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ABSTRACT
In this article, we present a dialogical approach to empirical ethics, based
upon hermeneutic ethics and responsive evaluation. Hermeneutic ethics
regards experience as the concrete source of moral wisdom. In order to
gain a good understanding of moral issues, concrete detailed experiences
and perspectives need to be exchanged. Within hermeneutic ethics dia-
logue is seen as a vehicle for moral learning and developing normative
conclusions. Dialogue stands for a specific view on moral epistemology and
methodological criteria for moral inquiry. Responsive evaluation involves a
structured way of setting up dialogical learning processes, by eliciting
stories of participants, exchanging experiences in (homogeneous and het-
erogeneous) groups and drawing normative conclusions for practice. By
combining these traditions we develop both a theoretical and a practical
approach to empirical ethics, in which ethical issues are addressed and
shaped together with stakeholders in practice. Stakeholders’ experiences
are not only used as a source for reflection by the ethicist; stakeholders are
involved in the process of reflection and analysis, which takes place in a
dialogue between participants in practice, facilitated by the ethicist. This
dialogical approach to empirical ethics may give rise to questions such as:
What contribution does the ethicist make? What role does ethical theory
play? What is the relationship between empirical research and ethical
theory in the dialogical process? In this article, these questions will be
addressed by reflecting upon a project in empirical ethics that was set up in
a dialogical way. The aim of this project was to develop and implement
normative guidelines with and within practice, in order to improve the
practice concerning coercion and compulsion in psychiatry.

INTRODUCTION

In healthcare practice, dialogue plays an important role.
Healthcare professionals and patients often present
and discuss treatment options thoroughly. Explicitly or
implicitly, this inherently involves a discussion of values,
norms and virtues in order to make good choices. The

crucial role of dialogue in healthcare is apparent in the
deliberative model of the physician-patient relationship,
described by Emanuel and Emanuel.1 According to this
model, the physician may help the patient to develop

1 E.J. Emanuel & L.L. Emanuel. Four Models of the Physician-Patient
Relationship. JAMA 1992; 267: 2221–2226.
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his2 values further through a process of deliberation. Dia-
logue has also been proposed as crucial for healthcare
ethics. In order to find solutions to moral problems, prac-
titioners and patients need to understand various per-
spectives and learn from each other. This idea is present
in hermeneutic ethics.3 In social science, dialogue has also
been acknowledged as a crucial process for developing
shared understandings and improving practices. Respon-
sive evaluation, for example, offers methodological
guidelines for ongoing dialogues about relevant issues
among various stakeholders to enhance the personal and
mutual understanding of a situation.4

Hermeneutic ethics aims to articulate and explore the
various, sometimes conflicting, perspectives on a morally
complex situation, Hermeneutic ethics helps the partici-
pants to develop new and richer ways of dealing with
actual moral problems. It is a tradition grounded in the
work of Gadamer5 and part of the ethical discipline with
its focus on normative issues, morally complex situations
and ethical problems. Responsive evaluation, on the
other hand, is a research discipline providing method-
ological guidelines for (the use of) empirical research
through dialogical learning processes among various
stakeholder groups. With their difference in focus yet
similarities with respect to theoretical foundations, these
traditions are complementary, and together they can
form the basis for a dialogical approach in empirical
ethics.6

A dialogical approach emphasizes that ethics is con-
crete and contextual. A dialogue is an interaction
between people involved in real problems. This distin-
guishes a dialogue from a theoretical debate. A dialogical
approach to ethics implies a crucial role for experience

