

experiences.  She concluded that they could use patient-centered reasoning, tolerated 

ambiguity, and recognized the conflicts with institutional practices.  Her findings stressed 

the importance of taking a holistic view of patients’ experiences of illness and disability, 

learning to build relationships with patients, and learning to genuinely express caring.  

Her findings are consistent with the findings in this study relative to how students 

conceived their relationship with patients, particularly when that relationship recognized 

the holistic, empathetic view of the patient consistent with Buber’s I-You (Buber, 1970).  

In this study, the students who took this approach to their patients more typically engaged 

in collaborative reasoning approaches in which the patient’s narrative figured strongly to 

arrive at mutually agreeable solutions.  The findings relative to patient-centered reasoning 

in this study and the study by Mostrom are consistent and important to note.  These 

findings suggest that student PTs can be attuned to the needs of patients and seek to 

understand the patient’s perspectives and feelings. 

Once I analyzed and interpreted the findings in this study, I realized there was an 

alignment with two interrelated studies on clinical and ethical reasoning (Edwards, 

Braunack-Mayer & Jones, 2005; Edwards, Jones, Carr, Braunack-Mayer, & Jensen, 

2004).  Once that alignment was apparent, I used these studies as part of the analytic 

framework for the third, fourth, and fifth research questions for this study.  In a manner 

consistent with the findings of these authors, the students in this study used a dialectic, 

iterative, non-linear process in their ethical reasoning.  Within an ethical framework, the 

students used deductive reasoning based on the ethical principles, rules and duties that 

were important in the case as one part of the dialectic and inductive reasoning based on 



284 

 

narratives as the other.  In the study of ethical reasoning, Edwards et al. (2005) only 

referred to patient’s narratives in the inductive reasoning pole; they did not report on the 

presence or importance of the PTs’ personal narratives in their inductive reasoning.  As 

was evident in the current study, the student’s personal narratives, instead of the patient’s 

narrative, shaped the nature of the inductive reasoning with students when their 

relationship with patients was more of an objectified stance of I-It.  Similarly with the 

findings from these studies, a holistic, biopsychosocial understanding of the patient was 

central to the students’ reasoning processes, but only when the student adopted an 

approach to the patient more characteristic of Buber’s I-You (1970).  The difference in 

the nature of the inductive reasoning process observed in the students and its 

correspondence with their relationship with patients is an important difference between 

this study and those discussed here (Edwards, 2000; Edwards, Braunack-Mayer, & Jones, 

2005; Edwards & Jones, 2007).  That difference merits exploration to determine if 

clinician-centered inductive reasoning is evident in experienced PTs, or if it is a 

phenomenon of professional development and socialization that fades with experience. 

Edwards et al. (2005) reported that the PT’s ethical reasoning was also 

characterized by casuistry, thematic pattern recognition in an ethical case.  The PTs in 

that study had several years of experiences upon which to draw when they encountered 

ethical situations, providing a basis for observing patterns and recognizing themes from 

those past experiences.  I would hypothesize that student PTs do not have sufficient 

experience upon which to recognize these themes and patterns.  The closest 

approximation in the current study to the use of casuistry was the student who recalled 

her experience with hope and recognized that pattern from her past and applied it in 
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several cases.  Similarly with the difference with inductive reasoning reported above, this 

difference merits exploration on the same basis. 

In all of these studies (Edwards, 2000; Edwards, et al. 2004; Edwards et al. 2005), 

the authors concluded that the PT’s professional virtues and approaches to caring are 

formed through their interactions with patients.  While they did not use a complexity 

science framework to interpret their findings, I would suggest their conclusions are 

aligned with complex responsive processes as a means through which knowledge and 

identity are formulated (Stacey, 2001).   

Conclusions 

The nature of the ethical dilemmas students and their CIs faced arose from the 

every day reality of physical therapy practice.  Situations the students clearly identified as 

ethical dilemmas were rare events.  Perhaps the nature of the ethical dilemmas is a 

reflection of the nature of PT practice, in which the concern is the patient’s function in 

everyday life within a social context with an orientation is toward caring and helping.  In 

a complexity science framework, the students and their CIs were complex adaptive 

entities functioning in a far-from-equilibrium state in which non-linearity and power law 

relations were evident.  The ethical situations these students and the CIs faced were 

inextricably entwined within a clinical context.  The language the participants used to 

describe the ethical dilemmas was not from bioethics and ethics, rather it was the 

language of personal narratives and clinical practice.  Those personal narratives, where 

personal and professional history, experience, and identity melded, were evident in how 

the students reasoned through ethical dilemmas.  When describing the moral principles, 

values and virtues that are part of their personal narrative during the interviews for this 
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study, the participants used the language of ethics.  These interviews were abstract 

conceptualizations of meaning that occurred in the arena of participating in a research 

interview, not the translation of meaning into functional values of practice (Griffin, 

2002). 

The way in which the students conceived of their approach to patients had a 

profound influence on how they acted as moral agents when faced with ethical dilemmas. 

While a student functioned along the continuum between I-It and I-You (Buber, 1970), 

never fixed in one place, there were detectable tendencies toward one end of the spectrum 

or the other and those tendencies were associated with tendencies in their ethical 

reasoning.   

I would conclude that I-It to I-You (Buber, 1970) provides the ontological stance 

for ethical action. It is through complex responsive processes that the students’ 

constructed their identity as moral agents and the meaning of moral agency.  There were 

constant internal and external communicative interactions among the students and the CIs 

through which the students constructed their meaning of the situation and reconstructed 

their identity.  It was through these communicative processes and subsequent reflection 

that the student’s identity as moral agents emerged.  

Concepts from complexity science, in addition to those of the perspective of 

complex responsive processes, are woven through the experiences of the PT students and 

their CIs as moral agents.  An understanding of the emergent nature of the students’ 

experiences gives an appreciation for the importance of diversity and difference, in all of 

the meanings of those words, to trigger confrontation of pre-existing identity and the 

potential for re-conceptualization of that identity.  The CIs played a critical role in 
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fostering the emergence of ethical PTs.  Consideration of dissipative structures, basin 

attractors, strange attractors, and the power of positive and negative feedback loops 

provide insight into the forces that constrain action and catalyze change in the face of 

ethical dilemmas.   

The American Physical Therapy Association has adopted seven core values 

(American Physical Therapy Association, 2003), including compassion, caring and 

integrity.  These core values closely align with an I-You relationship with patients.  As 

was observed in this study and as suggested by Griffin (2002), in order for these values to 

become functional and, therefore pervasive in the physical therapy profession, students 

and PTs need to socially construct the personal meaning of those values through their 

education and practice experiences. 

The findings of this study, the interpretation of these findings, and the relationship 

with the literature on ethics and reasoning in PT provide an understanding of the role of 

PT students as moral agents when they confront ethical dilemmas during clinical 

experiences.  The implications of those findings and their interpretation are discussed in 

the next chapter. 
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CHAPTER 8:  IMPLICATIONS 

The findings and conclusions of this study have implications for all phases of 

entry-level professional education in physical therapy.  There are also implications for 

practice that can be inferred from the findings in this research.  I will conclude with a 

discussion of future research. 

The implications for education and practice discussed here are (a) the conception 

of the relationship with patients in physical therapy practice and its relationship to ethical 

reasoning and moral agency; (b) framing ethics in a clinical context while preserving its 

unique nature in practice; (c) the nature of ethical issues physical therapist (PT) students 

and PTs confront; (d) the role of academic resources during clinical experiences; and (e) 

the use of narrative reasoning in ethics, education, and practice.  I will identify where 

these implications for practice and education have a foundation in complexity science.  

Throughout, I will emphasize the importance of communicative interactions, private and 

public, as characterized by complex responsive processes (Stacey, 2001), but will not 

always identify these explicitly.   

The Relationship with Patients, Ethical Reasoning and Moral Agency 

The finding in this study in which the students’ relationship with patients was 

associated with how they approached their ethical reasoning and moral agency has 

profound implications in physical therapy practice and education.  The nature of complex 

adaptive entities with emergent properties suggests a multi-faceted approach to teaching 

ethical reasoning and patient relationships that is holistic and particular would be 

beneficial.   
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The implications for a holistic approach are oriented toward the philosophy of 

practice and curricular approaches in entry-level physical therapy education.  There are 

four interwoven threads comprising this holistic approach: (a) a biopsychosocial model of 

disability and of physical therapy practice; (b) the World Health Organization’s 

International Classification of Functioning, Disability and Health (ICF) (World Health 

Organization, 2001); (c) approaches to clinical and ethical reasoning; and (d) approaches 

to relationship with patients.   

According to the World Health Organization (World Health Organization, 2001), 

widespread adoption of a biopsychosocial model of disability would benefit patients and 

the people they serve, including physical therapists.  A biopsychosocial model aligns with 

the World Health Organization’s ICF (World Health Organization), a framework of 

disability and health that is being adopted with increasing frequency around the world, 

but more slowly in the United States (A. Jette, 2006).  Moving to this model and 

framework would influence PTs to view patients in a broader sociocultural context, a 

move that could potentially align PTs with a relational stance toward patients in which 

patient-centered collaborative care is the norm.  

There is emerging evidence in the literature (Edwards, 2000; Edwards, et al, 

2004; Edwards, et al., 2005; Edwards & Jones, 2007), that experienced PTs engage in a 

dialectic between deductive and inductive approaches to ethical reasoning.  In that 

inductive approach, the patient’s narrative serves a critical function in bringing what is 

important to that patient as a person into the realm of the interaction between the patient 

and PT.  There was evidence in this current study that PT students have the potential to 

exhibit a similar patient-centered approach to patients.  There is an alignment among the 
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approaches toward ethical reasoning from the literature and in this study, the 

biopsychosocial model, and the ICF framework, in that they all place the patient at the 

center of the PTs actions.  Given that alignment among the research evidence and 

existing models, faculty members and programs have a strong foundation on which they 

can base their teaching of clinical and ethical reasoning.  The research evidence offered 

by Edwards and his coauthors and this study, suggest faculty can expect students to 

integrate a patient-centered approach characterized by use of a dialectic between 

inductive and deductive reasoning during students clinical and classroom learning 

experiences.   

The final important thread of a holistic approach would be an explicit focus on 

relationships with patients that promotes a view of the patient as another human with 

whom the PT enters into a relationship as characterized by I-You (Buber, 1970).  While 

explicitly recognizing the importance of an approach to a relationship with the patient as 

a person as central to physical therapy practice, there would be an acknowledgement of 

the value and function of the objective stance of I-It that supports effective diagnosis and 

treatment.   

The four threads of this holistic approach, once adopted and integrated into a 

physical therapy educator’s philosophy of practice and approach to entry-level education, 

would provide mutual positive feedback loops within the complex adaptive entities of 

faculty, clinicians, and students, and would support the emergence of new understanding 

and professional identity.  Asking students to develop and articulate a philosophy of 

physical therapy practice during their entry-level education, to publicly claim that 

philosophy, and to make it available for challenge during clinical experiences and with 
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faculty mentors is a curricular process that would support a holistic view of the student’s 

education for professional practice.  Physical therapy educators and clinicians who have 

not undertaken a similar exercise could also do so.  The recursive, reflective, and self-

referential nature of these activities is aligned with complex responsive processes. 

In addition to a holistic approach described above, a focus on the particular would 

begin with the four patterns of communication that were evident in the students’ 

approaches to relationship with patients.  I will address learning activities related to each 

of these four patterns of communication, combining the final two because the learning 

activities are similar.  The findings from this study suggest that these learning activities 

would help clinicians and students avoid constructing the identity of the patient as an 

objectified “other” identified only as the diagnosis.   

