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Abstract
This minor dissertation is built around the Vona du Toit Memorial lecture that was given, by the
author, to the Occupational Therapy Association of South Africa (OTASA) in July 1999. The
central theme of both the lecture and the dissertation is professional transformation, the impetus
for which is seen to reside in the axiology of the profession, starting with the moral values, attitudes
and beliefs of individual practitioners and moving towards a collectively revisioned professional
ontology. It is proposed that the identification, analysis and resuscitation of the profession’s ethos
at an individual level will uitimately impact transformatively on the nature and characteristics of the
profession coilectively. Particular emphasis is placed on undergraduate ethics curriculum reform

for the vision of transformation at an individual level to be realised.

The dissertation documents the pilot phase of a dialectical research cycle (Reason 1881) during
which the author developed perspectives ahout the ethical concerns that the occupational therapy

profession in South Africa needs to consider in the light of its past during apartheid and in view of

its future in a developing nation.

It contains a conceptual analysis of the pivotal role that professional ethics and morality will have to
play in effecting fundamental change in the philosophical, structural, political and educational
dimensions of the profession in response to the unique demands of the African context and

suggests practical educational strategies through which attitudinal transformation in undergraduate

occupational therapy students may be achieved.



1.

Description of Concepts

Occupational Therapy
Occupational therapy may be described as the heatth discipline concerned with enabling
competence in human occupations, that is the tasks and activities of everyday life which may
be disrupted due to iliness, injury, developmental delay or environmental influences. It is
guided by the occupational therapist's understanding of the individual, the environment and
their interaction in determining occupational competence and well being. (Palatajko, 1992)
Practice is concerned with a client’s strengths and capacities and situational problems, and
with the need for interactants - the client/s and practitioner - 1o generate personally refevant

solutions to the challenges and problems of living.

What an occupational therapist does, evolves in the context of the intervention and is not
predetermined. (Creek, 1998) Occupational therapy is therefore a personal, pragmatic
service, contiguous with the client’s lifeworld contexts. It focuses on real life situations and
needs at a point in time, and uses purposefully undertaken ocdupations as a means of
adaptation to life’s challenges. The role, scope and methods of occupational therapy appear
to be different in different contexts and across age groups and problems. (Jenkins, 1998)
Clients may be individuals or groups

Morality
"Morality refers to the value dimension of human behaviour and decision-making. the
language of morality includes adjectives such as ‘good’ and ‘bad’ (or evil); right and 'wrong’:
just’ and ‘unjust’ to describe human beings, their behaviour and their decisions.” {Roy,
Willams and Dickens, 1998)

Ethics
"Ethics is the study of morality. It is the careful and systematic reflection of moral decisions
and behaviour whether past, present or future.” (Roy, Williams and Dickens, 1998)

Ethical Concemn/Ethical Issue/Ethical Dilemmma
"An issue (concem/dilemma) involves confiict and controversy. Ethical issues bear upon the
rights and wrongs of human decision-making and behaviour. They involve conflicting beliefs
about how human beings should live, about the values individuals and groups should uphold
and about the values that may be sacrficed when afl values in a situation cannot be
honoured and maintained.” (Roy, Williams and Dickens, 1998}

Moral Sensitivity
"Moral sensitivity is the awareness of how our actions affect other people. It involves being
aware of the different lines of action and how each line of action coufd affect the parties

concemed. It involves imaginatively constructing possible scenarios and knowing cause-
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consequence chains of events in the real world, it involves empathy and rofe-taking skills.”
(Rest and Narvaez, 1996: 23)

Human Rights
"A human right is something everyone has simply because they are human beings. A right is
seen as being good for a person or group of people. The dictionary says a right is ‘that which
is morally or socially correct or just; fair treatment: justification or fair claim; a thing ane may
legally or morally claim” (Health Rights Charter, National Progressive Primary Health Care
Network, 1995)

Social View of Health
Physical, social, emotional, economic, cultural and environmental factors are key
determinants of individual and social health. Social justice is therefore required to achieve
health outcomes across society. (Westhorp, 1995)

Social Justice
requires the redistribution of wealth, power and resources. Access to information and
services, participation in decision-making and empowerment are critical strategies towards
social justice objectives. (Westhorp, 1995) The foundational features of occupational therapy
are consistent with the foundational features of social justice. Correlation is nested in
features such as belief in the power of people to act in the world, inclusivity, interdependence
and power-sharing for the achievement of common goals. (Townsend, 1993)

Primary Health Care Approach
is a philosophy of health based on the empowerment and participation of individuals in
determining their own heaith outcomes. Individual and societal heaith are inextricably flinked,
therefore work at both levels is required in order to achieve lasting outcomes at either level.
(Westhorp, 1995)

Systems Approach
focuses on the interaction between systems. At the individual level, the focus of interaction is
between the individual and his or her context. At a social level, focus on the interaction
between individual and societal levels is the point of change. (Westhorp, 1995)



This dissertation incorporates the 17" Vona du Toit Memorial Lecture delivered by the author, as
integral to the enquiry process dealing with the need for transformation of the occupational therapy
profession. The lecture is given gestalt at two levels:

+ At a professional Jevel (as a public address and in publistied form in the South African
Journal of Occupationat Therapy), it acts as a potential precipitant among a number of
strategies to effect ransformation in South African cccupational therapy. The fecture
presents a broad, albeit sparing, vision of the philosophical, structural, political and
educational dimensions of the profession within which transformation is indicated. As
part of this dissertation, the memoriai lecture captures the author's conceptual analysis
of the critical issues at stake in the individual and collective transformation process.

¢ t @ learmner Jevel, the lecture and the dissertation expand the notion of educational
transformation, which is the focus of the author’s current research into the moral

deveiopment of undergraduate occupational therapy students.

The dissertation is presented in five sections. The first orientates the reader to its purpose and to
the research methodology being followed. The second section is a prologue to the lecture. It
charts the author’s journey of discovery in identifying a topic for the memorial lecture and
subsequently researching, writing and delivering it. Woven into this narrative is an extensive
literature review and conceptual analysis of emerging themes that inform the lecture and
substantiate the need for undergraduate ethics curricutum reform, and confirm the author's current
research. The third secuon presents the memarial lecture as a public address. A few of the slides
used during the lecture have been included. The fourth section is an epiogue that discusses the
practical implementation of some of the educational transformation strategies recommended in the
lecture. The dissertation concludes with recommendations.

Purpose of Dissertation

The combined purpose of the lecture and minor dissertation is firstly, to share perspectives on the
transformation of South African occupational therapy practice and training and secondly, to

document the pilot phase of the author's research into the ethical development of undergraduate
occupational therapy students.



The Research Methodology

This dissertation, which includes the memorial lecture, documents the author’'s emerging interest
and research into professional transformation in general, and into the ethics education of
undergraduate occupational therapy students in particular. To this end, | relied on social research
methodology. Peter Reason (1981) presents a cogent argument for human inquiry to be based
within a dialectical paradigm that places the research emphasis on process, change and
movement. Social research recognises that the way humans change is seldom smooth or
continuous but rather fraught with contradictions, conflict and opposition. Dialectical human inquiry
seeks to understand the interdependence, interpenetration and unity of opposites. it sees
knowledge not as a thing we can ‘have’ but rather that the process of ‘knowing’ is personal, circular
and contradictory. (Rowan and Reason, 1981: 113-137)

Research within the dialectical paradigm entails a “number of interfocking cycles which spread a
net over the phenomenon we are studying. This gives a new way of seeing piot work ... instead of
wanting to get rid of the pilot work as soon as possible and get on with the ‘real thing’, we start
being very interested in different kinds of pilot work and how they can throw light an one another.
We start to call them early cycles instead of pilot work and leam from them as much as possible.”
(Ibid: p 105) Similarly, the cycle of researching, writing and delivering the lecture and placing it at
the centre of a similar process in this dissertation; acts as two components of the pilot phase in the

author’s current research mentioned above.

Peter Reason (1981) proposes a generic cycle model of research that, he believes, is as
applicable to basic, objective research as it is to participatory, dialectical research. The research
process can commence at any one of six moments in the cycle because different people need to
start at different points and different research methods require different combinations of these six
points.



A summary of the dialectical process at each of the six moments in the Cycle Model (fig 1)
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Figure 1 - The Cycle Model (Reason, 1981: 98)

(Reason, 1981) follows:

¢

\> MAKING SENSE

+

L4

BEING
® Resting in my own experience
¢ At a certain point, my existing practice seems inadequate
¢ | become dissatisfied — a problem is evident
(dialectic: turning against old way of doing things)
<] THINKING
¢ Start new thinking; find out what others already know
¢ Inward, processing movement
¢ invention; trying out new ideas; adding new information
(dialectic: not having enough/ having too much information)
D PROJECT
3 Thinking is not enough; definite focus emerges
* Qutward, action movement; a product or project emerges
3 Builds a bridge towards that which contradicts the present reafity
(dialectic: plans are enough/no plan can be perfect)
A ENCOUNTER
. Meet the other, doing
. Regutar inward and outward movement

Involvement, engagement, commitment, spontaneity

(dialeclic: disconfirmation is more valuable for learning than confirmation)

Analysis, contemplation

Finding rneaning, trying to understand
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. Immersion, turn experience into knowledge
(dialectic: reduce data to understandable simplicity/ expand connections
between data)
q COMMUNICATION

. Share understanding, outward explanation

. New accommodation to reality, resting in a new place; back to ‘being’
(dialectic: get data more clearly expressed/impossible to communicate with

anyone outside the experience)

At each of these moments six main types of questions need to be asked (that is, multiple cycles
start occurring) in order to confirm the process. (Appendix 1 reflects how | have used these
questions to explore the BEING and THINKING moments)
These include:
Positivist / efficiency questions: How can validity be tightened up to give maximum hard
data?

Alienation / authenticity questions: Which people are involved in the research, and how

deep is their personal commitment?

Poilitical / patriarchal questions: Whose interest does the research serve?

Dialectical questions: Which philosophical assumptions exist?
Legitimacy guestions: Is a proper research job possible within a given context?
Relevance questions: So what? Are the findings of any real use?

The development of the memorial lecture, the crafting and subsequent implementation of a
research protocol to investigate the moral development of undergraduate occupational therapy
students and the documentation of this dissertation are experienced by the author within Reason’s
(Ibid) multiple research cycles. It is extremely difficult to dissect, extricate or pinpoint exactly, the
various moments that apply to the events and experiences described in the prologue which follows.
A number of moments may occur simultaneously within these enmeshed processes. The most
important issue is, however, the successful negotiation of the dialectic and progression through the
cycle. As with all qualitative research, rigour resides in the author’s ability to demonstrate
authenticity and congruence in triangulating his or her conceptual analysis. | believe that the
credibiiity of my current research will be significantly enhanced by the process of researching,
writing and delivering the memorial lecture and subseguently, by the documentation of this
dissertation. It freezes, as it were, my thinking at points in time and allows me to take stock of
what | am learning and trying to make sense of, thereby strengthening the validity and reliability of
my research.



12

| believe that as a novice qualitative researcher:

. | have gone through this cycle in writing the memorial lecture and this dissertation
. I'am, in my own personal development, going through this cycle
. Individual occupational therapists and occupational therapy students may process

through this cycle if their BEING is sufficiently challenged by the memouial lecture or by
the educational strategies suggested in this dissertation.

