Chapter 7

CULTURE, CONTEXT
AND ETHICS IN
pSYCHOTHERAPY
AND COUNSELING

1 the last few decades, the United States (US) and Canada haye become
Imof@ multiracial, multiethnic, and multilingual. As of 2019, 40% of the us
population was Black lndl.genous and People of Color (BIPOC) includine:
18.5% Latinxs, 13.4% African American, 5.6% Asian American, and 1.3‘2
American Indians (U.S. Bureau of the Census, 2019). Approximately 20% of
the US population or 40 million are immigrants (Pew Research Center, 2020).
Jn Canada, 22.3% of the total population in 2016 identified as People of Color
and 21.9% of the population as immigrant. The largest ethnic minority
community In Canada was composed of people of South Asian descent (5.6%5
followed by Chinese (4.6%), First Nations (4.4%), and people who identify as
Black (3.5%; Statistics Canada, 2016). '

In the field of mental health, several foundational publications (see Comas-
Diaz, 2012; Helms & Cook, 1999; Sue et al., 2019; Vasquez, 2007; White &
Henderson, 2008) and professional guidelines (see American Psychological
Association [APA], 2017b, 2019¢; Canadian Psychological Association [CPA],
7017h) underscore the importance of ethnicity and culture in the therapeutic
process. These important documents aim to assist therapists in providing cul-
turally responsive services to individuals and communities. Culture, defined as
the “complex constellation of [learned | mores, values, customs, traditions, and
practices that guide and influence people’s cognitive, affective, and behavioral
response to life circumstances” (Parham et al., 1999, p. 14) is an important
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CULTURE HAS ALWAYS BEEN A PART OF HEALING
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Figure 7.1 The Deep and Surface Levels of Culture Model.

odel aims fo assist you in thinking about you own assumplions of how you conceptualize culture
e. The model includes two layers: (a) outer layer depicting culture at the surface;
ond [b) inner layer illustrating the five domains of deep culture. The domains of deep culture influence each
ohe in nonfinear but dynamic ways. Each domain includes question(s) for individuals and groups to consider
when exploring their cullure, which is continuously shaped by context and history. The model can also be used
b clients to explicilly infioduce and explore culture in therapy—therapists can compare their responses to
hat of their clients and assess areas where their deep cultures overlap and diverge, which can help inform the

fherapeutic process.
Source: Pope, Vasquez, ChavezDuerias, & Adames (2021).
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of treatment, and deepens our ethical awareness and sense of personal ethical
responsibility (see Arredondo et al., 1996; Casas et al., 2016; Fouad &

Arredondo, 2007; Vasquez, 2007, 2009).

The Impact of Cultural Competence on Treatment

Our cultural competence influences the experience that clients have in
therapy. For instance, Smith and Trimble (2016) conducted a meta-analysis
focused on therapists’ cultural competence and its connection to clients’
experiences in treatment. They concluded that
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individual differences, specific training, external pressures, personal needs,
and historical, economic, and political context might influence their interae.
tions with and perceptions of others, and integrate this awareness into their
efforts to benefitand not harm others” (2017b, p. 19). Standard IV.15 requires
that psychologists “acquire an adequate knowledge of the culture, social
structure, history, customs, and laws or policies of organizations, commuy.
nities, and peoples before beginning any major work there, obtaining
guidance from appropriate members of the organization, community, or

people as needed” (p. 33).

APA Ethics Code Standard 2.01b, Boundaries of Competence, states:

Where scientific or professional knowledge in the discipline of psychology
establishes that an understanding of factors associated with age, gender,
gender identity, race, ethnicity, culture, national origin, religion, sexual ori-
entation, disability, language, or socioeconomic status is essential for effec-
tive implementation of their services or research, psychologists have or
obtain the training, experience, consultation, or supervision necessary fo
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L afin Psvchological Association (NLPA), and the Society of lnL!ian Ps(vcl(z)”[a
Jists (SIP) met with the APA Ethics Committee at the 201] annual :Po{
convention. During this meeting the EMPAs and APA agreed to review \\"hc:thé
he ethics code addresses issues of culture adequately, appropriately, and knowlf
edgeably. Speciﬁcally, the EMPAs shared their thoughts on llO\\" the ethical
code both “assists or hinders their work as Psychologists of Color” with the goal
of broadening knowledge on “how culture intersects with ethical dilemmas”
(APA, 2012a, para. 15). Several EMPAs have developed and published their
ownsetof ethical commentaries. (see SIP, 2014), guidelines (see NLPA, 2018)
or standards (see ABPsi, n.d.). ,

CULTURAL COMPETENCE AND PROFESSIONAL
GUIDELINES

A focus on the role of culture in psychotherapy as practiced and regulated by
date or provincial licensing laws is a relatively recent phenomenon{.
Historically, the field of mental health has been slow at recognizing the signif-
icance of culture in psychological science, practice, and ethics (see Hall,
1997: Guthrie, 2004; Pickren & Burchett, 2014; Sue et al., 2019; Vasquez,
2007, 2012). The first mention of culture as a factor in therapy took place at
the Vail Conference of 1973 (Korman, 1974). Sixteen years later, in 1990, the
APA published its first guidelines that addressed culture titled, The Guidelines
for Providers of Psychological Services to Ethnic, Linguistic, and Culturally
Diverse Populations (APA, 1990). That same decade, the CPA approved and
published their Guidelines for Non-Discriminatory Practice. Since then, both
APA and CPA guidelines have been revised. In 2003, the new APA guidelines
were published with a new title, The Guidelines on Multicultural Education,
Training, Research, Practice, and Organizational Change (see APA, 2003) and
in 2017 they were revised once again (see APA, 2017b). The CPA guidelines
were updated in 2001 and in 2017.