To begin, every clinician, every academician, every student, and every member of 

the staff of a clinic, should use person-first language that places the people who are 

patients first in communication about them.  Adoption of this language is more than 

politically correct; it reflects an inherent way of thinking (Davis, 2006).  A pervasive use 

of person-first language so it becomes an inherent way of thinking implies it would be 

evident in the way people speak about patients informally in a classroom or in a clinic, 

formally in conferences, rounds, presentations, and classrooms, and in all forms of 

writing, including email and on-line discussion boards.  That habit of thought requires 

practice and feedback on the part of all concerned.  

Abstract characterizations through causal reasoning by PT students toward 

patients without communicative interaction with the patient merits discernment among 

colleagues and students.  That discernment and subsequent change in patterns of thinking 
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can be aided by learning activities that encourage inquiry and emotional curiosity about 

patient’s lives.  Examples of such learning activities include narrative and social history 

interviews, experiential learning with standardized patients, or purposefully selected 

patients in clinical education in which the effects of those characterizations are brought 

into focus, and the student and CI engage in an assertive, critical questioning of the 

students’ characterization of patients.  An example of the type of purposeful clinical 

education experience could be drawn from the experience of Cathy and Claudia, in which 

Claudia noticed Cathy’s reaction to people in prison custody, a behavior indicative of 

abstract characterization, and assigned her one of these patients.  Claudia’s approach was 

consistent with loose coupling, in which she did not explicitly state her full intention 

behind her plan, but the desired learning was evident. 

The widespread occurrence of bias among the students in this study suggests the 

importance of designing learning activities to address that behavior.  Guided journals on 

topics such as descriptions of the student’s ideal patient or experiences with unlikable 

patients during clinical experiences could trigger recognition of the student’s bias much 

like what occurred during this study.  That reflection would need to be followed by 

discussion and engagement about these experiences and the student’s interpretation and 

learning.  Because admitting bias and discussing it can be difficult for people, learning 

experiences in which the discussion occurs in dyads rather than larger groups would be 

helpful.  Clinicians can use reflective journals of their practice experience to uncover bias 

and its affect on their patients.  

The final two patterns of relating with patients observed in this study concerned 

identifying with the patient’s feelings and experiences in a social context as another 
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human being.  While the focus on function and helping is foundational to physical 

therapy (Stiller 2000; Triezenberg, 2005), doing so from a truly patient-centered 

framework may be more of an espoused value than a lived value (Jorgensen, 2000).  The 

literature on expert PT practitioners provides evidence of a patient-centered focus on 

function as an important element of expert practice (Jensen et al. 2000).  Such a focus 

brings patients’ experiences in the broader context of the their lives, an alignment with I-

You (Buber, 1970), into the relationship between the patient and the PT.  The 

development of a philosophy of practice could assist with an orientation in the direction 

of the patient’s view of function.  To have a patient-centered focus on function become 

part of a student’s socially constructed identity, learning activities that encourage inquiry 

and curiosity about patients’ experiences could support learning in this area (Halpern, 

2001).  This would be consistent with the concepts of complex responsive processes.  The 

literature on clinical reasoning supports the value of purposeful interaction between PTs 

and patients to gain a better understanding of the patient’s life (Edwards et al., 2004).  

Halpern described it as an “…ongoing attentiveness to what patients communicate, 

verbally and nonverbally” (p. 131).  These interactions occur in the fluid, ongoing 

conversations between PTs and patients.  Thus, attention to the nature of these 

interactions through questions from a clinical instructor (CI) or purposeful reflection can 

help the student or PT have an intention toward patient-centered care.  Patient satisfaction 

surveys that inquire about the patient’s perception of the PT’s focus on the functional 

outcomes that are important to the patient and the PT’s understanding of the patient’s life 

can also be a means to address the two final patterns of relationship with patients.  There 
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are examples of such surveys in the literature (Beattie, Pinto, Nelson, & Nelson, 2002; 

Beattie, Turner, Dowda, Michener, & Nelson, 2005). 

Framing Ethics 

 Given that the students’ experience of ethical dilemmas was nearly always 

framed in the context of clinical practice and described in clinical and lay language, it 

would seem sensible to give that clinical orientation due respect, but no more.  By that I 

am not suggesting that ethics education in physical therapy should abandon learning that 

increases understanding of ethical concepts, ethical analysis, the professional code of 

ethics, and the normative ethics of practice (Triezenberg, 1997; Triezenberg & Davis, 

2000).  However, I am suggesting pursuit of integrated learning strategies that cultivate 

ethical behavior with strategies that develop clinical practice capabilities.  The findings of 

Jensen and Richert (2005) using standardized patient interactions in ethics education 

provide a model for integrated learning activities.  They suggested that authentic 

experiences that are framed in the reality of clinical experience provide meaningful 

learning experiences for students while helping connect ethics with practice, instead of 

having it reside in the student’s reality of a separate course on ethics.  There are two 

articles (Greenfield, 2007; Misch & Peloquin, 2005) that offered educational strategies to 

teach empathy and the importance of emotion in ethical decision making that also offer 

insight into how to frame ethics within a physical therapy curriculum.  These authors also 

stressed the importance of integrated curricular approaches and discussed emphasizing 

students’ interpersonal communication within clinical practice courses through grading 

rubrics, cases, classroom discussion, and guided journals.  They also suggested that 
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videotaped case-based role-playing among students or with faculty and students could be 

helpful in this regard.   

Given students’ experience of uncertainty and ambiguity in clinical practice and 

the nonlinearity of clinical learning, courses in which students must address complicated 

cases with underlying ethical dilemmas for which there are no right answers seem to offer 

a path into the experience of ethical reasoning in the clinical setting.  These cases, 

followed with guided personal reflection, on-line discussion boards, or small group 

discussions, can call forth complex responsive processes of relating (Stacey, 2001) that 

would contribute to the student’s sense of professional identity and reconstruct the 

meaning of their ethical reasoning.  

The Nature of Ethical Issues in Physical Therapy Practice 

The nature of the ethical issues the PT students faced were similar to those of PTs 

(Barnitt, 1994; Barnitt, 1998; Barnitt & Partridge, 1997; Carpenter, 2005; Greenfield, 

2003; Guiccione, 1980; and Triezenberg, 1996).  These similarities provide a sound basis 

for the type of ethics case scenarios that can be used to teach ethics in entry-level PT 

education.  Ethics case scenarios can be structured about patient participation, conflicts 

between beneficence and autonomy, and allocation of resources.  The unique 

characteristics of ethics with PT students concerned the perceived nature of power, 

authority, and responsibility among students, their CIs, other clinicians, and patients.  

This was observed through the inherent tension between student learning through practice 

on patients who deserve effective physical therapy and the experience with negative role 

models.  These unique characteristics should be addressed in PT education and are 

discussed below. 
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The challenge in ethics education in entry-level education lies in the common 

nature of the ethical dilemmas PTs and PT students face.  One challenge is to teach 

students to discern the presence of ethical dilemmas within the clinical context.  

Strategies such as embedding ethical dilemmas, similar to those described in this study, 

within written clinical cases and then asking about those ethical concerns can help 

students learn to discern subtle ethical dilemmas and associate them with clinical 

practice.   Faculty can ask questions about the ethical implications in the case  via guided 

questions in a paper, on-line formats, or classroom discussions.  When these cases are 

included in graded assignments, rubric design that includes elements of ethical 

discernment and reasoning can reinforce the importance of ethics in practice.   

Given that the ethical dilemmas in this study were subtle and not discussed using 

the language of ethics, the manner in which ethical implications are discovered and 

described is critical.  In the clinical environment, a CI could use an inductive approach 

giving the student an opportunity to describe a situation with a patient that presented a 

challenge to their way of relating.  The guided questions for the journals and the 

interviews could provide a basis for this line of inquiry (Appendixes E and G).  As an 

example the interviews asked the student to describe situations in which they knew what 

the right thing to do was, but either something got in the way of right action or they chose 

not to act.  The follow-up questions in the interviews included such questions as, “How 

did you realize there was something going on like this?”; “How did you decide what to 

do?”; and “What was your internal conversation like?”  Beginning with the particulars of 

the students’ experience and purposefully developing the discussion toward the moral 

principles and ethical issues would help students discern the ethical aspects of their 
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everyday experience.  It could also help develop their inductive reasoning abilities if the 

CI made that intention explicit.  CIs would have to be comfortable with an explicitly 

ethical line of questioning.  These discussions between students and CIs could also 

illuminate the presence of bifurcation points in the students’ experience and orient them 

toward the possibility of dissipative structures.  Using this learning strategy over time, the 

CI could guide the student toward recognition of emergent themes and patterns, similar to 

the findings of Edwards et al. (2005) related to casuistry in experienced PTs ethical 

reasoning. 

In a teaching model I use to accomplish the goal of framing ethics within clinical 

experiences, students identify ethical dilemmas in early clinical experiences using the 

guided journal reflections described in this study (Appendix E).  Students then write the 

case based on the journal reflections and they write a patient-centered narrative of the 

case, and engage in a series of small and large group discussions with classmates about 

the case.  Among other questions, that case analysis asks the student to address what they 

learned about themselves from the case and what they would do differently in an ethical 

situation during their final clinical internship.   

There were aspects of the ethical dilemmas in this study that are unique to the 

student role.  One of the most common constraints on their actions that these students 

discussed was their perception of their power, authority, and responsibility.  Academic 

faculty can encourage students to discuss their perceptions of power, authority, and 

responsibility in association with clinical education experiences.  These discussions 

would help students realize the basin attractors that might be operating in their self-

reflexive frame of reference, and might lead the student toward new learning if given the 
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choice to confront and alter the pattern of those attractor basins.  These discussions, 

whether through journals, on-line discussion boards, small group discussions, or large 

group discussions can occur before, during and after clinical education experiences.  CIs 

can explicitly establish the expectation that students bring any concerns they have about 

their experiences to someone in the clinic who does not have the power to affect the 

student’s grade or success on the internship.  The academic faculty member who 

coordinates the clinical education courses can also inquire about such experiences and 

reinforce the importance of bringing student’s concerns to the attention of the faculty 

member.  Once again, if there are concerns over power and authority given a faculty 

member’s involvement with the student’s grade, then neutral parties without that power 

and authority need to be made available to students.  

Given the power and authority relationships in clinical experiences, the issue of 

confidentiality when raising concerns about ethics and practice can arise.  Academic and 

clinical policies and practices can be developed that help students adopt the norms of the 

profession, such as those of ethics boards and licensing boards, when it comes to 

complaints about colleagues.  These norms suggest that anonymous complaints are not 

acceptable and that confidentiality about the person making the complaint will be kept 

insofar as it is possible, but that in all likelihood, the identity will become known to the 

person about whom the complaint is made. These norms can be reinforced in physical 

therapy education through the manner in which allegations of academic dishonesty from 

students are handled, and explicitly described to students as they are related to the 

professional norms. 
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An ethical dilemma in PT student clinical education arises from the fiduciary 

responsibility the CI has, as the patient’s PT, to ensure that the patient receives effective 

physical therapy while simultaneously allowing the PT student, who is learning and a 

novice, to provide direct services.  Through early role modeling, close supervision, 

coaching, and questioning, CIs assure the students are capable of providing the care the 

patient requires (Lindquist, et al. 2004; Mostrom, 2005; Scully & Shepard, 1983).  The 

situation in which Ruth failed to seek help when she was unsure of her abilities points to 

the importance of clearly establishing the ground rules for students requesting 

supervision when there is uncertainty about administering physical therapy and what the 

student should do if supervision is not immediately available. 

The ethical issue of affirmatively obtaining patient informed consent for a student 

to provide physical therapy was evident in this study and consistent with the literature.  It 

would seem prudent to have a clear process in which patients are asked to explicitly 

consent or decline to have a student provide physical therapy given the emphasis on 

personal and patient autonomy in health care in Western societies (Schneider, 1998). 

