Professional omnipotence and impotence viewed in the light of disability history research – especially in relation to people with developmental disabilities 

As a researcher in disability history, it has occurred to me that during my documentation on the history of people with developmental disabilities in Denmark (from 1880 to 1987) 
, I have never encountered reflections on possible mistakes made by professionals in the archive material. This has frightened me and led me to reflect upon the roles that professionals assume in the space between omnipotence and impotence (Kirkebæk 2010). What can experiences from history contribute with in our time – where the number of diagnoses is escalating and the road from diagnosis to use of a certain method is simplified as a result of the focus on (quick) results in evidence based research.

The term omnipotence refers to the “dress” of ethics and competence that the profession wears when claiming its scientific character. The term impotence refers to the “undressing” of the good intentions of professionals shown in disability history research. The concepts refer to the front and backside of interventions – to the relation between the good we want and the bad we do. Between the hope of improvement we have, and the people who have to put up with our efforts – without being asked. In the impotence of the affected, we see the face of the omnipotence. It can be the impotence of those who are not seen as human beings, but rather as objects for improvement who must be adjusted, corrected, and normalized. And it can be the impotence of those who do not see their good professional intentions being successful. When professional impotence becomes too prominent, professional omnipotence is just around the corner – materializing itself in the form of rigid programmes, use of certain methods and treatment manuals without empathically considering the perspectives of those affected. 
The scientific attraction 

The photo of the doctors on the bridge is from a large Danish institution for mentally retarded, and is from 1904. The doctors are visiting the institution. They have a scientific approach to the task and are discussing different types of patients, who they believe have been treated too optimistically by theologians and educators. Their job is to diagnose who is mentally retarded and to categorize the degree of mental deficiency. They also have to give a prognosis for whether or not it from a pedagogical standpoint is affordable to provide training and education. In the same way as for the scientific philanthropy, their task was to assess the human material in relation to the labour demands of society and the costs associated with containment versus training and education.  

The late 19th century scientific philanthropy, the professionals, and the political system all agreed that the human material should be assessed and categorized, primarily for reproductive considerations. Which “types” were unwanted from a societal point of view, and how could this “type” be described, treated, and rendered harmless with regard to reproduction and inconveniences to the society. What we are talking about here is segregation, institutionalizing, and sterilization from the end of the 19th century and up through the first half of the 20th century.

The present scientific perspective on special education, the rebirth of the logics of the medical model, and the increasing specification of diagnoses must urge us to question our own current practice. How for example, does the increasing occurrence of what is labelled ADHD compare with the practices of past times?  Like there is no self-criticism evident in the archive material, the self-criticism from the professionals of our time working with these new diagnoses seems to be quite absent.

The power of the profession and experience of impotence from the “treated”

This photo of a memorial stone on Livø tells us something about the way the consultant doctor in chief perceived his professional calling. Livø was established in 1911 as an island institution for men who were diagnosed as “morally deficient”. The consultant doctor and other professionals considered the establishment of the institution a humane arrangement where the “morally deficient” could live a relatively normal life on an island rather than spend their life locked up in a cell. Placement on the island was an indefinite punishment for legally sentenced and a disciplinary arrangement for persons who could not be contained in regular institutions for mentally retarded because they escaped. Most men were sterilized before they were allowed to try out for at job “on land”, still under continued supervision of the institution.

The photo shows a large stone and a small Livø-man. In the consultant doctor’s handwriting, the text on the photo says: “My memorial stone on Livø”. The consultant doctor died in 1934 which means that the stone had been erected before he passed away. The small Livø-man did not have a memorial stone, but he was forced to live his life separated from family, friends, and possible girl friends. If you were once admitted, you were under supervision for the rest of your life.  As an individual, he was forgotten, but as a “type” he is described in the theoretical works of that time and in reports on the activities of the institutions. On one hand, we find professional expertise – on the other, the unique person as an unseen phenomena overshadowed by the diagnosis typology. 

A Norwegian woman, Arnhild Lauveng, has just published her second book in Danish (Lauveng 2009). The title of the book is “Useless like a rose”. She describes the encounter with the treatment system experienced from inside in a way that also encourages reflections for other professions than psychiatry. She questions the certain statements about how patients are as types – patients with these and those diagnoses. She writes (own interpretation) “Those who make the most categorical statements about “the way they are” have simply not met sufficient examples from the group to have established a very solid foundation to make statements from. […] Another source of error is that the diagnoses are not printed on the forehead of people. Hence, the people who are recognized as examples of the group, are those who satisfy the assumptions – or prejudices – you already had” (Lauveng 2009, p. 55-56). In Lauvengs view, a person assumes many other roles than being ill or having a disability. “The illness is not necessarily the most important thing about the person. It is much more important how exactly this person lives with his or her illness in the current situation and not least how the person lives with all of his or her characteristics – characteristics that are not ill”, she writes (Lauveng 2009, p. 52). Arnhild Lauveng knows what she is talking about. She has previously suffered from schizophrenia, but has now recovered. She has taken a degree in psychology and lives as a writer and gives lectures. 

