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Background and Purpose. Constrained practice is routinely encountered by
physical therapists and may limit the physical therapist’s primary moral responsibil-
ity—which is to help the patient to become well again. Ethical practice under such
conditions requires a certain moral character of the practitioner. The purposes of this
article are: (1) to provide an ethical analysis of a typical patient case of constrained
clinical practice, (2) to discuss the moral implications of constrained clinical practice,
and (3) to identify key moral principles and virtues fostering ethical physical therapist
practice.

Case. The case represents a common scenario of discharge planning in acute care
health facilities in the northeastern United States.

Methods. An applied ethics approach was used for case analysis.

Results. The decision following analysis of the dilemma was to provide the needed
care to the patient as required by compassion, professional ethical standards, and
organizational mission.

Discussion and Conclusions. Constrained clinical practice creates a moral
dilemma for physical therapists. Being responsive to the patient’s needs moves the
physical therapist’s practice toward the professional ideal of helping vulnerable
patients become well again. Meeting the patient’s needs is a professional requirement
of the physical therapist as moral agent. Acting otherwise requires an alternative
position be ethically justified based on systematic analysis of a particular case.
Skepticism of status quo practices is required to modify conventional individual,
organizational, and societal practices toward meeting the patient’s best interest.
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Constrained physical therapist
practice is encountered when
the clinician understands the

patient’s legitimate needs and, while
acting to meet those needs, may be
compelled to provide less than the
necessary care.1–3 The process for
determining legitimate patient needs
is defined by the profession.4 Acting
to meet patients’ needs requires suf-
ficient assets such as the expertise5

and moral courage6 of the physical
therapist, sufficient financial re-
sources, and supportive laws, regu-
lations, and institutional culture.7 As
an example, care may be constrained
if a physical therapist determines a
patient needs a particular interven-
tion but a third-party payer does not
reimburse for physical therapy or
only reimburses for a different inter-
vention. In this situation, if the phys-
ical therapist chooses to provide less
than the needed patient service, the
physical therapist’s actions may be
unethical.

The physical therapist is in a helping
relationship, with the primary moral
responsibility “to stand alongside”
the patient.8 This manner of relating
is crucial, as the patient is vulnerable
and needs the help of the physical
therapist to become well again.9 Due
to this vulnerability, patient need
carries a moral obligation for the
physical therapist to act.10 Chroni-
cally constrained physical therapist
practice erodes this helping relation-
ship, moving the physical therapist
toward moral disengagement11 and a

loss of the commitment to stand
alongside the patient.

The causes of constrained clinical
practice may be internal or external,
and the effects of constrained care
may be weak or strong. A physical
therapist’s clinical practice is inter-
nally constrained when he or she
possesses less than sufficient moral
intent, expertise, or moral courage
to help meet the individual patient’s
needs. Laws and regulations may be
a source of external constraint on
the physical therapist’s practice.
When professionals follow just laws,
they contribute to a well-ordered so-
ciety.12 However, professionals must
be vigilant and not follow unjust
laws or regulations not in the pa-
tient’s best interest.13 The effect of
constrained clinical practice on the
patient varies from weak to strong.
Weak constraint may have no dis-
cernable effect on a patient’s care,
whereas strong constraint always re-
sults in harm to the patient.

Evidence of constrained physical
therapist clinical practice was identi-
fied by Guccione1 and Treizenberg,2

indicating physical therapists may
not have sufficient resources to meet
patients’ needs. Greenfield and col-
leagues’ qualitative study of 7 novice
physical therapists also reported
constraints on practice, including
barriers to caring and the culture of
the practice setting.14 Purtilo3 de-
clared scarce resources to be an on-
going reality of the physical therapist
practice environment. The medical
profession is debating how to ensure
patients’ needs are met in an envi-
ronment of constrained practice that
attempts to limit professional auton-
omy.15–18 Morreim19 proposed de-
ceptive documentation, so-called
“gaming,” as a justifiable response. In
the physical therapy profession, Nal-
ette20 reported a case of a physical
therapist gaming third-party payers
to ensure patients received needed
care and later reported anecdotal in-

formation from graduate student
physical therapists who were in-
volved in gaming.21

Jette et al22 proposed a clinical
decision-making model used by oc-
cupational therapists and physical
therapists for recommending place-
ment of patients being discharged
from an acute care setting. In the
model, a clinician’s initial discharge
recommendation may be con-
strained by various regulations. This
routine constraint of practice
seemed to be recognized by these
occupational therapists and physical
therapists as a practice reality and an
accepted condition for altering an
individual’s professional judgment.
Moral concerns were not expressed
about the acceptance of this routine
constraint.

The processes used by physical ther-
apists to make good moral decisions
regarding a patient’s legitimate
needs are described in the physical
therapy literature23–27 and are inter-
woven into expert clinical prac-
tice.28 The physical therapy profes-
sion defines this moral intent
through its code of ethics. The Amer-
ican Physical Therapy Association’s
(APTA) Code of Ethics (Code) “[p]ro-
vide standards of behavior and per-
formance that form the basis of pro-
fessional accountability to the
public.”29 This public professing of a
moral intent creates a normative
foundation from which physical
therapists ought to assess their moral
actions. As an example, the physical
therapy profession recognizes that
third parties may attempt to con-
strain the physical therapist’s ability
to meet patient needs. However, its
Code obligates physical therapists to
“be accountable for making sound
professional judgments” (Fig. 1, prin-
ciple 3) while acting in “the best
interests of patients/clients” (Fig. 1,
principle 2A) and being “responsible
stewards of health care resources
and shall avoid overutilization or un-
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derutilization of physical therapy ser-
vices” (Fig. 1, principle 8C). The
physical therapist is morally obli-
gated for meeting patients’ needs.