Role of Academic Resources During Clinical Experiences 

The remarkable absence of the involvement of academic faculty and learning 

resources in this study merits consideration.  That lack of involvement raises questions as 

to why or how that occurs and what, if anything, need be done about it.  There is 

apparently a schism when students leave the classroom setting and begin clinical learning 

experiences. When students encountered a significant ethical situation, e.g. Cathy and 

[Christian Scientist and no treatment], the student and CI capably handled the situation 

using the clinic’s resources.   
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Given that one purpose of clinical experiences is for the student to transition to 

clinical practice and these students were at the threshold of entering professional practice, 

perhaps it is acceptable for there to be no contact with the academic program faculty 

when the clinical experiences seem to be proceeding as expected.  On the other hand, the 

student is still enrolled in the academic program and the academic faculty do have 

ultimate responsibility for the student and judging whether the student has met the 

learning outcomes of the clinical education course.  It would seem that using journals or 

on-line discussion boards in a manner previously described, would help maintain that link 

between the academic faculty and the student in a way that supports the student’s 

transition into the profession and still uses all of the learning resources available to the 

student. 

Narratives in Ethics 

Given that narrative reasoning was evident among the PT students in this study, a 

finding consistent with the literature (Edwards, et al., 2004; Greenfield, 2003), and the 

evidence that students often related their ethical dilemmas in a narrative form suggests 

that the narrative abilities and the place of narrative reasoning in PT education merits 

attention.  The importance of narratives in health care, particularly medicine, has been 

emphasized for a number of years (Charon, 2006; Charon & Montello, 2002; Frank, 

1995; Kleinman, 1998).  As Charon wrote: 

Narrative competence allows all that a professional knows to be placed at the 
service…of this patient…  It allows the doctor or nurse or social worker to 
provide care that strengthens and does not belittle, care that deepens and does not 
blunt the patient’s search for meaning in the face of illness.  …narrative 
competence can bridge some of the divides between the sick and the well, 
enabling all to recognize their common journey. (p. 12)  
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Her emphasis on illness over disease (illness being the patient’s experience versus disease 

as a diagnostic label) has echoes of Buber’s I-You.  Edwards and Jones (2007) described 

narrative reasoning as “…understanding the patients’ illness experience, their ‘story,’ 

context, beliefs, and culture.  In other words, what are patients’ personal 

perspectives…regarding why they think and feel the way they do?” (p. 195).   

There are suggestions from the literature on developing narrative reasoning in 

health profession education, primarily in medicine.  Given the depth of that literature, full 

discussion on developing narrative reasoning is beyond the scope of this paper.  I will 

mention three suggestions from Charon’s work.  She discussed the use of literature, 

particularly taking note of the importance of “close reading” (p. 107) in which there is 

attention to subtleties of plot, frame, form, and desire, i.e. what need of the reader is 

satisfied.  She emphasized the importance for the health care practitioner to develop 

attending skills in which the self is suspended and full attention given to the patient. 

Epstein (1999) addressed mindful practice in health care with similar concerns that merit 

attention for developing narrative competence.  A third pedagogic technique Charon 

described was the parallel chart.  In this process the student takes contemporaneous notes 

about the experience of caring for a patient, but documents what cannot be written in the 

medical record, for example how the student felt about the patient or if the patient 

reminded the student of someone.  She reported, based on her review of the students’ 

writing, that the students’ felt they did not have agency in situations they encountered.  

Given the findings of Charon’s work and the students’ perceptions of their lack of power 

and authority as a constraint on action in the current study, illuminating that feeling of 

lack of moral agency among students is an important benefit of this learning activity. 
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Additional examples of learning activities that can build narrative reasoning are 

assignments in which the students take a narrative history of a person, particularly where 

diversity and difference are likely to lead to new learning and understanding (Stacey, 

2001).  Students can learn more about their personal narrative through writing their moral 

autobiography Davis (2006). 

Future Research 

There are several potential avenues for future research based on this research 

study.  Most of the studies of the ethical situations PTs and PT students face have come 

from qualitative studies, small populations in survey research, or occurred more than 20 

years ago.  The literature from medical students concerning ethical lapses would suggest 

that there may be ethical situations in the experience of students that this study did not 

discover given the nature of its purposive sample and small number of participants.  

Large surveys that would inquire into the ethical situations PTs and particularly student 

PTs encounter based on the existing literature and modeled after those in medicine would 

expand the current understanding of these ethical situations.  Given that McGee and 

Ogger (2000) described ethical issues that arose from power and authority issues with 

students, but the absence of similar findings in this study, future research would be 

warranted to explicitly explore the effect of power and authority in PT students’ ethical 

reasoning and actions. 

The findings relative to how the students conceived of their relationship with 

patients and how that relationship affected their role as moral agents merits further 

attention given that research into this question has not occurred in the physical therapy 

literature.  Given this study’s population of five PT students in well-defined clinical 
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environments, further exploration of the association between relationship, moral agency, 

and ethical reasoning among PT students would help establish the transferability of this 

study’s findings to other contexts.  Expansion of the work of this current study to 

practicing PTs with varying levels of experience would also be helpful.  A suggested 

beginning would be qualitative studies of experienced PTs in which the PT and patient 

have a long-term relationship.  The purposive sample of PTs and practice settings used by 

Edwards et al. (2004) provides guidance on this aspect of the methodology of such a 

study.  Additional purposive samples of novice PTs, early-career, and mid-career PTs 

would also be helpful.  Purposive sampling in any of these studies could help the search 

for confirming and disconfirming cases or patterns among any of these populations.  As 

only one example, using patient questionnaires to locate PT participants whose patients 

rated as strong in interpersonal communication skills compared with those who had weak 

interpersonal communication skills and then purposively selecting participants from both 

ends of the spectrum could be illuminating. 

The patient’s perspective about understanding the nature of ethical reasoning, 

moral agency, and clinician-patient relationships was absent from the current study.  

Additionally, there are few studies in the physical therapy literature in which the 

viewpoint and experiences of patients is considered (Jorgensen, 2000; Lucke, 1998).  The 

methodology of this current study and those mentioned above could be extended into the 

realm of the patients’ experiences by adding field observations of the participants with 

patients and interviews with those patients.  

In Chapter Seven, several avenues of future research were mentioned that would 

help establish if there are relationships between ethical reasoning among PT students to 
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clinical reasoning of PT students and if there are developmental patterns in ethical 

reasoning in the progression of student to experienced practitioner.  These avenues 

include studies of PT students’ clinical reasoning, much like those done in physical 

therapy (Edwards, 2000; Edwards et al., 2004; Jensen et al., 1990, 1992, 2000).  There is 

also merit in further exploration of the nature of inductive reasoning in which the 

clinician’s or student’s narrative predominates versus the predominance of the patient’s 

narrative.  If casuistry is a common pattern of PTs ethical reasoning (Edwards et al, 

2005), then exploring the development of that pattern among PT students and novice PTs 

merits investigation.   

The findings relative to how students and CIs engaged in communicative 

interactions to enact moral agency and how the students acted as moral agents also have 

potential for further research.  Some of the potential areas arise due to the limitations of 

the current study.  In the current study, three of the four CIs had no or minimal prior 

experience with students and among the four of them they had between one and six years 

of clinical experience.  Their limited experience as CIs and as clinicians is a weakness of 

the current study that could be remedied with a purposive sample of PT’s with more 

experience in practice and clinical education.  Four of the five students in this study were 

in outpatient settings.  Conducting a study like the current one in long-term care, inpatient 

rehabilitation, and acute care hospitals would deepen understanding of these questions 

and increase the transferability of the findings.  While one might not expect there to be 

regional differences in education and practice, the students were in education programs 

located on the West Coast and Midwest, representing three entry-level Doctor of Physical 

Therapy programs and the clinical experiences were all in California.  A purposive 



305 

 

sample that includes clinical sites in other areas of the United States and with broader 

representation of entry-level physical therapy programs in the United States would also 

increase transferability of the findings.  

Additional findings emerged that suggest areas for future research in two areas.  

The explanatory nature of informed consent processes as compared to an actual inquiry 

and consent process found in this study and another study in the literature (Delany, 2007), 

suggests the need for further inquiry into the consent process.  Studies need to investigate 

how students learn informed consent processes, how they apply informed consent in 

clinical experiences, and how CIs conceive of the role of informed consent when a 

student is providing care to a patient.  The absence of using academic faculty merits 

exploration as well.  Studies can be designed to discern under what circumstances 

students, CIs, and academic faculty perceive it is advisable to contact academic faculty 

during clinical experiences.  Further studies could investigate how that advisement occurs 

and how it affected the student’s clinical learning experience. 

Some concluding thoughts about the experience of conducting this research study 

merit reflection.  It seems fortuitous that there was such a diverse array in which these 

five PT students acted in relation to their patients and as moral agents.  Given there were 

only five students, it seems that there easily could have been less variability among them.  

Less  variability would certainly have altered the findings.  Alternatively, the work of 

Stacey (2001) and concepts from complexity science suggest that the nature of human 

interactions is ripe with the potential for diversity and unpredictable outcomes. Given 

there were no selection criteria for the CIs it is also notable that the students found these 

CIs to all be capable in their roles as CIs.  This is particularly of note given that the 
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students related stories of past CIs who they perceived were less than effective.  Given 

the CIs were relatively inexperienced, the students’ experience of  them as capable was 

more propitious and contributed to the findings of the study.   

One cannot hope to encounter unethical actions among students when studying 

ethics and I feel fortunate not to have encountered unethical actions among the 

participants.  The experiences these students had when they encountered suspected 

unethical actions of others provided rich data and understanding of how they reasoned 

through these circumstances.  

Finally, the students frequently mentioned the value they placed on the 

discussions we had about ethics, their experiences of ethical situations, and the chance to 

talk to someone about those experiences.  While I am glad to have afforded the students 

this opportunity, I hope the opportunity to openly explore their experiences with and 

feelings about the ethical situations they encounter becomes ubiquitous for future PT 

students during their clinical internships. 
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Appendix B 

Informed Consent Forms (Student and Clinical Instructor) 

INFORMED CONSENT FORM 
UNIVERSITY OF SAN FRANCISCO 

 
CONSENT TO BE A RESEARCH SUBJECT 

(Physical Therapist Student) 
 

Purpose and Background 

Mr. Terry Nordstrom, a graduate student in the School of Education at the University of 
San Francisco, is doing a study on the relationships between PT students and their 
patients and their clinical instructors during the students’ clinical internships.  The study 
focuses on situations that students may find difficult to solve, challenging or troubling 
and how they reason through these situations.  These situations may be thought of as 
being of an ethical nature.  While we are beginning to understand more about the nature 
of these situations, we do not have an understanding of how students address them. 

I am being asked to participate because I am a student in a Doctor of Physical Therapy 
program on one of my final clinical internships that occur in long term care settings (e.g. 
acute, inpatient rehabilitation or skilled nursing facility) or in an outpatient setting. 

Procedures 

If I agree to be a participant in this study, the following will happen: 

1. I will complete a short questionnaire giving basic information about me, including age, 
gender, race, clinical experience prior to entering physical therapy school and past 
clinical experiences. 

2. I will complete two written journals per week and send them via email to the 
researcher. I will have the option of completing these journals on paper.  These journals 
will probably be one-fourth to one double-spaced, typed page in length and take from ten 
to thirty minutes to complete. .  I will complete the written journals in a place and at a 
time that is convenient to me. 

3.  I will participate in three individual interviews with the researcher, during which I will 
be asked about my experiences on my clinical internship.  Two interviews will take about 
60 minutes and one will take about 90 minutes.  Interviews will occur at a time that is 
mutually agreed upon and in private at a place that is convenient to me. 
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4.  I will participate in one focus group with the other PT student participants in this study 
when all of the students have completed their internships.  This focus group will occur 
via video conference or in person.  It will last about 90 minutes. The focus group will 
occur in the San Francisco Bay Area or I will participate via video conference at a 
location convenient to me. 

