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ABSTRACT

This project provides an analysis of the concept
fadvocacy’. It uncovers assumptions regarding the meanings
of advocacy as this concept has been utilized in health care
settings to describe professional actions of various sorts.
The primary objective of the undertaking is to facilitate
the goals of medicine, nursing, and other health care
professions in regard to the population of their concern. To
the extent the goals of medicine and nursing are focused on
promoting the well-being of persons and society the pursuit
of such goals is a moral endeavor. The analysis provides for
consistency of communication among the professions with
regard to advocacy and exposes the scope of professional
obligation for health care professionals.

Chapter One outlines problems surrounding uses of the
term ‘advocacy.’ It offers an explication of other concepts
which prove important for the analysis such as ’profession’,
’'physician-patient relationship’, ’‘nurse-patient
relationship’, and ‘clinical ethics’. Chapter Two makes some
distinctions regarding advocacy and considers the context in
which professions provide service to society. Additionally,
the ’‘ideal’ of lawyers as exemplars of professional advocacy
is explored since it is from this setting notions of

radvocacy’ for health care professions have been borrowed.

In Chapter Three an investigation of the nature and
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foundations of professional obligations is undertaken. Codes
of ethics are discovered to be important sources of a
profession’s own view of its obligations; these allow
assessment of a professional’s moral accountability. As the
investigation develops, professional advocacy is seen to be
a complex role-responsibility. The focus of Chapter Four is
a discussion of the proposal that professional advocacy is a
broader concept for health care professionals than it is for
legal advocates because it involves both attention to
individual needs and attention to the needs of society. Thus
the source of some interdisciplinary confusions is located.

Finally, Chapter Five elucidates the implications of
the newly clarified concept ’‘Professional Advocacy’ when
this is applied to health care situations as an account of
health care professional obligation to both individuals and

society.
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CHAPTER ONE

ADVOCACY ARCHITECTURE

INTRODUCTION
Disputes

Various health care and allied professionals have
assumed that they need to be, can be, or are advocates for
those in need of health care services. No consensus,
however, exists among the diverse interested groups, or even
in some cases within disciplines, regarding what it means to
advocate for a person who either has or may develop a need
to access the health care system.

Additionally, certain disciplines have claimed that
their practitioners are the best situated to advocate for
patients asserting variously that others are constrained by
employer or contractor conditions; that others have
insufficient contact with individuals to determine their
advocacy needs; or that there is limited access of the
involved professionals to the sorts of information which
would enable advocacy actions. Examples of such accusations
are readily found in current professional and scholarly
literature (Bernal, 1992; Bishop & Scudder, 1990; Cooper,

1988; May, 1983 and numerous others).



Advocacy Ambiquity

When the contexts of these debates are examined it may
be noted that the term ’‘advocacy’ is used in a variety of
ways and to support a plethora of claims. This very
ambiguity regarding the meaning of the term and,
consequently, its related obligations, presents a risk that
the focus of enquiry may be shifted by these noisy but
sometimes superficial battles away from more crucial
questions regarding how and why the need for advocacy,
regardless of definition, arises. That is, it may not be
recognized that a preliminary requisite to the debate about
advocacy is an analysis of underlying assumptions regarding
the various uses of the term when it is applied
descriptively or prescriptively to relationships in health
care settings.

Moreover, by engendering argument and turf battles,
claims which assert the superior advocacy ability of one
professional group over that of others may prove
counterproductive to individual, group or societal welfare.
Such claims may do so for the simple reason that to be found
among the most powerful or vociferous debaters may be those
who do not possess the most morally defensible arguments,
the best understanding of the issues, or the strongest
impetus to tackle the problem at a fundamental level.

Conceptual confusions of this nature tend to be

divisive. They place an artificial wedge between professions



which, while they may have different approaches to the

furtherance of this, nevertheless, have a similar end or
goal. The purpose of this concept analysis is twofold; 1) to
provide for some agreement and consistency of communication
among disciplines regarding advocacy, and 2) to examine the
assumptions underlying the notion of advocacy as this is

used in relation to certain health care professions.

The Project Structure

The objective of this project, then, is to explore the
concept ‘advocacy’. In so doing the ground of the moral
obligations of health care professionals is clarified. This
ground concerns furtherance of the welfare of others; it
specifically concerns the welfare of those who either have
health care needs or may develop a need of this sort. The
main focus of the endeavor involves an analysis of the
concept advocacy particularly as this relates to health care
professional role. However, since ’‘advocacy’ is found to
have been borrowed from its origins in law, it proves
necessary to compare its meaning in this context with its
usage in other contexts.