The 2017b version of the APA Multicultural Guidelines more broadly
addresses the importance of attending to various identities and
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psychologists to consider how knowledge and understanding of
velops from and is disseminated within professional psychological
actice. Endemic to this understanding is an approach that incorporate
developmental and contextual antecedents of identity and how they can he
acknowledged, addressed and embraced to engender more effective models
of professional engagement (APA, 2017b, p. 6).

Similarly, the 2017 CPA Guidelines for Non-Discriminatory Practice

promote non-discriminatory care in therapeutic work with clients, as well as
to provide guidelines for evaluating the extent to which one’s work falls
within the parameters of non-discriminatory practice. As our society and
culture become more diverse, and as we become more aware of specific
diversities, it is important that psychologists gain an awareness of the need for
non-discriminatory practice. As the need arises, guidelines can be developed
for use of specific diversities (CPA, 2017b, p. 1).

The APA Guidelines on Race and Ethnicity in Psychology (2019¢) more spe-
cifically focus on race and ethnicity

and describe how clinicians, educators and researchers can develop racial
and ethnocultural responsiveness and discuss the importance of under-

standing bias and recognizing the influence of race and ethnicity in society
(APA, 2019¢).

These guidelines encourage psychologists to understand and consider the role
of culture in practice, research, consultation, and education. Unfortunately,
we have a long way to go in the field of mental health to move beyond just
highly encouraging people to consider the role of culture in assessment and

interventions to requiring the integration of culture as a standard in
practice.

BUILDING CULTURAL COMPETENCE

Building cultural competence in clinical practice often begins with effective
training. Many programs in psychology and related fields historically have not
provided adequate training on how to effectively integrate cultural knowledge
into assessment and therapy. Adames et al. (2013) posit that

While psychology as a discipline maintains that diversity and multicultur-
alism training is important, some departments do not adequately address it
as a central topic, emphasize its importance by making it a requisite, or

provide a sound framework for effectively addressing diversity and multi-
culturalism (p. 3).
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roles of cultural educator and student. However, students as c
in class are often educators without a portfolio in the eyes of
fellow classmates. Challenging psychological information being presented
that did not accurately represent our experiences could bring ... a label as an
impudent student. Parenthetically, it was not uncommon to have our
personal insights as members of the community also challenged or dismissed
by professors or researchers who had no experience with our communities
other than their readings in psychology. This was infuriating to many col-
leagues and students, given their lived experiences ... These in class and
work experiences were frustrating, intimidating, humiliating, and discour-
aging to students and subsequently early career professionals in particular.
This circumstance continues to contribute to the attrition of Students of
Color in training programs and later becomes a deterrent to participation in
organized psychology (p. 419; see also Kaduvettoor et al., 2009).
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- When we neglect how our own worldviews and cultural values influence
- the ways in which we navigate the world and interact with others—or when
- we fail to understand and appreciate the role of culture in our clients’ lives
- and in the work that we do as therapists—we end up straying from the
- appropriate and helpful to the useless or even oppressive. We cannot operate
~ from a one-size-fits-all approach to training and psychotherapy by applying
- frameworks and interventions grouncled solely in the experiences Of, Elme
- dominant group (Burkard & Knox, 2004; Gémez, 2015; Sue., 2015). .l he
- 10ad toward cultural competence, or the ability to develop mterven!lon;
- that are culturally responsive begins by looking inward toward the self anc

- outward toward others.

Looking Inward

] we encounter people who practice different cultures and \\fhlo I(Ilfft:ttrinlni)t::
- In many ways as we go about our lives. We leam ill)Ol.ll cu]hu:f .(II.\(_I; e
studies, we work on developing ethical awareness 11 approac mlf’““c_“nd
clinica) work, but often we forget that we also carry our own prive
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sometimes . . -
. imes not so private —views and feelings about specific cultures, races
'cho > i : y
%‘0118. and so on. Most readers would have no trouble naming areas in the
WO 1 hi ; : Y oL
otld in which people are fighting each other in part because of religion,

culture, ethnicity, and similar factors. Most could name groups in their owp

countries that view members of another group with suspicion, unease, resent.

ment, disdain, or hate.
It is impossible for us as therapists to b

that afflict the rest of humanity; after all, we are socl
have long histories of racism, colorism, nativisim, ethnocentrisim, and many

other forms of othering (Chavez-Duenas et al.,, 2019). Life is remarkable in
5o many ways, but not that one. For any of us, various cultural, racial, ethnic,
political, religious, and other groups—or topics related to these groups—
may evoke an intense emotional response. The response may be subtle or
powerful. We may be ashamed of it or embrace it as important. We may be
reluctant to mention it to certain people. We may view it as not politically
correct or—a more forbidding barrier for many of us—as not emotionally
correct (Pope, Sonne et al., 20006).