Risks and/or Discomforts 

1. It is possible that some of the questions during interviews and focus groups may 
make me feel uncomfortable, but I am free to decline to answer any questions I do 
not wish to answer or to stop participation at any time.   

2. Participation in research may mean a loss of confidentiality. Study records will be 
kept as confidential as is possible. No individual identities will be used in any 
reports or publications resulting from the study. Study information will be coded 
and kept in locked files at all times. Only study personnel will have access to the 
files.  During the focus group I will meet the other PT student participants in the 
study. 

3. Because the time required for my participation may be from seven to fifteen hours, 
I may become tired or bored. 

Benefits 

I may directly benefit from participating by gaining a better understanding of how I 
reason through the type of situations discussed in this study.  This study may help 
improve the education of PT students during the academic and clinical education phases 
of their program. 

Costs/Financial Considerations 

The financial cost to me for participating in this study are those associated with my time 
and perhaps the cost of travel to interview or focus group sites if I have to drive there. 

Payment/Reimbursement 

There will be no payment or reimbursement to the participants in this study. 

Questions 

I have talked to Mr Nordstrom about this study and have had  my questions answered. If I 
have further questions about the study, I may call him  at (510) 847-9917 or Dr. Deborah 
Bloch, who is Mr. Nordstrom’s research adviser, at (415) 422-2533. 
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If I have any questions or comments about participation in this study, I should first  talk 
with the researchers. If for some reason I do not wish to do this, I may contact  the 
IRBPHS, which is concerned with protection of volunteers in research  projects. I may 
reach the IRBPHS office by calling (415) 422-6091 and leaving a  voicemail message, by 
e-mailing IRBPHS@usfca.edu, or by writing to the  IRBPHS, Department of 
Psychology, University of San Francisco, 2130 Fulton  Street, San Francisco, CA 94117-
1080. 

Consent 

I have been given a copy of the "Research Subject's Bill of Rights" and I have  been 
given a copy of this consent form to keep. 

PARTICIPATION IN RESEARCH IS VOLUNTARY. I am free to decline to be  in this 
study, or to withdraw from it at any point.  My decision as to whether or not  to 
participate in this study will have no influence on my present or future status as  a 
student. 

My signature below indicates that I agree to participate in this study. 

  

                

Subject's Signature                                                                         Date of Signature 
 
 
                

Signature of Person Obtaining Consent                                         Date of Signature 
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INFORMED CONSENT FORM 
UNIVERSITY OF SAN FRANCISCO 

 
CONSENT TO BE A RESEARCH SUBJECT 

(Clinical Instructor) 
 

Purpose and Background 

Mr. Terry Nordstrom, a graduate student in the School of Education at the University of 
San Francisco, is doing a study on the relationships between PT students and their 
patients and their clinical instructors during the students’ clinical internships.  The study 
is particularly focused on situations that students may find difficult to solve, challenging 
or troubling and how they reason through these situations. These situations may be 
thought of as being of an ethical nature.  While we are beginning to understand more 
about the nature of these situations, we do not have an understanding of how students 
address them. 

I am being asked to participate because I am a physical therapist who will serve as a 
clinical instructor for a student in a Doctor of Physical Therapy program on one of the 
final clinical internships that occur in long term care settings (e.g. acute, inpatient 
rehabilitation or skilled nursing facility) or in an outpatient setting. 

Procedures 

If I agree to be a participant in this study, the following will happen: 

1. I will complete a short questionnaire giving basic information about me, including age, 
gender, race, clinical experience as a physical therapist and past experience as a clinical 
instructor. 

2. I will complete two written journals per week and send them via email to the 
researcher.  I will have the option of completing these journals on paper.  These journals 
will probably be one-fourth to one double-spaced, typed page in length and take from ten 
to thirty minutes to complete.  I will complete the written journals in a place and at a time 
that is convenient to me. 

3.  I will participate in three individual interviews with the researcher, during which I will 
be asked about my experiences on my clinical internship.  The interviews will take from 
30 to 60 minutes.  Interviews will occur at a time that is mutually agreed upon and in 
private at a place that is convenient to me. 

4.  I will participate in one focus group with the other clinical instructor participants in 
this study when all of the students have completed their internships.  This focus group 
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will occur via video conference or in person.  It will last about 60 minutes.  The focus 
group will occur in the San Francisco Bay Area or I will participate via video conference 
at a location convenient to me. 

 

4. Risks and/or Discomforts 

4. It is possible that some of the questions during interviews and focus groups may 
make me feel uncomfortable, but I am free to decline to answer any questions I do 
not wish to answer or to stop participation at any time.   

5. Participation in research may mean a loss of confidentiality. Study records will be 
kept as confidential as is possible. No individual identities will be used in any 
reports or publications resulting from the study. Study information will be coded 
and kept in locked files at all times. Only study personnel will have access to the 
files. During the focus group I will meet the other CI participants in the study. 

6. Because the time required for my participation may be from seven to fifteen hours, 
I may become tired or bored. 

Benefits 

I may directly benefit from participating by gaining a better understanding of how I 
reason through the type of situations discussed in this study and how I approach my 
clinical teaching.  This study may help improve the education of PT students during the 
academic and clinical education phases of their program. 

Costs/Financial Considerations 

The financial cost to me for participating in this study are those associated with my time 
and perhaps the cost of travel to interview or focus group sites if I have to drive there. 

Payment/Reimbursement 

There will be no payment or reimbursement to the participants in this study. 

Questions 

I have talked to Mr Nordstrom about this study and have had  my questions answered. If I 
have further questions about the study, I may call him  at (510) 847-9917 or Dr. Deborah 
Bloch, who is Mr. Nordstrom’s research adviser, at (415) 422-2533. 

If I have any questions or comments about participation in this study, I should first  talk 
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with the researchers. If for some reason I do not wish to do this, I may contact  the 
IRBPHS, which is concerned with protection of volunteers in research  projects. I may 
reach the IRBPHS office by calling (415) 422-6091 and leaving a  voicemail message, by 
e-mailing IRBPHS@usfca.edu, or by writing to the  IRBPHS, Department of 
Psychology, University of San Francisco, 2130 Fulton  Street, San Francisco, CA 94117-
1080. 

Consent 

I have been given a copy of the "Research Subject's Bill of Rights" and I have  been 
given a copy of this consent form to keep. 

PARTICIPATION IN RESEARCH IS VOLUNTARY. I am free to decline to be  in this 
study, or to withdraw from it at any point.  My decision as to whether or not  to 
participate in this study will have no influence on my present or future status as  a 
student. 

My signature below indicates that I agree to participate in this study. 

  

                

Subject's Signature                                                                         Date of Signature 
 
 
                

Signature of Person Obtaining Consent                                          
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Appendix C 

PT Student Participant Background Questionnaire 

 
 
Name         Code 
 
Age at last birthday: 
 
What is your ethnicity? 
 
 
Circle one:  Male  Female 
 
List the type experiences you had in health care before entering physical therapy school: 
Name of Facility Job title Type of setting* Years Paid 

Volunteer 
     

     

     

     

     

     

     

 
Type of Setting: 
 Acute hospital, Inpatient Rehabilitation Hospital, Skilled Nursing Facility, Sub-
acute unit, Home Health, Outpatient clinic, School, Other (specify).  List all that apply 
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Prior clinical experiences during physical therapy school 
Name of Facility # weeks Hours 

per day 
Type of setting* Average 

number 
of 
patients 
you saw 
per week 

     

     

     

     

     

     

     

Type of Setting: 
 Acute hospital, Inpatient Rehabilitation Hospital, Skilled Nursing Facility, Sub-
acute unit, Home Health, Outpatient clinic, School, Other (specify).  List all that apply 
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Appendix D 

Clinical Instructor Participant Background Questionnaire 

Name         Code 
 
Age at last birthday: 
 
What is your ethnicity? 
 
Circle one:  Male  Female 
 
Total years experience as a physical therapist: 

Entry-level degree in physical therapy (circle one):   

Baccalaureate   Certificate   Masters    Doctoral 

List your prior experience as a physical therapist: 
Name of Facility Type of setting* Dates  

(Mo-Year) 
Years 

    

    

    

    

    

    

    

 
Type of Setting: 
 Acute hospital, Inpatient Rehabilitation Hospital, Skilled Nursing Facility, Sub-
acute unit, Home Health, Outpatient clinic, School, Other (specify).  List all that apply 
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Appendix E 

Journal Instructions for PT Student Participants 

 
Thank you for agreeing to participate in my research study.  Email journal entries are an 
important part of the study.  Your ability to complete these journals twice each week is 
extremely important.   
 

Guiding Questions:  What to write about 
Given the nature of the purpose of this research study, you have many options about what 
to write about.  I will use the interviews to explore what you have written in these 
journals.   
• You could choose to write about any of these topics at any time while you participate 

in this study.   
• You do not need to write about all of them during your clinical internship.   
• You do not need to follow any order among these topics.   
 
Possible Topics 
• Memorable Patient: 

Describe a patient who made an impact on you in any way.  
• Conflicts or troublesome events 

Write about something that happened that bothered you or troubled you in some way.  
It could be a time you disagreed with how something was done.  It could be a time 
where you knew what you should do, but for some reason, could not do it.  It could be 
a situation in which someone did something that you felt was wrong. 

• Critical incidents 
Describe any situation that had an impact you and what that impact was. 

• Memorable teaching or learning event 
Describe a situation in which you think you learned something important. 

• Reflection 
You may wish to summarize events, thoughts or feelings over a period of time.  This 
could be a summary or review of what was important to you. 

 
Whatever topic you choose, focus on writing what is important to you- whether it is what 
happened, what you thought about it, or how felt about it. 
 

General Instructions: 
When do I write the journal?   

Whenever you wish during the week, just be sure to do it twice. 
What format do I use?   

Email is the preferred method.  See below if you will complete written journals. 
When do I send the journal email entry?  

As soon as you have written it and have access to email. 
How long should it be?  
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This is up to you.  Generally these journals might be 60 to 300 words which is 
less than a quarter to about half of a typed page.  Content is more important than 
length.  I describe what to write about below. 

How important is spelling and grammar? 
Not at all important.  I am concerned with capturing what is important to you.  If I 
have questions about something, I can follow-up when we talk. 

What about patient privacy? 
The best thing is to make up a name for any patient and the significant others 
involved in the person’s care.  Give very general information about where the 
person lives or other personal details.  Give general information about the 
person’s diagnosis, e.g. hip fracture, stroke, terminal cancer.  An example of this 
might be, “Joe, in his 60’s, from rural California was in the hospital after a 
stroke.”  If the nature of the person’s diagnosis, symptoms, or the treatment you 
are providing is very important to what you want to write, you should try to give 
only essential information.  You may consult with the Center Coordinator of 
Clinical Education if you have questions about whether you should include 
specific information. 

What about other clinicians’ privacy? 
Your CI is also a participant, so you can use his/her name.  I will change your 
name and his/hers everywhere they are used during the study.  As far as other 
doctors, nurses, therapists, etc. use a made up name as well to protect their 
privacy. 

What if I accidentally use a patient’s or clinician’s real name? 
Whenever you realize you have used a real name, let me know as soon as 
possible.  I will black it out to make it illegible and I will insert a made up name. 
 

Instructions for written journals: 
Participants who prefer to use written journals, whether pen and paper or a 
computer, may do so.  In this case, you will keep the journal entries with you and 
I will arrange to review them and photocopy them before my interviews with you. 
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Appendix F 

Journal Instructions for Clinical Instructor Participants 

 
Thank you for agreeing to participate in my research study.  Email journal entries are an 
important part of the study.  Your ability to complete these journals twice each week is 
extremely important.   
 

Guiding Questions:  What to write about 
Given the nature of the purpose of this research study, you have many options about what 
to write about.  I will use the interviews to explore what you have written in these 
journals.  Because the focus of this study is PT students during their clinical experiences, 
when you write about any of these topics, focus on the PT student and your relationship 
with him/her. 
 
