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RELATIONAL AUTONOMY,
SELF-TRUST, AND HEALTH CARE
FOR PATIENTS WHO ARE OPPRESSED!I

Carolyn McLeod
Susan Sherwin

Relational Autonomy and Self-Trust

Traditional autonomy theory, especially as it is deployed in the context of health-
care ethics discussions, has focused on specific factors that interfere with autonomy:
coercion, internal compulsion, and ignorance.2 Depending on the circumstances
and the severity, the presence of any of these factors may make it impossible, or at
least very difficult, for an agent to act autonomously.? What traditional accounts
tend to overlook, however, is that there is a fourth way in which an agent’s auton-
omy may also be compromised, namely, by the forces of oppression.d Oppression
may itself involve dimensions of coercion, compulsion, and ignorance, but it func-
tions in complex and often largely invisible ways, affecting whole social groups
rather than simply disrupting isolated individuals; as a result, its effects tend to be ig-
nored within the traditional autonomy framework that focuses solely on individuals.
Moreover, addressing these features requires changing the broad social conditions
that constitute oppression and not merely changing some of the specific circum-
stances of an individual agents situation. It is necessary, then, to explore the distinct
ways in which oppression may interfere with a person’s ability to act autonomously,

To make explicit the role of oppression in autonomy, we appeal ro a concept of
refational {or contextual) autonomy. We understand relational autonomy to involve
explicit recognition of the fact that autonomy is both defined and pursued in a so-
cial context and that social context significantly influences the opportunities an
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260 Autonomy and the Social

agent has to develop or express autonomy skills. In relational autonomy, it is neces-
sary to explore an agent’s social location if we hope to evaluate properly and respond
appropriately to her ability to exercise autonomy. Whereas traditional aceounts con-
cern themselves only with judging the ability of the individual to act autonomously
in the situatior ac hand, relational autonomy asks us to take into account the impact
of social and political structures, especially sexism and other forms of opptression, on
the lives and opportunities of individuals. By making visible the ways in which au-
tonomy is affected by social forces, especially oppression, relational auronomy chal-
lenges assumptions common to much bioethical literature that autonomy be viewed
as an achievement of individuals.

We must, therefore, evaluate society and not just the indi

vidual when deter-
mining the degree to which an individual is able to act autonomously. Insofar as op-
pression has reduced or undermin.

&mbmmnmﬂwm_um:a;omaﬂ mﬁﬁoboaoﬁmwmn,\mb;
ous contexts, relational autonomy seeks politically aware solutions that endeavour to
change social conditions and not just expand the options offered to agents. In par-
ticular, a relational view of autonomy encourages us to understand thar the best way
of responding to oppression’s restrictive influence on an individual’s
tonomously is to change the oppressive conditions of her life, not v
better adapt to (or simply to manage to “overcome”) those condidi
We live in a society complicated by many intersecting forces
though we may challenge them and work to reduce their influenc
to see their disappearance in the near future,
been d2maged to varying degrees by these fo
diminished ability 10 exercise auronomy as a

members of oppressed groups. Unfortunately, the damage done by oppression may
be so deep that the effects can never be completely erased, but reducing oppressive
circumstances can increase opportunities to repair some of the damage and prevent
its occurrence in future generations. Because oppression is always an impediment to

autonomy, any society truly committed to promoting autonomy must work to elim-

inate the forces of oppression thar reduce citizens’ opportunities to become maxi-
mally autonomous.¢

Of course, this is not to say that every person who belongs to one or more
groups that is subject to oppression is incapable of exercising autonomy or that
everyone who belongs to 2 dominating group is fully autonomous. Rather,
make clear that oppression tends to interfere with an agencs ability to develop or ex-
ercise autonomy effectively in specific ways. Individual members of oppressed
groups are affected 1o varying degrees by the forms of oppression that are endemic
to their society; some manage to overcome the oppressive circumstances of their
lives largely unscathed. Furthermore, since there are many intersecting forms of op-
pression, each person belongs to multiple groups with multiple locations on any map
of oppression and may well be privileged in some respects even as she or he is op-
pressed in others, and this complex positioning may have an impact on the agenr’s
opportunity to develop the abilities needed to act autonomously. Also, the features
that support the development of some of the skills necessary to exercise autonomy
are products not only of large social forces but also of particular personal relation-
ships; the latrer vary significantly from one individual to the next even within the

ability to actau-
o try to make her
ons privately.

of oppression. Al-
€, we cannot hope
Many members of our society have
rces of oppression, and many have
consequence of their experiences as

it is to
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same social groups. Membership in one or more oppressed groups is an obstacle,
then, but not an insurmountable barrier to the development of relational autonomy.

Here we focus specifically on one particular dimension of oppression thar in-
terferes with autonomy, namely, oppression’s effect on self-trust. We argue that an
agent requires a certain degree of self-trust to be able to act autonomously; because
self-trust is undermined by oppression, oppression reduces an agent’s ability to act
autonomously. To make our argument more conerete, we review sorme areas of health-
care where it is evident that the effects of oppression on self-trust interfere with pa-
tients’ ability to act autonomously, and we consider some of the options available to
health-care providers in such circumstances. We discuss a variety of cases, concen-
trating particularly on problems associated with caring for women with serious ad-
dictions, as this is an area where the links among oppression, sclf-(dis)trust, and au-
tonomy create especially difficule challenges for health-care providers. We explore
how health-care providers ought best to respond to these patients. In our view, there
is no single solution to this difficulty buc a range of responses thar must vary with
the health needs and the sitvation of each patient.