. The profession collectively may go through a similar, if not the same, cycle of change
and learning. | do in fact suggest in the lecture that it does, and that this constitutes the

process of transformation.
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Introduction

| was invited to deliver the 17" Vona du Toit Memorial Lecture to the Occupational Therapy
Association of South Africa in August 1998. The tecture forms part of a series established in 1976
to honour the late Vona du Toit for her leadership in the development of the profession in South
Africa. (Appendix 2) Nominees are awarded the lectureship in recognition of their contribution to
the profession or to healthcare in general. Deeply honoured by the nomination and acutely
conscious of the ensuing responsibility, | set about identifying and shaping a core set of ideas for a
lecture that would contribute to reflection and action in the profession: a lecture that would spark
debate and introspection in line with Donald Schén's (1983) challenge to professions to examine
their purpose and function in society. Schén (Ibid) believes that the debilitating effects of modern
practice contexts can be countered by professionals becoming “reflective practitioners” who

promote learning from, in, and through, experience.

Entering the BEING Moment (dialectic: turning against old ways of doing things)

To arrive at a potentially meaningful lecture, | would have to enter a dialectical research cycle or,
as it were, a personal hermeneutic process in which an interpretation of my own professional
being, experience, reflections and actions might surface themes worth COMMUNICATING with my
colleagues. | would in the process, face many contradictions in my established way of thinking and
sense making. Mc Donald (1988) suggests, “The fundamental human quest is the search for
meaning and the basic human capacity for this search is experienced in the hermeneutic Process,
the process of interpretation of the text (whether artifact, natural world or human action). This.s
the search (or research) for greater understanding that motivates and satisfies us ... The act of

theonzing is an act of faith, a religious act ... It is an expression of the humanistic vision in life” (p
105, 110).

I am passionate about occupational therapy and deeply convinced of its capacity to contribute
significantly to the health of society and to the humanistic vision in life. 1 am equally concerned
about our historical lack of power to carve a significant niche for the profession in the face of
medical hegemony, drastic financial constraints and socio-political upheaval. QOur resilience in the
modern practice contexts of South Africa seems to be waning. The upheaval of society following
the first democratic election in 1994 brought the profession’s crisis into stark focus. | was also
aware of a fundamental resistance to political mobilisation, and to an exploration of our failure as a
profession to challenge the iniquities of apartheid, that had prevented the majority of South
Africans from realising their own humanistic visions in life. Personal discussions with members of

the Occupational Therapy Assaciation of South Africa (OTASA) executive indicate that they had
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experienced either significant apathy or active resistance, amongst members, towards the drafting
of a submission to the Truth and Reconciliation Commission Health Hearings. OTASA had
initiated significant transformation in its executive and were keen to strengthen their resolve in
addressing inequity in the profession, by promulgating a submission that would reflect a united

commitment to fundamental change. They did not have much success.

I began to see the memorial lecture as one of a number of strategies to encourage and mobilise
the profession to make sense of its historical and contemporary experience. in the dialectic, my
own conscience and practice had begun to turn against the old way of doing things. Could I find a
conceptual framework that would guide the development, not only of my ideas, but also of new
possibilities for experiential learning and action within the profession?

4 Entering the THINKING Moment (dialectic: not having enough/having too much
information)

Capra (1982), Kuhn (1970), and McGill and Weil (1992) provided the answer with their exploration
of the notion of “paradigm shift” in which a profound change in the thoughts, perceptions and
values that form part of a particular vision of reality, is seen to re-orientate people to what is
important, legitimate and reasonable. Reflection on the patterns of assumptions, values, concepts
and propositions that underpin a particular worldview, would lead to ‘perspective transformation”
(Mezirow, 1978) and eventually to changed behaviour. Such transformations can be sudden or
they can proceed more slowly “... by a senes of transitions which permit one to revise specific
assumptions about oneself and others until a stage occurs in which the assumptions become
transformed” (Mezirow, 1985: 142). Transformation began to emerge as a possible central theme
for the memorial lecture. It was also a national agenda precipitated by transition to democracy and
highlighted, in particular, by the Truth and Reconciliation Commission's (TRC) role in challenging
an entire nation to search for greater understanding of the motives for past behaviours and
responsibilities regarding future actions. Transformation on its own was, however, too broad, | had

to identify the focus of transformation.

A particularly important catalyst for my reflection at this stage was the “Mental Health beyond the
TRC Conference” held by the Medical Research Council in Cape Town, on 7-8 October 1998.
Broad topics addressed were: apartheid, discrimination and mental health, providing mental health
services to survivors, the psychology of perpetrators and the prevention of future human rights
abuses. Condensed and brought into stark focus, were many of the core issues { had been
grappling with for years at a personal and professional level: my own morality and the latent
perpetrator lurking within, the primacy of moral and spirttual offences in the causation and healing
of psychic injury (Shalev, 1998) and heatth professionals’ compiicity in human rights abuses. | was
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particularly challenged as a senior occupational therapist/leader in South Africa, and | offer the
following extensive quote from Chapman and Rubenstein (1998), as it captures a challenge | felt
committed to take up. It also clarifies why ethics emerged as another central theme in the
memorial lecture, and how | became interested in undergraduate occupational therapy ethics
education.

“Leadership is a cntical factor in the determination of health policy and also
serves as an example for health practice. Leaders within the health sector
not only failed to recognize the relevance of human rights in heaith; they
neglected to develop comprehensive codes of ethics or to enforce
established codes of ethical conduct, and they failed to support and protect
health personnel who took considerable nisks in supporting human rights.

Many leaders within the health sector have provided the TRC with
unqualified apologies for the conduct of health personnel during the era of
‘complacency”, but how is one to believe that such conduct will change
without evidence that the leadership within the health sector has also
changed. The health sector hearings of the TRC clearly demonstrated litfle
evidence of such a transformation on either level. Apologfes and talk of
building a “culture of human rights” are likely to become the instruments of
surviving ‘transformation” intact, rather than promoting the health and
human dignity of all South Africans. Furthermore, not one leader of a
health professional organization or health regulatory body, nor SAMS, nor
the Department of Health has offered a strategy to include human rights in
health education. Without effective reform of the leadership that was
responsible for the health sector's shameful silence and inaction under
apartheid, the health sector’s stunning opportunity for transformation may
simply evaporate.” (p 126)

Although the TRC hearings were restricted to only two days, they raised a range of fundamentally
important questions about health professional socialisation and the centrality of ethics in facilitating
the assumption by health professionals of responsibility for their conduct. | had seldom heard any
of these issues discussed in occupational therapy circles and they certainly were very rarely ‘
(Katzenellenbogen, 1989; Randall, 1991, Coetzee, 1992) overtly addressed in the South African
Journal of Occupational Therapy. | was equally intrigued by the complete lack of reference in
Chapman and Rubenstein (1998), to disability as a human rights issue emerging from the health
sector hearings which they were commissioned to document. Abuses did occur in rehabiftation
settings and severe disabilities (both mental and physical) did result from political violence, yet
their implications for a disability human rights agenda in South Africa were not addressed.

| followed up this query with Len Rubenstein (personal communication, 27 January 1998), shanng
my concern that a medical rather than social, definition of health seemed to determine the author's
interpretation of human rights violations and that the voice of rehabilitation health professionals
and, for that matter, disabled victims of apartheid abuses, had not been reflected in their findings

and recommendations. My concern was primarily a missed opportunity for the disability lobby in
this country.
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His reply was,

“... as someone who has spent 15 years of my life in the disability advocacy
field in the United States, | very much agree with what you say. The
conceptualisation of disability not only among the public but among health
providers, leaves a lot to be desired, particularly in the devaluing of the
person with the disability and seeing the job of the health field as getting nd
of the disability rather than addressing the needs of the person with the
disability. Rehabilitation, accommodation and integration have not made
their way into the thinking of many heaith professionals. It is not a good
excuse, but the only reason we did not discuss disability — or some other
key issues, including violence against women — was a matter of time and
resources. We barely scratched the surface on mental health, and of
course nothing on the larger disability issues. E verything you say deserves
to be heard, and | regret that we were not able to cover the issues in our
report. There is another dimension here, of course. The field of human
nghts has, until very recently, paid little attention to disability, even
institutionalisation. Most of the focus was on narrow issues like the political
use of psychiatry rather than the routine discrimination and devaluing of
people with disabilities. That is true everywhere in the world.  The Feld is
Just beginning to change, and very slowly.”

It was becoming increasingly clear that | was on the nght track in identifying ethics as a focus for
transformation and that | could possibly introduce disability and definitions of health as broad .
issues on which to build various examples. | was reading too widely at this stage and feeling very
overwhelmed by the volume of information that is available. To negotiate the dialectic, | had to
develop a plan to retain focus.

{> Entering the PRoJECT Moment (dialectic: plans are not enough/no pfan can be
perfect)

The next step was to frame the problem more clearly through a focussed exploration of available

contextual and literature evidence. The following picture unfolded:

South Africa is emerging from decades of systematic human rights violations that have impacted
on every aspect of civil society, including the health sector. The widespread allegiance of the
health professions to apartheid ideology has been exposed by submissions to the Truth and
Reconciliation Commission (TRC) Special Hearings on the Health Sector in June 1997 (Health
and Human Rights Project, 1997: Chapman and Rubenstein, 1998) These submissions give a
stn’king account of how an entire heaith system could be based on racism, and how the culture of
apartheid could result in human rights violations through erosion of health professionals’ ethical
accountability. Silence and inaction in the face of injustice and human rights violations must have
- involved moral choice, given the existence of moral codes and guidelines for professional conduct.
Some submissions suggested that violations occurred because of complacency and ignorance.
The problem, it seems, was not the clarity of ethical codes, but that clinicians believed that codes

and professional values applied only to those who were fully human, or were secondary to other
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considerations, for example, laws and government policies. Essentially the violations of ethical
codes seemed to have occurred because of moral insensitivity to, and denial of, the humanity of
Blacks.

A human rights and social justice perspective considers humans to be of equal worth with equal
moral right to participate in society, regardless of gender, age, race, culture, sexual orientation,
disability or socio-economic status. Codes of ethics and professional conduct have historically
evolved within limited disease-based and patient-centred conceptualisations of health (Seedhouse,
1991) and have not been applied to broader concerns such as social justice or to the physical,
psychological and social heaith consequences of human rights violations. Chapman and
Rubenstein (1998) suggest that “when health concems are limited to the objective of curning
disease and healing impairment, the likefihood increases that health professionals will not relate in
a holistic manner to issues relating to the human worth and dignity of their patients. Such moral

disengagement may be a cntical factor in abusive behaviour.” {p 127)

Underdeveloped moral and ethical reasoning and professional socialisation within an apartheid
ideology, and adherence to ethical codes as rules supplementary to the law, may have
predisposed health professionals to collude in the systematic denial of human rights to the majority
of people in South Africa. “Most violations of human rights in health took place in grey zones. The
characters were not heinous villains, but ordinary people doing their jobs in a system that hid its
flaws beneath a veneer of professionalism.” (Baldwin and De Gruchy, 1998, unpublished) This
veneer was challenged by Coetzee (1992), who suggested that occupational therapists placed
their professionalism above human rights and used it as a cloak to cover up disengagement from
ethical accountability.