When all is calm, the physical thera-
pist understands a patient’s needs
and is able to meet those needs. This
moral calmness ought to be inter-
rupted when the physical therapist is
unable to meet patient needs. Under
conditions of constraint, the physical
therapist is not fulfilling the profes-
sion’s moral ideal, may not be fulfill-
ing his or her personal moral intent,
and may be practicing unethically as

a physical therapist. During profes-
sional (entry-level) education, stu-
dent physical therapists are taught to
meet patients’ needs and to do so in
an ethical manner.30 At entry to clin-
ical practice, the physical therapist is
competent to meet patients’ needs,
is capable of assessing the ethics of
practice, and is legally bound by the
state jurisdiction to practice within
ethical boundaries. A physical thera-
pist then is professionally obligated
to apply an ethics comprised of the
agent’s “personal philosophies, meta-
physical beliefs, the virtues, commu-
nities, narratives, rules, principles, cir-

cumstances, consequences, feelings,
intuitions, codes of ethics training
and workplace norms” to the resolu-
tion of specific cases31(p147) to en-
sure morally good actions on behalf
of patients. Ethical analysis, what
Purtilo referred to as “tools for de-
veloping ‘habits of thought’ for
reflection,”32(p1114) and moral ac-
tion then are required when the
physical therapist encounters a situ-
ation of constrained practice. After
all, as Frankena stated, “being with-
out doing, like faith without works,
is dead.”33(p66)

Principles from the Code of Ethics for the Physical Therapist A B

1: Physical therapists shall respect the inherent dignity and rights of all individuals. X X

2: Physical therapists shall be trustworthy and compassionate in addressing the rights and needs of patients/clients. X

2A: Physical therapists shall adhere to the core values of the profession and shall act in the best interests of patients/clients over the
interests of the physical therapist.

X

2B: Physical therapists shall provide physical therapy services with compassionate and caring behaviors that incorporate the individual
and cultural differences of patients/clients.

X

2C: Physical therapists shall provide the information necessary to allow patients or their surrogates to make informed decisions about
physical therapy care or participation in clinical research.

2D: Physical therapists shall collaborate with patients/clients to empower them in decisions about their health care. X

3: Physical therapists shall be accountable for making sound professional judgments. X X

3A: Physical therapists shall demonstrate independent and objective professional judgment in the patient’s/client’s best interests in all
practice settings.

X

3C: Physical therapists shall make judgments within their scope of practice and level of expertise and shall communicate with,
collaborate with, or refer.

X

4: Physical therapists shall demonstrate integrity in their relationships with patients/clients, families, colleagues, students, research
participants, other health care providers, employers, payers, and the public.

X

4B: Physical therapists shall not exploit persons over whom they have supervisory, evaluative, or other authority (eg, patients/clients,
students, supervisees, research participants, or employees).

X

5: Physical therapists shall fulfill their legal and professional obligations. X

5.1: A physical therapist shall practice within the scope of his/her competence and commensurate with his/her level of education,
training, and experience.

X

6: Physical therapists shall enhance their expertise through the lifelong acquisition and refinement of knowledge, skills, abilities, and
professional behaviors.

7: Physical therapists shall promote organizational behaviors and business practices that benefit patients/clients and society. X

7A: Physical therapists shall promote practice environments that support autonomous and accountable professional judgments. X

8B: Physical therapists shall advocate to reduce health disparities and health care inequities, improve access to health care services,
and address the health, wellness, and preventive health care needs of people.

8C: Physical therapists shall be responsible stewards of health care resources and shall avoid overutilization or underutilization of
physical therapy services.

Figure 1.
Selected ethical principles from the Code of Ethics.10 Column A indicates principles supporting choice 1 in the moral brief. Col-
umn B indicates principles supporting choice 2 in the moral brief. Reprinted from [http://www.apta.org/AM/Template.
cfm?Section�Ethics_and_Legal_Issues1&Template�/CM/ContentDisplay.cfm&ContentID�63686], with permission of the Ameri-
can Physical Therapy Association.] This material is copyrighted, and any further reproduction or distribution is prohibited.
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Constrained physical therapist prac-
tice is routinely encountered by
physical therapists. Swisher34 stated
there is a paucity of literature on
ethical issues routinely encountered
by physical therapists. The purposes
of this article are: (1) to provide an
ethical analysis of a typical patient
case of constrained clinical practice,
(2) to discuss the moral implications
of constrained clinical practice, and
(3) to identify key ethical principles
and virtues that may foster ethical
practice within a culture of con-
strained practice.

Method
Design
An applied ethics approach was used
to analyze a patient case. Applied
ethics is a systematic approach of
applying ethical concepts to actual
cases involving 2 or more goods in
conflict, resulting in a justifiable de-
cision.35 A systematic approach im-
plies “a whole composed of parts in
orderly arrangement according to
some scheme or plan.”36 A system-
atic approach to ethics for physical
therapists is: (1) pluralistic and ac-
cessible, (2) fostering of moral
agency, and (3) comprehensive.

A pluralistic and accessible approach
to ethics supports various philosoph-
ical perspectives37,38 and various lev-

els of moral development.39 Physical
therapists, like the general public,
possess differing mixes of moral phi-
losophies such as deontology, utili-
tarianism, or virtue ethics.37 As an
example, a physical therapist’s moral
philosophy of practice may derive
from a set of moral rules and princi-
ples with a focus on the conse-
quences of actions. Alternatively,
practice may be conceptualized
from a nonconsequentialist perspec-
tive, a belief that certain actions are
intrinsically good and morally oblig-
atory regardless of consequences. A
pluralistic approach to ethics is open
to these and other moral philoso-
phies. Physical therapists, again mir-
roring the general public, vary in
level of moral development. The
moral abilities of a specific physical
therapist allow the individual to
function at a particular level of moral
agency.40 An accessible approach to
ethics will have utility for physical
therapists functioning at varying lev-
els of moral agency.

A systematic approach to ethics for
physical therapists fosters moral
agency. Physical therapists profess
to be autonomous practitioners,10

thereby claiming the liberty and per-
sonal freedom to follow their own
will and act as moral agents. As moral
agents, physical therapists use their

moral beliefs to guide actions in re-
lationship with patients41 under par-
ticular circumstances,40,42 ensuring
their actions are in the patient’s best
interest. Through this process of
moral deliberation, the physical ther-
apist as moral agent recognizes the
responsibility for making good moral
decisions and acting on those
decisions.

Finally, an approach to physical ther-
apy ethics is comprehensive by en-
couraging reflection on the 3 realms
of ethics.7 The primary focus of the
physical therapist clinician’s practice
is the individual patient and the in-
herent moral nature of the helping
relationship. To lose this focus on
the individual patient as the primary
unit of care for the physical therapy
profession would foretell its doom.
However, in addition to this individ-
ual realm of practice, there also are
organizational and societal realms of
practice. Doing ethics without an
awareness of all 3 realms of ethics
would be naive. A comprehensive
approach to ethics provides guid-
ance in these 3 realms.