In the remainder of Chapter One, I outline the
development of my argument before laying some preparatory
foundations for the ensuing discussion. A sample of problems
that arise as a result of conceptual confusions regarding

radvocacy’ is offered as supporting evidence of the need for
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such an endeavor. An explication of the terms; ’profession’,
’‘physician-patient relationship’, ’nurse-patient
relationship’, and ‘clinical ethics’ is done in relation to
the association of these notions with that of ’advocacy’.

Chapter Two lays out some preliminary distinctions
regarding common employments of the term ‘advocacy’. It is
discovered that if one examines the idea ’‘advocacy’ from the
point of view of the origin of the primary motivation' of
the agent two main distinctions appear. The differentiation
involves the possibility that some advocacy actions are
primarily self-centered and others are not. It may not
always be possible to conclude objectively for a given agent
what her motivation is, nevertheless, I shall show that the
alternatives given are plausible and critical to the
discussion of advocacy.

Professional advocacy or that which stems from the
professional role appears to be a special case of
altruistic?, or not primarily self-centered, advocacy. A
preliminary definition of professional advocacy involves the
following formulation. Professional advocacy occurs when a

professional possesses specialized knowledge, skills, or

There is, of course, complexity in the gamut of
possible motivations. Pertinent factors are discussed in
Chapter Two as these prove relevant to the task. The main
distinction I want to make is between agent intent to act
primarily on behalf of self or primarily on behalf of
another.

2I give a definition of altruism later.



technological expertise that is brought to bear’ to fulfill
a good for a given individual who has suffered a privation,
or limitation of resources with regard to the good in
question, such that the individual is either unable or
unwilling for some reason to provide for the good herself.

For each of the categories of ’advocacy’ explored,
there are related moral issues; and examples of these are
given to illustrate the nature of such problems. The moral
content of ’‘professional advocacy’ however, as the principle
subject under study is delineated as the main ongoing topic
of concern. The second part of Chapter Two considers the
context within which professions provide service to society
with regard to the ’‘good’ they profess to be capable of
addressing.

This involves a discussion of ’‘justice’; in particular
the second section of Chapter Two discusses the link between
professional service and the structure of justice for the
given society. Professions ’‘profess’ to be capable of
providing a service to society with regard a particular
good. For this reason it proves enlightening to include a
discussion of justice, because justice tells us something
important about these goods. The justice arrangements in a

given society are instructive regarding what goods the

The degree of action undertaken for any particular
event may vary from agent to agent for the reason that
professionals are also humans and thus subject to varying
subjective and objective forces which may compel or
constrain action.



society values and is willing to protect individuals and
groups in the possession of.

In the USA the justice system involves safeguarding
certain rights. Rights are defended by lawyers who act as
advocates for their clients. The ’ideal’ of lawyers as
'professional advocates’ is crucial to the current
enterprise because advocacy has its origin in the legal
setting. ’‘Legal advocacy’, then, is a form of ’‘professional
advocacy’; it serves throughout this project as a template
for comparison with ’‘professional advocacy’ for other
disciplines.

Chapter Three is an in depth investigation of the
nature and foundations of professional obligations. The
intent is to illuminate the link between professional
advocacy and professional obligation. The ’‘Codes of Ethics’
of various disciplines represent in some way what the
profession expects of its practitioners with regard to
professional conduct. The process of ‘code’ formation for a
discipline is discussed because knowledge of this process
provides insight into the profession’s vision of its
accountability to the population served. The second section
of Chapter Three is a consideration, and rejection, of the
claim made by certain commentators that professionals seem
to hold a different moral status than do non-professionals.
It addresses the question: "should members of a profession

be held to a different standard of moral conduct than other




citizens?" It proved important to take this question
seriously because if the notion of some sort of
’‘universality’ is undermined, as occurs when we propose
there may be differences in moral status among people, then
we are denying the ’‘ideal’ of persons as fundamentally equal
individuals in the sense of being worthy of moral concern. I
will show that the idea that individuals have moral worth
proves important for this project. The reader will find the
full argument for this in Chapter Three.