In 1987, a delegation from the World Federation of Occupational therapists (WFOT) visited South
Africa to investigate occupational therapists’ functioning under apartheid, and to make
recommendations regarding the profession’s inclusion or isolation from international support. The
delegates found South African occupational therapists to be exceptionally competent and non-
discriminatory in their therapeutic capacity but very apathetic in their political activism. Therapists
were not, it seems, sensitised to the imperative of professional accountability, beyond the care of
their individual clients, and to the populations of clients living in conditions counterproductive to
health and wellness. Seedhouse (1988) distinguishes between dramatic ethics, (for example, life
threatening events such as abortion and euthanasia), persisting ethics (for example, issues
underlying dramatic ethics) and general ethics (for example, day to day behaviour and how to live
and act to the highest moral standard). Occupational therapists are mainly concermned with day-to-
day ethics (Barnitt, 1993) and were not equipped to deal with, or were desensitised to, the dramatic
or persisting ethical issues associated with social injustice and human rights violations. It would be
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reasonable to argue that they may still be equally ilf equipped or indifferent now to ethical
dilemmas and human rights violations that arise in a ‘rapidly changing heaith scenario where
contemporary health issues continually confound us with regards to their ethical and human rights
implications.” (Baldwin and De Gruchy, 1998, unpublished)

Professional guidelines specify “what to do” and “how to behave”, yet despite such comprehensive
background information, ultimately therapists still have to rely on their own resources, reflective
thought and problem solving ability. (Barnitt et al, 1998: 52) These authors used two case studies
to illustrate the ethical dilemmas involved with truth telling (veracity) and the right to resources.
They argue that despite strategies such as reference tc a Code of Ethics, knowledge of
professional conduct, and an understanding of the theories and principles that underpin healthcare
ethics, therapists still find situations where problem solving skills and sound reasoning determine
the way forward. However, ‘therapists are hurnan and, inevitably, ‘bad’ decisions will be made at
times because duty or consequences of actions have either been ignored or are in conflict.” {p 56)
They argue that the crux of morality for the professional lies in the praxis between knowing what is
right and doing what is right. No single “right” or ‘wrong” position exists but the ability to make
informed decisions is seen to depend on the explicit development of moral and ethical reasoning.

Virtue and moral development theory informs contemporary ethics education of health practitioners
by suggesting ways to improve the quality of thought about moral and social issues: integrating
moral thought with moral action and alleviating problems associated with the indoctrination of
values rooted in prejudice, intolerance, narrow mindedness and rigidity. (Macintyre, 1981; Flores,
1988, Rest and Narvaez, 1994) A virtue is defined as “an acquired hurnan quality the possession
and exercise of which tends to enable us to achieve those goods which are internal to practice and
the lack of which effectively prevents us from achieving any such goods.” (Salsbury, 1992: 155)

Where honesty, impartiality, integrity and other similar virtues are the norm, the life of the
professional, the profession and society is seen to be enriched. It is believed that deliberately
cultivated virtues and morality foster the power which health professionals need if they are to
counteract the negative influences pervading heaithcare systems. Contemporary ethics education
must therefore, according to Rest and Narvaez (1994), focus on the moral sensitivity (interpreting
the situation), the moral judgement (judging which action is morally righttwrong) and the moral
motivation (prioritising moral values relative to other values) and the moral chéracter (having
courage, persisting, overcoming distraction, implementing skills), of the practitioner. Was there, |
wondered, scope here for us to begin redressing the attitudinal inequities of racial bias and other
forms of discrimination in undergraduate Occupational Therapy education?
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Although major developments in moral, political and educational philosopfy n recent years have
resulted in an overwhelming amount of iiterature addressing thie moral and ethrcal development of
professionals such as doctors, teachers, nurses, architects and engineers, very little seems fo
have influenced South African occupational therapy literature or educational discourse. To date it
has addressed only the specificity of the profession’s code of ethics (Watson, 1989; Concha, 1993,
Jooste, 1991). This specificity focuses mainly on the principles that regulate clinical encounters of
occupational therapists with individual, or groups of clients, and guides the resolution of ethical
dilemmas that arise within a disease paradigm or between individual practitioners and the public or
colleagues. No article specifically addressing quantitative or qualitative issues of moral and ethical
development and education, or the ethical dimensions of professionalism, human rights and social
justice, has yet appeared in the South African Journal of Occupational Therapy. The dialectical
impetus here was to begin engaging others in my process of learning. Could my colleagues help

me to understand the existence of this apparent paucity?

A Entering the ENCOUNTER Moment (dialectic: disconfirmation is more valuable for
learning than confirmation)

I decided to do a telephonic survey of the ethics curricula of some occupational therapy training

institutions to get an idea of approaches to ethics education. Having interviewed four lecturers

responsible for various ethics courses available in the country, | found that:

) Curricula followed a similar pattern in which students are: in first year, introduced to the
professional code of conduct and the basic concepts of professional ethics, in second
year, crientated to professional behaviour in fieldwork, in third and fourth year,
expected to demonstrate cognisance of practical ethics and application of ethical
reasoning in fieldwork and, in fourth year, revision of the philosophy of professional
ethics. The average didactic input on ethics during the four-year degree programme is
eight hours. The occupational therapy department at the University of Cape Town
follows a different approach. This is presented in the epilogue section.

¢ Training institutions either use a generic professional oath in conjunction with other
health disciplines at graduation, or have developed their own departmental oath that
graduates take prior to receiving their degree and a graduate badge. None of the
programmes interviewed explicitly review the implications of the oath with their
graduates before it is taken, nor are graduates directly involved with crafting the oath to
which they confirm allegiance. The occupational therapy department at the University
of Cape Town, has in the past two years, engaged the graduating class in developing
their own oath.

* The development of professionalism is seen to be a tacit phenomenon woven into the
fabric of lectures or fieldwark expectations and evaluations. Students receive feedback

on their professional conduct according to a set of criteria based on standard rules for
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professional behaviour. Few explicit structures beside clinical supervision and role-
modelling seem to be in place, for example, discussion groups, journals, in which
students can resolve ethical and moral dilemmas that arise in practice. Dialectical
exchange about professional virtues, personal morality and values, and moral
motivation usually occurs in individual feedback, for example, the student’s fieldwork
evaluation form, or more generally, in classroom discussions. The occupational
therapy department at the University of Cape Town is in the process of revising its
criteria for the evaluation of student professionalism.

. Human rights and social justice have only recently begun to be addressed as a result
of a growing disability lobby and the development of community based rehabilitation.
Few of the training centres involved occupational therapy students in muttidisciplinary
undergraduate debate on ethical issues of mutual concern. Students from the UCT
Faculty of Heaith Sciences participate in weekly discussion groups at multi-disciplinary

fieldwork sites.

In the light of these findings, | wondered whether a substantive national transformation of the
undergraduate ethics curriculum was indicated? | then examined the status of ethics in

occupational therapy education intemationally.

The TRC Health hearings point out that tertiary educational institutions failed to ensure that
students engaged with, and internalised, principles of ethics and human rights in healthcare.
London and Mc Carthy, (1998) note that “ ... central to the many recommendations contained in
submissions to the hearings was the urgent need to improve the ethical and human rights
onientation of undergraduate and postgraduate fraining in the heafth professions.” (p 257). |
Seedhouse (1991) perceived the teaching of medical ethics to be a sham, and of little help in
informing students as to “where and how to find ways ahead for themselves’ or in determining “how
best to conduct one’s life in the presence of other fives”. (p 281) This last is, in his opinion, the
founding question of ethics. Barnitt (1993) suggests that the teaching of ethics has been in a
decline because of a widening gap between moral philosophy and the concrete realities of fife.
-She became concerned about the problems that students in allied health professions were
encountering in their clinical fieldwork experiences. She undertook a survey to determine the
status of ethics teaching in the United Kingdom and found that there appeared to be an
inconsistency of understanding in relation to what should be included in ethics programmes. Her
research also revealed that educators did not know how to convey such content to students.

Pennington and Bagshaw (1992) identified the requirement for ethical réasoning in occupational
therapy education with regards to research and student projects. In conducting a literature search

in the field, they found “ ... only a few authors ... have discussed ethics in relation to occupational
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therapy curnicula and that authors may stress the impontance of ethics in practice, none seem to
address how educationalists could facilitate the development of ethical decision-making skills.” (p
419-422)

There is a growing body of literature attempting to address this hiatus. Educators in contemporary
society recognise the need for professional practitioners to be morally mature and active as
individuals and as professional associates, if they are to be less dependent on rules and

regulations to guide their practices. (Rest and Narvaez, 1994; Brockett et al, 1997).

Research currently being undertaken at the Faculty of Health Sciences at Mc Master University
examines the moral reasoning processes of students in occupational therapy and physiotherapy.
(Brockett et al, 1997) This is done first on admission, and again upon cormpletion of their
programmes. The Defining Issues Test (Rest, 1987, quoted in Rest and Narvaez, 1994) is used as
a baseline measurement. Preliminary data suggest that many students are entering the
programmes with well-developed moral values associated with a democratic society and consistent
with a traditional approach that sees professional ethics as supplementary to law. However, there
seems to be little regard for the influences of personal moral values that Koniak (1996) believes to
be desirable in a contemporary account of ethics. Koniak argues for a new conception of the
relationship between law and ethics. She suggests that, instead of the common perception that
ethics takes over when the law is deemed inadequate, the law should be seen as being informed
and challenged by ethics and morality. The problem with the commonly understood approach to
ethics for members of the professions, according to Koniak, is that it is inconsistent with the self-
regulation associated with professionalism. Personal morality must regain a place in meeting legal
and professional demands. Law, ethics and morality must all speak to conduct that is legally seen
to be either right or wrong. Brockett et al {1997) are attempting to reinstate moralily as a core
component of ethics education — they see moral reasoning as informing professional ethics and
both in turn, contributing to the law. Their research aims to demonstrate the different effects of

traditional and contemporary ethics education on the moral reasoning processes that students use
in reaching moral judgements.

London and Mc Carthy (1998), responding to the call to place human rights and medical ethics on
the agenda of institutions training health professionals in South Africa, report the results of a
retrospective cohort study in which they compared, by survey, the ethical and human rights
knowledge and attitudes of participating fourth year medical students with those of a matched
group of control students. Students in the expernmental group vofunteered to participate in a five-
day course aimed at providing them with an appreciation of the circumstances under which human

rights violations could occur, and the role that health professionals can play in combating such



22

abuses. Teaching methods included panel discussions, field visits to prisons and police cefls, and

intensive group work.

The results demonstrated clear benefits for “improved knowledge about the ethical dimensions of
human rights and some less tangible attitudinal benefits. Of particular relevance is the attitude
measures on a prioni assessment of importance format. It offers some insights into potential
ethical domains of human rights concems in the field e.g. understanding psychosocial probiems
experienced by exiles, counselling torture survivors and knowing laws protecting pnsoners’
healthcare.” (p 261). The authors acknowledge that quantitative estimation of attitude is
notoriously problematic in capturing meaningful data. They recommend the further extension of
similar courses to a wider audience and they alert the medical profession to pay greater attention

to teaching the ethical dimensions of human rights.