A number of systematic applied eth-
ics methods that meet the above cri-
teria appear in the literature.31,41,43,44

Each approach utilizes a set of ques-
tions intended to expose the morally
relevant components of a particular
case and facilitate the moral agent’s
arrival at an ethically justifiable deci-
sion. I am unaware of a published
analysis of applied ethics methods
indicating the efficacy of one ap-
proach over another. Nash’s ap-
proach31 meets the above criteria of
a systematic ethics approach for
physical therapists and was selected
for the analysis. Nash’s moral brief
framework is presented in Figure 2.

Case
The case (Fig. 3) and institutional
mission statement (Fig. 4) were pre-
sented to the author by an experi-
enced physical therapist with exper-

1. Why is this case a moral dilemma?

2. What are the choices in conflict?

3. Who are the morally relevant actors?

4. Where does the action take place? Is the “where” morally relevant?

5. When does the action take place? Is the “when” morally relevant?

6. How is the manner or style of action morally relevant?

7. What are some foreseeable consequences of each decision?

8. What are some foreseeable principles involved in each decision?

9. What are some viable alternatives?

10. What does the Code of Ethics say?

11. What is your decision?

Figure 2.
Nash’s moral brief framework.31(pp194–206)
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tise in acute care. The case
represents a common discharge
planning scenario at several acute
care health facilities in the northeast-
ern United States. The case was ac-
cepted for analysis by the author and

was not altered. No personal or or-
ganizational identifiers were present
in the case. The central moral con-
cern of the case is the patient-
practitioner relationship, which is

primarily nested in the individual
ethical realm.7

Procedure
I reviewed the case and institutional
mission statement and consulted
with the therapist who provided the
case to ensure a common under-
standing of these materials. I then
responded to the moral brief (Fig. 2)
as the physical therapist treating the
patient might have responded.

Analysis
All physical therapists are responsi-
ble to act as moral agents with their
patients. Ethical analysis requires
that the moral agent apply general
moral concepts to a particular case,
arrive at a decision, and take an eth-
ically justifiable action.31,34,42 The
moral agent’s approach to a particu-
lar case emanates from life experi-
ences and from the moral where-
withal that is accessible to the
particular agent at the time of the
analysis. This moral wherewithal is
an accumulation of an agent’s “per-
sonal philosophies, metaphysical
beliefs, the virtues, communities,
narratives, rules, principles, circum-
stances, consequences, feelings, in-
tuitions, codes of ethics, training and
workplaces norms.”31(p147) I as-
sumed the role of moral agent in the
analysis and brought to this analysis a
narrative encompassing more than 3
decades of clinical and academic
physical therapist practice, respect
for ethical principles, the APTA Code
of Ethics, and a primary disposition
toward virtue ethics,8,42,45 of which
relationship ethics is a subset.46–48

Results
The results of the case analysis are
summarized in the following moral
brief. The subheadings are the ques-
tions that make up the moral brief.

What Are the Central Moral
Issues of Your Dilemma?
Mr Smith’s comments interrupt
Mary’s daily routine. She is troubled

Mary practices at the North East Region Hospital Physical Therapy Clinic, a large
acute care hospital, and provides services to a variety of patients who average a 3- to
4-day length of stay. Mary has 20 years of experience in a variety of practice settings.
She starts her typical workday by setting her schedule for the day and then moves on
to look at the new patient referrals. There are an unusually large number of new
referrals, and as is typical, the referrals do not contain sufficient information to help
Mary triage these patients. Although there is not a written policy, Mary knows the
expectation: all patients are seen, and then decisions are made whether or not to
provide ongoing treatment. There is never a question about whether a new referral
will be seen—they all are, every day.

The practice does not have sufficient resources to provide all necessary services to
all referred patients. Some patients receive an initial evaluation and recommendations
for follow-up services, whereas others receive an initial evaluation and intervention.
For those patients who qualify for transfer to an inpatient rehabilitation facility within
a short period of time (approximately 3 days), only an initial evaluation is provided,
with documentation regarding the patient’s abilities and rehabilitation needs. Those
patients who do not qualify for rehabilitation services or who are very involved and
will be remaining in the hospital for an extended time are scheduled for follow-up
intervention before discharge. In these cases, the discharge settings vary from
independent living at home to senior housing to long-term care in a nursing home.

Mary completes an initial evaluation for Mr Smith. Her evaluation indicates that
Mr Smith qualifies for transfer to a rehabilitation facility and will likely be discharged
in less than 3 days. She contacts the case manager, who agrees with Mary that Mr
Smith is a candidate for transfer to a local rehabilitation facility. The case manager
informs Mr Smith of the decision. Mary discharges Mr Smith from physical therapy.

That afternoon, Mary passes by Mr Smith’s room. He calls Mary into his room
and says, “I don’t understand; my wife and I think I really need physical therapy.”
Mary responds, “But you will receive all the physical therapy you need at the
rehabilitation center, and you’ll be there in the next couple of days.” Mr Smith
retorts, “But what about now? Wouldn’t I get better faster if I started now?” Mary
replies, “Well, right now we just don’t have the ability to give you the therapy you
really need. In rehabilitation, you will receive intensive physical therapy, and I’m sure
you’ll be happy with the staff there.” Mr Smith asks, “Why should I trust you? How
can you and this organization turn your back on me?”

Figure 3.
Case study presenting a moral dilemma.

The mission of this institution is to serve patients compassionately and effectively by:

● Providing personalized, excellent care

● Holding employees to high standards, including individual accountability, mutual
respect, and collaboration

● Serving the community, caring for the underserved, and working to change
disparities in access to care

● Educating the next generation of health care professionals

● Creating new knowledge through research

● Maintaining institutional financial health

Figure 4.
Institution’s mission statement.
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and perplexed and consciously tries
to bring meaning to his comments:

I do wish we could treat every patient
who could benefit from physical ther-
apy, but we don’t have enough staff.
Mr Smith’s needs can be met by phys-
ical therapy in [the rehabilitation fa-
cility]. Will he really gain that much
more benefit from a few days of ther-
apy here? Patients can’t possibly un-
derstand the pressures. Health care is
expensive, and we get pressure from
all of the administrators to contain
costs. If we were to meet all the pa-
tients’ needs, health care would be
even more expensive.

Mary and her colleagues recognized
about a decade ago that they no longer
had sufficient personnel to carry out
their professional responsibilities. The
administrators were informed of the
lack of sufficient staff to meet pati-
ent needs, responding, “You’ll have to
learn to do more with less.” Due to
these externally imposed constraints,
the physical therapists developed and
instituted the current unwritten ra-
tioning procedure.