We begin by looking at some of the distinct ways in which Oppression can
limit an agent’s ability to act autonomously in order to appreciate how m&muqcﬂ mmm
within this complex matrix. First, oppression may involve explicit or implicit limi-
tations on the options available to members of oppressed groups. An important ex-
ample is the way in which oppression may limit the options that are noaoswvmm m.z.
an agent to choose under various circumstances by placing her in a double bind;” in
such cases, whatever she does, she will suffer. For example, it is not unusual for
women who are living with violent partners to feel trapped in those dangerous re-
lationships. They may feel that they cannot leave the relationship because the dan-
ger of such action would be too great: generally, the most serious attacks of do-
mestic violence occur when the battered partner attempts to separate. Moreover,
separation may bring not only the heightened risk of atrack bur also harassment,
financial difficuldies, the risk of losing custody of her children, and for immigrant
women the threat of deportation. On the other hand, remaining with the abusive
partner clearly represents a serious danger to the woman and her children. Unless
she has access to excellent social services for battered women, there may be no safe
option available to her. Less dramatic examples of oppression-related mozﬂo .Enm.,.w
involve the ways in which women are often considered suspect as job candidates if
they are single and if they are married, if they have children and if they do not, and
if they quit their previous job and if they were fired.

Second, and more deeply, oppression may shape agents’ values and desires in
ways that undermine their capacity for autonomous cheice in certain matters. In
fact, women's oppression typically involves circumstances in which the agent’s im-
mediate interests appear to support her active participation in practices that actually
promote her oppression. For example, part of women’s oppression mm .nvmﬂ they are
primarily valued (by themselves, as well as by others) in terms of their S.%E.E.nﬁ&
role as mothers. Many women who have difficulty in conceiving or maintaining a
pregnancy seek medical interventions to circumvent infertilicy m_BEQBm_.:mmzm pow-
erful fertility-enhancing drugs and often surgical treatments in the pursuit of 2 baby.
In so doing, they reinforce the social norms that proclaim the profound importance
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of women being able to teproduce. The relentless efforts of so many infertle
Women to spare no risk or expense to produce a biologically related child help to
deepen social expectations about the normaicy of childbearing for all women and to
raise questions abour the nature of other women who choose childlessness. What-
ever their intentions, their participation in practices thar rake for granted the desir-
ability of biological reproduction helps to further entrench social attitudes about
women’s fundamental role as mothers.$

Our main focus in this article is on two other ways in which oppression can in-

re with autonomy. One is thar oppression tends to deprive a person of the op-
portunity to develop some of the very skills thac are necessary to exercise autonomy

by restricting her opportunity to make meaningful choices and o have the experi-
ence of having her choices respected. As Diana Meyers argues, exercising personal
autonomy involves certain types of competency that depend on the development of
corresponding skills.? If an agent is never exposed to an environment thar fosters the
development of those skills, she will lack the ability to exercise autonomy, Moreover,

she will have been deprived of the opportunities to develop the level of self-trust

that is necessary for her to gain and use these skills cffectively. She may then not be
in a position to exercise autonomy even when invited to do so. Hence, it is not suf.

ficient simply to offer a person an uncoerced choice; it is also NECEssary to ensure
that she has had the opportunity to learn to exercise chojce responsibly.

Lastly, oppression can Jead to the internalization of a sense of social worthless-
ness and incompetence that is wranslated into a lack of self-worth and self-trust.
When a group is oppressed, the society at large operares as if thar group is less wor-
thy and less competent than others and devalues its members. Members of op-
pressed groups may then internalize these attitudes; many are inclined to accept
society’s devaluing of their personal worth on at least an unconscious level and to
doubt their own worth and ability to make appropriate choices.1 This lack of self-
worth and self-trust may be devastating to agents’ auronomy competency, interfer-
ing with their ability to act according to their own interests at all.

Many feminists have explored the effect of these various aspects of oppression
on autonomy, and several have addressed the necessity of having an adequate sense
of self-worth. To date, none have focused explicitly on the effect of oppression-
related reductions in self-trust on the agents autonomy.!! Qur aim here is to bring
out the significance of self-trust in discussions of oppression and autonomy. We are

interested in exploring the ways in which oppression interferes with the develop-
ment of self-trust and with the fact that reduced self-trust tends 1o reduce an agents
ability to act autonomously. And we seek 1o understand the special challenges
health-care providers face in caring for patients with the diminished autonomy thar
is associated with low levels of selftrust,

Self-trust (and its correlate, self-distrust) must be considered when evaluating or
promoting autonomy skills because autonomy is dependent on self-trust.!? Exercis-
ing autonomy involves, in part, reflecting on one’s beliefs, values, and desires; mak-
ing reasonable decisions in light of them; and acting on those decisions. It is essen-
tial in developing the capacity to be autonomous that the agenc trusts her capacity ro
make appropriate choices, given her beliefs, desires, and values; thar she trusts her
ability to act on her decisions; and also that she trusts the judgments she makes thar