Christakis and Fendtner (1993) suggest that medical educators have focussed on what the core
curriculum should include, how material should be taught and how it should be analysed, for
example, using ethical principles, normative moral reasoning or legal theory. Little attention is,
given however, to the ethical issues that medical students “actually confront and the impacts the
resulting dilfemmas might have on the students as they adapt to the clinical world and decide about
their own conduct and role. In other words, current thinking does not situate medical ethics
education within the context of students’ ongoing ethical development.”. (p 249) The authors, in
response to these concerns, developed a thematic taxonomy of medical students’ ethical
dilemmas, through a systematic review and content analysis of written cases submitted by
students as part of a ‘ward ethics’ discussion session. The recurrent, problematic themes that
emerged were: the students’ pursuit of experience, differing degrees of knowledge, ignorance
among team members and dealing with disagreement within the hierarchical authority structure of
the medical team. Students were able to grapple with these dilemmas in a panticipant-driven group
discussion approach to teaching ethics. The authors contend that “ethics presented as moral
theory or a set of principles can go only so far: personal problems, culled from the dady events of
students’ lives and rooted in the complex social situation of the ward, more thoroughly capture their
consciences. It is in making decisions and living with their consequences that ethics ceases to be
only a theoretical discipline and begins to become a professional code of conduct.” (p 254) Their
view is endorsed by Osborne and Martin (1989), and Bickel (1991) who suggest that ¥ medical
students are not given the opportunities to discuss and think through the anxieties associated with
the ethical issues that face them in day to day practice, they will as qualified medical practitioners,

~ adopt stereotyped and limited responses to the ethical aspects of their work.

The dialectic within the encounter moment resides in the leaming that takes place through the
disconfirmation, rather than confirmation of one’s ideas. During this period, ! ran an ethics
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workshop with the final year occupational therapy students from UCT and the University of the
Western Cape. This was one of a number of experiences of disconfirmation. Having gained a lot
of theoretical knowledge about ethics, human rights, disability rights, social justice, professional
values and personal morality (amongst others), | now had to integrate my own clinical experience
into ideas that made sense to the class. | also had to create opportunities for the class to share
their ethical dilemmas and to guide them through ethical and moral reasoning processes. Many of

my ideas were disconfirmed and | recognised my need for a much deeper comprehension of ethics

and human rights in practice.

Schoén (1983) described reflection as the means by which the complex epistemotogy of practice

Entering the MAKING SENSE Moment (dialectic: reduce data to understandable
simplicity/expand connections between data)

may be uncovered and as a means for the development of professional competence and expert
judgement. An extensive amount of literature on reflection and the use of reflective journals as a
valid tool for assessing students’ accomplishments of learning exists. {(Schan, 1983, 1987:
Mesirow, 1991) In accupational therapy literature the work of Mattingly (1991) and Fleming (1991)
on clinical reasoning is seminal. These authors view reflection as one source for enriching the
reasoning capacity of occupational therapists.

At this stage | wanted to make sense of the rich data that lay untapped in the fieldwork learners’
logs which UCT occupational therapy students keep as part of their clinical learning. My
colleagues Buchanan, Moore and Van Niekerk (1998), document the writing strategies used by
these students to capture their intervention plans, outcomes, experiences, and reflections on their
fieldwork learning. Could } gain some understanding from these textual documents and in
particular, from their reflections on the ethical dilemmas that they face in the daily events of their

lives in the field? How morally sensitive are they? Could | learn something about their moral

motivation? What are their perspectives on ethics education?

I developed and submitted a research proposal to the Research Ethics Committee of the Faculty of
Health Sciences at UCT to investigate these questions through qualitative content analysis of
students’ fieldwork learners’ logs. 1also aimed to analyse the content of focus group discussions
on student ethical dilemmas during fieldwork. in relation 1o their clients, colleagues and the context
in which they worked. It was accepted in March 1998. | subsequently conducted one-hour focus
groups with 6-8 final year occupational therapy students from each of the three local universities in
the Cape Metropole. | also ran one focus group of six clinical tutors and obtained access to third
and fourth year U. C. T. students’ fieldwork learners’ logs. The results of this research will be
published in due course. A superficial analysis of what { was hearing in the groups and gleaning

from the learners’ logs correlated strongly with some of Barnitt’s (1993) findings. She conducted a
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preliminary investigation of thirty-five occupational therapy and thirty seven physiotherapy

clinicians’ and students’ moral problems in practice and found their current concerns in rank order

to be:
. Ineffective treatment
. Unethical/incompetent colleagues
. Priorities in treatment

Local students also expressed concern about:

* The futility of treatment , given the volatile socio-pofitical cantext of South Afnca, the
reduction of hospitalisation and the almost complete lack of community based follow-up
services.

+ Frequently having to treat patients, in the face of their own inexperience, without the
direct supervision of clinicians, and in the absence of role-models resulting from post
reductions.

* Cultural barriers caused by differing worldviews, language and life experiences
between themselves and their clients. (These findings launched me into an extensive
literature search on the influences on professional canons of knowledge, alignment of
professional methods to local realities and the need for an African professional identity.

These dimensions are reflected in the lecture and may lead to future publications.)

I have, as yet, insufficient understanding of the themes emerging from the textual data to comment
meaningfully. The concems expressed in the focus groups yet again highlighted the influence of
macro contextual (socio-political, economic, cultural) issues on ethical and moral dilemmas of
health professionals in the field. | knew | had to introduce these into the memorial lecture, but

wanted to do so in a way that would capture the audience’s attention and moral imagination.

| was using Mark Johnson's (1993) work on moral imagination to analyse the students’ fearners’
logs and was progressively intrigued by his views on metaphor and imagination in ethical
deliberation. He suggests ‘the metaphors that make up our shared moral understanding — our ‘folk
theones’ of morality - are held in common by all of us within a moral tradition, and they are part of
what makes it possible for us to inhabit a shared world” (p 3). With this in mind, | searched the
local bookshops for African poetry that might capture some of the contextual imagery needed to
frame my ideas. Slattery ( 1985) sees poetry as ‘the natural response fo the mystery of the
universe, not measurement and codification. ... forin poetry, narrative and art we can understand

the self as continuously being reconstructed in new and ironic ways in every social and cultural
milieu” (p 264,).
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I discovered a poem by Heather Robertson (1991) in a book of refiections, essays, illustrations and
stories on the theme of hope. It was written by a number of South Africans at a time, leading up to
the first democratic elections - a time of despair and hopelessness in South Africa. Like so much
of what | was reading at that time, this anthology precipitated much deep reflection about the
occupational therapy profession in Africa and influences on its development. | was struck by the
recurring reference in the various books | was reading to post modernism, deconstruction of
dominant Western paradigms and the influence of the feminist, and other minority movements. In
keeping with the qualitaiive research paradigm, | kept a journal of my thoughts about occupational
therapy in contemporary South Africa. The dialectic at this point was the hard work of making
sense of what was happening to the profession collectively. (1 have notincluded any of these
concepts as they fall outside the focus of this dissertation.)

Three events that were particularly helpful at this time in validating my thinking and in confirming

the reliability of my sense making were:
1. Dialogue with Professor John Williams, a visiting ethicist from Canada, who was on
sabbatical in the Department of Medicine at the Faculty of Health Sciences. | was alerted
to the role of professional structures in promulgating an ethics agenda. He suggests that
ethics be incorporated into institutional or collective professional decision-making by:
¢+ Awareness: the ethical dimensions of decision-making, for example, resource
allocation.

¢ Commitment: making the inclusion of ethics an explicit element of decision-making.

¢ Education: developing the capacity of decision-makers to solve problems ethically.

. Structure: setting systems and procedures such as ethics officers, ethics audits and
checklists in place.

3 Programmes: development of multi-level objectives and strategies within the various
dimensions of an organisation.

* Communication: multi-directional so that everyone is involved.

+ Accountability: regular feedback on progress
I used these perspectives to clarify some of my thinking about the ethics structures
within the profession. His framework for ethical decision making aiso seemed useful
for the development of the undergraduate ethics curriculum. The credibility of ethics
education would be enhanced if all role-players were part of an explicit agenda such
as the one proposed by Professor Williams. (Roy et al, 1993)

2. A tape-recorded free attitude interview (Meulin-Buskins, 1997) with Professor Ruth
Watson, in which she helped me to bracket my subjective opinions and feelings about
ethics, morality and professionalism. Pinar (1976) quoted in Slatiery (1995) writes,
‘bracketing what is, what was and what can be, one is loosened from it, potentially more

free from and hence more free to freely choose the present. This bracketing allows one to
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Juxtapose the past, present and future and evaluate the complexity of their
multidimensional interrelations” (p 57).

This exercise began to introduce qualitative criteria for research vakdity and reliability into
the early stages of my investigation. An audit of this kind, at regular intervals in the
research process, will continue to increase the credibility and dependability of my findings
as | further analyse the data. The interview also helped to clarify the progress | was
making (or not making) in conceptual analysis of emerging themes, and to begin mind
mapping a possible framework for the memorial lecture. { was beginning to view the
lecture as one of a number of strategies, both in the ethics research | was doing, and in
sensitising the profession to a revised ethics agenda.

3. Participation in an exceptionally enriching Masters research discussion group in which our
debate on core professional issues and constructs broadened my thinking horizons and
disconfirmed (as in the dialectic) many of my ideas. My colleagues were particuiarty
helpful in refining my conceptualisation of the changing kleology of occupational therapy
practice in a developing country. The group introduced member checking (Lincoln and
Guba, 1985) for my evolving research protocol. They were also helpful in honing the

initial mindmaps and drafts of the memorial lecture.

The following quote from Alan Smithson’s (1997) perspective on the possibility of
transformation captures something of my educational experience at that time.

“ ... there is that within us which is capable of a transformation beyond our
wildest imagining, and that this potential is held in check only because our
vision is too clouded, our words and thinking are too stereotyped, and we
are unwilling to take the plunge of faith when the moment comes. Nothing
except what theologians call ‘grace’ — the spontaneous opening of
ourselves to the absolute for which we can be glad and even Joyful but
_cannot ever claim credit — can enable us actually to take the plunge. But a
true vision can enable us to see the situation as it really is and can give us
a framework which will help us to onient and channel our desire.” (p 276)

The dialectical challenge was to reduce all the information that | had gathered into manageable
form without being so succinct that | lost its richness.
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Problem to be Addressed by the Lecture

South African occupational therapists have, by the paucity of information on ethics and human
rights in their literature, practice and education, and by their apathetic response to the TRC Health
Sector Hearings, failed to demonstrate awareness of the importance of human rights in their

professional ethics and moral actions.

Purpose of the Memorial Lecture

To sensitise South African occupational therapists to the need for transformation in contemporary
South African occupational therapy practice and education.

The Aims of the Memorial Lecture

1. To present an overview of the collective and individual professional domains within which
transformation is indicated.

2. To draw attention to historical and contemporary influences on the profession’s ethical
responsiveness to emerging contextual challenges.

3. To stimulate individual and collective reflection amongst occupational therapists about
professional accountability and relevance, in a democratising healthcare system.