Mary continued to reflect,

My colleagues and I need to look out
for each other. If I help Mr Smith, will
I be turning my back on my col-
leagues? I have friends who practice
at other acute care centers. They
didn’t get necessary staff either and
worked to the point of exhaustion. A
number of those physical therapists
got injured or left the practice, and
then patients got even less help. By
following our procedure, we are re-
sponding to all patient referrals in the
same way and not playing favorites. If
I do not follow the procedure, we will
be back in the same chaos we were in
before we worked out our procedure.
Previously, we were making choices
based on political pressure or arbi-
trary information. That was clearly
not right.

Mary recalls a time in the past when
resources were not so tightly con-
strained and the therapists made de-

cisions about how much therapy a
patient needed in the acute setting.
In the past, the question about good
patient care was, “Did you help the
patient reach the needed level of
function?” The new question about
patient care is, “Can we afford to
offer that service?”

What Are the Conflicts in Your
Case That Make It an Ethical
Dilemma?
The classic moral concern is the di-
lemma. A moral dilemma occurs
when “an agent has a moral obliga-
tion or requirement to do each of
two acts but cannot do both.”49(p508)

If, at this early point in the analysis,
the choice was between a good act
or an evil act, no further analysis is
indicated. The practitioner acts on
the good.33 Mary’s moral dilemma is
to choose between 2 good acts.
From her knowledge of the case, she
sees 2 choices: (1) to follow the ra-
tioning procedure and refer Mr
Smith to the rehabilitation facility
without providing care by the phys-
ical therapists in the acute setting or
(2) to provide Mr Smith with physi-
cal therapy services during his stay in
the acute care setting. Mary does not
have the resources to carry out both
choices. There is a tragedy inherent
in an ethical dilemma in that a moral
good will be left undone.

Choice 1 produces a good for the
group of patients referred to the
physical therapy practice. They are
treated justly12; all individual pa-
tients enter the practice under the
same guidelines and receive, or do
not receive, interventions based on
the results of an evaluation. There-
fore, benefits and burdens are fairly
distributed among all patients based
on defined patient needs.12 Delaying
an intervention for Mr Smith seems
to Mary to be a relatively small bur-
den under chronic conditions of in-
sufficient resources. Selecting
choice 1 means Mary will maintain
the status quo.

Choice 2 also produces a good in
that Mr Smith will receive a benefi-
cial service in a timely fashion. Mary
could choose to help Mr Smith and
keep her choice to herself; she
would only need to speak with the
case manager with whom she has
already consulted. Mary could qui-
etly shift her resource of time from
one patient to another. Choice 2
means Mary will disrupt the status
quo.

Who Are the Major Stakeholders
in Your Dilemma?
The moral agent now identifies the
individuals who may influence the
decision being made or who may be
influenced by the decision made by
Mary:

• Mary: The physical therapist who is
the moral agent and who is ac-
countable for the decision.

• Mr Smith: The patient who has
come to Mary seeking her help. He
may influence the decision if Mary
is responsive to his input. Regard-
less of the decision, the outcome of
the decision will have a direct bear-
ing on his care.

• Mr Smith’s family: Given that Mr
Smith is competent, the family may
not have a direct influence on the
decision; however, the family will
be affected by the decision.

• Colleagues: Mary’s colleagues and
the organizational leadership will be
influenced if Mary selects choice 2.

What Are Some Foreseeable
Consequences of the Possible
Choices in Your Dilemma?
If Mary selects choice 1, the status
quo is maintained and no further ac-
tion will be necessary. Mr Smith will
leave for the rehabilitation facility in
a few days, and the “problem” will
appear to be resolved. However,
with this upheaval of thought,
Mary’s conscience may remain
unsettled.
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If Mary selects choice 2, the results
may be disruptive. First, this choice
commits Mary to providing the
needed intervention to Mr Smith,
placing additional demands on her.
Second, justice considerations12

then would require that Mary recon-
sider the rationing procedure. She
would need to make adjustments in
the practice that would allow future
patients like Mr Smith to receive
needed services in a similar manner.
Otherwise, choice 2 and the ration-
ing procedure would become arbi-
trary and capricious. Third, breaking
with convention may result in nega-
tive consequences for Mary if she
appears to be disloyal to her col-
leagues and is no longer following
the procedure that is intended to
provide justice for the patient popu-
lation at large.50

What Are Some Foreseeable
Principles Involved in Each
Decision?
Choice 1: To follow the estab-
lished routine defined by the ra-
tioning procedure and refer Mr
Smith to the rehabilitation cen-
ter. Justice is the principle that
Mary views to be most supportive of
choice 1. Justice refers to the “fair,
equitable, and appropriate treatment
in light of what is due or owed to
persons.”38(p327) The principle of jus-
tice is invoked in health care due to
conditions of finitude.3 Limited re-
sources may be distributed based a
number of material principles of jus-
tice, including “equal share, need,
effort, contribution, merit, and free
market exchange.”38(p330) Of these
principles, need is used as the mate-
rial principle for resource distribu-
tion, as meeting patients’ needs has a
moral obligation in this analysis.

Autonomy is another relevant princi-
ple. Autonomy is used here in the
sense of self-governance, including
capacities such “as understanding,
reasoning, deliberating, and inde-
pendent choice.”38(p121) Mary under-

stands that fairly implementing the
rationing procedure requires skillful
data collection and clinical reason-
ing. Additionally, she must possess
sufficient autonomy to implement
her independent choice.16 To date,
she and her colleagues have not
acted with sufficient autonomy to ef-
fect organizational change. She does
recognize she has sufficient auton-
omy to implement her choice with
Mr Smith, if she is morally silent, in
that no one is in a position to stop
her from making and implementing
either of the choices available as an
outcome of this analysis. This aware-
ness is a heightened level of moral
consciousness for Mary.

Two additional principles—non-
maleficence, the obligation to know-
ingly not inflict harm, and benefi-
cence, the active provision of
benefits38—are presumed in Mary’s
everyday practice. She is not aware
of any literature stating that delaying
Mr Smith’s intervention by a physical
therapist for less than a week will
have harmful effects on his outcome.
In addition, Mary believes that refer-
ring Mr Smith to the rehabilitation
facility will be of benefit to him, as
he will receive needed services. The
past results of the rationing proce-
dure seem to benefit patients re-
ferred to the rehabilitation center.