In the absence of special ethical status* for
professionals, the objective becomes a description of the
foundation of the seemingly stronger obligation that exists
for them than exists for lay persons to promote the good in
guestion. Since the stronger obligation arises from the fact
of the professional’s voluntary commitment to the goals of
the profession, assumed upon gaining membership to the
profession, a further important factor can be noted. This
factor consists in a commitment on the part of the
profession, and therefore the professional, to the
population of concern for the profession. Consequently,
there is a close relationship between the goals of the

profession and the goals of the society. In the absence of

‘“This is special ethical status in a radical sense. For
example, it is sometimes claimed that lawyers are not
subject to the same moral constraints against harm, as
others in the society, at least while advocating for a
client. I argue that this conceptualization of the moral
aspects of the legal advocacy role is incorrect.



this close relationship or in the absence of a realistic
ability to further the ’good’ in question the societal
usefulness of professions has to be questioned.

Contemporaneously, this is the situation the US finds
itself in, with regard to health care and the health care
professions. The present system is proving problematic for
health care professionals and for society. Such problems
require both that professions reevaluate their situation
with regard to society, and that they be instrumental in
bringing any dissonance in values to the attention of its
served population. This proves to be a moral imperative
based on the profession’s own assertions regarding the scope
of its accountability as espoused in the profession’s code
of conduct.

The next section determines professional advocacy to
encompass the professional role. It becomes important to
make comparisons between the role of professional advocacy
for legal representatives and the role of professional
advocacy for health care professionals. Health care
professional advocacy is asserted to be broader in scope
than legal advocacy since it involves not only advocating
for an individual but also advocating for societal change
when this is what is required to further the goal of health
for an individual, group, or society. This assertion is
borne out by the ’‘codes of ethics’ of nursing, medicine and

other health care disciplines (social work, dentistry,



psychology, etc.) not investigated here. The broader scope
of the obligation poses additional problems for health care
professionals that are not typically presented to legal
professionals when acting in the capacity of advocates.

As the inquiry into the meaning of ’‘professional
advocacy’ develops it is noted that what remains to be
exposed is both the extent of the obligation which a
professional is committed to as a result of professional
membership, and the function of ’‘professional advocacy’
related to these obligations. This exploration provides the
focus for Chapter Four. Further, it remains to be discovered
what other obligations may be contingent upon encountering
obstacles to the fulfillment of professional
responsibilities. In Chapter Four, then, I propose that
professional advocacy is a complex role-responsibility.

Professional advocacy is judged to be synonymous with
professional role in so far as professional role involves
activity that promotes the goal of the profession’. This
raises an important distinction between the professional
role of lawyers as advocates and the professional role of
health care professionals. For the former it is argued the
advocacy role is fairly narrow and is based on the goals of

legal advocacy as discussed in Chapters Two and Three. The

’In Chapter Four I also discuss how the acquisition and
development of general medical knowledge (for example
research endeavors) fits into the notion of professional
advocacy.
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argument is made and defended that professional advocacy for
health care professionals is a much broader concept because
unlike in legal advocacy the goals of the profession and the
goals of the professional are the same.

Thus the origin of some interdisciplinary confusions
regarding the meaning of advocacy is located. It is
concluded that professional advocacy for health care
professionals necessarily concerns professional-patient
relationships, professional-societal relationship and the
intersections of these two sources of obligation for the
professional. For this reason tensions may be presented to
the practitioner between attending to the needs of
individual patients when these conflict with the broader
societal needs. These tensions require concentrated study if
the goals of the profession are to be sincerely pursued.

The latter section of Chapter Four examines the Codes
of Ethics for nursing and medicine and finds support for the
notion that these professions assume responsibilities toward
both individuals and society with regard to the furtherance
of health. Finally, Chapter Five elucidates the implications
for health care professionals and for society of the newly
clarified concept ’Professional Advocacy’. The notion of
accountability proves important if professional advocacy is
to prove a potent force in furthering the goals of society

with regard to health.
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THE PROBLEM OF ADVOCACY

The Scope of Advocacy

It is crucial to explore what the moral foundations of
different conceptions of advocacy are if the missions of the
various professions are to be furthered. Since such missions
are aimed at individual and societal good the various
professions and society have an interest in clarifying
concepts like ’‘advocacy’ which are sometimes used to denote
the behavior of professionals under certain circumstances.