terfe
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¢ i i IVAtIONS
underlie those decisions. These include judgments about the values Mba Eoﬁwﬂ, clon
that lie behind her decisions and about the efficacy of her own wmahos Wmm
skills. Without erust in these judgments and trust overall in her ability to exerc
choice effectively, any agent would have livde motivation to deliberate on alrernarive
courses of action. N .
In recognizing some degree of self-trust 1o be a wnanoh.&.ﬁo.n omﬂcﬁo.womﬁ%« 4“
are offering a substantive view of autonomy that builds on existing Uaom.oﬁmr wn,“_u-
lated by Paul Benson and Robin Dillon.!? Autonomy theories can be ﬂ M i
swantive or procedural. Procedural accounts require thac the agent subject MH eli £
values, and desires to some procedure or method of evaluarion and _ﬁrma Mm ¢ act
, i a pro-
whatever beliefs or desires satisfy that procedure. gn.u\na. for examp nvr o M.Hm mwﬁz
cedural account in which the goal of the procedure is to determine w] at the ag
. Lo . v o
really believes or desires, and being successful in this w.w_,onamm of Q&MH &%MMMNE&
quires that the agent possess certain competency skills.14 We mnnn@_ﬁ n.MM. s
dimensions of autonomy and believe that self-trust has a role to play g.:v :w. e
e
but we also believe that an autonomy theory must be supplemented wit M M_s”rn-
substantive demand. What distinguishes substantive accounts mmA_VB proce ﬁnn_ :
ories is thar the latter, unlike the former, are “content-neutral”; the wnomm EM oﬂ
i i u
evaluation does not dictate that the agent must really _unro.é anything M_ﬁnnm c M oE
herself or the world to be autonomous. Substantive theories, on the M er pu&.n w i
restrictions on the kinds of beliefs, values, and m.o.mnmm an agent must _.w.ﬁw ino wer to
be autonomous. The restricdon Benson and Dillon argue for is %r ave a manE..
’ iti uiremce
i ’ d respect for one’s capacities. The req
conception of ones own worth an o . it . .
that n%m agent value or respect herself puts a limic Ap_co.n a Bh.b:,b& one) on the MMHG
of beliefs or feelings that she can have about herself if .mrm is to be mcﬁowoaonmﬁ
We propose a different, though similar limit in requiring that the agent Qm&
own judgment. As we explain below, we believe thar self-trust is a crirerion for au
isti f-respect or self-worth.
tonomy distinet from that of self-resp : . .
H.Nm role of self-trust within the procedural dimensions of autonomy %n&ﬁ&”
the following aspects. First, to be motivated to exercise her own choices, mo mnmm o
must trust her capacity to choose effectively, a type of .m&mlﬂcwnrwwﬁ MM_R nﬁm M s
i i iry i having good decision-making skills an
Type 1. Having this capacity E.«o?.nm : : °
. UMWHW sttuated to choose well, meaning that the agent is adequately SMOHH& Ommﬂ_n
ternative courses of action and of whatever facts are relevant to her aﬁﬂmw. g
her to trust herself to make good decisions, she must trust her moBmUn.ﬁgQ sk M MM !
i ation available to her. Distrust in
the accuracy and adequacy of the inform : . ex D ¢ in these
inhibi it makes it very difficult for her to fo
areas inhibits her autonomy because i . -
decisions about what she should believe or desire mb.m. how Mﬁ wromﬁm mwﬁ. WMMMMDW
i i in the agent’s decision-making skills by
oppression can cause self-distrust in . : nng
rmw of sufficient opportunities to develop and Qﬁaﬂmm mx.umm skills. H.Wwﬂm ng.ﬁ,
i i thers by virtue of being 2 membe
lieve that she is less competent than o £t . cr of 2 par
i can also limit her
i se opportunities. Oppression mit h
ular social group will deny her the : fon can also limit her
i isi suring that most of the infor.
knowledge base for making decisions by en : informadon cir
i iety is about the lives of members of the dom!
culating throughout her society is al : : : nane
group Mn& the risks or benefits they would incur by making particular decision
such as those about their own health care.
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Second, an agent must wrust her abili

, ty to act on the de
of self-trust that we call Type I1. She may lack this form
lacks the courage to act on her
do 50. She may also lack it beca
acung on her judgments.

cisions she makes, a type
. of self-trust because she
judgments .mb.m consequently distrusts her ability to
oo an .Sq conflicting desires thar stand in the way of her
uch destres are commonplace among people who -
WMmMMMM Mnmaa M@o EHRQ&@Q@ nn% fight their oppression. Their %cmw in nrmwmh.mwmm\
¢ S10D3 That oppose their oppression can be com i 1
: promised by the d
simply to get along with others or the desire 10 experience the benefits ovm non f e
ing to dominant Stereotypes or interests. For example ooy diF

ficul ick wi Isl
¢ to stick with a decision not ro appear unwise or innocent around men in po-

mwﬂo%rnm%owqmm who S:.UE& not pay much attention to them otherwise
hezge LM mﬂgmm M mzvmmuﬂbﬂmaﬁm demand on autonomy concerned with self-trust is that
‘ trust the judgments she makes th i
. at unde i
e oy e et tlie her own choices. We call
omy are, for example, her judgmentes abo

making skills. Whech

severe suffering,

EOHWMM_M M.M,m EMMN&H% nwmﬁ.nﬂz types of self-trust or distrust can be situational or
nore general, fAg that they can apply only to specific situati
Sttuations in which the agent finds hersel£ 16 F of vs divcrass o
at ; = ager -*% For example, most of us dj
mmwo?ﬁ%:m _om%nmmﬁam In at least some situations, in particular Homwm chmﬂwwm
Ow that we lack the knowledge required to make fate choi
teined wnle Phloserh N A appropriate choice. People
¥ probably would (and should) di their abili
make good decisions in sitations in which training i inccring s called o T
IT self-trust is also often situational; f; e, wherher s s clled for o
C i s or example, whether we have the co
Mub MMM decisions E.cm:w mn@.nbnmm on the context in which we have made MHMM ﬂm. MM
AcK that courage in mosr situations, our autonomy will suffer, and thar rm.EUnE

example, i i

o .cm BR she _”Mmm:mm herself as a proud lesbian but lacks trust in her ability to act

m&m& gments that Rm._anm that pride in relevant situations, thar situational Type I
~distrust will negatively affect her auronomy. 7P

st as bt 3 . . .