Choice 2: Not following the es-
tablished routine defined by the
rationing procedure; treat Mr
Smith and forgo the rehabilita-
tion center referral. Autonomy
also is a principle that Mary views as
being supportive of choice 2. How-
ever, viewing this case from the per-
spective of choice 2 guides her not
exclusively to professional auton-
omy, but also to respect for patient
autonomy.51 Acting on the principle
of respect for autonomy encourages
her to actively facilitate Mr Smith’s
autonomous actions. If Mary had in-
volved Mr Smith in the original
decision-making process, the current

ethical dilemma may have been
averted.

The moral principle of nonmalefi-
cence calls on health care practitio-
ners to first do no harm.38 Avoiding
physical harm is crucial and is a pri-
mary concern in every patient-
professional relationship. Potential
harms to Mr Smith by his physical
therapist are not limited to physical
harms. Mr Smith’s autonomy has cer-
tainly been ignored and thereby
harmed. Although nonmaleficence,
in its broadest sense, is a necessary
ethical principle of a physical thera-
pist’s practice, it is not sufficient. Be-
neficence, the moral obligation to
create benefit for others,38 also is a
moral requirement of practice. Di-
viding these principles may be prob-
lematic in health care. Frankena’s
formulation of beneficence—(1) one
ought not to inflict evil or harm, (2)
one ought to prevent evil or harm,
(3) one ought to remove evil, and (4)
one ought to do or promote
good33—sets a clearer moral ideal in
health care practice. This formula-
tion of the principle continuously
calls on the practitioner to avoid
harm and provide benefit.

What Are Some Viable
Alternatives to Ethical Courses of
Action in Your Dilemma?
Mary remembers a number of past
alternatives and reflects on those
possible options prior to making a
decision in this case.

Alternative 1: Misrepresent select
patient populations in the medi-
cal record and on billing forms to
enhance reimbursement and im-
prove the possibility of improved
staffing. A colleague from a differ-
ent practice setting offered the pos-
sibility of misrepresenting patient
populations in the medical records
and on billing forms. He explained
how his practice altered documenta-
tion in select populations, resulting
in enhanced income and additional
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staffing. The good was that patients
received additional services and the
staff were under less pressure and
able to be more helpful to patients.
For Mary, however, choosing to lie52

in her documentation or billing
forms is not a viable alternative. The
good choice is to maintain her hon-
esty and, therefore, her moral
integrity.

Alternative 2: Accept referrals on
a preferential basis. The goods of
this alternative offer additional per-
spectives on justice. Accepting all
patient referrals on an equal basis
means each patient ought to receive
the same type, frequency, and dura-
tion of treatment. This egalitarian ap-
proach (material principle of equal
share),38 although attractive, applies
only when patients’ needs are
equal.12 Preferential treatment of se-
lect patients or patient populations is
justifiable only when, under condi-
tions of constrained resources, pref-
erence is given to the most vulnera-
ble groups within the larger
population, such as poor people,
children, or those who are discrimi-
nated against.12 Mary knows the
premise of equal need is not true in
her practice and, therefore, rejects
this alternative.

Alternative 3: Accept referrals
only when sufficient staff are
available to meet patient needs.
Limiting acceptance of referrals53

based on available staffing seems to
have merit. The effect might be to
shift the responsibility for respond-
ing to referrals back to those (refer-
ring agents, institutional leadership)
who have the authority to make a
change in staffing.7 Mary presumes
this decision will have a significant
effect on the status quo. More pres-
sure might be generated to change
the status quo, with a resultant good
of additional needed help for pa-
tients. Although this alternative may
be beneficial for future consider-
ation, the choice will not be helpful

in addressing the case of Mr Smith
within the necessary time frame.

What Are Some Important
Background Beliefs You Should
Consider in Your Dilemma?
Ethical background beliefs are per-
sonal stories that help guide us in
life, including within our profes-
sional relationships with patients,
colleagues, and others.31 Mary’s
background beliefs emanate from
her rural, small-town, Roman Catho-
lic upbringing. She grew up drawing
her moral authority from her par-
ents, teachers, and exemplars such
as Jesus, Gandhi, Martin Luther King,
and Nelson Mandela. Based on this
background, Mary aspires to be in-
clusive, fair, compassionate, perse-
vering, nonviolent, and just. Al-
though these beliefs are private and
rarely discussed, Mary sees every hu-
man being as unique and imbued
with dignity. Her professional pur-
pose supports human dignity by
helping others—relieving suffering
and assisting her patients’ return to
health. Mary feels that in Mr Smith’s
case, and potentially with other pa-
tients, she is not living up to her own
deeply held beliefs. Specifically, she
feels Mr Smith has not been fairly
treated and that she has added to his
suffering in the name of justice. She
wonders if her compassion was too
thin to respond in this case.

What Are Some of Your Initial
Intuitions and Feelings About
This Dilemma?
Intuitively, that is, based on her life
experiences,54 Mary now wonders
whether she made a good decision.
She feels badly about not facing Mr
Smith and offering him help. Emo-
tionally, Mary feels something is
wrong in this situation. Mr Smith re-
minds her of her father; she would
be very upset if her father’s needs
were deferred by a health care prac-
titioner without an adequate expla-
nation. Mary is now hesitant about

her initial decision and feels
uncomfortable.

What Choices Would You Make if
You Were to Act in Character in
Your Ethical Dilemma?
Acting in character means Mary will
think and act in a manner that is
consistent with who she is and who
she hopes to become, respecting her
background beliefs, personal narra-
tive, intuitions, and emotions. For
Mary, acting in character means she
would be responsive to Mr Smith
and provide the needed care. She
realizes she has not been acting fully
in character. As Neoptolemus wrote,
“Everything is discomfort, when
someone leaves (her) own character
and does what is not fitting.”55

The reflections being discussed in
the responses to the prior few ques-
tions may be so intensely personal
and private that an external perspec-
tive on the analysis may be benefi-
cial. Mary now turns to her profes-
sional code of ethics for an objective
perspective.

What Does Your Profession’s
Code of Ethics Say Regarding the
Relevant Moral Issues in Your
Dilemma?
Consideration of the profession’s
Code brings the accumulated wis-
dom of the profession in a recently
updated document56 into Mary’s
thinking. The Code “provides stan-
dards of behavior and performance
that form the basis of professional
accountability to the public”10 and
“specific guidance to inform ethical
decision making in their interactions
with patients and clients, colleagues,
other health care professionals, em-
ployers, and organizations.”57 Mary’s
responsibility at this step in the brief
is to apply the general guidelines
from the Code to Mr Smith’s partic-
ular case and discern which of her 2
choices can be best justified. Mary
first reviews the Code with the par-
ticulars of Mr Smith’s case in mind,
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seeking justification for choice 1,
and finds guidance in principles 1
and 3 (Fig. 1).