These psychological reactions may block or diminish our cultural compe-
nee to work with specific groups or certain topics. Thus, it is vital to assess
ot only our intellectual competence but also what Pope and Brown (1996)
rmed emotional competence for therapy. We invite each of us to take a
1o ask ourselves the following set of questions:

e comp]cte]y free of the prejudices
alized in societies that

oment now

e Do you have positive of negative feelings toward most or virtually all
members of any particular social groups based on their cultural tradi-
tions, values, and practices? Does person’s skin color ever affect the
way you view them or interact with them? How abouta person’s religion
(e.g., Muslim, Southern Baptist, Catholic, Mexicayotl, Hasidic
Judaism)? Social class (e.g., those people known as the super-rich; those
people who are poor and homeless)?

e Ifso, how if at all do you think it affects your clinical work?

e Would you feel comfortable hiring, supervising, or accepting as a client,
or working with a member of that group?

¢ Would you feel comfortable sharing these feelings with your graduate
school faculty, internship supervisors, employer, or colleagues?

e Have you shared these feelings with your graduate school faculty, intern-
ship supervisors, employer, or colleagues?

¢ Would you be okay sharing your thoughts publicly? Posting them on
public social media accounts?

¢ How well do you believe your graduate program, internship, and
'conlinuing education courses have dealt with these issues? What
improvements could you suggest?
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How well do you believe the profession h

\What improvements could you suggest?

Do vou believe the profession is paying too much, too little. or £

the .right amount of attention to these topics? » 01 jus

How do your own cultural values inform and shape the e

with clients? r

o How do they impact your assessment and diagnosis of clients of cultures
Jifferent from your own?

e How do vour cultural values impact or inform your interventions?

e Do vou ever consider how the client’s understanding, d escriptio;] i

expression of symptoms may impact treatment? If so, how do vou’inte-

grate this information into your work? )

as dealt with these issues?

about

act

~ Becoming aware of the ways we may fail to recognize and respect a group
that is different from our own challenges all of us. It is easy to recognize in
eory, the influence of our own culture and context, but it often escapes our
notice in practice. A remarkable book, The Spirit Catches You and You Fall
Down: A Hmong Child, Her American Doctors, and the Collision of Two
Cultures (Fadiman, 1997), illustrates the potential costs of overlooking the
influence of culture and context on everyone involved. The book describes
¢ efforts of a California hospital staff and a Laotian refugee family to help a
Hmong child whose American doctors had diagnosed with epilepsy. Everyone
involved had the best of intentions and worked hard to help the girl, buta lack
of awareness of cultural differences had tragic effects. The book quotes med-
ical anthropologist Arthur Kleinman:

As powerful an influence as the culture of the Hmong patient and her family
is on this case, the culture of biomedicine is equally powerful. If you can’tsee
that your own culture has its own set of interests, emotions, and biases, how
can you expect to deal successfully with someone else’s culture? (p. 261).

Several models have been created to help us operate from a culturally
Tesponsive stance (see Adames & Chavez-Duerias, 2017 CREAR-CE Model;
,}’ark-1‘a>r]0r etal., 2009 Multicultural Competency Training Model). A well-
fstablished framework is White and Henderson’s (2008) multicultural com-
;Petf'”c." building model which includes an actionable plan to develop and
Mamtain cultural competency throughout our mental health careers and
beyond. This model is divided into four levels including: (1) conceptuall
heoreticalfintellectual which underscores the importance of learning about
ur client’s culture at the deep structural level obtained by reading ‘?‘“'
oks and journals, attending lectures and courses, and watching movies/
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. e ialogues th.
documentaries; (2) engaging in challenging cross-culltz_tr‘gl '(Ilr:idg)l'it:: fh‘at
provide the opporlnniﬁ' for emotional grow throl(l;;,l)l [;‘cl,::vio[;((d e"glc'lge‘:: n
diffi i o 1+ dividual differences; e . ent

cult dialogues around individt Jues in the conté]

> i i i urse
which emphasizes the importance of lnnnersnlglz S ol il
community of the people we serve; and (4) building p lat

enhance the therapeutic relationship which focuses lon (Ie\'zlo(]:fll(l)irhe]i.lhng
approaches that are tailored to the unique and complex née s]. t %&el}ts
(also see Adames et al., 2016; Henderson et al., 2014). ACCOT; 1"81 0 White
and Henderson. when we engage in activities at each of the ' ou]r. eVCIS,.We
end up developing and deepening our cultural competency and Improving

the psychologica] services wWe provld&

SCENARIOS FOR DISCUSSION

e of offices with several other therapists. The
Hame of each therapist is on the door to that therapist’s office.
One moming you find that the door to one of the offices has
been broken in and the office vandalized. The name on the
door was Jewish. Swastikas along with epithets have been spray-

ainted on the walls, desk, floor, and bookshelves. You have no
evidence but believe the vandal may have been one of your
patients—someone who has expressed strong anti-Semitic views
during therapy sessions, embraces the view that the Holocaust is
fiction, and has described fantasies of vandalizing synagogues.
But if you were to ask him during the next therapy session
whether he had anything to do with vandalizing your colleague’s
office, he would deny it.