These examples show the power of the professions, but also how powerless you can feel as a “patient”, “client”, or “user”, if you are not perceived as a human being, but as a type. How much should be spent from a societal point of view on different “types” of people with for example developmental disabilities? Two issues of medical and biological relevance are currently being discussed. One issue concerns termination of pregnancy based on prenatal testing the other concerns assisted suicide. Regardless of one’s standpoint in these matters, they both concern termination of lives that for various reasons are not believed worth living. In connection to this, I believe there is reason to point out the simple fact, that there is a difference between changing the problems a certain condition might involve and eliminating the carrier of the condition. In relation to the latter, it concerns prenatal assessment and a discussion of whether the allowed passive euthanasia should be supplemented with active euthanasia.

There are ways to view this issue other than elimination or isolation of people with special needs. The American researcher in social science Nancy Fraser  argues the necessity of socioeconomic redistribution – and not just a cultural recognition, which according to her has been the tendency in the Western world in the late 20th century. She distinguishes between two different understandings of injustice. On one hand she points out social and cultural injustice. On the other hand there is socioeconomic injustice.

Symbolic and cultural injustice is about cultural domination, nonrecognition and disrespect. The remedies here are recognition, focus on positively valorising cultural diversity, creativity, freedom of choice, and equality. Socioeconomic injustice is about exploitation and economic marginalisation. The remedies for this is political and economic redistribution (Pettersen & Simonsen 2010, p. 35). Cultural and socioeconomic injustice is not comparable according to Fraser. People who live their lives in poverty with economic injustice are not fighting for their right to live as poor. They are struggling for their material survival (Pettersen & Simonsen 2010, s. 38). In the same way, people with disabilities are not fighting for the right to be different, but for the right to be members of society. 
In the relation between the professionals and the people they are responsible for, there is an obvious dilemma. While professionals experience an increased pressure to comply with an economic logic aimed at reducing resources spent on people with disabilities, people with disabilities are struggling with symbolic and cultural injustice as well as socioeconomic injustice.

Professional impotence
My third photo shows an older teacher conducting a small flute-playing group of pupils with developmental disabilities. From the photo we get a sense of the concentration of the pupils, the joy of the teacher, and the attention of the audience. The photo represents the ultimate professional dream – that is being in charge of something successful. That is why it is so painful when what we as professionals are hoping and dreaming for, is perceived totally different by those whom the intervention concerns. Self-criticism disappears in the professional reports documenting that the conditions of your appointment are met. It becomes tempting for professionals to comply with the prevalent logic and make it your own – and thereby repress your own participation in and knowing of a result that is unsuccessful or criticized.

The Swedish psychiatrist Sverker Belin has written a book called “Relation before method” (Belin 2010). In the book, he pleads for a psychodynamic perspective in relation to patients with severe mental problems such as schizophrenia – in opposition to treatment that alone is based on biological and medical treatment of the disease. He writes that much time is spent on assessing patients with diagnostic tools where as hardly any time at all is spent on the treatment itself. He also writes that (own interpretation) “many people are not at all capable of complying with the demands of cooperation and motivation required to receive help within the framework of evidence-based treatment programs. They require something else from us and are therefore at risk of not being prioritized. It happens much too rarely that they are offered opportunity for development and change within a sufficiently long-term, secure, and persistent treatment plan together with a professional who has the qualifications for and support not to give up” (Belin 2010, p. 16). 

The impotence can grow in professionals who do not experience their treatment as being successful. Arnhild Lauveng provides a sort of comfort worth a thought. The problem with professionals not being able to reach a mentally ill patient is described by Lauveng as only partially true. “But the truth is” she writes “that we can’t know what we have reached. We just register the answer that is returned to us, or the answer that is not returned. Like the morning when I didn’t answer back, didn’t react. I didn’t give anything back. But I had heard it, I had taken it in, and I had been moved” (Lauveng 2009, p. 62). She writes about the importance of good experiences such as music, dancing and strong emotions. She writes that a little joy often can be just as useful as many forms of treatment (Lauveng 2009, p. 29). In my way of reading her, this means that joint experiences are an important foundation of all kinds of treatment. And that we cannot base the learning concept on having all the correct answers. We must have something to give even if the answers fail to show. You can, metaphorically speaking, not put a child in the deep freezer while the assessment takes place, Lauveng writes (Lauveng 2009, s. 27). “It is while we are waiting for the medication to work, while we are waiting for an opening at a treatment facility or with a therapist, or simply waiting for the illness to settle into a more quiet stage that we need “something else”. Something that is not treatment. Something that is not aimed at making people feel better, even if this will often be a side effect. Something that just is. Something that gives us joy, if joy is possible or makes things a little less worse, if that is the best we can hope for. Not economical, not sensible, not tangible – but something that somehow spreads a blue sky above our lives” (Lauveng 2009, p. 27-28). 

What happens to the mistakes in the professional perspective?

What happens to the mistakes in the professional perspective? Does focus on the different approaches of the medical model and the social model encourage more professional self-criticism than what we have seen in disability history? Not necessarily, I think. Using the right words, the politically correct approach does not in itself guarantee that the relation between people becomes more equal. Only by realizing that no universal ethical solutions exist, but that we as human beings are responsible, involved, and guilty in the particular moment, might we be able to identify when we act unethically. We act unethically when we marginalize, exploit, degrade and disrespect another human being and thereby act inhumane rather than professional. 
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