and learning. A dialogue presupposes that the partici-
pants already have some interest in and insight into the
matter at hand. It also presupposes that the participants
can elaborate their interest and knowledge through an
exchange of perspectives. A dialogical approach to ethics
can be regarded as empirical, in that it implies a process
of contextual and practical learning.7 The empirical
aspect can be implicit, for instance in a clinical case dis-
cussion. In such discussions, systematic empirical steps
are not common. The empirical element can also be more
explicit, for instance during a structured moral case delib-
eration or when interviews are used to get input for dia-
logical processes.8 Although a dialogical approach to
ethics in a general sense is always empirical, we propose
to reserve the notion of a dialogical approach in empirical
ethics to those examples in which empirical elements are
organized in a systematic and methodological way. Such
cases we refer to with our title: empirical ethics as dia-
logical practice. In empirical ethics as dialogical practice,
both the empirical research process and the process of
reaching normative conclusions are organized in a dia-
logical way. Data are gathered, not about participants in
practice, but together with practitioners (health care pro-
fessionals, patients and other stakeholders). Likewise,
the interpretation of the data in the light of their ethical
consequences requires a dialogue with participants in
practice. This means that empirical and ethical elements
of the research process are integrated through dialogue.
The consequences of empirical data for ethical theory and
the consequences of ethical theory for empirical data are
not determined by the ethicist, but established in a dia-
logue in which the ethicist acts as a facilitator, stimulating
interaction and reflection among, and taking part in the
deliberation with, participants in practice.

A dialogical approach in empirical ethics may give rise
to questions concerning the role of the ethicist and ethical
theory. What substantial contribution does the ethicist
make, besides moderating the dialogical process? Do we
need any special training in ethics, or can any person
experienced in communication processes act as a facilita-
tor in ethical deliberations? Should the researcher have
any insight into ethical theory? What role does ethical

2 In this article we use ‘he’ and ‘him’ for the sake of brevity to refer to
a health care practitioner, a patient, a researcher or an ethicist; this
should be read throughout as ‘he or she’ and ‘his or her’.
3 G. Widdershoven. 2005. Interpretation and Dialogue in Hermeneutic
Ethics. In Case analysis in clinical ethics. R. Ashcroft et al., eds. Cam-
bridge: Cambridge University Press: 57–76; G. Widdershoven & T.
Abma. 2007. Hermeneutic Ethics Between Practice and Theory. In
Principles of Health Care Ethics. R. Ashcroft et al., eds. West Sussex:
Wiley: 215–222.
4 E.G. Guba & Y.S. Lincoln. 1989. Fourth generation Evaluation.
Beverly Hills: Sage; T.A. Abma & R.E. Stake. 2001. Stake’s responsive
evaluation. In J. Greene & T. Abma, eds. New Directions for Evaluation
2001; 92: 7–23; T.Abma, G. Widdershoven & B. Lendemeijer, eds. 2005.
Dwang en drang in de psychiatrie. Kwaliteit van vrijheidsbeperkende inter-
venties. Utrecht: Lemma; T. Abma, B. Molewijk & G. Widdershoven.
Good Care in Ongoing Dialogue. Improving the Quality of Care
through Moral Deliberation and Responsive Evaluation. Health Care
Anal 2009; in press (published online).
5 H-G. Gadamer. 1960. Wahrheit und Methode. Tubingen: J.C.B.
Mohr.
6 Abma, Molewijk & Widdershoven, op. cit. note 4.

7 G. Widdershoven & T. Abma. 2007. Hermeneutic Ethics between
Practice and Theory. In Principles of Health Care Ethics. R. Ashcroft,
A. Dawson, H. Draper & J. McMillan, eds. West Sussex: Wiley: 215–
222.
8 B. Molewijk, T. Abma, M. Stolper & G. Widdershoven. Teaching
Ethics in the Clinic. The Theory and Practice of Moral Case Delibera-
tion J Med Ethics 2008; 34: 120–124; B. Molewijk et al., Implementing
Moral Case Deliberation in Dutch Health Care; Improving Moral
Competency of Professionals and the Quality of Care. Bioetica Forum
2008; 1: 57–64.