4. To precipitate change in occupational therapy ethics education.

The 28" National Congress of the Occupational Therapy Association of South Africa
(OTASA)

The Vona du Toit Memorial Lecture was presented at the 28" National Congress of OTASA on 15"
July 1999. The theme of the congress was ‘'metamorphosis, transformation, adaptation, change.’
The organisers’ question to delegates was “as we approach the new millennium, are we equipped
as a profession to face the challenges facing us? ‘We need Foresight, Forethought,
Foreknowledge for Now.”

The keynote speaker, Jennifer Creek from the University of Teeside, United Kingdom, addressed
the links between the evolving professional identity of occupational therapy and the nature of
contemporary knowledge, power and language. We had never met before, nor been in contact,
yet were speaking with one voice.

She also ran a workshop on the philosophy of occupational therapy in which she:

. ldentified the shared beliefs and values of occupational therapists wosldwide.

. Explored, with participants, the unique aspects of occupational therapy philosophy in
" South Africa.

. Demonstrated how professional beliefs and values direct the development of

occupational therapy theory and practice internationally, nationally and locally.
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. Discussed the importance of philasophy in maintaining and promoting a strong sense

of professional identity and a positive image of the profession.

The memorial lecture was attended by approximately one hundred and fifty occupational
therapists. There was one Black person in the audience. My vision for the profession seemed
untenable. When would we have a Black disabled male (we are a predominantly female
profession) receiving the award and reading his address to a large muttiracial audience of
occupational therapists; and members of the communities we serve? Only then would
transformation truly have begun. The communication moment had arrived. The dialectica)
challenge was to share my understanding in such a way as to precipitate shifts in the BEING
moments of the audience.









32

A calabash, a hollowed out gourd, is a traditional African vessel used for drinking. At social
gatherings it is filled to the brim with home brewed traditional beer and passed from person to
person as a communal cup. Drinking from the calabash in this way confirms one’s place in the
clan and strengthens the interdependency and common ethos that binds the collective.

The metaphor of love speaks to me of the heart or ethos of occupationaf therapy through which the
profession can take its place amongst the moral leadership for social transformation in South
Africa. Democracy has opened up unprecedented opportunities for occupational therapy to
reaffirm its social responsibilities and to contribute its bit to the renewal of society.

The words swim, splash, laugh and dive remind me of the realtties of everyday practice and of the
external dimensions of our professional dentity. We have all dived into despair at the high crime
rate, dwindling resources and overwhelming needs of our clients. We have aiso laughed with
exhilaration at the accomplishments of our clients who arise to meet the challenges of life despite
extraordinary odds. We have swum and splashed our way through countless meetings to develop
drafts of green and white pépers culminating in progressive, liberating policies and strategic plans
for every conceivable facet of civilian life. Transformation has become a national agenda which
has also challenged us to re-examine the collective social power, economic gains and political
rewards of the profession and its potential to fly to new practice horizons.

Living and working in the calabash of a new society in recent years has challenged most of us at
one time or another to ask fundamental existential questions about human dignity and fréedom, the
nature of human action, self-determination and co-existence. We have been forced by the
tumultuous changes in our nation to take stock of our personal and professional befiefs and values

and consequent actions.

None of us has come out unscathed by the ravages of apartheid so we all have a stake in the
process of reconciliation, reconstruction and creating a caring humanity for all. We can leam from
the past by examining the foundations on which we positioned ourselves as health practitioners in
relation to human suffering under apartheid. We can consider where we locate ourselves now that
we have a second democratically elected government; new legislation and a health sector based
on the primary health care approach.

In occupational therapy too, there is a need for transformation into “an African identity; an identity
that is neither racial nor geographic, yet evolving and being shaped by Africans in confrontation
with a shared set of complex historical and contextual challenges.
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South African occupational therapy is unique. Our bit in the calabash of a new societly should be a
distinctive interpretation of the profession’s core beliefs, values and methods that refiects a

responsiveness to the health needs of Africa’s peoples and our African location.

My goal with this lecture is to initiate dialogue within the profession based on questions such as:
. ‘What can | do as an occupational therapist towards the renewal of soclety?”
. ‘How can occupational therapy adapt and flourish in a health sector that is attempting
to redress the inequities of our apartheid past?”
. "What adaptations in our professional knowledge, skills and attitudes will lead to

progressive transformation?”

The essence of transformation is to continually change to another more relevant form, substa-ce
or character in response to the demands of the context. | think we often respond to the demands
of the context by analyzing what was, is and ought to be in a factual, technical sense (i.e. we focus
on form) when what we should be doing, is thinking critically about what was, is and ought to be in
a principled sense (i.e. focus on substance and character). Charting a course for ourselves and for
the profession in the changing tandscape of the new South Africa suggests the need for renewed
understanding and affirmation of our professional beliefs, values and ethics, and how these higher

ideals guide us in meeting our responsibilities towards the society we serve.

This lecture addresses the transformation of occupational therapy in South Africa in four parts.
Firstly, | apply the concept of transformation to the development of the profession over time, then |
explore the past features of occupational therapy practice. | consider the challenging social forces
of the present which should precipitate the revisioning and attunement of the profession's internal

and external dimensions and | conclude the lecture with some thoughts on transformation
strategies.

Transformation: The Key To A Flourishing, Socially Relevant Profession.

A flourishing, socially relevant profession is a continually evolving and transforming profession.* ®
To flourish is to be in a state where no division arises between what the profession ought to do in
response to Africa’s needs, what it wants to do and what it is able to do. A profession’s
development is related to the fit between the emerging needs of society and the appropriateness of
the profession’s response to such needs. According to Kuhn (1970), a profession develops

cyclically through four distinctive stages or periods of time.®
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for the basis for our actions. | will now expand on the dominant paradigm in terms of ethics,

values, beliefs and practice and will highlight emerging new paradigm directions.

In 1987 a delegation from the World Federation of Occupational Therapists (W.F.O.T.) visited
South Africa o investigate the state of the profession under apartheid. They found “an active but
competent group who reed to develop strategies for better use of the potential political power they
possess ... Few signs of discrimination by occupational therapists were found althcugh they are
working in a system that stilf condones apartheid. It became increasingly clear that in spite of the
political climate, South Africarr occupational therapists ascribe to the same philcsophy as their
colleagues in other countries...” ** (Claxton, 1 998) The delegates saw white South African
occupational therapists acting with care and client-centred competency in meeting the impairment
needs of their patients but being apathetic in their political activism and ethical awareness of the

impact of injustice on the social health and human dignity of their Black clients.

These findings correlate strongly with the themes that have emerged 10 years later from the Truth
and Reconciliation Health Sector Hearings.” These hearings give a striking account of how an
entire health bureaucracy could be based on racism and how the culture of apartheid could result

in human rights violations through erosion of the ethical accountability of health professionals.

Occupational therapy codes of conduct and ethics have traditionally developed as rules
supplementary to law and typically specify “what to do” and “how to behave” in clinical encounters
with individuals or groups of clients.’® These codes guide the resolution of ethical dilemmas that

arise within a disease paradigm or between individual practitioners and the public or cofleagues.

Chapman and Rubenstein {1998) suggest “When health concerns are limited to the objective of
curing the disease and healing impairment, the likelihood increases that heaith professionals will
not relate in a holistic manner to issues relating to the human worth and dignity of their patients.
Such moral disengagement may be a cnitical factor in abusive behaviour.” " This raises questions
about the traditional methods of occupational therapy practice and ethics education. The teaching
of ethics in South Africa usually occurs by what has been called a “rules. roles and osmosis
approach” '° which renders many moral questions invisible to moral debate. A lot of time has been
spent on perfecting technical expertise for the alleviation of impairment, and very little time has
been spent on developing population reasoning and practice and on expanding ethical and moral
reasoning to include a social justice and equity perspective. This could account for our political
apathy during apartheid and unless addressed, could lead to the marginalisation of occupational

therapy as a non-essential public healthcare service in the future.
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Baldwin and de Gruchy (1998) summarise the themes from the Truth and Reconciliation
Health Sector Hearings as follows:

¢ "Apartheid permeated the entire heaith sector, distorting and corrupting health
professional training, research and service delivery. Social and political agendas
rather than the needs of patients determined practice priorities thereby vio/ating
the human rights of the majority of South Africa’s population.

. Abuses occurred along a spectrum of settings from custodiai care to the banal
day to day functioning in segregated health facilities. Most violations of human
nghts in health took place in the grey zones by ordinary people doing their jobs
within a system that hid its flaws beneath a veneer of professionalism.

+ Organisations and professional institutions failed to recognise the non-neutrality
of race-based health practice, scientific research, fraining and even codes of
ethics.

+ Scapegoating a few “bad apples” as extremists was far easier than overhauling

an entire system. Instead of radically confronting the context that enabled
immoral and unethical professional behaviour to flourish, we either excused the
aberrations of individuals in a limited discourse of ‘nght” and “wrong” or we
excused individuals because of ignorance and apathy.
+ There has been a lack of support for individuals and organisations that resisted
oppression.n
(The profession has yet to acknowledge those occupational therapists in South Africa

and abroad who worked behind the scenes to take a political stand on behalf of the
oppressed. |

I think that the value of these hearings has been their trajectory — they spearheaded a pchess of
self-reflection that has galvanised health professionals and heaith institutions to take stock of their
individual and corporate responsibility in the face of racism and all forms of oppression and

discrimination. A quote from a response by & white physiotherapist to the Health Sector Hearings
in June 1997 reads as follows:

"It was not difficult to notice the gross human nights violations and inequalities caused by the
apartheid policies. | think for us to excuse ourselves as unknowing, innocent participants is
dishonest. | think it would be more accurate to apologise for the apathy, the passive way we
accepted apartheid by not challenging the status quo in the hospitals where we worked every day.
Being white and sheltered is no excuse. We did not have biinkers and are not people who cannot

think. | feel that integrity calls for us to apologise, admit to our blindness and acknowledge the sins
of omission. We were wrong and we can learn from that.”'®
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* Health care is a fundamental human right. If adopted, it means that South Africans have a right to
occupational therapy services and the profession has a nght to lobby for the recognition of its role
as an essential heafthcare provider.

* Even though the care individuals is at the centre of health care delivery, this must be viewed and
practiced within the overall context of working towards the greatest possible heaith gains for
groups and populations. f adopted it means that occupational therapy must adapt its ideology and
methodology to accommodate populations.

* Health care systems are responsible for preventing iiness and alleviating disability. This implies
the need for occupational therapy to orientate its paradigms towards public health systems, for
example, health promoti.on. It will need to orientate its methods towards advocacy and
accommodation and equalisation of opportunities for disabled persons.

+ Co-operation between all those working within heatth care systems is imperative, both for the
individual patient and for the population as a whole. Occupational therapists should not be
threatened by role blurring and role sharing as we enter the era of multi-skilling and generic
services. The overwhelming need out there creates a space for all of us to work towards the
building of a healthy nation.

* The authors cite the improvement of quality as being at the heart of health care Systems.
Occupational therapists will have to take outcomes based praciice and quality assurance seriously.
Our uniqueness will increasingly be defined by the kind of health outcomes that result when people

participate in the occupational therapy process.