Principle 1 guides Mary to reflect on
the concepts of dignity and rights.
She believes Mr Smith has the right
to an intervention that will help him
meet his needs but that deferring
this intervention does not seem to
infringe on his rights and will result
in compassionate care. Mary recog-
nizes her professional responsibility
for making sound professional judg-
ments (Fig. 1, principle 3) and views
her assessment and evaluation of Mr
Smith as being within her scope of
practice (Fig. 1, principle 3C).

Next, seeking justification for choice
2, Mary views the Code through a
prism of compassion and reflects on
principles 1, 2, 3, 4, 5, and 7 (Fig. 1).
She now views principle 1 with dif-
ferent shading. Patient rights have
continued importance, but patient
dignity and practitioner compassion
take on a more central meaning
based on Mr Smith’s reaction to the
decision to transfer him to another
facility and his belief that he de-
served services immediately was not
given sufficient respect in the delib-
erations leading to the transfer deci-
sion. From the perspective of her
reflections on patient rights, dignity,
and practitioner compassion (Fig. 1,
principle 2), Mary reconsiders her
approach to patient evaluation and
assessment. Mary realizes she was
not mindful58 of Mr Smith’s needs
when making her decision to defer
intervention. Mr Smith met Mary and
entrusted his health to her. He is
vulnerable in this relationship due to
his inability to help himself. The de-
cision to refer Mr Smith to the reha-
bilitation facility may be an exploita-
tion (Fig. 1, principle 4B) of this
vulnerability.

The manner in which the procedure
was executed certainly did not en-
courage trustworthiness from Mr

Smith (Fig. 1, principle 2), nor was
Mary’s manner collaborative (Fig. 1,
principle 2D) in nature. Given this
new reflective context, Mary recon-
siders principle 3 in a different light.
In reconsidering this principle, Mary
has a heightened sense of compas-
sion and patient autonomy. She is
concerned that her professional
judgments may not have been in the
patient’s best interest (Fig. 1, princi-
ple 3A).

Principle 7 (Fig. 1) highlights the ne-
cessity of involving the organization
in resolving the current practice co-
nundrum. According to the organiza-
tional mission statement, the mission
of the institution is “to serve patients
compassionately and effectively by
providing personalized, excellent
care” (Fig. 4). In Mr Smith’s case,
Mary is not implementing the orga-
nizational mission. The Code pro-
vides guidance for reforming the cur-
rent process. A revised process shall
include a “collaborative process”
(Fig. 1, principle 2D) with patients in
“a practice environment supportive
of autonomous and accountable pro-
fessional judgments” (Fig. 1, princi-
ple 7A) while providing services in a
“compassionate and caring” manner
(Fig. 1, principle 2B). The current
process does not foster this morally
patient-centered manner of caring.
Disallowing such patient involve-
ment does not support moral prac-
tice on behalf of the patients, there-
fore, making the current procedure,
at minimum, morally suspect.

Based on these reflections, Mary
now faces the responsibility of dis-
cerning which of the 2 choices con-
sidered during this analysis best
matches with her professional role
and character.

What Is Your Decision in the
Dilemma, and Do You Have Any
Afterthoughts?
Mary decides to change her original
position by selecting choice 2—to

provide Mr Smith with physical ther-
apy services during his stay in the
acute setting. Acting on this decision
means Mary will directly follow up
with Mr Smith, first to acknowledge
to herself that she broke her relation-
ship with Mr Smith, ask his forgive-
ness for not honoring his point of
view,59 invite his input to the plan of
care, and initiate the intervention
plan. Next, she will communicate
her reasoning to her colleagues and
enlist their support in reconsidering
the rationing procedure. Addition-
ally, Mary will recommend imple-
menting alternative 3 from question
5 of the above moral brief (ie, mak-
ing the moral commitment to new
patients only when sufficient staff re-
sources are available).53 Lastly, she
will follow through with the organi-
zational authorities and inform them
of the change in the procedure to
accept new referrals only when suf-
ficient staff are available to meet the
patient’s needs.

Mary proposes to her colleagues that
a revised policy be developed,
printed, posted, and used in open
dialogue with patients. The new pol-
icy will include the parameters un-
der which patients will be accepted
into the practice—that patients will
be actively encouraged to participate
in the treatment planning process
(including discharge) and that they
will be educated regarding the re-
sults of the treatment and recom-
mended follow-up. She also recom-
mends they post the APTA Code of
Ethics in a prominent location in the
clinic as an educational tool for pa-
tients and a reminder of ethical re-
sponsibilities to herself and her
colleagues.

As Mary recommits herself to a more
collaborative approach to patient
care, she desires to extend this col-
laborative character to her organiza-
tional relationships. Mary intends
this interaction with organizational
leadership to follow the precepts
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of the moral conversation60 where-
in she seeks conversation and not
contestation, with a focus on intro-
ducing narrative through questioning,
respectfulness, and understanding.
Her hope is for a better organiza-
tional understanding of ethical and
legal physical therapist practice
and a better understanding on her
part of the organizational resource
constraints.

Mary has a number of afterthoughts
beyond the specific actions she will
take regarding this case. First, al-
though she was quite nervous about
her analysis, she feels good that she
was willing to take a personal risk in
the decisions that she made related
to this case. Second, she is amazed
how the status quo of the routine
practice of not meeting patient
needs seduced her into moral si-
lence. Third, she remembers that her
professionalism is grounded in pro-
viding help to patients and that with-
out this relationship her profession is
useless. She also vows to regularly
revisit the Code. Fourth, Mary has
realized a new integration of self and
professional practice. She is moving
toward being the same compassion-
ate person in her practice as she is in
her personal life.