QEQW o MM MMW Mwmnowm.m% Moamcgnm to distrust others, it is also appropriate some-

onesell. Lhere are situations in which it js fuyert ‘

G sezus : 1eh 1t 15 Justified for an agent to
trus &y to act on her judgments. The justification Jio - i

. I - L he justification lies in a his f fai

ing 1o a j i i ey

§ toact on the relevant judgments in the relevant situations. Often &Emﬂw\n& self-
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trust and distrust develops, at least in part, through inductive reasoning about past
successes or failures at using or attempting to use our various abilities. Depending
on the soundness of this reasoning, the agents self-trust or distrust will be well
formed or ill formed. For example, an alcoholic may reason that she can trust her
ability to act on her decision to refrain from drinking, but her reasoning may be un-
sound, based on her past expezience, in which case her trust in her ability to refrain
is ill formed.

Clarifying how the different types of self-trust develop and the exact nacure of
self-trust (that is, what sort of mental attitude it is) is not something we can accom-
plish here, but we make some preliminary remarks about both. First, regarding the
development of self-trust, the fact that oppression and self-distrust are interrelated
means that self-trust does not always or merely develop through inductive reasoning
by the agent. The level of support thar the agent receives within her social environ-
ment will have a profound influence on her self-trust. That support can exist on two
different levels: (1) the agent can be given opportunities to develop and use her var-
lous capaciries and, through these opportunities, learn to trust her capacities; (2) the
agent can receive encouragement from others to trust her own capacities. On the first
level, the self-trust is relational in a causal sense; supportive social conditions provide
the materials for its development. On the second level, self-trust is relational in a

_constitutive sense; the agent’s trust in herself exists in part because others reinforce
* thar trust in their relationships with her. Our self-appreciation is influenced by the

opinions that others have of us, particularly wher we are young. It is doubtful thar
anyone could ever avoid the constitutively relational aspect of self-trust and distrust.

The way in which a particular instance of self-trust or distrust develops will de-
termine whether that trust is informed primarily by beliefs or feelings. The primary
influence on self-distrust that arises through inductive reasoning about past failures
will probably be a belief, whereas the primary influence on self-distrust thar exists
because of subtle attempts by others to undermine self-trust will probably be a feel-
ing about our own incompetency. Such subte attempts, which may not be fully
conscious on the part of those who make them, are common in relationships that
involve oppression.7 Oppressed people often receive the subtle {and occasionally
not so subtle) message from others that their opinions are not as credible or as im-
portant as the opinions of the dominant group. Often the message is vague, and so
it produces a vague sense or a feeling in the agent, rather than a belief, that her judg-
ment is untrustworthy.

Thus, self-trust, like interpersonal trust, is an attitude that is shaped by belicfs
and/or feelings about the trustworthiness of the trusted. This general description of
trust is consistent with the view of many trust theorists, such as Annette Baier,
Richard Holton, Karen Jones, and Trudy Govier, even though they differ in their
elaborations on the view that rust is an artitude.' For example, Jones says thar trust
is an attitude of optimism about the goodwill and compertence of the one trusted,
and it involves an expectation that that person will be “directly and favorably moved
by the thought that we are counting on her.”1? Holron agrees thar it is an attitude
that enrails assumptions about the furure motivations of the trusted person, but he
disagrees that it is necessarily informed by a belief about the goodwill of that petson.
We can infer from where the agreement lies about the nature of interpersonal trust
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thar the artitude of self-trust concerns the competence of the self and expectations
about how one will be motivated to act in the future,

Thus, we can see how self-trust differs from sclf-worth and self-respect; it is not
interchangeable with either of them, although that is how some authors, such as
Benson and Dillon, treat those forms of self-appreciation.20 Self-trust differs from
self-worth in being about our competence rather than our worth. It makes sense, for
example, to talk about trusting our competence to judge our worth. Self-respect can
also be about our comperence, but there is & sense in which the positive evaluation
it gives of our competence is grounded in our past behaviour.2! In trusting ourselves,
we are optimistic that we will be able to carry that evaluation forward into the fir.
ture. Thus, one can trust oneself 1o act in the future in 2 way that maintains oné’s
sclf-respect. However, it is doubrful thac one could have that trust in the absence of
self-respect, and morcover, that one could acquire self-respect regard
petence withour some self-trust. Those self-regarding attitudes are di
are mutually reinforcing,

Some theorists, particularly Holton, argue that we can decide to develop trust-
ing artitudes, whereas we cannot simply decide to believe. These artitudes are con-
strained somewhat by evidence that contradicts them and by our current beliefs and

feelings; for example, we cannort decide to trust a person whom we believe to be un-

trustworthy. However, outside of some minimal constraints, we can will ourselves to
trust. As Holton explains, willed attitudes of trust thar are unreasonable,
evidence and our relationship with the rrusted, are iil founded.?2 Likewise, trusting
attudes toward the self can be jll fo unded; for example, if I develop a trusting at-
titude toward my ability to take a bobsled down a mountain withour killing rnyself
but I have no evidence of my ability to do so, that attitude is unreasonable.