Difficulties with the concept ’advocacy’ are also
highlighted when we note that however advocacy may be
defined if it is an action or actions taken on behalf of
individuals in a given system then there may be occasions
when other individuals either within the system, or in the
community at large may suffer resulting disadvantage. That
is, any emphasis put on individual advocacy may lead to
others within the system or society being disadvantaged in
some way. For this reason it is crucial to explore what are
the moral foundations of various conceptions of advocacy.
For instance, a surgeon who advocates for payment of a heart
transplant operation for her patient may inadvertently
deprive others of basic health care (however that may be
defined) as a result of cost-shifting.

Advocacy of the individual, in health care at least, is
frequently based on Kantian type notions regarding autonomy

or ’‘respect for persons’ but this type of advocacy sometimes



seems to conflict with the social obligations of the

profession based on opposing impartialist notions. Such
notions may be utilitarian, or they may be social
considerations which are based on principles of justice.
Therefore, it proves important to consider not only the
various conceptions of advocacy but also whether there are
different levels - one possible level being advocacy for a
given individual or group’s needs - and another broader
level of advocacy concerning societal arrangements.

The latter form of advocacy conceivably requires a
prior critique of both societal values and any social,
financial, educational or power imbalance, or environmental
circumstance within the society. The existence of differing
levels of advocacy poses further problems for health care
providers in that the question is raised about how to rank
obligations when these exist both towards the particular
individual or group and towards a larger population.
Additionally, the concept of a broader level of advocacy
requires clarification of a given society’s underlying set
or sets of values; society’s implicit values have to be
uncovered or made explicit and examined for consistency
against those values that are currently openly espoused but
not practicedS.

Reinhardt (1992) has commented upon this. He notes of

A fuller argument for the necessity of this
clarification can be found in Chapter Two.
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the USA that as a society it has not yet decided whether
health care is a social good or "just another private basic
consumption good -- such as clothes, food and housing" (p.
2). Indeed we have not agreed as a society what our
principle regarding the proper distribution of social goods
should be. Many other commentators support the notion that
the US does as a society think some basic level of health
care is a good to be defended, however, historically actions
taken to further this ideal have not been very successful. I
have in mind here, among other actions, the institution of
governmental schemes such as Medicare and Medicaid which
have proved both unsuccessful in increasing the number of
persons with health care coverage and have contributed to
escalating health care costs in a variety of ways (Richmond

& Fein, 1995, Salmon, White & Feinglass, 1990).

Consensus and Societal Values

Further, as has been pointed out by various
commentators, such agreement regarding the status of health
as a social good may not be possible. Other scholars while
affirming the complexity of the issue propose that fair
solutions to health care provision problems are possible.
Daniels, Light, and Caplan (1996) provide an analysis of the
issue of American values regarding fairness and health care
delivery. By assessing the fairness of various reform

proposals they aspire to ensure that "health care reform
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remains a live issue in the public’s mind" (p.3) thereby
facilitating fair improvements in the system.

Underlying their work is the assumption that the
American public does subscribe to fairness as it is
characterized in constitutional notions of equality of
opportunity. Confusion regarding this value occurs partly
because people aren’t clear that fairness is not the same as
"fair deals" (Daniels, Light, & Caplan, 1996, p.3). It is
confusion on the part of the majority regarding fairness,
influenced by the media and the interests of big business,
that has led to the idea that consensus regarding such an
ideal of fairness is not possible.

Given the probability of layers in the structure of
obligations attendant upon assuming the role of advocate and
that such layers may provide a tension of obligations for
the health care provider between the needs of the individual
patient with whom they have a relationship of some sort and
the needs of the broader society, it is critical to ensure
this issue is clarified. Advocacy, then, is not a simple
concept; it is susceptible to many different
interpretations, requires different levels of enquiry and
may, depending on definition, lead to divergent degrees of
obligation. The remainder of this chapter is devoted to the
task of uncovering the various current meanings of advocacy
as proposed tacitly or explicitly by sundry groups of health

care professionals and other interested parties.
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Patient Advocates

Major contenders for the title of ’Patient Advocate’
are physicians, nurses, and perhaps ethicists, although many
other allied health groups as well as lawyers have laid
claim to the role. Their assertions, assumptions and
disagreements regarding advocacy are readily accessible to
the reader of professional journals and participants in
other current scholarly and interdisciplinary forums. Some
of the issues surrounding the notion of advocacy are
outlined here and in the succeeding chapters. For the sake
of clarity the contentions of each group are explored
separately before similarities and differences in the
meaning of advocacy as espoused by each discipline is
described.