The Tavistock principles will not override the Georgetown principles. Both sets of ethical principles
will be necessary for health professionals to make reciprocal transitions between client-centred and
population-centred practice. | think these transitions are very difficult for occupational therapists.
We are professionally socialised to practice predominantly within a care moral orientation and have
yet to develop explanations for the role and scope of the profession in public and community health
within a justice moral orientation. For example, the realiies of poverty, violence and resource
limitations in South Africa will continue to restrain our ability to provide all the occupational therapy

services we think are needed.

This is an ethical dilemma that requires an accurate analysis of social health care values and the
ability to balance moral duty and the consequences of our decisions. Foto (1998), addressing
financial constraints and ethical dilemmas, suggests that “Cost containment may mean fewer but
not necessarnly infenor services. If appropriate, equitable allocation of health care resources is
valued then we should move toward's the value of only offering services to those persons who will 4
benefit from them.”® She suggests that the potential worth and value of the outcomes of
occupational therapy rather than the presence of impairment or disability should determine the
locus and nature of service. | suggest that we are, at this stage, insufficiently aware of the impact
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Implications of Occupational Therapy’s Social Responsibility

¢

Professional models of practice, value systems and methodologies that are developed by our
colleagues in affluent Western countries need to be redefined and adjusted to accommodate
the realities of practice in Africa. We have to engage in an explicit process of reflection and
debate on the philosophy of the profession and its application to the ideals of the Africar
renaissance.

The inequities between the users of private and public health sectors should become an
agenda for professional debate and redress. Just under one fifth of South Africans belong to
a medical aid scheme yet this group has access to 85% of pharmacists and 60% of medical
professionals working in South Africa. More and more occupaticnal therapists are entering
private practice due, in part, to the severe reduction of posts in the public health sector. This
trend will, on the one hand, strengthen the social power and poilitical rewards of occupational
therapy by raising the profile of the profession amongst those who can afford its services. On
the other hand, the trend will seriously deplete the access of the majority of South Africans to
the benefits of occupational therapy unless concerted effort is made to market the profession,
expand its technologies and lobby for the creation of trans-sectoral posts. Opportunities exist
for the expansion of occupational therapy in diverse sectors such as weliare., industry and
agriculture. For example, the Skills Development Bill, Labour Relations Act and the
Employment Equity Act pave the way for occupational therapy at the interface between
disabled persons and employment. We have to take risks in crossing the health sector
divide. This means a re-orientation of our knowledge base. Consultancy, human resource
training, organisational development, business management and entrepreneurship, and
consumer advocacy should, to name a few, become important curriculum agendas in
occupational therapy.

The survival and progress of the profession in a cash-strapped developing country is
dependent on the profession’s knowledge of health economics and its ability to prove the
validity of its economic contiibution. Confirming the cost benefits of occupational therapy

services deserves to become a national research priority.

The racial profile of occupational therapy practitioners should progressively reflect the

demographic distribution within the country. This has been addressed in a previous Vona du
Toit Memorial Lecture by Robin Joubert (1997),

I have tried to frame a snapshot of the period of professional crisis. |t represents a much broader

cultural transformation that includes the impact of the liberation struggle, politics of minority

movements, transitions from medical care to self care, hierarchies to networking and north to south

and east to west global developments to name afew. These and other social forces have

precipitated the period of accepting a new professional paradigm.
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methodologies that enable us to give a voice to the tacit knowledge that occupational therapists
have always had of the phenomenological dimensions of human expenence.

In an African worldview, there is no gap between the self and phenomenal world. it embraces a
‘man-to-person’ rather than a ‘man-to-object’ understanding of reality. The process of coming-to-
know affects the known and the self embraces a communal rather than an individualistic
orientation. In African cultures, ubuntu serves as g moral-political philosophy that helps to
entrench a collectivism in which aff individuals are assumed to be linked in a web of inter-
relatedness. Interdependency, common fate and social harmony take precedence over individual
interests.* *' Client-centred practice in this worldview must embrace the individual and the
collective to which he, or she is inextricably finked.

We need to learn how to balance other woridviews beyond the Western paradigm. | suggest that
we do this by broadening our knowledge base by building trans-disciplinary alfiances with
disciplines such as sociology, anthropology, theology and psychology that have already well
established African epistemologies. The development of occupational science has been a
politically expedient move on the part of the occupational therapy profession. It has articulated the
difference between the culture of occupational therapy and other disciplines and has highlighted
the potency of human occupation. Occupational science must continue to be an empowerment
strategy within occupational therapy and a vehicle for enhancing the political rewards of the

profession.*?

Transforming our Professional Methodologies

In an era of technical reductionism we minimised our unique professional perspectives on human
capacity through the potency of human occupation and in the process acquired a technical status.
Occupational therapy has the unique ability to foster optimal occupational performance, meaning
and purpose in life. We need to recapitalise on the strength of our hoalistic view of humans and
move beyond a delimiting sense of practice. Critical thinking skills and reflection expand our
horizons and enable a holistic analysis of the biopsychosocial and occupational needs of
individuals and large groups.®® This, together with our ability to work in partnerships with people in
adapting their occupational contexts to meet their heatth needs, makes us well equipped to act as
health programme consuitants and capacity developers with diverse populations of people in
diverse contexts.
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Stop rearranging our house within the medicat model.

Broaden the definition of heaith as inclusive of social justice and equity. Develop and
document the role and scope of occupational therapy in public and community health.
Take heatlth promotion sefiousiy and re-orientate practice to socio-political realities.
Challenge the hegemony of medical hierarchy.

Nurture and quide the growth of ethics.

Strengthen professional oaths to reflect a deep sensitivity to human rights. Read the
Truth and Reconciliation Health Sector Hearings Report and debate its
recommendations. Advance ethical and moral reasoning through ethics discussion

groups. Tap into moral and ethical development and human nghts literature.
Become a critical thinker and reflective practitioner.

Move beyond the reproduction of accumulated knowledge and clinical expertise to
reflective examination, interpretation and understanding of available evidence. Develop
clinical reasoning and population reasoning skifls.

Take seif-development seriousty.

Pursue post-graduate qualifications. Challenge your assumptions, beliefs, prejudices and'
take risks in engaging in anti-bias training and the possibilities of lifelong learning.
Become a research consumer and contributor.

Keep up to date with literature in your field and embark on research that validates the
premises of occupational therapy beliefs about the links between human occupation and
health. Eliminate race as a criterion in health research. Develop transdisciplinary
research allies.

Support OTASA transformation initiatives.

Establish a political action sub-committee in OTASA to guide the profession in
understanding and responding to the nature and actions of government and other
important political issues. Appoint an ombudsman to hoid the professional board
accountable for monitoring the human rights cutture of occupational therapy in South
Africa. Support action within the profession to leam from our apartheid past. We have to
do more than issue a generic apology before we can claim to be playing a fundamental
role in furthering human rights in South African healthcare.

Affirm diversity in curmiculum.

Develop advocacy skills to empower at risk and vulnerable groups without resorting to
paternalism. Dismantle and deconstruct the legacy of racial and male domination in
canons of knowledge. Include the perspectives of those who have traditionally been
excluded. Build partnerships with disabled persons and claim disability as a human rights
issue.












57
Background

I suggested in the memorial lecture that strategies such as the nurture and growth of ethics, critical
thinking, reflective practice and the affirmation of diversity in cumiculum, may contribute to
developing practitioners with changed knowledge, skills and atttudes and therefore, uttimately, a
transforming profession. |indicated that the myriad changes in a developing country would require
a revisioning of occupational therapy education in order to produce the kind of therapists that the
country and the African region needs. Slattery (1995) suggests ‘there are no absolute principles to
guide the education process; simply pivotal ideas in the schema of an approach to education that
may contribute to a transformation of learmners.”

The pivotal ideas and practical ways in which the occupational therapy department at the
University of Capé Town (UCT) aims to transform its leamers, is vested in an explicit commitment
to the affirmation of diversity. The department is committed to raising awareness about diversity
and trying to address all issues that lead to discrimination. “We believe that our attitude to any
human condition that is different from what we ourselves are famiiar with, is usually based on
assumptions, stereotypes, prejudice and personal values and that it is our professional
responsibility as staff and students to explore and deaf with these biases on a personal and
organisational level. We aim to unleam prejudice, foster awareness of human rights and celebrate
diversity by explicitly using strategies that address discrimination in constructive and creative
ways.” (Personal communication to the students and staff by the head of department, Professor R.
Watson, 1999) Some of the dimensions of diversity about which we raise awareness are:

¢ Language: what language is preferred, with whom, when?

. Culture: what are the assumptions and prejudices we have internalised and do these

lead to the oppression of others?

. Educational preparedness: does personat educational history make a difference to the

way people learn?

. Racism, ageism, disabilism, sexism and gender, class and religious bias: what impact

do our attitudes and stereotypes have on the balance of power in relationships
between people?

We recogpnise a parallel between the phifosophy of occupational therapy and the educational tasks
inherent in the stated aims. Occupational therapists value and acknowledge autonomy, individual
difference and human complexity in our client population. The systematic exploration of these
dimensions in our student population by our students themselves, is seen to be an important
vehicle for experiential leaming and professional socialisation. The ethos of the department is
fostered in such a way as to give students a lived experience of occupational therapy philosophy
and of those values, beliefs and attitudes that anchor the professional in daily practice. ltis

through language, dialogue, conversation, debate and narrative, and in action, that values,
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attitudes and beliefs are constructed, manifested, changed and enacted (Joubert, 1992). The
eventual attitudinal and moral maturation of the student aver a four year undergraduate
programme is seen to lay the foundation for a deeper appreciation of professional ethics and codes

of conduct.

Attitude adjustment as a result of altered awareness is a process by which the normative
orientations pressed upon the individual during professional socialisation becomes part of the
individual's motivation and disposition to conform. The richness of shared experience and group
processes are explicitly used to foster intra- and inter-personal learning.

* Diversity is seen as a group resource
. Vigilance about what is (and is not) said and done, is encouraged
. Awareness of human rights is awakened and chalfenging dominant woridviews that

may perpetuate oppression encouraged.