In conclusion, we have reviewed how different types of self-trust can damage
our auronomy and explained how they can be related to oppression. Being fully au-
tonomous in our view requires having all nontrivial forms of the different types of
self-trust. We recognize that autonomy exists in degrees and that lacking some in-
stances of nontrivial self-trust does not make an agent completely nonautonomous.
However, our interest lies primarily in cases in which the agent’s autonomy has been
damaged severely by oppression-related reductions in self-truse, and we intend to
discuss how health-care providers should respond to such patiencs. In the next sec-
tion, we explore the influence on health-care provision of the impact of Oppression
on self-trust and autonomy. At the end of it, we consider cases in which thar impact
is severe, specifically, among women with addictions.

Ing one’s com-
stinct, yet they

given the

Responding to the Effects of Oppression
on Self-Trust in Health Care

Ie mm. at present widely agreed throughout the biomedical health-care community that
patients should make autonomous decisions about their health care to the greatest de-
gree possible. There is no clear consensus, however, on how health-care providers are

to proceed when caring for patients who are not fully autonomous. We are concetred,

specifically, with the question of determining how health-care providers should re-
spond to patients whose autonomy is diminished as 2 result of their oppressed status.
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Typically, the health-care system has responded to patients with reduced levels
of autonomy (as identified by the traditional analysis) by exercising paternalism
{making decisions on behalf of patients without their full consent). Indeed, exer-
cising paternalism has been customary throughout the history of medicine, even
when dealing with autonomous patients. It is only in the past few decades, pater-
nalism has become widely recognized as a direct threar o autonomy; as a result,
health-care providers have been formally discouraged from excrcising paternalism
when dealing with patients who are capable of making autonomous decisions.
Nonetheless, a certain degree of paternalism pervades modern practice. Health-
care decisions can be exceedingly complex, requiring understanding of a great deal
of technical information and careful weighing of options. Even the most inde-
pendent and self-reliant patient often feels overwhelmed and is inclined to defer to
medical authority when facing serious health marters. In such a context, when
health-care professionals are faced with patients whose autonomy is suspect for any
reason, it may seem appropriate to exercise paternalism to ensure the best possible
care for these patients.

Paternalism on the part of health-care professionals is always questionable, how-
ever, for it may involve significant distortion of the patient’s real interests. The excr-
cise of paternalism is especially problematic when applied to patients whose auton-
omy is reduced by virtue of their history of oppression. Oppression involves unjust
distributions of power, and health-care settings are sites of very uneven power dif-
ferentials. If health-care professionals, especially physicians, further consolidate their
already disproportionate power in relation to patients, especially those from op-
pressed groups, they exacerbate a problemaric power differential and further reduce
the already limited autonomy of their patients. Moreover, they are unlikely to be in
2 position to know whar is ultimately in the best interests of patients whose life ex-
periences are very diffcrent from their own; hence, they are unlikely to be in a posi-
tion. to exercise paternalism wisely.23 Other solutions to the problem of reduced au-
tonomy rmust be found.24

The impact of oppression on patients’ ability to exercise autonomy can be felc
in many different ways. For example, the ability to exercise autonomous choice re-
quires, among other things, access to appropriate information. Competent health-
care providers strive to simplify the relevant information and to ensure that paticnts
appreciate the meaningful choices before them, but most shape the decisions their
patients will make by tailoring the information to ensure the selection of whart the
health-care expert considers the best choice for each patient—an indirect form of
paternalism. Patients’ autonomy is generally reduced to the exercise of “informed
choice” in which the information provided is restricted to that deemed relevant by
the health-care provider (and by the health-care system, which has determined what
information is even available by pursuing certain sorts of research programs and ig-
noring others). Even in “ideal” cases in which patients have strong autonomy skills
and full access ro all the available informarion, it is important to recognize the influ-
ence that oppression may have on the information base and, thereby, on the mean-
ingful options available to parients.

Specifically, oppression tends to restrict the relevant knowledge base that can be
called on for making health-care decisions, Tr may limir the health-care providers'
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choose medical procedures that seem inseparable from their oppression. In these
cases, patients who are aware of the ways in which socialization may have shaped
their values and desires to conform to oppressive stercotypes will again find it diffi-
cult to trust their own deliberations. They will lack Type I1I self-trust insofar as it
concerns the values and desires that inform their decisions. For example, the deci-
sion about whether or not to use hormone replacement therapy at menopause is fur-
ther complicated by factors other than inadequate and inconsistent evidence. There
is also the fact that women are encouraged to use such treatments to continue to
look young; in doing so, they are participating in the norms of a culture that prefers
its women young and beauriful. OFf course, hormone replacement therapy is seidom
astraightforward, single-dimension decision; women are also encouraged to use it to
reduce their risk of heart disease and osteoporosis and now, it is suggested, of Alz-
heimer’s disease. The multiple dimensions of such decisions mean that many factors
must be taken into account, making such decisions especially difficult and complex
for many women. Those who find that maintaining a youthful appearance is an im-
portant consideration are in a particularly awkward position. They may well have
excellent reasons for wanting to continue to look young for as long as possible: their
careers and romantic possibilities may well depend on appearing youthful, and cheir
own aesthetic sensibilities may also be an issue. The problem is that culeural arti-
tudes that consistently value young (looking) women over older women are oppres-