• You could choose to write about any of these topics at any time while you participate 

in this study.   
• You do not need to write about all of them during your clinical internship.   
• You do not need to follow any order among these topics.   
 
Possible Topics 
• Conflicts or troublesome events 

Write about something that happened that bothered you or troubled you in some way.  
It could be a time you disagreed with how something was done.  It could be a time 
where you knew what you should do, but for some reason, could not do it.  It could be 
a situation in which someone did something that you felt was wrong. 

• Critical incidents 
Describe any situation that had an impact you and what that impact was. 

• Memorable teaching or learning event 
Describe a situation in which you think you learned something important. 

• Reflection 
You may wish to summarize events, thoughts or feelings over a period of time.  This 
could be a summary or review of what was important to you. 

 
Whatever topic you choose, focus on writing what is important to you- whether it is what 
happened, what you thought about it, or how felt about it. 
 

General Instructions: 
When do I write the journal?   

Whenever you wish during the week, just be sure to do it twice. 
What format do I use?   

Email is the preferred method.  See below if you will complete written journals. 
When do I send the journal email entry?  

As soon as you have written it and have access to email. 
How long should it be?  
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This is up to you.  Generally these journals might be 60 to 300 words which is 
less than a quarter to about half of a typed page.  Content is more important than 
length. I describe what to write about below. 

How important is spelling and grammar? 
Not at all important.  I am concerned with capturing what is important to you.  If I 
have questions about something, I can follow-up when we talk. 

What about patient privacy? 
The best thing is to make up a name for any patient and the significant others 
involved in the person’s care.  Give very general information about where the 
person lives or other personal details.  Give general information about the 
person’s diagnosis, e.g. hip fracture, stroke, terminal cancer.  An example of this 
might be, “Joe, in his 60’s, from rural California was in the hospital after a 
stroke.”  If the nature of the person’s diagnosis, symptoms, or the treatment you 
are providing is very important to what you want to write, you should try to give 
only essential information.  You may consult with the Center Coordinator of 
Clinical Education if you have questions about whether you should include 
specific information. 

What about other clinicians’ privacy? 
The PT student you are working with is also a participant, so you can use his/her 
name.  I will change your name and his/hers everywhere they are used during the 
study.  As far as other doctors, nurses, therapists, etc. use a made up name as well 
to protect their privacy. 

What if I accidentally use a patient’s, student’s or clinician’s real name? 
Whenever you realize you have used a real name, let me know as soon as 
possible.  I will black it out to make it illegible and I will insert a made up name. 

 
Instructions for written journals: 

Participants who prefer to use written journals, whether pen and paper or a 
computer, may do so.  In this case, you will keep the journal entries with you and 
I will arrange to review them and photocopy them before my interviews with you. 
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Appendix G 

Tables of Interview and Focus Group Questions 

Appendix G describes the interview questions and the focus group questions for 

the PT student and CI participants.  Each question is associated with the related research 

question by number, insofar as it is possible to predict the type of data that might be 

found with each question.  The five research questions referred to are: 

(1) What ethical issues do PT students encounter during their clinical internships?  

(2) How do PT students reason through ethical issues when they encounter them?  

(3) How are PT students’ descriptions of their approaches to patients associated 

with their experience of their role as moral agents?  

(5) What is the relationship between PT students’ social negotiation of action with 

their patients and their role as moral agents?  

(4) What is the relationship between PT students’ social negotiation of action with 

their CIs and the PT students’ role as moral agents. 

 
Table G1 

Physical Therapist Student Semi-Structured Interview Questions and the Related 
Research Questions 

 
PT Student Interview Number 1 

Interview Questions Related 
Research 
Question 

(Any of these questions could be specifically guided by “Interview Guiding 
Journal” entries if there are any.  If so, the question will be tailored to the 
journal entry.  If not, the question will be asked as it is described below) 

 

A)  Tell me about a patient you work(ed) with that had an impact on you.   
What was it that made an impact? 
Tell me about your relationship with that patient.   
Tell me about your relationship with his/her family members.   
How do you think this patient contributed to your learning?  

3 
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What did you learn about yourself from this patient? 
Interview Questions Related 

Research 
Question 

B1) Were there times you felt you could take action/do something, but 
something got in your way?   

B2) Were there times you knew the right thing to do, but something 
stopped you.   

B3) Tell me about a situation in which you felt you were able to take 
action/do something, but decided not to? 

Follow-up questions for B1, B2, B3:  
How did you realize there was something going on like this? 
What did you do?   
How did you go about deciding what to do? 
Tell me about the thoughts you had about this as you were 
considering what to do.  What was your internal conversation like? 
What did you learn about yourself in this situation? 
What role did the patient play in how you decided what to do or 
what you did?  
What was the role of the patient’s family?   
What was the role of your CI?   
What was the role of other people in clinic? 
Tell me about the other people you went to about this (either here or 
outside of the clinic).   

What did you talk to them about?   
How did they contribute to how you approached the 
situation? 

 

1 
 
1 
 
1 
 
 
2 
2 
2, 3, 4, 5 
2 
 
2, 3 
2, 3, 5 
 
2, 3, 5 
2, 4 
2, 3, 5 
2 
 
2 
2 
 
 

C) Follow-up on information from any journal entries not included in the above 
 

PT Student Interview Number 2 
Interview Questions Related 

Research 
Question 

(Any of these questions could be specifically guided by “Interview Guiding 
Journal” entries if there are any.  If so, the question will be tailored to the 
journal entry.  If not, the question will be asked as it is described below) 

 

A)  Last time we talked about patients that made an impact on you.  Have 
there been any new instances or experiences like this you would like to 
share?  

Use same follow-up questions as Interview 1, A 

3 
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Interview Questions Related 
Research 
Question 

The following questions are things we talked about last time that I would like 
to revisit 

B1) Were there times you felt you could take action/do something, but 
something got in your way?   

B2) You knew right thing to do, but something stopped you.   
B3) Tell me about a situation in which you felt you were able to take 

action/do something, but decided not to? 
Use same follow-up questions as in Interview 1, B1 to B3 

 

All 

C) Follow-up on information from any journal entries not included in the above 
 

PT Student Interview Number 3 
Interview Questions Related 

Research 
Question 

A)  Last time we talked about situations in which you knew what the right 
thing to do was, but something got in the way.  Have there been any 
similar instances since we talked last time?   
Reminder questions as needed: 
A1) Were there times you felt you could take action/do something, but 

something got in your way?   
A2) You knew right thing to do, but something stopped you.   
A3) Tell me about a situation in which you felt you were able to take 

action/do something, but decided not to? 
Same follow-up questions as above for Interview 1, B1 to B3 

 

All 

B)  What do you see as the impact you have on your patients? 
Tell me about a patient on whom you think you had an impact.  
What was role of the CI with this patient. 
What was role of other people in the clinic or outside. 

 

3 
3 
5 
2, 4 

C)  In general, how would you describe your relationship with your patients? 
What is your approach to your relationship with your patients? 
How do you think you developed your approach? 
Tell me about people or events that influenced this approach. 

3 
2, 3, 5 
2, 3, 4, 5 
3, 4, 5 

D)  Tell me how you would describe morals. 
E)  What about ethics? 

Where do you think your viewpoint about morals and ethics came 
from?   

All 

G)  What are the important moral and ethical values, virtues or principles 
that you ascribe to as a person about to become a physical therapist? 

How did these come to be important to you? 
Are there particular people or events in your life that influenced them 

All 
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Interview Questions Related 
Research 
Question 

H)  What do you think is the moral role of physical therapists in today’s 
health care environment? (Triezenberg, 2005). 

 

1, 2, 3 

I)  Tell me about common situations in which you encounter the moral role 
of a physical therapist student.   

Tell me about how you thought about it- approached it.   
What did you do? 
Who did you talk to or consult with about it? 
Were there other resources you used (like literature)? 

1 
 
2, 3, 4, 5 
2, 3, 4, 5 
2, 3, 4, 5 
2 

J)  Tell me about a situation you encountered that you saw as an ethical or 
moral problem. 
Tell me about how you approached it. 
What did you do? 
Who did you talk to or consult with about it? 
[This situation may involve a patient directly, it may be about a patient 
with CI or another health care practitioner, or it may be about another 
health care practitioner, including the CI, in relation to other health care 
practitioners] 
Tell me about how the (other person) was involved.   
Who else was involved in the situation and how you approached it? 
Tell me about how they were involved. 

 

1, 2 
 
2, 4, 5 
2 
2, 4, 5 
 
 
 
 
2, 4, 5 
2, 4, 5 
2, 4, 5 

Additional questions based on any journals will be included 
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Table G2 

Clinical Instructor Semi-Structured Interview Questions and the Related Research 
Questions 

 
Clinical Instructor Interviews 1 and 2 

Interview Questions Related 
Research 
Question 

(Any of these questions could be specifically guided by “Interview Guiding 
Journal” entries if there are any.  If so, the question will be tailored to the 
journal entry.  If not, the question will be asked as it is described below) 

 

A)  Tell me about a time (student) came to you with an issue s/he was 
struggling with – for example, wanted to do something; should do 
something; thought someone else should do something. 

What was your role in the situation?   
What approach did you take with the student to assist? 

1, 2, 4 

B)  In general, how do you perceive this student’s relationship with patients?  
(F/U clarifying- could be somewhere on a continuum from extremely 
detached and distant to overly involved). 

How does this compare with your relationship with patients in 
general? 
What influence do you think you had on the student in this regard? 

 

1, 3, 4 

C)  Tell me about situations in which you noticed (student} doing something 
that you considered very positive- was consistent with your conception of 
what a PT should do as a professional. 

What was your role and influence in that situation?   
How did you encourage his/her behavior? 

D)  What about situations in which you noticed (student) doing something 
that you considered negatively- inconsistent with your conception of 
what a PT should do as a professional. 

What did you do in that situation?   

2, 4, 5 
 
 
 
 
2, 4, 5 

Additional questions based on any journals will be included 
 

Clinical Instructor Interview 3 
Interview Questions Related 

Research 
Question 

(Any of these questions could be specifically guided by “Interview Guiding 
Journal” entries if there are any.  If so, the question will be tailored to the 
journal entry.  If not, the question will be asked as it is described below) 

 

A)  Last time we talked about a time (student) came to you with an issue s/he 
was struggling with.  Have there been any instances like this since we 
spoke?  

Follow-up questions the same as in Interview 1 

1, 4 
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B)  Last time we talked about how you perceived this student’s relationship 
with patients.  Is there anything you would like to add since then? 

1, 3, 4 

Interview Questions Related 
Research 
Question 

C)  Last time we talked about situations you noticed (student) doing 
something you considered very positive in role of a professional.  Have 
there been additional instances you would like to add? 

D)  Same for negative examples 

2, 4, 5 

E)  Tell me about situations the student was involved in that you think had 
moral or ethical dimensions. 
How did you see the student handling it? 
What was your role? 

 

1, 2, 4, 5 

D)  Tell me how you would describe morals. 
E)  What about ethics? 

All 

G)  What are the important moral and ethical values, virtues or principles 
that you ascribe to as a physical therapist? 

How did these come to be important to you? 
How do you see your role as a clinical instructor in relation to 
students acquiring these moral and ethical ideals you ascribe to? 

All 
 
 
5 

F) What do you think characterizes the moral role of physical therapists in 
today’s health care environment? (Triezenberg, 2005) 

G)  What is the moral role of physical therapists as clinical instructors- when 
there is a student involved? 

How do you think a physical therapist develops this view of their 
moral role? 
Tell me about how you think you developed in your moral role as a 
physical therapist. 

All 
 
1, 4 

Additional questions based on any journals will be included 
 

Table G3 

Physical Therapist Student Focus Group Questions and the Related Research 
Questions 

 
Focus Group Questions 

 
Related 

Research 
Question 

What do you see as your moral role as physical therapists? 1, 3 
How do you think you came to adopt those moral roles? 