Theoretical Rationale: The Living Curriculum as Transformation Strategy

The foundations of adult education prevent the vision from becoming contrived. “Affiming diversity
does not mean tolerance, acceptance, patronisation, benevolence or compassion for these come
from a place of implied superiority or favours granted to individuals who are not part of the norm
but who deserve some special treatrment ... the moral imperative grounded in the ethical and
humanistic approach and devoted to the restoration and advancement of human dignity and
respect, is at the core of affirming dversity.” (Goduka. 1996: 30, 37) To realise these injunctions,
we have built the transformation process on a well-established adult education philosophy that
emphasises the autonomy of students in acts of learning and taps personal experience as a
learning resource. (Weil and Mc Gill, 1992; Brookfield, 1995)

We believe adult education entails more than grasping knowledge. it involves actively
transforming knowledge and being transformed by it through the praxis of engagement between
educators, learners and learning systems (for example, contexts, texts, peopie) in a pracess of
»exploratioh, action and reflection. Praxis nurtures the development of self directed, empowered life
long learners who recognise that single answers to problems do not exist and that knowledge is
relative and provisional. Our educational expectation is to move students beyond memorisation
and the reproduction of accumulated knowledge to critical examination, interpretation and
understanding of available evidence. Slattery (1995) captures something of our orientation fo
curriculum. “generations of educators have been schooled to befieve that the curricufum is a
tangible object, the lesson plans we implement, or the course guides we follow rather the process
of running the racecourse.” (p 56)
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The dynamic product of this ‘racecourse’ usually bears the stamp of its originators, thereby fending
a particular ethos to the academic and social tone of the department and somewhat distinctive
characteristics to its graduates. A living curriculum is dynamic in its responsiveness to
developments in the knowledge base of the profession without being over-inclusive and in its
responsiveness to socio-contextual demands without compromising the freedom of choice of
runners. “Students leam that diversity is real, normative and a valued fact of daily life in the
classroom and that diversity penetrates the inner core of the teaching and leaming process.”
(Goduka, 1996: 32)

A living curriculum values the interdependence of teamwork whilst simuitaneousty fosten'hg
independent thought, confidence in expressing this and a positive sefffprofessional image.
Learning is understood (from the outset when students enter the programme) to be social and
interactive. The variations in prior and continuous experience are drawn on, as resources that can
systematically facilitate the construction of knowledge, the deconstruction of counterproductive
attitudes and the reconstruction of behaviour pattems that demonstrate professionalism. Central to
this is a personal experiehce for each student of the dialectical research process described in the
introduction to this dissertation. Individuals may enter the ‘research’ cycle at any point, depending
on their unique dispositions and learning needs. Research is here interpreted as the educational

benefits of human inquiry, in a living curriculum.

The outcomes of this ‘racecourse’ or living curriculum should be the development of independent,
critical thinkers with a strong sense of personal power, as proactive, initiating individuals engaged
in continuous re-creation of their work worlds and social circumstances (Brookfield, 1991).
Occupational therapy graduates should be attentive, and responsive to contexts in which their
ideas and actions are generated; aware of their own and other's thought and action assumptions

and open to alternative ways of looking at, and behaving, in their complex world.

All of this necessitates adult education strategies that are interdisciplinary, inclusive, eclectic and
kaleidoscopic (Slattery, 1995) and consistent with the wide range of students’ learning styles within
various cultural, ethnic, religious and other social groups. A transformation approach to curriculum
addresses content integration, the knowledge construction process and an equity pedagogy
(Banks, 1990). The pool of teaching examples is explicitly pluralistic and diverse, so that concepts
are drawn from the experiences and perspectives of all students; no one culture. gender or social
class dominates the curriculum (Goduka, 1996). This author identifies four levels of inclusiveness

in the curriculum, in the following diagram.
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Level 4
Transformation Approach
Basic structures and
assumptions of curricuia enabie
students to view concepts,
issues, events, themes from
diverse perspectives

—

Level3
Reconstruction Approach
Dismantles and deconstructs
legacy of discrimination
leading to development of
inclusive curriculum

Level 2
Additive Approach
Diversity addressed in a
course, unit or programme
in an unrestructured
curriculum

Level 1
Contributions Approach
Diversity content limited
to isolated input and
exchanges

Figure 17 - Levels of inclusiveness in the curriculum (Goduka, 1996)

This progression towards a transformative curiculum captures something of what the UCT
occupational therapy department aims to accomplish through journaling, median groups (Lyndon,
1995), class constitutions and a contemporary approach to ethics education.

1. Journaling for reflective leaming
The promotion of reflection as a means of extending leaming can be traced back to

writings by Dewey (1933). The literature on reflective learning is exhaustive and will not -
be addressed here. (Atkins et al, 1993) Suffice to confirm that reflection is seen as a
process through which new understanding and appreciations may be acquired, problems
reframed and knowledge creation capacities developed. Reflective introspection raises
tacit or hidden knowledge so that the complex epistemology of ‘lived experience’ may be
uncovered. (Schén, 1983, Mezirow, 1991)

First year occupational therapy students are extensively orientated to the educational
philosophy of the department. This orientation aferts them to ‘think about their thinking’
(Schén, 1983). The validity of their personal experiences is stressed, as is the relevance
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of collegial learning. Facilitatory dyadic and group exercises (drama, art, music, etc.) act
as catalysts for warming students up to share opinions with confidence.

They do an interpersonal skills development course that covers a wide range of topics
specific to the development of the ‘self as primary therapeutic agent. Much time is spent
on exploring attitudes, values and personal beliefs. One morning a week students also do
fieldwork in diverse contexts followed by small group tutorials in which the praxis between
theory and practice is unpacked, anxiety is contained and their intra- and inter-personal
development explored. Students enter the dialectical cycle iteratively and are expected to
journal their reflections on the inter-personal skills lectures and their fieldwork
experiences. The requirements for deep reflection are made explicit. Students are
encouraged to use poetry, art, etc. to enhance their imagination and give metaphoricatl
expression to their thinking. The inter-personal skills course and their fieldwork
experiences introduce opportunities for the expiicit exploration of discrimination, bias,
prejudice, human rights, personal values, morality and ethics. For example, over a series
of the inter-personal lectures the fecturer noticed that black students were atways the last
to be included into small group exercises and therefore, invariably ended up in a group on
their own. The dynamics of this phenomenon became the focus of much heated
discussion and extensive reflective journaling. This approach to inclusivity requires
educators to be very active in highlighting attitudinal challenges as wefl as extremely
sensitive to their own biases and the responsibility of inclusive role modelling. This aspect
of staff development is addressed at another level in the department and will not be |

covered here.

Journaling becomes a way of academic life for occupational therapy students throughout
their four-year programme. It is a valued educational activity because it is evaluated, and
becomes linked in third and fourth year, to the development of clinical reasoning and
critical thinking. Students are encouraged to reflect on the contexts in which they work
and to highlight issues of professional/ethical concern. The two processes of clinical
reasoning and reflection are distinctly different yet complimentary and are used
extensively by the department in formative and summative education (documented by
colleagues Buchanan, Moore and Van Niekerk, 1998). Evaluations of journals yield
ample evidence of perspective transformation over time. Students express appreciation
for the role journaling has played in their personal and professional development over
time. The impact of this on conscientisation and professional activism in response to
hﬁman rights and ethical violations, can only be surmised at this stage.
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Median Groups
Median groups exist in most forms of human social arrangement and provide the contexts

for learning how to dialogue in creative and generative rather than conformist ways
(Lyndon, 1995). Typically median groups consist of 15 — 35 people who formally meet for
social learning through an exploration of relationships and preoccupation with the internal
events of groups’ discourse and behaviour. They provide opportunities for participants to
explore their development from individuaf to social beings through an analysis of the
conflict between the two, i.e. the interface between the intemat and external world. “The
key point of fransformation in the median group is the gradual emergence through
dialogue of a cuiture of felfowship to which we have given the Greek term Koinonia ... itis
a dual vantage point which allows us to draw together the need for personal definition and
the transformation of our cultural context” (Ibid, p 258). Literature in the field of group
analysis is extensive and will not be addressed here. It may be noted, however, that
convenors of median groups in the occupational therapy department are experienced
group facilitators (not members of staff) who receive supervision and continuing education

through membership of the local group-analytic interest group.

The goal is for occupational therapy students in all four years 1o participate voluntarily in
four one and a half hour group sessions run throughout the academic year. The ‘space’
created by these groups allow participants to experience the potency of large group
behaviour and their own role in the emerging symbolism of monologue, dialogue and
discourse. (Foulkes, 1948) First year students initially struggle with the conceptualisation
of the analytic process and are guided sensitively over the years towards understanding
‘large group thinking’ and their own reactions to group participation. Their group work
training culminates in fourth year in a week-long small group experiential workshop. They
again journal their experiences. Entries over time show a developing conscientisation
towards oppressive sociocultural phenomena. The longitudinal educational outcome of

these groups has yet to be investigated.

Class Constitutions
A class constitution describes the kind of learning behaviours and objectives which a

particular class/group of students, at a particular point in their academic development,
wish to pursue in order to maximise the learning potential of the educétion system in
which they find themselves. Leamers and educators craft a class constitution at the
beginning of each academic year through democratic process. The evidence of
everyone’s voice is encouraged. It aims to alert participants throughout the year to
perceptions about contexts that either contribute to, or impede their personal
transformation. Constitutions explicitly address prejudice, bias and human rights in class-
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specific terminology and act as a barometer by which to live the values, attitudes and
beliefs of the profession. Student groups are taken, or example, for a hike up Lion’s Head
prior to drafting their class constitution. This ‘occupation’ becomes a focal event for
expioring how the class amives at decisions, which voice dominates, what happens to
minority opinion, etc., and sets the scene for informed development of a representative
class constitution. (Appendix 3) The concept of experiential group leaming is well
documented in organisational development literature. Its role in education in the moral
development of health professionals has still to be vafidated.

Ethics Course in Fourth Year _
The ethics curriculum in the department commences in first year with an exploration of

the ethical principles and rules that guide professional judgement in solving ethical
dilemmas. While much has been written about the prescribed, common methods for
arriving at ethical decisions, little has been written about the setting or framing of ethical
issues based on the relationship between morality, group ethics and law. (Koniak, 1996;
Brockett, 1997) Students in second through third year are guided during fieldwork
(through feedback in their fieldwork logs and during small group tutorials) to make links
between their experiences, their own values and the professional ethics that guide
practice.

Fourth year occupational therapy students spend approximately five hours revising
foundational ethics and ethical reasoning within a contemporary framework. Morality,
group ethics and the law are juxtaposed in a series of guided questions related to a set of
ethical dilemmas. This contrasts the significantly different outcomes that emerge when
dilemmas are resolved within a legal/ professional stance, thus contrasted with a
morality/group ethics/community law stance. The latter requires that questions be asked
about the particular persons and the associations to which they belong, before
considering the constraints imposed by professional rules or the laws of the land. {Koniak,
1996)

Commitment Enforced Voluntary

Component Law Group Ethics Morality.
Stories Socio-legal Group Group Personal
interpretations expectations ideals stories
Rules Legislation Regulations Group Personal
obligations commitment

The interactions of rules, stories and commitments that contribute o law, ethics and
morality (Koniak, 1996)
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This table is used to frame small group discussions around a variety of case studies. It is
based on work being done at Mc Master University and has been adapted to local
contextual issues. (Brockett et al, 1997)

The confounding realities of daily practice in South African hospttals, institutions and
communities pose ethical dilemmas and challenge individual morality in ways that our
colleagues in developed countries do not experience. Students are morally sensitive and
display sound moral character but their personal power to effect changes in a morally
corrupt context is however very limited.

This was the essential dilemma facing occupational therapists during the apartheid years.
They were either disempowered from implementing or desensitised to the ethical
dimensions of human rights. Although ethically sensitive at an individual client level,
therapists were not conscientised to human rights at an individual or collective level.
Apartheid rules and laws prevented therapists from listening to the personal stories of
their Black clients or from responding to their own moral convictions. Apartheid group
expectations valued and regulated White supremacy. The ethical dilemma for
practitioners was either their voluntary or involuntary personal commitment to these
legislated immoral rules. Although the enforced socio-legal interpretations of law, ethics
and morality has drastically changed in the new South Africa, the realities of human rights
abuses in practice and concomitant ethical and moral obligations still persist. We have to
equip occupational therapists to voluntarily challenge the violations of human rights and
ethics that occur in the contexts in which they work.