-sive to every woman. To devalue women who cleatly have reached a certain matu-

rity is 1o devalue important aspects of all women's lives, It reflects a value system that
cares more about women’s appearance than their wisdom or experience; in such a
system, women are valued mote for their ornamental role than for their personhood.
Women who ate aware of this cultural prejudice against aging women, yet who feel
a strong desire 10 Jook young, will find themselves uncertain abous their own moti-
vations to use hormone replacement therapy. They may also lack a form of Type 11
self-trust, one relating to their ability to act on their judgment that in making
choices that affect themselves, they should be respectful of their own personhood.
They may distrust this ability because they are confused about whether choosing
hormone replacement therapy is consistent with that judgment.

Similar problems are associated with the use of cosmetic surgery to better meet
society’s beauty standards. As more women make the effort to fit these norms, the
pressure grows on other women to overcome their natural “handicaps” and adapt to
the expecrations that apply to women. In such ways, the evaluation of women by ex-
ternal standards of appearance becomes ever more normalized, further contributing
to the oppression of all women by overshadowing efforts to recognize them in other
terms.25 For women to participate in this value system is to reinforce it rather than
challenge it; their compliance helps to perpetuate its oppressive power.

This issue is made especially problematic because it is an area where women
have reason to distrust their own value schemes. Some of the operative values are
part of a cultural worldview that is oppressive to women in general and tends to be
especially oppressive o women who belong to marginalized groups, including dis-
abled women, lesbians, women of color, and poor women {since the norms pro-
moted are those of young, affluent, slim, fic-looking, white women). Women whose
positive evaluations of their own bodies are not attached to these exploitative social
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values may find it very difficult to identify or maintain their own value schemes in

light of the availability of “cures” for cerrain body shapes, such as small breasts and
large tummies, which are treated as subjects for invasive medical responses. Their
difficulty in maintaining cheir own value systems suggests a lack of Type I erust in
their ability to act on decisions that reflect those systems or a lack of Type II trust in
their own evaluations of their values. Cosmetic surgeons effectively reduce many
womens body parts to marterial for surgical manipulation, invoking technologies
otherwise reserved for healing serious illness and conveying the sense that such de-
ficiencies are important enough to warrant dramatic solutions. At the same time,
they join their medical colleagues in acting as authorities for women on the health of
their bodies. The multple messages involved make it hard for many women to trust

their own evaluations of their values regarding body shape and size when rhose eval-
uations are at odds with sexist beauty norms.

Health-care providers have a responsibility,
such use of medical resources and to refrain fro
their procedures may engender. They need to ¢
cates more about the superficial aspects of wom
or talents. If they wish to promote the autono

dures, they should not simply respond to informed requests for surgical “correc-

tions” but, ar least, also encourage their patients to consider the forces that lead to
these choices, as well as alternative responses.

In other cases, health problems are even more di
oppression. For example, both poverty and stress,
with oppression, are associated with councless illn
factors in any illness. Moreover, many health p
members of oppressed groups than in the rest of
is more common among the poor and lupus
African descent in North America than in
women die of cervical cancer in Canada ar

and suicide has reached epidemic proportions in some native communities in North
America. Although women tend to outlive men in much of the world,
plagued by more chronic and debilitating illnesses. Furthermore,

terizing features of oppression is that members of groups subject to oppression are
highly vulnerable to violent attacks; women, for example, suffer disproportionately
from the effects of domestic and sexual violence, and disabled women in particular
experience an exceptionally high rate of atrack. These correlations are inseparable
from the oppressive conditions that affect disadvantaged populations. As we have
noted, such experiences undermine the autonomy of members of oppressed groups
in multiple ways; in particular, systematic abuse often interferes with an agents sense
of self-trust, as we discuss below.

When patients appear in the health-care system with conditions in which their
oppression seems to be a contributing factor, then,
correct the immediate damage,