Who influenced your thinking and adoption of these roles?   
How did you experience that influence? 

 

All 
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Interview Questions Related 
Research 
Question* 

What do you think will enable you to fulfill those moral roles? 
In what ways did your clinical experiences influence how you 
see yourself fulfilling those moral roles? 
Can you describe a time during your clinical experience where 
you fulfilled any of these moral roles? 

 

All 

What do you think the barriers will be to your ability to fulfill those 
moral roles? 

In what ways did your clinical experiences influence how you 
see these as potential barriers? 
Can you describe a time in your clinical experiences that you 
encountered these barriers. 
How did you deal with them when you encountered them 
during your clinical experiences? 

All 

What did you see as your moral as physical therapist students? 
What helped you fulfill this moral role? 
What were some barriers to your ability to fulfill this moral 
role? 

All 

What were some of the ethical challenges you faced as physical 
therapist students? 

How did you handle them? 

All 

Additional focus group questions will be generated from the journal 
data and prior interview question data 

 

  
 

Table G4 

 Clinical Instructor Focus Group Questions and the Related Research Questions 

Focus Group Questions Related 
Research 
Question 

What do you see as your moral role as physical therapists? 
What do you see as your moral role in relation to being a 
clinical instructor? 

1 
4 

In what ways do you think you influence PT students towards 
becoming moral and ethical practitioners? 
 

2, 4 
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Interview Questions Related 
Research 
Question* 

What type of moral or ethical situations do you think PT students 
commonly encounter? 

When you see PT students encounter moral or ethical 
situations, how do you see them handling it? 
Can you describe some of the ways you have assisted them? 

 

All 
 
All 
 
4 

Additional focus group questions will be generated from the journal 
data and prior interview question data 
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APPENDIX H   

Ethics Stories 

Amy 

Massage not Exercise 

This male patient had low back pain and hip pain.  In Amy’s view, because the 

patient would not acknowledge that his hip was contributing to his problem, he did not 

follow the instructions he was given relative to exercise.  Amy said he had trouble 

understanding the purpose of his spinal stabilization exercises because they did not seem 

vigorous enough to him.  She tried a massage at one visit and he enjoyed it, telling her he 

wanted her to do more massage.  She did not feel the massage would help him as much as 

the active exercise, but, in her view, he did not accept the value of the exercise.  Amy 

consulted with Anne about the patient’s physical therapy and Amy said Anne was 

frustrated also.  They discharged the patient because he was not participating in 

treatment.  (Interview one and journals) 

Discharge with Medi-Cal 

During the first interview Amy mentioned problems with delays in receiving 

authorization for physical therapy after the initial visit for people covered by Medi-Cal.  

During the third interview she discussed a patient who she felt would benefit from two 

more visits based solely on clinical factors.  The patient had Medi-Cal insurance and it 

would take several weeks to obtain authorization for that care.  She weighed whether she 

should discharge him versus seek authorization for more treatment that would resume 

after the hiatus.  She judged that he would probably improve sufficiently over the waiting 

time if he continued to do his home exercise program.  She said Anne had discussed the 
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situation with this patient.  She ultimately presented the options to the patient and let him 

decide.  He decided to discontinue treatment.  Amy said if he wanted to continue, she 

would have explored that as an option with Anne.  Amy had another patient who had two 

authorized visits remaining, but who had met her goals and, in Amy’s opinion, was ready 

for discharge.  Amy gave the patient the choice as to whether she wished to continue 

physical therapy and the patient decided to stop treatment.  Amy said if the patient 

wanted to continue for the two additional visits, she would have done so.  (Interview one, 

interview three, and journal) 

Payers Limit Visits 

Amy described a general concern with patients who have insurance plans that 

place dollar limits on the amount of physical therapy a patient can receive.  They 

identified patients where she and Anne had to calculate how many visits that dollar limit 

provided and give the patient that information.  She reported on one patient with 

complicated problems that did not seem to have sufficient visits available due to the 

limits on his care.  During the second interview she mentioned this patient again, and, she 

felt he would be discharged before exceeding the limits on care (Interview one and two.) 

Are Doctors Wrong? 

Amy told about two patients who faced similar issues.  She started both cases by 

wondering if doctors spend any time with patients to adequately understand their problem 

and provide adequate care.  In this description, she was harkening back to her experience 

with physicians who spent little time with her, and her physical therapist with whom she 

had a close relationship.  Amy described one patient who has been referred to physical 

therapy multiple times, each time with a different diagnosis related to the hip.  In Amy’s 
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clinical opinion, the patient had hip arthritis.  The doctor had not given the patient this 

diagnosis, nor had the patient received radiographs or a medical resonance imaging 

(MRI) study.  The other patient was a younger person with severe hip arthritis who 

appeared to need bilateral total hip replacements.  The doctor was refusing to do the 

surgery.  In both cases, Amy struggled with what to tell the patients when she disagreed 

with the doctors’ opinions.  She talked about her role as a student and the doctor’s role 

relative to medical diagnosis and management.  She used the phrase, “not stepping on 

toes” when describing her role.  She observed the physical therapist in both cases tell the 

patients they should get a second opinion.  Amy was not sure she could do that if she had 

to. (Interview one) 

Patient Refuses PT Student 

The theme of patient consent or refusal to be treated by a student first arose in the 

second interview when Amy talked of experiences she had with a few patients refusing to 

be seen by a student.  During this interview, we discussed how that consent was obtained.  

During this interview she expressed her confidence that she was “doing a good job,” 

while expressing concern about the amount of money they were paying for physical 

therapy provided by a student, and acknowledged her inexperience, saying “unfortunately 

they get me.”  In the final interview, Amy described a situation in which she was working 

with another physical therapist because Anne had the day off.  Amy was introduced as a 

student, the patient said she did not want Amy to work with her, and Amy left.  Amy said 

she would never ask the patient why she made the choice.  She discussed an internal 

conversation she had afterward, in which she wondered why the patient made the choice 

and wanted to ask her why.  She asked the physical therapist why she thought the 
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patient’s declined to have Amy involved.  That therapist said she did not know why, but 

said the patient was “eccentric.”  (Interview two, interview three, ) 

Eager Patient Misses Appointments 

The clinic has a policy that patients must be discharged after failing to keep two 

appointments.  She had a patient who was eager to get better, but who missed two 

appointments.  She weighed whether she should discharge him or call him to schedule 

more appointments.  She asked herself whether she was showing a preference for this 

patient over others who missed appointments.  She discussed her concern with Anne, 

who left the decision up to Amy.  Amy decided to call the patient.  Afterwards, she 

expressed concern that she did not follow rules and wondered if that was an ethical 

problem.  (Interview three) 

PT does not give a home program 

Amy talked about a PT she worked with who did not give her patients a home 

exercise program at the first visit.  Initially, Amy struggled as to whether this was an 

ethical concern or not.  She concluded that it was “morally right” to give every patient a 

home exercise program at the first visit.  While she saw this practice as something they 

should do, she chose not to say anything to this PT or to her CI because of she was a 

student and the PT had eight years of experience.  She thought to herself that the PT must 

have some reason for not giving the patient an exercise program at the first visit.   

Luke 

Over Utilize or Under Utilize 

During the first interview, Luke discussed patients whose insurance limited the 

number of visits and how that affected his treatment.  He first told about a patient with 
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low back pain who needed more visits, but had to discharge him with a home program.  

Early in his internship, Len helped Luke learn to explain these limits to patients by 

having Luke watch him explain the situation to a patient.  Later, Luke related the story of 

a patient who responded well to exercise in four visits and was able to discharge him.  

This led Luke to wonder whether an approach oriented towards exercise and quick 

discharge was the best way to think about physical therapy, while recognizing “nobody’s 

identical.”  He recognized that even though he had more visits available, it was a “waste 

of … insurance” to use them unnecessarily.  He confronted temptations to under utilize 

and over utilize physical therapy based on payment.  (Interview one, three) 

Patients Decline Treatment 

Luke had a patient who was 91 years old who was referred to outpatient physical 

therapy with balance problems.  The patient said she had a problem with balance for 

many years and was not interfering with her activity level.  Luke was concerned because 

he did identify balance problems that could present a risk for the patient’s safety.  Len 

told the same story, but they differed in what transpired.  Luke said he left the room and 

talked to Len about the patient, Len said he could discharge her, and Luke did so.  In 

Len’s version, he said he was present with Luke and the patient during the visit and 

intervened when he noticed Luke continuing to press the matter of receiving physical 

therapy while noting the patient was reluctant to do so.  Len said he told the patient she 

did not require physical therapy and he consulted with Luke afterward about how to 

handle those situations and how difficult it is when you see a need and the patient is not 

willing to have treatment.  There was a second patient who was referred to outpatient 

physical therapy following hospitalization for a stroke.  Luke saw minimal impairments 
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that would require physical therapy, though there was some need.  The patient did not 

wish to receive physical therapy because the impairments were not interfering with his 

life. Luke discharged the patient after the initial visit and then discussed his decision with 

Len.  (Interview two, journal)   

Billing Codes and Overcharging 

Luke discussed his internal reflections and thinking about whether his physical 

therapy intervention merited the billing he submitted.  The internal thoughts were focused 

on how much benefit a patient received from the visit and how much he had to watch the 

clock to determine how much to charge for any portion of the visit.  Physical therapy 

billing codes are time and service based, with different prices for different types of 

services.  He recognized that within one visit, he might provide several different services, 

none of which were for the minimal time allotted for that billing code.  In his view, he 

was faced with an ethical dilemma because he should accurately bill what he provided 

during the visit, but billing for every service he provided resulted in excess charges for 

the visit.  He explored how he should report these charges with Len.  He arrived at a 

reconciliation that balanced the charges with the time he spent with the patient.  

(Interview one and interview three) 

Refuse Treatment, Get Discharged 

Luke discussed the case of a woman on the inpatient rehabilitation unit who was 

refusing to participate in physical therapy.  The patient stated she was too tired or did not 

feel like participating.  Luke tried multiple times to try to convince her to participate, but 

felt she had the right not to participate.  He had a conversation with a nurse who told him 

it was possible if the patient continued to refuse physical therapy, she would have to be 
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discharged.  Luke decided to attempt to see the patient one more time.  He acknowledged 

the patient’s fatigue, told her that there was a possibility she would have to be discharged 

if she did not participate in physical therapy, and offered to not be too vigorous with the 

exercise.  The patient consented to participate and continued to do so on subsequent days.  

(Interview two) 

Is the Patient Faking? 

Luke talks about patients whose expressed difficulty moving seemed out of 

proportion to the nature of the problem.  His description of these patients had several 

instances of speech patterns that emphasized his reactions, such as volume changes and 

overly drawn out words.  He said it is very difficult for him to get past questions of 

whether the patient is “faking it” or if the patient had a negative outlook.  He described a 

thinking process when he says he came to the realization that he had to take these patients 

at their word because that was his responsibility as a physical therapist.  His perception of 

how we should respond was shaped by observing other PTs work with these patients in 

such a way that he felt was derogatory or did not seem to listen to the patients.  He also 

said he realized that they are “somebody’s wife, mother, daughter or brother.”  Luke said 

he did not describe these concerns with others.  (Interview three) 

He Has HIV Infection 

Luke had a patient with HIV infection who also had a diagnosis of Guillain-Barré.  

He described his initial reaction to the patient’s HIV infection and reluctance to see the 

patient based on the lifestyle choices that Luke associated with that diagnosis as well as 

the potential for risk of infection that working in close physical proximity to the patient 

might present.  He described an internal conversation he had with himself in which he 
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weighed the risks and concerns with his duty as a physical therapy student to provide care 

for patients.  He thought about the option of telling Len he was not able to see the patient 

based on his concerns, but decided not to do so.  He ultimately proceeded to provide 

treatment because of his sense of duty and personal integrity.  This patient also had 

Guillain-Barré, the main reason for his hospitalization and referral for physical therapy.  