What can occupational therapy students do about, for example, the sodomy in male
forensic wards when there is only one female nurse available for night duty owing to staff
cuts in the public sector? What does a student do when staff turn a blind eye’, seem
‘blunted’ and say ‘it happens all the time’ when she reports seeing a mentally retarded
male patient raping a minor? Staff are just too overworked to care. How do they
challenge a health system that abolishes occupational therapy posts at tertiary hospitals
leaving countless severely burnt children to develop preventable contractures that wil
render them more disabled and disfigured than they' already are?

When students raise these issues, we alert them to the ways in which ethical decisions
may be made and how they may politicafty effect change at a system levei. Ethics
education and the moral development of occupational therapy éfudents must empower
them politically. Conscientisation has to move beyond redressing the legacy of apartheid
through strategies such as the affirmation of diversity in curriculum. It must also equip
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students with a sense of personal power to confront blatant human rights abuses and
ethical misconduct in spite of hegemonious resistance in corrupt systems. They must feel
confident in voicing their opinions, asserting pressure on govemance structures to effect
change and in politicising issues that warrant the mobifisation of public pressure.

A first step towards this must be professional socialisation that develops personal power
through confirmation of those virtues that inspire a sense of righteous indignation. itis
only when we believe impiicitty and passionately in something that we are able to ‘stick
our necks out’ and be counted. An undergraduate curriculum that encourages such
boldness will have taken steps in the right direction. The U.C.T. occupational therapy
department is exploring ways of transforming its ethics curriculum to produce graduates
who “demonstrate qualitatively that this new dispensation is different morally ... to stand
up to be counted for goodness, for truth, for compassion and nof kowtow to the powerful”
(Desmond Tutu, quoted in Antjie Krog’s (1998) book, Country of my Skull). | believe we
are on the right track. We encourage students to be vociferous in their opinions and to
exercise their autdnomy in the learning process.

Two graduates from our department recently, at a public address on psychosocial
rehabilitation, spelt out the extent of human rights abuses against patients and staffin a
psychiatric institution, and the pervasive power imbalance in the mufti-disciplinary teams.
This took great courage and precipitated renewed institutional effort to address some of
the issues they raised. This kind of boldness was not evident amongst occupationa(
therapists during the apartheid years and will effect transformation in ali the contexts in
which we work.

Conclusion

Against this background, the dissertation, which includes the Vona du Tiot Memorial Lecture, offers
a perspective on transformation which, it is hoped, will redefine occupational therapy practice and
training within an African context. | have argued that the success of this transformation will
crucially depend on curriculum reform in training institutions. To this end. | briefly presented some
transformational initiatives in curriculum reform that have recently been instituted at the University
of Cape Town occupational therapy department. The next step, already in progress, is evaluation
of these curricular changes.
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The Way Forward

These recommendations suggest some ways in which | hope to contribute to the process of
individual and collective professional transformation of occupational therapy in South Africa.

1. Participate in professional debate
The Vona du Toit Memorial Lecture will be published in the South African Joumnal of

Occupational Therapy. It is anticipated that the lecture will evoke comment to which the
author will reply either in letters to the Editor, or by writing further articles.

2, Elaborate on the application of proposed transformation strategies
I feel, in retrospect, that the Memorial Lecture was too conceptual, overty broad and non-

specific, and failed to substantiate controversial ideas with practical examples. To
address these discrepancies, | have been advised to follow the memorial lecture up with
further articles in which, for example, the application of the proposed transformation
strategies is made more explicit and more applicable to the structural, philosophical,
educational and political dimensions of the profession in South Africa.

3. Verbally present the Memorial Lecture to a wider audience
I have been invited to present the lecture again to a local audience. 1t is recommended

that such an event should create an opportunity for audience participation and that it
might, for example, spark an interest in the development of a local occupational therapy
ethics discussion group. Such a group would provide scope for the implementation of the
transformation strategies suggested in the lecture and contribute to the continuing
professional development of individual practitioners.

4, Continue learning from and collaborating with our international colleagues
In 1987 the American Occupational Therapy Association formed the American

Occupational Therapy Political Action Committee (AOTPAC) and gave them a mandate to
“... encourage the election of quafified national office holders ...
in order to promote decision-making responsive to public need for
health care and services especially as pertaining fo occupational
therapy services, assist occupational therapists and others in
organizing themselves for more effective political action;
encourage occupational therapists to understand the nature and
actions of their government and important pofitical issues and to
promote and strive for the improvement of govemment by
encouraging and stimulating occupational therapists and others to
take more active and effective part in govemmental affairs” (Lee,
1998:166)
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ltis recommended that OTASA has much to leam from AOTPAC, in particular on the
education of OTASA members about the importance of political involvement by the
occupational therapy profession, and that we establish electronic liaison with key
international figures as resources for the development of local expertise. OTASA has, to
date, been actively involved, mainly in the remuneration bargaining chambers. This
politicisation must be extended in the interest of more pervasive transformation. | have
for example, established electronic links with the ethics research team at Mc Master
University in Canada (Brockett et al, 1998). It is recommended that collaboration in

undergraduate occupational therapy ethics research be further developed.

Communicate the results of research into the reflections of occupational therapy
students on their fieldwork experiences.

This will be done in order to uncover domains of moral sensitivity and ethical concern
(Protocol accepted by the Faculty of Health Sciences Research Ethics committee in
March 1999). In keeping with the dialectical research cycle, the results of the above-
mentioned research will be published in the South African Journal of Occupational
Therapy. The writing of the memorial lecture and minor dissertation enhanced the pilo*
phase of this research, adding depth to the author's insight into the students’ reflections.
The author is currently busy with a thematic content analysis of certain sections of
students’ fieldwork logs and anticipates finalising this research in the near future. It wil
hopefully result in further collaboration between the three regional occupational therapy
training centres (students were sampled from all three departments) in the development of
a contemporary approach to ethics education inclusive of a human rights orientation.
Section 27 of the Bill of Rights in the South African Constitution entrenches health rights
within one of the most substantive legat frameworks through which fundamental socio-
political change can be effected. Itis recommended that occupational therapy ethics
education should equip graduates with a thorough knowledge not only of professional
ethics, but also of the Health Rights Charter, and provide them with the skills to help
individuals and communities understand, interpret and promote their health and human
rights. (National Progressive Primary Health Care Network, 1997)

Participate in Faculty of Health Sciences Equity and Transformation Portfolio.
The faculty of health sciences has launched an equity and transformation plan aimed at

redressing the inequities of the past. The department of occupational therapy should play
a substantial role in the implementation of this plan as well as in the development of a

multidisciplinary undergraduate ethics and human rights curriculum.
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Appendix 2

introduction to the 17™ Vona du Toit Memorial Lecture by Estelle Shipham (past recipient of
the award and currently head of training at Medunsa)
(Speaker’s Original Notes)

I thank you for the opportunity, tonight, to say a few words about the Vona Du Tot Memonaf

Lecture - its origin & purpose.

By being here tonight each one of us will be paying tribute to one of the great contributors to the
development of the OT profession in SA & also internationally.

Tonight's prestigious lecture will be delivered in memory of the great Vona Du Toit - at the same
time honoring a person whom the OT Association of SA has identified as a prominent OT. This
person will join 16 others who were similarly honoured over the last 23 years, as being prominent
OTs or medical persons with an intimate knowledge of OT. Of these 16 persons not all were QTs
by profession as a matter of fact the second memorial lecture was delivered by the first President
of the Association - an orthopaedic surgeon. Three others were also not OTs. These included a
former principal of Medunsa, a physician who was also an advisory board member of OTASA and
a member of the Professional Board of OT. Other prominent non-OTs included the Director of the
National Council for the Blind, a former Director of the Health Services in the previous Cape
Provincial Administration. All except the first lecture were delivered by South Africans. This first
lecture was undertaken by ms Alicia Mendez, the then President of the WFOT - a British OT with
international standing and a very good friend of Vona's. ‘
The other 11 persons were all SA OTs, each of whom had inspiring yet different messages to

deliver.

Tonight | see many persons who knew Vona as a colleague, as a teacher, as a boss and as a very
dear friend. |also see younger persons who never knew Vona personally - who entered the OT
scene after Vona's untimely death in September 1974. This ‘younger generation' knows about
Vona, mainly through her theory on Voiition & Action - a central theory taught at most of the OF
training centres in the country. Further than that, most OTs do not hear or know much about her.
Few might know about & remember her for paving the way for the OT profession to get the
recognition it deserved. Vona was a very charismatic person. She was charming, dynamic,
magnetic & spellbinding and she believed in OT. She persuaded the powers to be - especially in
the previous Transvaal Hospital Services Department - that OT should take its rghtful place in the
health services in the province. Given one year to prove that OT was a profession which needed
to be developed & supported, because it made a difference to the heaith and well-being of
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persons, she persuaded the authorities that the Pretoria College should continue its training of
OTs.

As the simultaneous President of the OT Association, Chairmen of its Education Committee,
Chairman of the Prof. Board, SA delegate & Vice President of the NYFOT & delegate to the
National Council for the Care of Cripples in SA, Vona was indeed a most productive & influential
person.

Yet, only those of us who knew her personally can vividly recafl the contribution she made to the
development of OT. We also have a deep appreciation for the effect she had on our professional
and even personal lives.

However, by arranging this prestigious event every second year, OTASA wishes us, who were
fortunate enough to have known her & those who were less fortunate, to be reminded of Vona and

to honour her memory.

As many of you might know, it is not unusual for a profession to honour the memory of one of its
outstanding contributors in this way. Many of you might have read some of the Muriel Driver
Memorial Lectures which are presented in Canada & published in the Canadian Journal of OT.
Interestingly enough Vona & Muriel Driver were also great friends. We also know about the
Elizabeth Docker Memorial Lecture in Austrafia. In the USA there is the Eleonor Clarke-Slagle
lecture in honour of one of the pioneers of OT in the USA and in the world. Also in Britian there is

the Elizabeth Casson memorial lecture.

Joining the ranks of the other prestigious international OT memoriat lectures is then the Vona du
Toit lecture, which is then also published in the S A Journal of OT. Unfortunately the initial few
lectures were never published, but are kept in the archives of OTASA for perusal by those

interested.

Tonight | urge those of you who knew Vona & those of you who knew about her; and in particular
those of you who have heard about her for the first time tonight, to remember her as a person who
implicitly believed that all human beings have creative potential; and that OTs in particular could
ellicit this potential through careful nurturing of the person's volition. In particular OTs could ellicit
creative action through engaging the person in activities particularly suited to his/her needs.

In her dissertation on Initiative in OT, Vona defines it is a quality of self application, self -
directedness, seif-expectation in a new situation, which if applied with dedication leads to self-
fulfilment, self-confidence & intentionality to finding creative solutions to difficult problems. This is
indeed a powerful message which still applies today.
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The Vona du Toit Memorial lecture then serves the purpose to remind us of Vona, the great S
African OT philosopher of the 20" Century. In addition, #t gives us an opportunity to listen carefully

to the message brought to us by each subsequent eminent philosopher of the OT profession in
South Africa.

I thank you for your attention.
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