Discussion
Swisher34 stated that practitioners in
today’s managed care environment
are being asked to balance their fi-
delity to their patients with fiscal ac-
countability to their employer. Bal-
ancing these interests is a moral
good presuming the resources are
sufficient for meeting patients’
needs, health care organization vital-
ity, and society’s health.7 The cur-
rent “balance” within health care in
the United States is ineffective.61–63

As a society, the World Health Orga-
nization ranks the United States 29th
in its years of healthy living measure
and ranks the US health care system
37th.64 This poor performance of the
health care system is not due to lack

of financial resources. In 2001, the
United States spent 75% more dollars
per capita on health care than Can-
ada; however, Canadians live 2.7
years longer than US citizens.58

Rather than an insufficient financial
investment in the country’s health
care system, there is an unjust distri-
bution of those financial resources.60

There is sufficient evidence of sys-
temic dysfunction of the health care
system that skepticism of conven-
tional practices is warranted, espe-
cially when cost containment is the
proposed justification.65

The analysis in this article demon-
strates a micro-ethics of resource re-
distribution grounded in virtue eth-
ics and the virtuous practice of
meeting individual patient needs,
while providing a method for the
practitioner seeking a balance be-
tween the patient’s need for help
and the employer’s need for organi-
zational vitality. Fundamental con-
cepts key to this analysis include: (1)
the moral nature of human relation-
ships, specifically the relationship
between a patient and a physical
therapist; (2) the finitude of health
care resources and the ethics of con-
straint; and (3) the practitioner’s ad-
junctive responsibilities in relation-
ship to the organizational and
societal realms of ethics.

The moral nature of human relation-
ships is based on mutual respectful-
ness, helpfulness, truthfulness, and
keeping promises and secrets8 and
“is concerned with relations be-
tween people and how, ultimately,
they can best live in peace and
harmony.”41(p8) In addition to these
shared humane expectations, the
physical therapist is called to help
others in a relationship48 become
well again—to stand alongside the
patient. Helping others is a mindful
practice57 wherein the practitioner
learns the patient’s story. The better
the patient story is understood, the
more the patient’s humanity is re-

spected and sustained in the heart of
the practitioner. Humanity is nearly
synonymous with compassion66(p111);
therefore, the moral physical thera-
pist knows the patient’s humanity,
and his or her practice is grounded
in compassion. In our case, Mary’s
conventional practice is disrupted
when confronted by Mr Smith’s per-
sonal narrative, by what Nussbaum
referred to as an “upheaval of
thought.”55(p1) Mary recognizes her
“father” in Mr Smith (see question 7)
and through her more “attentive
openness, solicitude, patience, and
listening”66 becomes more mindful
of “the ordinary, the obvious and the
present”57 in the situation. Mr
Smith’s humanity becomes known to
Mary, thereby awakening her
compassion.

The importance of emotions in phys-
ical therapist practice is commonly
misunderstood as being irrational or
lacking in objectivity. Rather, our
emotions need to be fully developed
to enter into moral discourse,67 and
positive examples of the emotions in
physical therapist practice are avail-
able in the physical therapy litera-
ture.25,41,68,69 The compassionate
physical therapist knows the pa-
tient’s narrative and is emotionally
moved to “do what (he or she)
must”66 to relieve the patient’s
suffering.

In our case, Mary expresses some
mixture of emotion,70 the moral vir-
tues (prudence, justice, fortitude,
and temperance),71 and theological
virtues (faith, hope, and love). Addi-
tional virtues such as gentleness,
generosity, and courage66 have rele-
vance to this case. I am proposing
that Mary adopted, or readopted,
compassion as a cardinal virtue,
which, when well practiced, fosters
a continual focus on the profession-
al’s fundamental responsibility for
being responsive to the patient’s
best interest. Aristotle42 would re-
mind us, as in any consideration of
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virtue, to avoid both a deficient and
an excessive compassion. A deficient
compassion, or “arrogant harsh-
ness,”55 lacks sufficient moral en-
gagement for understanding the pa-
tient’s narrative and providing the
type of help needed by the patient.
An excessive compassion, or senti-
mentality, may not relieve suffering
but may add to the total suffering in
a particular situation, what Buddhists
call “idiot compassion.”72 Nuss-
baum55 counseled that the practitio-
ner be compassionate and take an
emotional position that allows prac-
tical reasoning on behalf of the
other. Mary, then, is of a certain
moral character, and the case analy-
sis reflects on what sort of person
she is in her relationship with Mr
Smith—what Hursthouse called “a
claim that goes all the way
down.”37(p12) At this individual realm
of ethics, Mary is compassionate and
stands alongside Mr Smith, helping
meet his needs.

The second fundamental concept in
this ethical analysis is the finitude of
health care and the ethics of con-
straint. The above analysis accepts
Purtilo’s premise that health care re-
sources are finite.3 This societal con-
dition has imposed itself on the or-
ganizational level of patient care and
is routinely experienced by physical
therapists in their relationship with
individual patients. Over time, finan-
cial resources were incrementally
constrained by the organizational
leadership. The consequence of this
action was an insufficient number of
available physical therapists within
the organization for meeting pa-
tients’ needs. However, the organiza-
tion did not limit the number of pa-
tients admitted to the acute care
hospital who were in need of the
care of physical therapists. This or-
ganizational constraint resulted in
patients receiving less than needed
care from their physical therapist.

Incremental organizational con-
straint on physical therapist re-
sources results in diminishing bene-
fits to the patient and, eventually, in
patient harm. Diminishing benefit
may come in shades of delaying care
and rationing care. Delay in care im-
plies a patient queue due to limited
resources. Delays result from various
causes,73 and care may be delayed
without criteria. Rationing of care
may involve delay in care, but with
some procedural or distributive cri-
teria.3 Retrospectively identifying ex-
actly when the resources were no
longer sufficient, or when diminish-
ing benefit becomes harm, probably
is not possible.74

Over a number of years, Mary and
her colleagues internalized a series
of external constraints that nega-
tively affected their responsibility to
make sound clinical judgments (see
question 1). Once constraints on
practice are internalized, the practi-
tioner conspires in the constraint of
practice, and the patient harm be-
comes part of the practice culture. It
is difficult for physical therapists to
sustain moral agency in a culture of
constrained practice and be “imper-
vious to the social realities in which
they are enmeshed.”11(p102) Moral
conscience diminishes, individuals
become morally disengaged, and
moral agency fails. Practitioners then
find themselves in an ethically unten-
able position, unable to stand with
all of the referred patients and help
them become well again. A moral
corrective is required.

Mary breaks from the culture of con-
straint,75 and a moral corrective be-
gins when she chooses her compas-
sionate self and her professional role
over her employee role. As Bruck-
ner76 discussed, when a physical
therapist chooses the employee role,
responsiveness to professional re-
sponsibilities diminishes; the physi-
cal therapist becomes more recep-
tive to organizational needs and less

receptive to patient needs. This de-
cision is morally critical; Mary recog-
nizes her potential double agency,
choosing her professional role over
her employee role. The ethics of
constraint demonstrate that, at some
point along the continuum of dimin-
ishing resources, a balance between
the professional role and the organi-
zational role is no longer feasible.
The ethical physical therapist
chooses the professional role and
chooses to stand next to the patient.
Moral agency is strengthened.