You share a suit

How do you feel?

What would you like to do?

What do you think you would actually do?

Would you mention your suspicion that your client may have
vandalized your colleague’s office to the colleague, the pofice, or
anyone else? If so, how do you address issues of client privacy
and confidentiality? :
¢ Would you mention your suspicion to your client? If so, how?

e How, if at all, would you address your client’s anti-Semitism in
therapy?

You are a Latino psychotherapist who speaks Spanish only
|11(;(lerflte]x well. Your policy is to try to refer all those who speai\'
only Spanish to fluent Spanish speakers, but you will see

(continued)
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(continued)

Sp;mish speakers who also speak English if they wish. A Soul
\merican client who speaks fluent English UI;(I SPa.nisl\ outh
vou because vou are the only Latino available on her [»]M(])S]e.Cs
At the first session, she insists that you should be ashamed lfSt'
not speaking better Spanish and that you therefore have r?r
culture. -

e How do you feel?

e What are your thoughts and feelings about this client?

e How would vou respond to this client?

e Under what conditions would you continue to see or decline to

see this client?

You have been leading a therapy group at a large mental health
facility. As one of the sessions begins, a group member interrupts
vou and says, “I want to ask you about something. Have you
noticed how none of the doctors here are People of Color but
almost all the cleaning crew are? Why do you work in a system
like that? Don’t you think that has any effects on us patients?”

¢ How do you feel?

e What are the possible replies you consider?

e What do you think you would say?

e What effects, if any, might such a system have on clients?

You work in a large office building. As your therapy client, a
person of the Sikh faith, is getting ready to leave your office,
the police show up at the door, handcuff him, and say they are
taking him to the station for questioning. When they leave,
the accountant across the hall comes over and says l'!mt
someone saw your client in the lobby, thought he was acting
suspiciously, and called the police to report someone who

seemed up to no good.

How do you feel?

What do you consider doing?

What would you like to do?

What do you think you would do?

How, if at all, might this affect the therapy?
How, if at all, would you chart this?

e o o o o o

man (continued)
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(continued) @
omes to you for counseling. Both believe

| leaders in @ marri
o be obedient to her husband.

describe as “slips,” when he
finds it hard to

| counseling to

A martied couple ¢ age and that a

that men are the natura
woman’s rightful place is t
However, they often have what they
seems to loolz to her for guidance ot when s!le
accept his decisions. They are seeking marita

help them eliminate these “slips.”

ut the wife?

he husband?

about the marital
for themselves?

How do you feel?

What are your thoughts
What are your thoughts
What are your thoughts
relationship that they value
e How do you think you wou

You work as a counselor in a high school where the majority
students are African American and Latinx. You see clients in a
small space right next to the principal’s office. Most of your
clients have been referred to you for “acting out” behaviors—
they are often described by their White teachers as “lazy,
unmotivated, and trouble-makers.” In therapy your clients often
talk about how the school is “not for them.” They often discuss
feeling not smart and that the teachers don’t like them. During
one of your sessions with a client who is crying while sharing a
{raumatic event, a teacher barges into your office and blurts out,
hy do these kids have to be so loud, can you keep them

and feelings abo

and feelings about t
and feelings

and have chosen

Id respond?

“gosh, w
quiet for once?”
]

How do you feel?
How would you respond to the teacher in that moment?

What would you do when the teacher leaves?
What would you say to your client?

What would you do when your client leaves?
What are your thoughts about what happened?
What are your reactions to what happened?

You wgrk with a geriatric population that is composed
{)ref]m/l\unate]y of first-generation immigrants from Asia and
Latin America, ican cli
sl a. One of your Mexican clients, an 80 year-old
: ) nan‘conlnes tlo your session looking very serious. She begins
ier session by shari ‘ ' alk

y sharing that she wants to talk to you about what

(continued)

2 —
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con

happened last night. She described having 4 conversation wit}

her dead mother who came to give her a message. The mes <
was that the mother was “not resting in peace” e sage
client was separated from her abusive husband. Your C]YiOlnt'
states that her mother wants her to forgive her hushand frg:l

whom she has been separated for over a decade. You Ko })eez
working with this client for two years now to help her ¢ ope with
the traumatic experience of living with a hushand whe e
her for decades.

How do you feel?

What are your thoughts? How are you making sense of the case?
What would you say to your client? :
How would you chart this?

What would you do?