The claims of each of the disciplines named above are
analyzed with regard to prevalent assumptions about; a) why
advocacy may be necessary, b) the definitions of advocacy
for the discipline (including the discipline’s understanding
of the necessity for advocacy and the way this understanding
affects the professional’s role), c) the capability or
superiority of either their members or their collective
membership to advocate over the ability of other groups to
do so, d) the denials of other professional groups’ ability
to advocate, e) the impact any perceived or actual lack of

advocacy ability may have on patient welfare.
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THE PROFESSIONS
Healthcare Practitioners as Professionals

Prefatory to any dialogue about ’‘advocacy’ and the
various professions it is crucial to understand the role of
practitioners of various sorts as they are considered to be
members of a contemporary profession. This is necessary
because the general conception of a profession seems to
include a reciprocal notion that obligations are incurred
during the daily business of practice and that these
obligations are not merely those attendant upon commercial
transactions. One of most pressing contemporary questions
posed by moral philosophers revolves around the issue of the
survival of the helping professions in an environment where
economics and not service is the primary ideal. One author,
Lantos (1997) has even gone so far as to, at least partly
seriously, question the need for Doctors.

In any critique of past and present health care
provision conditions it becomes important to understand the
role of professions within society as having a societally
sanctioned purpose’, because without such societal sanction
the traditional distinction which separates artisan or
tradesman from professional becomes blurred. I will argue
later that the most significant difference between

professional and other service groups is that the goal of

7 This point about professions having a societally
sanctioned purpose is somewhat controversial - a point
discussed in Chapter Three.
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the professional is to further a particular good for persons
in the society. This is different than having as the goal of
the occupation the perfection of a crafted article or the
most interesting means of accomplishing a business
transaction.

Additionally, the survival of the vulnerable in a given
society is assumed, at least in some measure, to be
threatened if professionals have as their main goal
commercial success or an intent to cut costs. The reason
this is so is that professionals have traditionally provided
services specifically to the vulnerable. In the case of
health care professionals, of course, this vulnerability
would be to disease or ill-health.

The professions as they have come to be understood
sociologically, are a fairly recent phenomenon. Carr-
Saunders and Wilson (1933) trace the emergence of modern
professions. They note that the development of associations
of craftsmen began well before the industrial revolution
after which time such groups underwent a more radical change

in configuration.

Development of a Profession

These earlier associations or "gilds (sic)" of
craftsmen began forming around the eleventh century and
eventually prohibited any individuals from engaging in a

craft without some sort of formal license. While, thus,
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having some of the features of contemporary professions they
were rather radically different in other aspects. The
associations that are now considered to be professions
emerged from those vocations which had a tendency to become
ecclesiastically dominated; there was a flavor of mission or
unselfish service about them. The service provided was to
mostly to those considered vulnerable in some way.

Universities developed out of the "gilds of learning"
(Carr-Saunders & Wilson, 1933, p. 289); from the gathering
together of combinations of teachers and students.
Originally universities did not necessarily have ties to the
church but "because theology occupied so large an amount of
the attention of learned men" (Carr-Saunders & Wilson, 1933,
p. 291) they eventually did come under such partisan power
for a while. "Surgeons, apothecaries, and notaries and ...
common lawyers" (p. 291) were the first groups to become
more non-ecclesiastical in nature.

Those vocations that continued longer under the
influence of the church such as that of physician were among
those considered fit for a gentleman. They tended to allow
"a safe niche in the social hierarchy"’(Carr-Saunders &
Wilson, 1933, p.295) and focused on the development and
refinement of a virtuous character in their members but did
not guarantee substantial monetary rewards. A vestige of
this history exists in that there is still somewhat of an

expectation of the virtuous character of physicians although
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there is public disillusionment with health care and
consequently with some of its practitioners.

From Carr-Saunders & Wilson’s (1933) historical account
of professions an ambiguity emerges. This ambiguity involves
the main purpose of professional association. On the one
hand professions have ostensibly formed to serve the
interests of society but professional associations also have
a self-serving element®. In later chapters I discuss the
problems that this ambiguity of intent raises for
contemporary society, especially as this affects health

care.