The patient was threatened with discharge from the acute inpatient rehabilitation unit 

because he was not making progress.  In fact, the natural progression of the disease is one 

of slow decline of motor function followed by recovery that proceeds at variable rates 

depending on the patient.  Luke and the rest of the team had to advocate for the patient’s 

continued hospitalization given the nature of his medical condition.  (Interview three) 

Family with a Four-wheel Walker 

A family came in with a four-wheel walker with a fold-down seat that they 

thought would be helpful for their father.  Luke thought the patient was not physically 

able to use this type of walker and had other plans for the visit that day.  He realized they 

thought it would be helpful because the patient liked to garden and he would be able to 

get outside in the garden and take a rest on the seat.  Luke decided to try the patient with 

the walker with the family there because there could be potential and, at the least, the 

family would recognize their father was not ready for this type of walker.  The family 

observed their father was not capable of using the walker and were fine about not 

proceeding with that equipment.  (Interview one) 

Mother and Sons 

Luke described a situation in which a patient arrived at her physical therapy visits 

with her two young sons who were quite physically active.  She had trouble controlling 
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them because they wanted to play on the therapy equipment.  Luke said the children were 

distracting her from physical therapy and thus she was not receiving optimal care.  He 

tried having toys to entertain the children and moving to a private room.  He said he said 

he realized there was nothing he could do because a mother had to bring her children with 

her to physical therapy.  In this situation he felt he did this best he could to minimize the 

distraction and continue the visits. 

Cathy 

Racially Biased Patient 

Cathy had a patient who she described as having an outwardly pleasant 

disposition; he would smile, talk very calmly, and express appreciation for her assistance.  

On the other hand, he would make racially disparaging comments about other people.  

Cathy struggled with how to react given she found what he was saying was objectionable, 

but the way he said it was not offensive.  She weighed several factors, including the stress 

he was under in the hospital due to his illness and the nature of his treatment.  She 

decided not to say anything to him.  (Interview one) 

The Patient with Leukemia 

Cathy described her interactions with a young, single-mother with leukemia who 

was quite ill.  She said the first time they saw the patient, she had been on a commode for 

15 minutes and needed help cleaning up and getting back to bed.  Cathy realized that she 

could have asked the patient to wait while the nurses came to help her because, 

technically, in Cathy’s view, that was the nurse’s job.  She and Claudia decided they 

should help her.  Cathy said this patient did not want to participate in physical therapy, 

preferring to stay in bed.  Cathy said she and Claudia weighed how much they should do 
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to increase her participation.  They decided to emphasize the benefit of walking so she 

could see outside and visit with her young daughter.  There was one instance in which 

they came to her room to provide physical therapy and she was feeling upset about losing 

all her hair, was tired after a bone marrow biopsy, and her six-year old daughter was 

coming to visit and did not want her daughter to see her in her physical condition.  Cathy 

had to adjust to the patient’s emotional state and concerns and make a decision whether 

or not to pursue the physical therapy visit for the day.  She said she and Claudia talked 

about keeping this patient on their schedule instead of having other physical therapists 

treat her so that they could maintain the continuity of their relationship with her given the 

difficulty she was having with her prognosis and effect of her illness.  (Interview one) 

Nurses Need Help 

Cathy described a situation in which she and Claudia were at a nursing station 

charting and heard an overhead page requesting assistance from physical therapy with a 

patient transfer.  They recognized the patient as someone who was extremely obese.  

Cathy felt they should go help because they did not have other pressing demands on their 

time.  Claudia that indicated they could wait for another physical therapist to respond 

because the patient was not on the cardiac service and raised the issue that Cathy, as a 

student and not a staff member, had to be more careful to avoid an injury to her back.  

There was one more page and they continued to wait, making Cathy more uncomfortable.  

They responded when a nurse came into the area where they were charting, identified 

them as physical therapists and said she needed their help.  Cathy related the need to help 

to her role as a physical therapist and helping other people, whether it was nurses or a 

patient.  Cathy said they joked with the other PTs about the situation.  In hindsight, Cathy 
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reflected that she would have preferred she spoke up to Claudia about responding more 

quickly because she felt they had an obligation to assist the nurses. (Interview one)  

Prison Custody 

Claudia and Cathy both offered the story about Cathy’s experience seeing patients 

who were in the hospital and on prison custody.  Claudia noticed Cathy’s facial reaction 

of fear or surprise the first time she saw a patient in the hall who had on a prison jumpsuit 

and handcuffs with a guard.  Taking note, Claudia decided Cathy would have a patient in 

prison custody on her schedule to give her the opportunity to see they were no different 

from any other patient.  Cathy described her interaction with one of these patients, and 

that discussion focused on the patient’s personal story and clinical aspects of the case.  

Claudia overheard a conversation Cathy had with her boyfriend, who was visiting from 

out of town, in which her boyfriend expressed concern about Cathy treating patients in 

prison.  Claudia told him they were like any other patient and he should not be concerned.   

Doctors Discharge Too Soon 

Cathy told of several circumstances in which physicians made decisions to 

discharge patients, but she felt they were not ready for discharge, either because their 

blood pressure did not seem well controlled or they were unable to function at the level 

required at home.  She described several situations in which she made the case to the 

physician that the patient should be hospitalized longer, but the physician declined and 

discharged the patient.  In these circumstances, Cathy was acting as an advocate on 

behalf of the patients.  When she was unsuccessful, she scheduled the patients for return 

visits in outpatient physical therapy.  (Interview two and three) 
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Nurses and Blood Pressure Cuffs 

When Cathy considered several of the patients who were discharged before she 

thought they were ready, she realized that the nurses were using automatic blood pressure 

cuffs while the physical therapists used manual blood pressure cuffs.  The physical 

therapists’ measurements were consistently higher than those with the automatic cuffs, 

indicating that the blood pressure was not adequately controlled.  She described situations 

in which she reported the discrepancy to a nurse, who reacted by saying they should take 

it again after waiting several minutes.  Cathy and Claudia spoke to the physicians in 

individual situations, as described above.  Cathy’s dilemma was whether she should raise 

the issue of the systemic practice that was potentially jeopardizing patients.  She thought 

about her role as a student, whether she felt she could make a difference, and whether it 

would disrupt the relationships between the nurses and physical therapists.  She 

interacted with her CI and the other physical therapists about the individual patients, but 

not the systemic practice.  Ultimately, she decided not to say anything about it.  

(Interview two) 

Christian Scientist and No Treatment 

Cathy and Claudia described the situation with a patient who was a Christian 

Scientist hospitalized for a cardiac condition.  Cathy watched a nurse interact with the 

patient, in which the nurse said the patient must take her medication if she wanted her 

breakfast, even though it was known the patient was a Christian Scientist and had 

declined medication.  The patient said she was too hungry and took the medication so she 

could eat.  Cathy then reviewed the chart and discovered that the physicians wrote orders 

to crush her medication and put it in her food because her severe cardiac condition and 
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they were questioning whether she was competent to make medical decisions.  The 

patient could taste the medication leading her to be more mistrustful of the health care 

providers.  After Cathy discovered that the patient was being medicated against her 

wishes, she consulted with Claudia.  In her interview, Claudia said she had to consider 

whether this was a physical therapy concern; Cathy had the same question.  They decided 

they did have a responsibility to talk to the physicians.  Claudia had Cathy talk to her 

supervisors to get advice about what to do, that they would have Cathy remain involved 

in the patient’s care, and that Cathy would talk to the physicians.  Cathy said that during 

her conversation with the physician, she asked if they were aware of the patient’s wishes 

and the ethical concerns this raised, the physician acknowledged the problem and said 

they were considering an ethics committee consultation.  Simultaneously, the patient was 

refusing to work with physical therapy, accusing Cathy of being one of the health care 

providers who were giving her medications.  Cathy managed the situation by giving the 

patient an independent exercise program and checking on her periodically.  On one visit 

with the patient, the patient’s pastor was in the room and mediated a resolution in which 

the patient realized that Cathy was not involved in giving her medication.  In Cathy’s 

view, this seemed to resolve the differences between them.  (Interview three) 

The Patient with Urinary Incontinence 

Cathy described a patient with stress urinary incontinence that was triggered by 

coughing, and whose pulmonary condition caused her to cough frequently.  As a result, 

the woman often was often incontinent.  Complicating the situation was the fact the 

woman did not speak English.  Cathy described a situation in which she came to the 

patient’s room and the patient needed a change of clothes and help cleaning her.  Cathy 
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had a very busy schedule and had to weigh whether she should stop to help the patient or 

ask the patient to wait for nurses.  Cathy said she would check with the nurses to see if 

they could attend to the patient quickly and then make a decision on a case-by-case basis.  

(Interview three). 

Rick 

Patient with tetraplegia 

Rick and Rhoda described a situation in which they saw a patient with a long-

standing, high-level spinal cord injury who was referred for a physical therapy evaluation 

because he claimed he was noticing a return of sensation in his arms.   Rhoda said the 

patient was not forthcoming initially about why he was referred to physical therapy.  She 

had Rick perform the examination.  After some time together, it became apparent that the 

patient hoped that, because he was noticing sensation, it meant he might recover motor 

function in his arms.  Rick then wondered to himself why the physician did not let the 

patient know that there was no chance of recovering motor function and made the referral 

to physical therapy.  Rick realized that he had the responsibility to be truthful with the 

patient given the trust the patient was placing in him.  He said he thought about the fact 

that he could learn from the patient if he were to have him continue physical therapy, and 

that it might help the patient remain hopeful.  He recognized the patient would quickly 

become disappointed and would not be served by continuing physical therapy.  During 

the visit, Rick let the patient know that he would not recover arm function and advised 

him that physical therapy was not indicated.  (Interview one) 
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Patient Exaggerating 

Rick described a patient who he suspected might be exaggerating his symptoms.  

Rick noticed he had a tendency to label the patient because of his suspicions.  He then 

described coming to a realization about what he was doing.  He decided he had to set 

aside his reactions and learn more about the patient and what his problem was.  He said 

he talked to his CI about his doubts about the patient.   

Wheelchairs the Patients Want 

Rick started off by telling of how some patients seemed to want to get as much as 

they could for themselves, even if they did not need it.  He found that frustrating.  Rick 

was evaluating a patient for a wheelchair and midway through the evaluation, the patient 

noticed all of the accessory equipment in the room and told Rick he wanted several of the 

items he saw.  Rick noticed that the patient did not need the accessories, and decided to 

ask the patient if he knew what the items were.  When the patient told Rick he did not 

know, Rick told him that he must not need them.  In this situation, Rick admitted he “put 

[the patient] on the spot.”  Later in the interview he described a patient who also came for 

a wheelchair.  In this situation, the wheelchair vendor seemed to push the patient to get a 

more expensive wheelchair that she did not need.  Rick told the patient that she needed to 

get the wheelchair he recommended, not the more expensive wheelchair.  Later in this 

interview, Rick talked about a patient with severe burns who needed a power wheelchair 

and who also had a need for ongoing physical therapy.  She voiced agreement with his 

plan for both. After he made a special effort to get appointments for physical therapy 

quickly, she failed to keep them.  He felt she was manipulating the system by agreeing to 

the physical therapy in order to get the power device.  Rhoda advised him that he did not 



357 

 

know all of the facts in the case and urged him to reserve judgment about the patient.  His 

frustration also stemmed from his view that the patient could have a functional 

improvement from ongoing physical therapy, but her failure to follow-through meant she 

was likely to be less functional in the future.  This  situation also presented Rick with the 

issue of patients who fail to keep appointments and how many times he should contact 

them to see if they wished to continue physical therapy.   

Polio and Power Scooters 

Rick had patients with post-polio syndrome who needed power mobility devices.  