You are a therapist at an agency with a policy that says that if a
client misses two appointments without calling, the therapy
automatically terminates. A client who is a single mother, uses
public transportation, has no telephone, and is often distressed
by a babysitter who does not show up, misses her appointment
for the second time. Your supervisor insists that you terminate
by letter, given the long waiting list of potential clients.

¢ What feelings do you experience?

¢ Whatare your assumptions about the client’s not showing up? In
what way, if any, might her diagnosis be relevant?

¢ What do you think and feel about the relevance of the policy for
clients such as this one?

¢ What are your options in responding to your supervisor? To the
agency policy? To the client?

*  Which options do you believe you would choose in deciding
how to respond to your supervisor, the policy, and the client?




Chapter 9

VIORAL DISTRESS AND
VIORAL COURAGF

ien doing the right thing comes at a great and painful cost, trying to

decide what to do can leave us feeling alone, afraid, or helpless. We
might have thought through an ethical dilemma and found what we think is
the right path. And yet ... that path may be closed off. Doing the right thing
may be blocked by clinic policy, the hospital director, our employment
contract, the insurance company, the budget, our packed schedule, or some
other barrier.

We hate—or at least feel uncomfortable with—the idea that we are about
fo take part in something we know is wrong or to stand aside and let it happen.
Butto do what is right scares us into moral cowardice. We feel frozen, power-
less. Doing what we think is the right thing might cost us our job, our license,
our reputation, our income, our long-awaited promotion. We may also worry
that doing the right thing might have no effect at all. No matter what we do,
we cannot stop something that is deeply wrong—our only choice is to take part
reluctantly, to witness the inevitable, or to dismiss what is wrong.

The aim of this chapter is to underscore a threat to ethical behavior that
differs from so many others we face in our work. The vast majority of therapists
- devole themselves to the ethical path and always strive to do the right thing.
- Butwe're all human and we all fall short at least some of the time. Fatigue,
| carelessness, misperceptions and biases, misinformation, misiu.dgments, fal-
- lacies, pride, and impatience are only some of the hazards that trip up all of lllS
. atone time or another, causing us to overlook or turn away from the mo?t tt Ii
- ical response, You can probably name several barriers off the top of your heac
| Vithout pausing too long to think about it.

95
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causing us to miss what s
ath are external pressures
sonsider these examples;

r ethical vision,
an ethical p

puth. (

All those hazards can cloud ou

most ethical. Additionally, barriers to
convincing us that we cannot set foot on that

where you've providcd outpatient therapy for the
fficer summons you to her office and
the CEO and Board of

| situation, | ; :
cturing, effective immediately.

As you show up at the clinic
past 6 years, the chief administrative ©

informs you that due to 2 critical financid

i » restru .
Directors have ordered an cmcrg.ency.@st U e g
You are to report now to their satellite clinic across

ing wi ts of suicide,
Your current patients —some of whom are stmgghlll}g \\i;:'?l:l:::lll)gel;s;]amy i
some of whom you've diagnosed as suffcm.lg from Bor i il
order, and some of whom struggle with. c!lfficulhes.l:rus ;bi gk
be assigned to other therapists in the clinic. You wili no

ir i ” no l 1 h« t ﬂleir
before they eelt their new therapxsts, wi (.) 1ger .'lve access .O
| ] ; tll‘l(l)\l:;l no Ion ] to Colnlnllnlcate 'lth then] Whl]e they
{ charts, a v w

ger be allowec :
form working relationships with their new therapists.
You state as diplomatic

ally as possible your concerns about not only
ethical but also clinical problems with that approach. However,l th[e. C}i?lo
cuts you off, tells you that she and the C?EO have thought throug 1. t ns].p an’
carefully, that the extraordinary financial pressures call for extraordinary
steps to keep the organization

afloat, and that if you are unable to accept the
new position as it has been laid out for you, she will unfortunately and with
s and reluctance, need to ac

t immediately to hire your
In an extremely tight job market, you need this job to support
|ly since you're a sing

great sadnes
le parent of three

replacement. ‘
yourself and your family, especia

young children.

ent representative on the admissions committee for
department. As the folders pass from person to
ding candidate who indicates, in her biograph-
t Muslim. When the folder reaches the hyper-
sensitive, opinionated, and Jictatorial —and that's on his good days—chair of
the clinical program, he tosses it aside and says, “Not while I'm chair of the
program! I don’t want to see our building blown up because someone didn’t
like her grades. So officially let’s just write down in our notes that her
academic interests are not a good match for our program.” One of the other
faculty members chuckles and nods their head; the others laugh.

Yf)u r.emain silent, burying your face in one of the other folders as if you're
:(e)us(l])l;:lgkl::lel‘:,tilt)l',lillllotll)ing nol)o'(lyfwil? pay any attention to you, realizing that
P inPthe Progr;i]c?:)t:x;lo thl'slfflcu:ty \\"ould doom your prospects of
room know what just ha.) )eneds'o rf‘tl] e t'mt pBi:idoy “".\'On‘e OUtSId? t'he
or controversy, every f'lC:Iit}" lllel;lll]])( ot sort of complaint, publicity,

’ : er will know that you were the leak.