Therefore, being an ethical physical
therapist in the context of con-
strained practice means the practitio-
ner is receptive to the needs of the
unique patient; is accountable77 to
an array of normative standards such
as the Code, state practice acts, and
health care regulations; and is prac-
ticing in harmony with his or her
own moral character. Mary takes the
time to know and become morally
engaged with all of her patients and
to comprehensively apply profes-
sional standards for patient care/
management (Fig. 1, principle 4.1.E).
Mary is integrating her knowledge,
clinical reasoning, and understand-
ing of movement with her virtuous
character disposition toward expert
practice.5 As Mary takes action based
on the decision from her ethical anal-
ysis, she demonstrates a recapturing
of her professional autonomy. She
now understands her professional
autonomy is nested with the individ-
ual realm of ethics and is functioning
every time she accepts a new patient
referral. This re-found autonomy
means that Mary treats fewer total
patients and that some patients she
would have “treated” previously may
not receive help. This reality is trou-
bling to Mary. The residual moral
tragedy of this analysis is those pa-
tients who are in need of physical
therapy care but do not receive this
needed care.
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The third fundamental concept in
this ethical analysis contemplates
Mary’s responsibilities in relation-
ship to the organizational and soci-
etal realms of ethics. Our analysis, as
with every true ethical dilemma, in-
volves a moral tragedy: the patients
whose needs are not met as a result
of this analysis. This unmet need is
beyond the authority and, therefore,
the responsibility of Mary and her
colleagues. The ethical responsibility
for organizational vitality, while exe-
cuting its publicly professed mission,
resides with the organizational lead-
ership (Fig. 4).

Achieving and maintaining organiza-
tional vitality ought to occur while
not harming, or being harmed by, its
individual components7,12—in our
case, the physical therapists’ prac-
tice. Based on the organization’s mis-
sion statement (Fig. 4), Mary and her
colleagues ought to provide “com-
passionate care,” while not harming
the organization by wasting its re-
sources. In the past, when Mary be-
came morally silent about unmet pa-
tient needs, the organizational
leadership may not have had the nec-
essary feedback to change the orga-
nization’s resource allocation. The
organization ought not to admit pa-
tients needing physical therapist ser-
vices who cannot be provided that
care, or the leadership ought to
change the staffing to meet the pa-
tients’ needs.

Re-establishing this ethical behavior
of the physical therapists begins to
form a future organizational relation-
ship that should allow “all (individ-
ual members of the organization) to
justify their conduct to everyone else
(when their conduct is justifiable)
without self-defeating or other dis-
turbing consequences.”12(p582) Mary
ought to be able to practice within
the organization without putting her
professional integrity at risk.

Mary’s efforts with Mr Smith and her
evolving moral practice help with
improving the individual realm of
ethics and may begin to influence
organizational ethics. However, pri-
vate virtue78 and organizational
realms of ethics should not be ex-
pected to positively affect problems
at the societal level7 without further
specific action. Mary is seeking a so-
cietal identity32 to help her form a
vision of an ethical health care sys-
tem to help guide her individual and
organizational ethics actions. She
adopts 3 societal health care system
concepts she believes support an
ethical health care system: a unified
system, nonprofit financing, and uni-
versal coverage.65 She hopes to ex-
press herself in public policy discus-
sions in a manner that is supportive
of these principles and that will be
extensions of her personal philoso-
phy and professional practice.

Limitations
Case analysis has a long history as a
method of teaching ethics7,31,38 and
of providing normative guidance on
matters of ethics.35 However, the
process of “doing ethics” by analyz-
ing a written case is inherently dif-
ferent from “doing ethics” within the
environment in which the case oc-
curs. The case used in this article
does not directly represent reality
but is a facsimile thereof.79,80 Also,
the ethical case analysis was com-
pleted outside the clinical environ-
ment, and I was not constrained by
the culture of a specific clinical en-
vironment. I did not face the patient,
a peer group, or organizational lead-
ership during or following this anal-
ysis and had no responsibility to act
on the decision. Moral courage6 was
not required. Whether I would have
come to the same decision had I
completed the ethical analysis
within the actual clinical setting is
unknown.

Nash’s approach to case analysis may
be limiting because it is comprehen-

sive, theory rich, and may not ad-
dress concerns of the third realm of
ethics. Adequately completing an
ethical analysis similar to that dem-
onstrated in this article may be
viewed as time prohibitive in the typ-
ical clinical environment. Addition-
ally, this approach is rich in philo-
sophical theory, and the average
physical therapist may not have the
philosophical background required
to take full advantage of this ap-
proach. As an example, Nash’s use of
background beliefs may require
more training to be accessible to
many physical therapists. Also, the
concerns of the third realm of ethics
may not be well addressed if the
moral agent is without sufficient
background in the theoretical under-
pinnings of the concept of stakehold-
ers (see question 3).

The lack of clinical data in the case
provided for analysis did not allow
me to gauge the influence various
physical therapist interventions81

may have on the analysis. Cases in-
cluding rich clinical information
ought to be considered for future
publication.

Summary and Conclusions
In this article, I offer an ethical anal-
ysis of a common patient case set in
the context of constrained clinical
practice. Constrained care is rou-
tinely encountered by physical ther-
apists, and when resources are not
sufficient to meet patients’ needs,
ethical dilemmas result. The primary
moral roles of the physical therapist
are to be in relationship with the
patient and to advocate for that pa-
tient’s best interest—to stand next to
the patient and offer help. A culture
of constrained physical therapist
practice emphasizes the patient-
physical therapist relationship, re-
sulting in the patient receiving less
care than is needed. Providing less
care than is needed by the patient is
unethical practice, unless a moral al-
ternative can be explicitly justified
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through systematic ethical analysis.
Being mindful of the patient narra-
tive morally engages the physical
therapist with the patient and fosters
the physical therapist’s compassion,
the profession’s cardinal virtue,
thereby moving the practitioner to
help relieve the suffering of the pa-
tient and countering the effects of
constrained care.

The primary moral role of the phys-
ical therapist is in the individual
realm of ethics. Although this realm
is central, the physical therapist also
is responsible to actively influence
the organizational and societal
realms of ethics. Effectiveness in
these realms requires moral imagina-
tion and a passion for social justice.
Skepticism is necessary when reflect-
ing on personal practice patterns, or-
ganizational policies and proce-
dures, and societal culture norms
that may not be beneficial to meeting
patients’ needs.
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