In his judgment, a power wheelchair was optimal.  The patients wanted power scooters.  

Through his discussion with the patients, he discovered that they wanted power scooters 

because there was less of a stigma attached to a person in a power scooter compared with 

a power wheelchair.  He realized that the patients’ desires for a power scooter had merit 

and that is what he ordered. (Interview two)  

Unethical Wheelchair Vendor 

Rick received a call about a wheelchair delivery for one of his patients on a day 

that Rhoda was off.  The vendor’s request seemed unusual, so Rick consulted with 

another physical therapist and refused to take delivery.  On further investigation it 

seemed the vendor had possibly taken the patient’s wheelchair order from another vendor 

without the patient’s consent and once they delivered the wheelchair, the order was not 

complete.  Rhoda took over the case because she had worked with the patient previously, 

had contacts within the Medi-Cal office that was dealing with the problem and the 

situation called for filing complaints with the payer.  Rhoda had Rick continue to work 

with the patient so he could help the patient learn to advocate to get his needs met.  Rick 
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expressed frustration about the delay in the patient getting the wheelchair he needed 

because the vendor had not delivered the proper wheelchair and was not responding 

quickly to correct the problem.  (Interview two and journal) 

Patient Visit on Last Day 

Rick had a situation on his last day at the clinic in which a patient arrived late for 

her appointment.  He weighed whether he should see her because he knew that one visit 

would not make a significant difference to her physically, but would be a “morale 

booster” for her.  His reluctance stemmed from several administrative tasks he had to 

complete because it was his last day, and seeing the patient late would impinge on his 

ability to get these tasks completed on time.  He decided he should see the patient.  

(Interview three and journal) 

Keep Appointments or Discharge 

Rick had a patient who failed to keep three appointments and then arrived thirty 

minutes late for her fourth appointment.  According to policy, Rick was supposed to 

discharge her after three missed appointments, but he forgot to do so.  He said he told her 

about the policy, let her know that his time was valuable, and other patients with more 

significant transportation barriers managed to keep appointments.  He told her he meant 

to call her to notify her all of her appointments were cancelled.  He told her that he was 

excited to work with her, but she had to make a promise to keep future appointments.  He 

provided the physical therapy visit and she continued to arrive for her appointments.  

(Interview three and journal) 
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Cannot Treat an Inpatient. 

Only Rhoda related the story of the patient on an inpatient unit, but whose 

physical therapy was disrupted by a physician’s interpretation of a policy.  The clinic had 

a policy that an inpatient could not be seen by an outpatient physical therapist in the 

outpatient clinic.  The policy was being rescinded, but was still in effect. The patient had 

completed her inpatient physical therapy and was awaiting discharge placement, but was 

still in the hospital.  The patient was referred to outpatient physical therapy.  The patient 

came to the outpatient gym from the inpatient unit, but arrived late so they could not see 

her.  On a subsequent day, the patient came to the gym and told them her physician told 

her she could not receive treatment in the outpatient gym.  Rhoda investigated the 

situation and the physician told her directly that the patient could not be seen for physical 

therapy in the outpatient area.  Subsequently, Rick asked if he could see the patient in her 

room, and was told he could not, because she was an outpatient and could not receive 

physical therapy in her hospital room.  (CI interview three).   

Ruth 

Will I Walk? 

Ruth had several patients who had a spinal cord injury and who wished to learn to 

walk with braces and crutches.  The clinic had a protocol that required a certain level of 

physical functioning before they could proceed with gait training.  Ruth found herself 

struggling with how to communicate the requirement to these patients when it appeared 

some of them had little chance of meeting the criteria.  She voiced the concern that she 

had to help them maintain their hope.  One of her patients was a college-aged man who 

formerly played football.  She noted the patient, his father and brother often talked about 
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the importance of sports in their lives and realized the spinal cord injury would have a 

significant impact on them.  She described how she gave him research studies about 

walking after spinal cord injury and helped him understand news stories he heard about 

people walking after spinal cord injury.  She also had two other patients, one of whom 

was much older than the other.  She noticed that she had a bias that the older patient was 

not likely to meet the clinic’s criteria because of his age even though his physical 

functioning was closer to meeting the criteria than the younger patient was.  A fourth 

patient was not making adequate progress toward meeting the clinic’s criteria to walk and 

was not fully participating in physical therapy.  In Ruth’s judgment, his lack of 

participation was a major cause of his lack of progress toward the goals, and she had to 

discharge him with a home program even though she felt there was more benefit in 

continue physical therapy.  In each situation she contemplated how much to encourage 

the patient to try to meet goals for gait training versus using a wheelchair for mobility, 

even though gait training might be much less energy efficient and functionally limiting.   

(Interviews one, two, three and journal) 

Patient Lost His Wheelchair I? 

Ruth related the story of one patient who claimed his wheelchair was stolen three 

years ago and did not replace it.  He said he borrowed a wheelchair for the intervening 

time.  There were some inconsistencies in his medical history and diagnosis that raised 

her suspicions, including different diagnoses on the paper work from the physician and 

vendor, and a different history from the patient.  The physician referral was for a highly 

sophisticated, expensive wheelchair with more adaptations than the patient appeared to 

require.  That referral, along with some notations on the paper work from the physician 
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and vendor, raised suspicions about whether the physician was acting honestly or stood to 

profit from the more expensive wheelchair or whether the wheelchair vendor and 

physician might be collaborating to profit excessively.  Ruth wondered what she should 

do about her suspicion.  Ruth had the patient try a manually propelled ultra lightweight 

wheelchair, which he was able to propel.  The patient claimed that his ability to propel a 

manual chair was limited by shoulder pain.  This led Ruth to order a power scooter for 

the patient.  That option was less expensive than the power wheelchair the physician 

ordered.  But, it appeared the patient might not require power mobility at all.  She felt her 

decision was closer to complying with Medicare requirements than if she had ordered the 

wheelchair the physician ordered.  She concluded that the patient found the selection of 

the power scooter a satisfactory option.  The story ended with her saying they had to wait 

to receive the paperwork from the physician.  (Interview one, journal) 

Patient Lost his Wheelchair II 

Ruth had a second case of a patient who claimed he lost his wheelchair six years 

ago.  When Ruth tried to get a prescription for a wheelchair from the physician, the 

physician replied that the patient did not need a wheelchair, but the physician referred the 

patient for an evaluation for a wheelchair.  The physician’s signature on the initial 

referral that the patient brought with him to physical therapy differed from the name of 

the physician the patient said they should contact about the specific prescription.  This 

raised Ruth’s concern that perhaps the patient was not acting honestly.  When they told 

the patient the physician would not sign the prescription, he became upset and it appeared 

the patient might be shopping for a doctor who would give him what he wanted.  Ruth 

ended up questioning the patient’s truthfulness.  She let the patient know he should 
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pursue his concerns directly with the physician and, she did not hear from the patient 

again.  (Interview two, journal) 

Patient with Fibromyalgia 

Ruth had a patient with a diagnosis of fibromyalgia and multiple other problems 

(twice Ruth said she had twenty or thirty other problems).  The patient said she had to 

walk from her bedroom to her bathroom because her power wheelchair would not fit 

through the door and hall.  The patient, who was accompanied to physical therapy by her 

husband, she her husband had to help her move in bed and with dressing.  The patient 

was referred for evaluation for a new power wheelchair by a physician in the community 

as opposed to a member of the medical staff.  The clinic’s policy stated that a physician 

from the community could refer a patient for a wheelchair evaluation, but for ongoing 

physical therapy.  If a patient needed physical therapy, the physical therapist at the clinic 

would have to refer the patient to a physical therapist in the community.  Ruth felt the 

patient would benefit from ongoing physical therapy, and in fact, felt the power 

wheelchair would lead to more dependence on the wheelchair rather than encourage her 

to become more independent.  Ruth wanted to not order the power wheelchair and refer 

the patient to outpatient physical therapy.  The patient refused and Rhoda told her that the 

patient would not be likely to attend physical therapy given her past reliance on a power 

wheelchair.  Despite her reservations about its negative effect on her function, Ruth 

ordered the power wheelchair for the patient.  (Interview two and journal) 

Try to Get the Right Wheelchair 

Ruth reported several situations in which patients and their families requested 

wheelchairs that exceeded the guidelines of third party payers, particularly Medicare.  
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Often the family and patient’s requests were legitimate and would contribute to the 

patient’s independence.  The guidelines did not permit consideration of a family 

member’s needs when evaluating a person for a wheelchair.  Ruth tried to consider each 

patient’s needs in relation to the guidelines, but often felt she had to “fudge” the report in 

order to obtain the type of wheelchair she thought would best meet the patient’s needs.  

(Interview two, interview three) 

Come Back for Wheelchair 

Ruth had a situation in which a patient needed repairs to his wheelchair and 

perhaps a new wheelchair.  He failed to keep more appointments than allowed by the 

clinic policy. Ruth continued to schedule him because each time she contacted him he 

promised he would return for the next appointment.  Finally, she had to discharge him 

despite his promises because he continued to miss appointments.  (Interview three) 

Privacy in the Gym 

Ruth had two situations in which patient privacy could not be maintained because 

of the gym setting.  One situation involved people with spinal cord injury who spoke 

Spanish.  These patients had to complete a questionnaire that was not translated into 

Spanish, thus they read the questions to the patients.  The questionnaire had several items 

related to the patient’s sexuality and bowel and bladder habits.  Ruth felt this lack of 

confidentiality was not acceptable, but there was no private area nearby where they could 

administer the questionnaire.  She advocated for a Spanish translation, that was 

underway.  In the second circumstance, the clinic had a video translation system.  With 

this system, they could provide translation services from a remote site.  Because the video 

system only had a headset for the patient and physical therapist, if a family member 



364 

 

wanted to hear what was said, they had to broadcast it in the gym.  Again, the other 

people in the gym were privy to the private health information being transmitted over the 

video translation system.  She and Rick tried to develop a system to protect patient 

privacy and allow multiple people to hear the translation, but they were unable to do so.  

(Interview three) 

Patient’s Education Level and a Wheelchair 

Rhoda told of a situation in which Ruth was seeing a patient who needed a wheelchair.  

Ruth suggested that because the patient had a fourth grade education, she doubted she 

would be able to propel a wheelchair.  Rhoda questioned that assumption to herself, and 

intervened to have the patient try propelling the wheelchair to determine if she could do 

so.  Ruth observed the patient’s success and ordered the wheelchair for the patient.  

(Interview one, CI only) 

Patient Needs a Power Wheelchair 

Ruth described patients who seemed to under perform when she was testing them 

to determine what type of wheelchair they needed.  She questioned whether they were 

trying to manipulate the system to get an upgraded wheelchair they really did not need.  

Her dismay over these patients led her to recall a different patient who she thought 

needed an upgraded wheelchair, but would not give up her power scooter.  Ruth was 

concerned because the patient’s head position in the power scooter and when she drove a 

car caused her to be unsafe.  Despite Ruth’s urging and discussions, the patient would not 

consider changing to a power wheelchair with different support.  Ruth felt she did all that 

she could and was resigned to the fact she could not force the patient to give up her 
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power scooter.  Ruth jokingly said she is glad she did not have to drive on roads near 

where the patient drove.  (Interview three) 

Get Help to do the Test? 

In one of her journals, Ruth wrote about a time she needed help to perform an 

examination on a patient because she was not sure how to do a special test properly.  

Rhoda was not in the clinic that day, so Ruth had another PT acting as her CI.  That PT 

had another student that day as well.  It was not until Ruth was with the patient that she 

realized she could not adequately perform the test.  She tried to get help, but could not 

locate the substitute CI, so went ahead with the test.  She described thinking 

retrospectively that she should have stopped and got help, but thought that there was little 

risk of harming the patient.  Even so, she wrote that she would get help the next time she 

had this type of experience. (Journal) 

 

 
 
 