You are the graduate stud
a small clinical psychology
person you notice an outstan
ical sketch, that she is a devou




) hes I /
\(\‘ VOl )(lik‘\l \\l .'” I]x’lhh('nk(l i& dC(l ]\.‘ Wro ]L d \-' .
> ) VIOl « 10 21“0” 0 i
€ Ill(‘ﬁ,

.o faimess, legal standards, and the clinic: ,
justice, fa g clinical Program’s own stated ol

icies. You believe the nght thing to do is to speak up, and yet . e

ot wanting to face what will happen to you if you do. You ml‘\_-‘-‘(,)lou ‘]?S‘Ihllc‘
would find 1t easier to do the right thing if rather than Muslin‘l ap )Illm it
were banned from the program in practice, though not in fornl]zgl (()][mS ?Vho
public statements of inclusion and openness, it had been LGBT z:) 'Il““ Xy
Black applicants, Latinx applicants, Jewish applicants, applicants Eﬁ)] Cd'nls,
older than 50, applicants with physical disabilities, applicants whose }?i:?e
phies Jescribed their activities in extreme right wing causes, or 0 licf,r(:.
whose biographies described their activities in extreme left wing caus[;S ants

After taking out a large lgan to s_upport you.rse]fduring a 6-month dry spell
of unemployment, you finally find a new job. You begin your first day of
work at a well-regarded managed care system. Your supervisor explains that
vou'll be doing intakes in the mental health department. You'll be evalu-
ating everyone showing up to ask for psychological services. Although the
company touts their comprehensive mental health services, the supervisor
tells vou that you are to place everyone you can on a waiting list and warns
you to be sure to write in your notes that your psychological evaluation
showed no urgent needs for professional care. All others, he says, are to be
assigned to one of the large therapy groups meeting every other week. For
those. he directs you to write that your psychological evaluation showed
that group therapy was most appropriate for a patient with this particular set
of clinical needs.

When you gently but firmly raise concerns about why this approach is
wrong on so mary levels, he says, “Look, just between you and me—and
don’t quote me on this or I'll deny I'ever said it—I know what you're talking
about. But this company has been in business a long time and this is their
business model. They quickly ‘reorganize” any time they want to get rid of
someone who is not on-board with the way they want things handled. Ifyou
fail even once to do what I'm telling you today, you'll get a terrible weekly
evaluation in your file, though it'll list other reasons for why you're not a
good employee. If you fail to do it a second time, you'll be gone within a
few days.”

Those three examples represent what is often called “moral distress.” Andrew
Jameton, professor in the University of Nebraska College of Public Health, pio-
neered the use of this term in his classic book on nursing ethics, defining it as
what happens “when one knows the right thing to do, but institutional constraints
make it nearly impossible to pursue the right course of action” (1984, p. 6).

He dJstlnguished it from other ethical quandaries:
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The experience of moral distress
moral dilemmas. In moral distress,

action to take, but institutional structure
o act in the

he initial distress-

create obstacles. A nurse who fails t
have reactive distress in addition to t
pose dilemmas about individual and
p. 542; see also Jameton, 1984).

Much of the early work on moral distr
The American Association of Critica

Moral Distress (

some major themes of over a quarte
implications:
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demonstrates that moral distre
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it threatens the quality of patient care.
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in patient are and outcomes.
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Humphries and Woods (2015) wrote:
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atient throughput
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(p. 265).
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other forms. Kilvemark et al.
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1 we fail to do the right thing m important sitwations: “Potentially

- merpelrat o ally mor-

us events, such as perpetrating, failing to prevent, or l)c;lring wilthess |
ess to

nsress deeply held moral beliefs and expectations m

suffer whe

ally injuno
s that tra ay be deleters
?:t”t,lc Jong-term, emotionally, psvchologically, behaviorally, lzll::i[(:l:]ﬁ:nous
socially (what we label as moral injury)” (2009, p. 695). ’
The deep moral distress that occurs when external forces push heavily

against our will to do the righ‘t thing finds its way into many settings, includin)
the healthcare worker frontline of the COVID-19 pandemic (Borges et alg
5020, Kroger): oncology and hematology (Lazzarin et al., 2012); pediatrics
} (Sauerland et al., 2015); intensive care (Hamric & Blackhall, 2007, Kok et al
~ 2020); health system management (Mitton et al., 2011); academic me(]icin;;
~ (Ganske, 2010; Roberts, 2020); health promotion (Sunderland et al., 2014);
3 community research: (Sunderland et al., 2010); and end-of-life care (Thum &;
" Anneser, 2020).