intact. It is important for patien

then, to refrain from encouraging
m promoting the youth and beaury
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dition. To restore their sense of self~trust, those who
have been assaulted need to appreciate that this violence is part of an endemic pat-
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tern and not a consequence of their own behavior; those mnmmaap.m from scﬁwn:“ﬂ?
related disorders because of their low incomes .:nn.a to appreciate the role ﬁmw
poverty (and not necessarily incompetence) E.mﬁ in limiting their mnnmmw HMJ) a cﬂw En
tious diet; and those with poorly ;b&ﬁ.ﬁoo@ Ebnmmmm should cnnﬁmmﬁmﬂ mmwm M.n
has been inadequate research into such conditions as lupus that _u_,.:MmM y f .nnﬂEMM
advantaged populations. This knowledge should help mmnnna.mm& ﬁw »Mn :moH i
legitimnate claims for care and should help them to avoid blaming themselves or the
conditions in which they find themselves. It may r&w. strengthen w,ra mpﬂ_nsﬂ trus
in their ability to recognize their need mow. help wbm give QS.B mc&mbon mosnr. o.émmm
pursue both personal and political strategies to improve mrw:,. m_EmnoM.H u Emcno-
ance may require directing patients toward .mmm.r&m. activist groups that w’ mrmﬂ
mote a sense of empowerment and GEMM,mem and forms of self-appreciation
e necessary for autonomy, including selftruss. i
“ Eaﬁwmwum ways in which health-care providers can promote &w NM,HSHHMHW MM
patients with certain oppression-induced problems, as well as mnﬂm:m y low esot
autonomy, can be exceedingly difficult, however. We now consider mon...wm o these
difficulties when dealing with a group whose members have faced especially m.onr s
problems in developing the conditions necessary mo.n autonomy— women wﬁ s¢
rious addictions (i.e., addictions to dangerous quantites of such harmful su mannnm
as heroin, crack cocaine, alcohol, and selvents). Most of these women .ﬁga o M;M
several problems in exercising autonomy. The first and most o_usﬂuﬁ is oum Howranma
nized by all autonomy theories: addictions are a form Om. nwgﬂp &Mmu SO : Mgo:n
very nature, they interfere with autonomy. This feature in itself makes trez ment
of serious addictions a significant problem for those committed to respecting au
Hobo,wjﬁmn compulsive nature of addiction may make it very &\.mmncF for example, mwﬁ
an addicr to make a voluntary (let alone an mEcboB.on& n,_popo.m to enter w ﬁnwﬂJn :
program. Hence, the question arises, when faced with an mmn.rnﬁ Mﬁr M Mﬁ M,M.H.. M
autonomy who does not wish to seck treatment on.éro denies t mmmn_m as wnmn
problem, should providers be permitted to get her into c.,nmﬂwnsﬁr y mwnnﬁ_;nw o
somehow or by simply forcing her? Despite mrn. face that mﬂ%na Mﬁw ow n<n~mman
auronemy, methods that involve force or deception to admit them for ﬁw.nmﬁm\ﬂmbé ©
problematic for several reasons, most notably Vnnmcmn the treatment that follo S.M s
likely to be ineffective. The general consensus in the field of .m&&nﬂob ﬁomnmwmw s
that many of the addict’s beliefs and Nnﬂﬂ.:mom must ow.a.wma % she is to Bmﬂ. s
behavior, and this change will not occur in treatment ".m mrm is there c:gﬁr ingly.
Hence, whatever the ethical arguments are mvn.uﬁ.nomuﬁou in such cascs, there is a
strong pragmatic case against coercing any .&&Q into treatment. ; N
Whartever account of autonomy we might choose, then, there are good reaso .
to doubt that women with serious addictions are fully autonomous and also mMo ‘
reason. to refrain from forcing them into weatment. We believe, ﬁgﬁmrw ﬂwﬂn t QM
isan even deeper concern that emerges when we mmo_.un.ﬁrn Hun.nmwnnmwﬂm of re m.ﬂo%b !
autonomy-—the fact that the autonomy of women /ﬂm.w serious mm_ Q_.,u_omw aé -
dermined not only by the compulsive naure of &Qn mn.m&nﬂoa vﬁ.ﬂ MM ¥t M ﬂ.owm
in which their personal history has EEU%& &Qn mgrﬂ\ to acquire the con M m ns
necessary for autonomy. Many women with serious addictions have experienc
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it out of their minds, sometimes by retreating to a fantasy world. One survivor of
incest explains that “I hid myself; I became invisible. I did whatever ] could do with
my mind to leave the situation.”?? It is not uncommon for incest survivors who used
this method to forget about what happened to them until years later. Their trust in
their ability to accurately recall memories of their abuse years later may diminish be-
cause of disbelief on the part of others who are close to them and because of a so-
cietal acceptance of “false memory syndrome.”3® As Sue Campbell argues, those who
have encouraged the acceptance of this so-called syndrome, in particular the

‘founders of the False Memory Syndrome Foundation, have succeeded in making it

more unlikely than it was in the past that people will believe the testimonies of in-
cest survivors.3? The so-called syndrome implies that incest survivors, most of
whom are women, are “bad rememberers,"# and it encourages them to distrust their
memory 1o a degree that could seriously limit their autonomy. Someone who be-
lieves that she is a bad rememberer will have difficulty in trusting her capacity to re-
fect rationally on her beliefs. This capacity is a necessary decision-making skill, and
it relies on the memory of the agent. Reflecting on and evaluating our belicfs often
involves determining whether our memory of the situation in which we formed
them is consistent with the beliefs themselves, Those who are taught to distrust their
memory will lack a form of Type I self-trust that is necessary for autonomy.

Not all survivors of incest and other forms of abuse suffer from diminished self-
trust and autoromy. Many of them have resisted the label “passive victim,” prefer-

"~ ring to define themselves as survivors who have succeeded in developing their own

coping strategies for abuse.4! Not all coping strategies lead to survival, however;
abused women who cope with their abuse by becoming severely addicted to harmful
substances are not yet survivors.#2 Although using these substances may have been
the only strategy available to them in the short term, prolonged and severe substance
use puts them at risk of serious health problems and may worsen whatever psycho-
logical problems they developed as a result of the abuse.#? Furthermore, prolonged
use inhibits their ability to adopt less harmful coping strategies. Before the term
“survivor” can be accurately applied to addicted women who suffered abuse, they
need to receive treatment for their addiction that addresses nor only their addictive
behavior but also the abuse and its psychological effects.