Empirical Ethics as Dialogical Practice 237

© 2009 Blackwell Publishing Ltd.



theory play? How do ethical theory and empirical data
interact? These questions are not only relevant for a
dialogical approach in empirical ethics. The role of the
researcher and the relation between empirical data and
ethical theory are important issues in the discussion on
empirical ethics in general. In this article, we will address
these questions by reflecting upon our own experience
with projects in empirical ethics. We will start with a
discussion of the role of dialogue in hermeneutic ethics.
Then we will present responsive evaluation as a dialogical
approach of research in (health care) practices which inte-
grates empirical and normative elements. Next we will
give an example of empirical ethics as dialogical practice,
by describing a project on coercion and compulsion in
psychiatry. Reflecting upon this example, we will go into
the relationship between empirical research and ethical
theory in the dialogical process. Finally we will explore
the role of the ethicist in empirical ethics as dialogical
practice.

HERMENEUTIC ETHICS

Hermeneutic ethics is grounded in the hermeneutic
philosophy of Gadamer.9 Key assumptions include the
notion of perspective, dialogue as a learning process, and
practical rationality. Hermeneutics starts from the idea
that human life is a process of interpretation. Human
actions are not caused by the environment; they embody
a specific understanding of the situation. This under-
standing is always partial. One sees the situation from a
certain perspective, which is the result of prior experi-
ences. If one asks a person to close the window, one
expects this person to be prepared to render this service.
This expectation will be based upon the assumption that
closing a window is a common thing to ask, for example
if the air is getting cold. Normally, such hermeneutic
processes evolve more or less unnoticed. The other
person will close the window, without any more ado. It is
not noticed that the request was based upon a specific
interpretation of the situation. Sometimes, the interpre-
tive aspects of understanding are becoming explicit. That
is the case when the request fails, and the other person
does not respond to it positively. When (inter)action

breaks down, someone will realize that it was based upon
specific pre-understandings. The other person may refuse
to close the window, because he thinks fresh air is needed.
The breakdown in the interaction illuminates that the air
in the room is experienced differently, depending on the
perspective one has. The impasse may also result from
diverging moral perspectives. This is the case, for
example, when the other person refuses to cooperate
because he does not want to be ordered to perform the
action.

From a hermeneutic point of view, perspectives on a
situation at hand are not rigid. They can change through
dialogue. If the other person states that the room needs
fresh air, one may come to reconsider the situation, and
for instance start doing things to become warmer, such as
drinking a cup of tea. If the other person complains that
he does not want to be ordered, one may approach him in
a friendlier way. According to Gadamer, dialogue results
in learning processes. In the example, one learns to
address the situation in a different way, and to find solu-
tions which one did not have in mind before, like drinking
tea together. One does not learn by taking things over
mechanically, but by investigating the validity of the
other’s point of view. This investigation may include
asking questions, such as: is it the tone that bothers and
upsets the other person; am I too rude? Is he dressed
warmer, and more active than I am? One may, of course,
also ignore the response of the other person, or consider
it as a very typical reaction of that kind of person.
Walking to another room, closing the window oneself or
doing nothing at all are options. In that case there is no
dialogue, and no learning takes place.

Dialogical understanding, on the other hand, means
that one tries to see the point the other person makes. It
means being open to what the other has to say, instead of
ignoring the response, and being prepared to accept it as
potentially relevant and valid for oneself.10 To quote
Gadamer: ‘Openness to the other, then, involves recog-
nizing that I myself must accept something against me,
even though no one else would bring this up’.11 According
to Gadamer, dialogue results in a fusion of horizons. The
points of view of the participants merge, and change into
a new, common perspective. Thus, the participants in the
example may come to regard the condition of the air in
terms of both temperature and freshness, and may find
new, joint solutions, such as drinking tea, or may change
the interpersonal relationship into one that shows respect
and reciprocity.