Attributes of Professionals

Carr-Saunders and Wilson (1933) noted of more
contemporary professions that in general their main
attribute is "the application of an intellectual technique
to the ordinary business of life." This technique is
acquired "as a result of prolonged and specialized training"
(p. 491). It involves the notion also that the profession is
conscious of itself as a specialized group. It is, then, in

some way self-conscious. This self-consciousness together

' over time, many criticisms have been raised regarding
the professions. The general criticisms revolve around a
view of professions as being elitist, exclusionary and self-
protectionist. While I agree that these elements may well
exist, my purpose is to critique the professions based on
their own assertions regarding what they can provide. Such
critiques facilitate ‘holding’ professions accountable for
their assertions in the interest of individuals and society.
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with the services provided allows for public recognition of
its members as members of a group esteemed by society.

In 1915 during a presentation on social work as a
profession Dr. Abraham Flexner described criteria which have
served since as a rough set of standards against which the
professional status of a group has been measured. Although
there is no universally agreed upon definition of what
constitutes a profession, Flexner notes that in order for a
group to be recognized as such the following will be evident
from their activities; a) assumption of responsibility for
the usage of intellectual processes, b) ongoing engagement
in scientific knowledge development®’, c) a practice
orientation, d) specialized education of members, e) self-
organization and self-consciousness of the group as a
profession with a given purpose, f) interest in furthering
the ’‘good’ of the society.

More recently Kepler’s (1981) writings lend partial
support for this conceptualization of what it means to be a
professional and, therefore, to have professional
membership. While it is true that Kepler does not emphasize
the necessity of ongoing scientific enquiry to further the
profession’s goal this is perhaps because the major focus of
his work is on the characteristics of individual

professionals. He notes that,

Flexner does not seem to have taken into account
lawyers as professionals who do not engage in scientific
knowledge development as such.
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Professions are organized; the physicians have their
medical organizations and the lawyers have their bar
associations. A high level of education is necessary to
provide knowledge not readily available or capable of
being understood by all. Professions normally interact
with clients for whom they provide services rather than
goods. (pp. 17-18)
It is the possession of such ’‘not readily available
knowledge’ that has facilitated the societal granting of a
certain level of prestige and autonomy in a professional’s
provision of services. But such benefits remain secure only
so long as societal expectations of the profession or
professional are perceived as being met. Airaksinen (1994)
has written that viewed from the "sociological" perspective
"professionals are benevolent experts who can justify their
claims to authority and social power" because they have
"personal scientific competence" and a "collective service
ideal"(p.l); Both components seem necessary for validation
of the group as a profession. However, Airaksinen thinks
this sociological view of professionals is inadequate. It is
inadequate in that it does not take into account that
professions such as "medicine, education, law, and social
work deal with values which come as close to being objective
values as possible. Health, learning, justice and welfare
are value notions in such a strong sense that the denial of

their validity is incomprehensible" (p. 1).
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Support for this notion that a profession espouses
service ideals is provided throughout the ensuing chapters.
The expressed service ideals of the professions can be
discovered in their particular codes of ethics. Such written
codes of ethics permit critique of the given profession. The
attempt to distinguish between which occupations count as
professions and which do not may seem somewhat problematic
and to a certain extent it is. It is so because if we
attempt to make the distinction based on service rather than
commercial ideals it could be countered that many persons
who engage in creative or productive activities of various
sorts do take pride in their work and therefore are not
motivated purely by a commercial standard. The professions
under discussion here, however, profess to possess the
capacity to provide a service based on a value as described
by Airaksinen above. This point will prove important later
for predicting the future demands of society upon health
care professional-patient relationships when these
relationships shift to a commercial, as they apparently are
at present, rather than a predominantly service standard.

Another major characteristic of a profession, pertinent
to this current endeavor, is that they are autonomous or
self-regulating. Indeed, it has been noted by various
commentators (Carr-Saunders & Wilson, 1933; Newton, 1988;
Parker, 1994 etc.) that the degree of autonomy is related to

both the power the profession holds and the esteem in which
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it is held. As Parker (1994) asserts, "the extent of
professionalism can be equated with the extent of the social
mandate achieved by the profession for defining the terms of
its own operation." Parker also proposes, questionably at
least with regard to this being historically a defining
characteristic, that the professions are "relatively well-
paid for exercising the professional skills and judgement
for which autonomy is required" (Parker, 1994, p.32).
Finally the profession has its own view of itself and is
persuasive in getting non-members to acquiesce in this
conception.