Effective women-centered treatment must attend to the fact that many female
addicts probably have diminished self-trust and, hence, reduced relational auton-
omy because of experiences with abuse that typically undermine self-trust. Thosc
who care for these women face the dual rasks of helping them to break free of their
addictions, as well as improving their low levels of refational autonomy by helping
them to build higher levels of self-trust. These tasks in most cases will be insepara-
ble, which makes the lacter essential in addiction treatment for women. Studics have
shown that for addicts who lack confidence in their own abilities, increasing that
confidence increases their chances of successful recovery from drug or alcohol ad-
diction.> One study performed at the Amethyst Women’s Addiction Centre in Ot-
tawz, Canada, revealed that women whose self-esteem and assertiveness skills in-
crease during treatment are more likely to curtail their drinking.46 Being assertive or
confident to express your own opinions and feclings has a lot to do with trusting
your own judgment about their accuracy and relevance in discussions with others.
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trust that ..nru:nmmram her autonomy, her ability to succeed ac the extremely onerous
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o .m.E. health-care wnoﬁaﬂ‘m to have any effect on whether addicts seek treatment,
It 1s important that providers develo

p tusting relationships wi 48
sence of such relationships, addicrs are E&W&% w© mmﬁﬂm o MMnWMMWmEWsMTWMW
providers or will incerprer their encouragement as an attempt o harm or humiliate
them. OEbEm.ﬁrn urust of patients requires thar providers honestly display moral
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_ Theability of providers to address the health-care needs of addicts with dimin-
ished self-trust and relational autonomy is largely determined by the availability of
forms of treatment thar are compatible with their needs. Many feminists have ar-
gued that traditional forms of addiction treaument, like Alcoholics or Narcotics
LPaoE\B.oﬁ are male-biased,’! and the American Medical Association (AMA) has
agreed with them.5? Some feminists have argued in favor of approaches to addiction
treatment &mn.m.ﬂm feminist or, in other words, that see oppression as a relevant facror
in their addictions.s3 We agree with this position and would add to it thar feminisc
approaches should be informed by a theory of self-trust that is feminist o, in other
words, that explains how oppression could be relevant to self-distruse.54 Hmp&m pro-
grams must pay attention to the ways in which different forms of oppression, in par-
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teular violence and abuse, can undermine self~trust; more positively, they also must
develop ways to promote self-trust.
The environment and some of the group sessions in existing feminist programs
seem to promote self-trust to some degree already. Many women who have been
through the Amethyst program say that they feel more confident abour their own
judgment (and therefore have buile greater Type IIT self-trust) because of the “egali-
tarfan” environment at the center. There women are comfortable in expressing their
own opinions because they know that others will listen to them and take them seri-
ously, an experience that some Amethyst clients have never had before.55 Amethyst
also conducts a special session on sexual abuse; one woman reports that from this
session she learned that having been abused was not her fault and that knowing this
has given her “the strength and courage [she needs] to be a survivor.56 Gaining thar
strength and courage probably translated into greater Type I and Type 11T self-trust;
learning about the dynamics of abusive relationships can help abused persons realize
thac what they were led to believe or feel about their own judgment was unfounded
and that they should be more confident abourt acting on their judgments.” As well
as giving them the opportunity to explore these dynamics, it may also be helpful for
women with low self-trust to explore how oppression may have shaped their values
and to consider whether adopting nonsexist, nonracist (and other antioppression)
values would make them more comfortable with their decisions. Another helpful
_method for improving self-trust might involve giving women educational and em-
ployment opportunities that allow them to develop autonomy skills and prove their
competency to themselves. Most female addicts have lacked these opportunities in
the past to a greater ektent than male addicts.8
Because oppression is morally objectionable and its continuing existence threac-
ens to undermine the ability of its victims to develop self-truse, feminist treatment
centers should also work along with other groups to try to eliminate oppression in
the lives of fernale addicts. For some addicrs, however, oppression may have under-
mined their self-trust in such a profound way already that removing oppressive
forces from their lives would have little effect. As Susan Babbitt argues in Inpossible
Dreams, feelings of incomperence and worthlessness can be so internalized that im-
provements to one’s social environment would do little to change them. One form
of self-distrust that may be exwemely difficult to dislodge is Type III distrust in the
agent’s judgments about her own decision-making capacities. Even if she has been
very successful in using these capacities in the past, if she distrusts her judgments
about them, she will be inclined to interpret each success as a fluke. No matter how
hard she reasons about their origin, she could interpret every good decision she
makes in this way. When psychological damage caused by oppression is that severe,
it may be unreasonable to expect addiction counselors to heal it. Sdill, it is possible,
though certainly not guaranteed, that a supportive and loving environment in group
sessions where people trust one another will heal such damage. Whar addiction
counselors can do is figure out what sort of group dynamics can have thar effect and
try to reproduce them in furure group sessions. What they need 1o do minimally is
to understand the depth of the problem, lest they blame the clients for their own
sense of frustration from incffective treatment. .
Treating any patient whose autonomy and self-trust are reduced because of her
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oppression is a complex matter. It must begin with understanding che political na-
ture of oppression and recognizing the importance of finding ways o empower pa-
tients by helping to restore their autonomy, in addition to dealing wich their physi-
cal symptoms. Much of this work is beyond the scope of health-care providers;
it requires broadscale social and political change. Health care by itself cannor, of
course, correct all of the evils of oppression. It cannot even cure all of the health-
related effects of oppression. If health-care providers are to respond effectively o
these problems, however, they must understand the impact of oppression on rela-
tional autonomy and make whar efforts they can to increase the autonomy of their
patients and clients. We have argued that this work must include efforts to help pa-
tients develop or strengthen cheir trust in 90887‘8.
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