9 H-G. Gadamer. 1960. Wahrheit und Methode. Tubingen: J.C.B.
Mohr; G. Widdershoven. 2005. Interpretation and Dialogue in Herme-
neutic Ethics. In Care analysis in clinical ethics. R. Ashcroft et al., eds.
Cambridge: Cambridge University Press: 57–76; G. Widdershoven & T.
Abma. 2007. Hermeneutic Ethics Between Practice and Theory. In
Principles of Health Care Ethics. R. Ashcroft, A. Dawson, H. Draper &
J. McMillan, eds. West Sussex: Wiley: 215–222.

10 H-G. Gadamer. 1960. Wahrheit und Methode. Tubingen: J.C.B.
Mohr; Widdershoven. 2005, op. cit. note 9.
11 Gadamer, op. cit. note 10, p. 343.
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In dialogues, people exchange experiences and perspec-
tives, and this helps them to gain a better, fuller under-
standing of moral situations. Hermeneutic ethics aims to
articulate and explore the various, sometimes conflicting,
perspectives on a situation under consideration. Dialogue
is not seen as an instrument or technique to reach better
decisions; it is rather understood as an ongoing, social
learning process in which participants develop new and
richer understandings of their practice.12 This process of
developing more enriched practical understandings is
grounded in concrete experiences. Hermeneutic ethics
does not aim to define ethical principles from an outsider
position, but assists various stakeholders to understand
their practice from multiple perspectives. In dialogical
interactions these multiple perspectives may evolve into
new perspectives or new horizons, in terms of Gadamer,
if participants acknowledge the limits of their own per-
spective and change their interactions.13 In the example of
the window, drinking tea together can be considered an
example of the fusion of horizons; this solution creatively
combines the social aspects – being friendlier – as well as
the bodily component of becoming warmer in the sur-
rounding fresh air. Such a solution goes beyond what
both persons initially were able to think of (leaving the
window open versus closing the window), and is fostered
if people are willing to engage in an interaction and to
listen to each other.

In dialogue, those involved will concentrate on the
specifics of the situation under consideration. Confronted
with difficult situations, healthcare professionals cannot
just sit back and think about their practice. There is, so to
speak, an urgent need to act and to find answers to the
particulars of the situation. The central moral question is
framed as follows: What should I do for this person, at
this particular moment and in this location? Hermeneutic
ethics is not solely a matter of finding general rules and
principles but, in essence, a matter of practical rationality
or wisdom within a specific context. To come back to the
example of the window: it is not the application of the
principle that one should be polite that is interesting
from a hermeneutic perspective but, rather, the specific
shared solutions people develop (drinking tea, or some
other solution). Ethicists and their partners in practice
are focussing on the particulars of situations. If in
the example of the window one of the people feels ill, the
solution may turn out very differently; perhaps the

person who asked to close the window comes to the con-
clusion that it is better to go home and go to bed early.
The interest in the specifics of a case at hand, and the
various perspectives on the case of the participants
involved, will result in context-bound knowledge.

Hermeneutic ethics presupposes that participants in a
practice have moral knowledge. This knowledge is prima-
rily practical. Participants know from experience what is
ethically relevant and are able to discern what matters in
specific situations. Practical moral knowledge is contex-
tual and situated. From a hermeneutic perspective, prac-
tical knowledge is prior to theoretical insight. Practical
knowledge, however, is not opposed to theory. It can be
made explicit and developed further by dialogical pro-
cesses of reflection. This means that the participants get
more general knowledge of the situation and develop
rules to deal with it. From a hermeneutic perspective
these rules are both general and concrete.14 They are
rooted in the concrete situation (like the disagreement
about closing the window), but also express insights
about what matters in human life more generally (in the
example: being friendly and flexible, finding the right
balance between mind and body, self care and responsi-
bilities towards others and oneself). These rules can be
formulated in a theoretical way, making explicit the
general aspects and focusing on philosophical conse-
quences. Yet, such a theory will always be related to
practical experience, and will ultimately derive its
meaning from interpretation in the light of and applica-
tion to practice. Hermeneutic ethics implies a concept of
moral knowledge that integrates theory and practice.