~ Ifyou experience moral distress, you are far from alone, as the works cited in
 the prior paragraph suggest. “Moral distress is a common experience for clini-
. cians, regardless of profession” (Whitehead etal., 2014, p. 117; see also Kilvemark
etal, 2004). Studies chart its occurrence among psychologists (see, for example,
Austin et al., 2005) and psychiatrists (see, for example, Austin et al., 2008).
. Moral distress also occurs among clinical supervisees. Willingham (2017),
for example, found that “supervisees who experienced moral distress often had
poor supervision experiences. These included supervisors not listening to the
~ supervisee’s way of conceptualizing, not discussing techniques or skills, dis-
~ couraging the supervisee from giving clients optimal care, and encouraging
- supervisees lo engage in behavior that they considered unethical” (p. 110; sce
-~ also Nuttgens & Chang, 2013).
- What factors are associated with moral distress among healthcare profes-
. sionals? Lamiani, Borghi, and Argentero’s review of 17 studies found that
~ “moral distress correlated with organizational environment (poor ethical cli-
mate and collaboration), professional attitudes (low work satisfaction and
~ engagement), and psychological characteristics (low psychological empower-
f ment and autonomy)” (2017, p. 51).
- How do psychologists respond to moral distress? A study conducted by
Austin et al. (2005) found six major ways of handling the experience:

, and

remaining silent

taking a stand

acting in secret

sustaining the self by focusing on work with patients
reaching out to colleagues for support

leaving

The field can respond to moral distress by discussing it in graduate school,

~ G : .nces so that
- temships, continuing education courses, and professional conferences so t
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*THE PSYCHOI.OGIST AS WHISTLE BLOWER;

A CASE sTupy

Although whistle l)lowing is an issue of wide soci

significance for psychologists, and ofhe

employees. Because they occupy two statuses simultaneous]
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to other employees. The separation bhe
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conscience but a professiona) responsibility
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on Qejentific Freedom and Responsibility, 1975, Nader, Petk
- & Branch, 1972). As a result, both the public and the profesc:

o Clients and the community at large may he snl)ieclcd(t N
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stake n what happens to their colleagues who hecome whistle bl

it is important to document publicly cases, such le t)l W
e bed below, i which psychologists allege that they have rcceiv(e:l i
wreatment for following the dictates of their professional CO“P“'mh\C
Documentation of such cases may contribute (o a climate of OpiniOHS?m;C’e.
awareness of needed social or professional changes that w c l
Jikelihood that institutional power will be abused in the future.

Accordingly:

ill reduce the

BACKGROUND

In February 1971, serious earthquake struck Southern California. Althoush,
there were relatively few deaths, there was extensive property dmnagge
Especially hard hit were several Veterans Administration (VA) hOSiJita]s. i a
result of the damage, the VA launched a general survey of structural stability
of other hospitals in the area. Among those surveyed were Brentwood Hospitai
Wadsworth Hospital, and the Extended Care Hospital, three a(hninistrativel\t
separate facilities sharing the grounds of the National Military Home in west
Los Angeles adjacent to the campus of the University of California (UCLA).
~ Although these three hospitals had come through the earthquake unscathed,
the VA announced nearly 1 year later that engineering tests indicated that a
number of buildings might be unsafe in the event of another major earth-
quake. Therefore, these buildings were ordered closed.

~ Building 156, which housed the Adult Restoration Program at the Extended
are Hospital, was one of the buildings ordered closed. Donald Spiegel, a
~ PhD psychologist who was chief of the program, received the news on January
“14, 1972, a Friday. Over the weekend, unbeknown to Spiegel, paperwork was
“completed allowing the majority of the patients in the program to be dis-
charged from the hospital. When he returned to work, Spiegel was asked by
George Gillick, the physician who was Chief of Staff, to begin “evacuating”
his patients into the community immediately. Gillick, who had been consid-
ering phasing out the restoration program even before the engineering test
’_,fesults were in, wanted the patients moved out quickly. However, because
-most of his patients were older single men without social or family ties to the
- community, satisfactory places for them to live outside of the hospital were not
Area.dil)' available. Nevertheless, on Wednesday, January 19, Gillick informed
3 Spiegel that he was dissatisfied with the latter’s “lack of prongSS" and instructed

i him to discharge all the remaining patients within 1 week.
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would be out of the hospital. Spiegel, III copardizing the lives and well-hej,
s without serious!y ) cordingly, 2 days I:
he elderly ones. Accordingly, ys later, o

aff meeting to reconsider the g,
moving Spiegel from his positiop 4,
| ordering him to report to the head

meet these daily quota
of his patients, |).'n‘licularly the ¢
January 21, he asked Gillick during @ st
system. Gillick responded by summarily re

s :on Program anc
Ch efofthe/\dultRcslomhonlrog ; e ame day he appo;
of t]he psychology service for new duties. Later the same day he appointeg

‘ he meantime
Edward O'Neil, a physician, 4 the new chief. In the 11;6l ft _ rlsos'“eone
Ldwarc ell, a atl, « ) 1d that night Spi
" 1.4 tel iisi(ln reporter of what had lmppened, :fl t gt‘ Piege]
informed a telev ! « e atient evacuatio
| television criticizing the VA’s hasty patie ation as he
was shown on telev

cleaned out his desk.