Others such as Kultgen (1988) see professionalism more
as some sort of moral and/or cognitive way-of-being with
regard to, or a diligent manner of approaching, any sort of
work upon which the person has embarked. This
wholeheartedness reflects a character that has engaged in
the project of self-fostering of virtues. On this view the
distinction between what counts as a profession and what
does not must be somewhat arbitrary. However, there are
expectations that members of professions will exhibit
certain characteristics, therefore the notion of
professional virtues is considered as an integral part of
the analysis.

The purpose of this current project, however, is not to
make fine distinctions regarding what it is to be a

professional. It is, rather, to discover the meaning and
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obligations of advocacy as viewed from the vantage point of
the profession’s own tenets. The debate about what
professionalism is, therefore, will be examined only in

light of the professions discussed below.

PHYSICIANS AND ADVOCACY:
EVOLUTION OF THE PHYSICIAN PATIENT RELATIONSHIP

Fiduciary Relationships

For the medical profession as well as for other
professions (at least for those that have been universally
recognized as mature professions such as medicine, law,
clergy, teaching) the relationship of its practitioners to
the population of its concern is usually characterized as
fiduciary. Zaner (1991) notes that the fiduciary
relationship has been "typically understood as a form of
paternalism for which beneficence is the governing
principle" (p. 45). Such relationships have been described
by various authors as being based on trust. Zaner finds this
view of the concept of trust with regard to physician
patient relationships problematic because it leaves out the
patient’s perspective.

There are, thus, at least two ways in which trust may
be characterized as this relates to the professions. On one
perspective there is the notion that I can, in general,
"trust" a professional to provide the service needed because
of the specialized knowledge and skills he or she is

supposed to possess. This form of trust seems to connote
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reliance; one relies on the professional based on the
profession’s certification!® of its membership. However,
from a patient’s perspective there may be no other basis for
trusting the physician than the societal sanction of her
professional attributes and public acknowledgment by the
profession of its obligations towards the population of its
concern.

A more complex subjective account of trust seems to
involve prior experience of the trustworthiness of the other
as a result of an ongoing relationship of some sort which
may or may not exist in a given physician-patient
relationship. Trust of the first kind as Pellegrino and
Thomasma (1993) point out "is the most problematic when we
are in states of special dependence ... (T)his is the
situation in our relationships with the professions that
circumstances force us to trust. We are forced to trust
professionals if we wish access to their knowledge and
skill" (p.65). By this they seem to mean that in order to
surmount problems that require the aid of professionals we
either have to entrust ourselves to their care or succumb to
the crisis. In entrusting ourselves we are relying on the
professional to keep our best interests at the forefront of
their treatment decisions. This point is explored more

extensively in Chapter Three.

YThis is not necessarily a formal certification via
examination, although it often is.
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The physician, then, as a professional is a holder of
the trust placed in him or herself by societal members as a
result of the acquisition of esoteric knowledge, training
and a profession of service intent. Viewed from the
perspective of the western medical model of health care
provision, the physician has tended to be seen as primary
patient advocate!'.

This is so, in part, because the physician-patient
relationship is viewed as the dominant form of health care
professional-patient relationship; it is the most powerful
of such relationships. I mean powerful in the following
sense: medical practitioners have managed, at least until
recently, to control the terms of their practice
arrangements. Additionally, they have also managed to
convince society of their importance in addressing health
problems (Starr, 1982). Their constituents are individuals
who have been perceived as having the freedom!’ to choose
the best physician to help them with their medical needs.
The importance of this aspect is that in some sense the

physician-patient relationship has remained, until recently,

I Although the truth of this statement regarding the
primacy of physician advocacy has been vigorously debated.
This partly because in institutional settings it is other
professionals such as nurses who may actually have a more
sustained relationship with a patient and are thus privy to
the patients multiple needs. Such disagreements regarding
who is the advocate, as I shall show, are misconceived.

Yaplthough ‘freedom’ may be to strong a term to use
under conditions of wvulnerability.




27
relatively free of the influence of outside interests. By
‘outside’ I mean such interests as have the power to direct
the physician to act alternatively to what she, ideally in
concert with her patient, has taken as being in the patients
best interests®.

Trust, then, as it relates to the physician-patient
relationship, is necessitated in the sense that the seeker
of the physician’s services is lacking in the knowledge
and/or ability to provide for herself what is needed to
regain or maintain health. The individual may also be unable
to assess the quality of service or even her own need for
the service. That is, the patient in seeking the services of
the physici