Having reported to the psychology service, Spiegel spent the next 5 day
aving

- «nally anuary 26, he was detailed to the
aiti 2 new assignment. Finally, on Jai :
}‘\allmg fOr a :;;“é’:lstogcomlse] women who were about to .be (hscharge.d or
women’s o \g/A facility in Virginia. Again, it seemed toﬂSplegcl that patients
e precipitously. Elderly women wit}

ital

/ -~ moved out of the hospit: : |
Hels l)ig]eg(]ilcl'll problems who had lived at the ho.spl,ta] for many years were
e prooted suddenly. Convinced that the hospital’s methods could lead to

atients, Spicgel tried to have the procedures mod-
| director nor chief of staff responded to his

appeals, Spiegel appeared ata January ?8 press conflercfnce z-lrrzn:ige;] by l};e
California State Psychological Association. Although agreeing that unsafe
building conditions made it necessary to move 'the patients, Splegel insisted
that the “chaotic” manner in which their relocation was bemg carried out was
as life threatening as another earthquake. He added, according to an article
that appeared in the Los Angeles Times (Nelson, 197.2_) that psyc]}o!oglst.s were
“concerned about a system which permits the imposition of g(hﬂunstrahve fiat
on professional personnel for taking a stand against orders Whl(fh. would clttar]y
damage patients or be detrimental to their welfare” (p. 1). Additional publicity
was generated by patients who picketed the hospital in opposition to the relo-
cations and Spiegel’s removal from the restoration program.

O'Neil, meanwhile, continued evacuating Building 156. In contrast to
Spiegel, he was given no quotas to meet, and (perhaps as a result of the pub-
licity given Spiegel’s charges) he was allowed to transfer some of the patients
to other buildings on the hospital’s grounds, an option not made available to
Spiegel. By the beginning of March, the issue had become moot. All of the
residents of Building 156 had been relocated and Spiegel, now attached to the
psychology service, was at work on other projects. In addition, the final touches
were being put on the administrative consolidation of Wadsworth Hospital
and Extended Care Hospital into the Wadsworth Hospital Center that had

being u
the deaths of some of these p

fied. When neither the hospita
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B o March 8, 1972, 7 weeks after Spiegel had bee
Bosition W ith the "“S""‘_'“(m program, a teletype message arrived f, '
B il office in \\n\‘]nngl'n‘n. B.C., ordering Spiegel o m“‘fe:(;m the \..\
Bl i Temple, ](‘\;15., I'he order indicated that the resettlem T tfhe o
. Wadsworth Hospital Center patients to this installatio el
Riiocation of professional personnel “for the good of the se(rvich Jequired a
Spiceel, however, interpreted his transfer order as retal; ¥
patients. Since he had considerable seniority

relieved of his

ation for his efforts to

orotect his asan |8-year

; it - year empl

i the V A, any legitimate need for additional personnel at this facility IP oyee
< Y, he rea-

ned- could ?1';1\'0 l)ce.n'e1c$0111|)|islle(! b)‘f transferring any one of several other
WWadsworth psvchologists with less seniority. Moreover, transferrin to Templ
Texas. 2 much less desirable location, would have caused a proffund Z?]P iy
bion in his personal and professional life. Consequently, he decided to f; hstntllp—
rder‘ Secking assistance in every available quarter, he contacted a nun%l)er :)ef
proups including the California State Psychological Association, the American
s_\'cho]ogical Association (APA), and the American Federation of GO\-emmf;m
Employees (AFGE), which filed a grievance in his behalf.

The VA responded to his protests by offering him a second choice. He was
fold that he could go to the Outpatient Clinic in downtown Los Angeles
stead of transferring to Texas. Spiegel, who had spent the immediately pre-
peding 13 years in a Research Psychologist position at Brentwood Hospital,
discovered that his clinic responsibilities would involve providing full-time
linical services. In addition, he would be unable to continue working on a
research project funded jointly by the VA and the National Institute of Mental
Jealth of which he was the principal investigator. Accordingly, on March 22
he turned down the VA’s second offer. The VA then promptly reinstated its
original demand that he move to Temple, Texas, by May 1. Spiegel reiterated
his unwillingness to relocate there, and so May 1 came and went and Spiegel
emained in Los Angeles. As a result, on May 19 he was informed by John J.
ox, Director of the VA’s Southern California District, that he would be
separated” from the VA as of June 2, 1972.

' The AFGE immediately filed an appeal to Cox’s directive with the Civil
Service Commission (CSC) charging that Spiegel’s job rights had been vio-
ated. The CSC agreed to hold a hearing on Spiegel’s appeal, but it was not
until nearly 6 months later, on November 14, that the hearing was held. It
asted for 2 days. Testimony was taken from Spiegel, Gillick, Cox, and others,
cluding Cecil Peck, PhD, the VA’s head psychologist. Then 5 months l;fter
e C5C's San Francisco Regional Office ... ruled that the “arbitrary selccnm‘\'
kthe appellant for reassignment to the VA Hospital at Temple was impropet

d overtumed Spiegel’s removal.