RESPONSIVE EVALUATION

In the last years, empirical research has become an impor-
tant element of ethical reflection on healthcare practices.
Many ethicists have used empirical methods to gain
insight into contextual aspects of ethical issues in health
care.15 They have become interested in the moral

12 G. Widdershoven. Dialogue in Evaluation: A Hermeneutic Perspec-
tive. Evaluation 2001; 7: 253–263; A. Rudnick. Processes and Pitfalls of
Dialogical Bioethics. Health Care Anal 2007; 15: 123–135.
13 G. Widdershoven & T. Abma. 2007. Hermeneutic Ethics between
Practice and Theory. In Principles of Health Care Ethics. R. Ashcroft et
al., eds. West Sussex: Wiley: 215–222.

14 H-G. Gadamer. 1960. Wahrheit und Methode. Tubingen: J.C.B.
Mohr.
15 D. Birnbacher. Ethics and Social Science: Which Kind of
Co-operation? Ethic Theory Moral Prac 1999; 2: 319–336; J. Lindemann
Nelson. Moral Teachings from Unexpected Quarters. Lessons for Bio-
ethics from the Social Sciences and Managed Care. Hastings Cent Rep
2000; 30: 12–17; B. Molewijk. Implicit Normativity in Evidence Based
Medicine: a Plea for Integrated Empirical Ethics Research. Health Care
Anal 2003; 11: 69–92; A.C. (B) Molewijk et al., Empirical Data and
Moral Theory. A Plea for Integrated Empirical Ethics. Med Health Care
Philos 2004; 7: 55–69. P. Borry, P. Schotsmans & K. Dierickx. The Birth
of the Empirical Turn in Bioethics. Bioethics 2005; 19: 49–71; A.C. (B)
Molewijk. 2006. Risky business. Individualised evidence based decision-
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experiences of practitioners. Ethicists have described and
reflected upon the moral convictions emerging in various
practices on the basis of ethnographic, interpretative
or grounded theory approaches. Although these studies
show interest in the moral experiences of people partici-
pating in practice, the process of reflection and analysis is
usually performed by the researchers. In general, the con-
clusions for ethics are formulated by the ethicist.

From a hermeneutic perspective, such approaches in
empirical ethics are one-sided. If one values dialogue as a
source of understanding and knowledge, the interest
shifts to scientific approaches that focus on drawing con-
clusions through interactive processes between research-
ers on the one hand, and professionals and patients on
the other hand. An example of such an approach is
responsive evaluation. In the late 1970s, Stake coined the
term ‘responsive evaluation’ to promote an approach
that aims to enhance the understanding of a situation
from a variety of perspectives.16 This was based on the
idea that a phenomenon has various, sometimes con-
flicting meanings, for different stakeholders.17 In line with
Stake’s ideas, Guba and Lincoln (1989) proposed to
enlarge the scope of perspectives, and to foster a ‘nego-
tiation’ between stakeholders to reach consensus or a
shared understanding of a phenomenon. The responsive
evaluator not only interprets the issues of stakeholders
but also acts as a facilitator of the negotiation process
between stakeholders. Hence, the evaluation process is
not directed by the evaluator but is organized in interac-
tion with participants in practice. Although responsive
evaluation was originally developed within the context of
educational evaluation, today it has been adopted and
implemented in various healthcare sectors, among them
elderly care,18 psychiatry,19 and care for persons with an
intellectual disability.20

In responsive evaluation the notion of evaluation is
reframed from the measurement of program effectiveness
on the basis of policy goals to the engagement of stake-
holders about their issues of concern.21 Responsive
approaches aim to enhance the personal and mutual
understanding of a situation by fostering ongoing dia-
logues about relevant issues among various stakeholders.
To realize these aims, several notions and methodological
guidelines have been developed, applied and adjusted
through practical experience.22 In view of the aim of this
article we will present the most important notions which
we consider as particular for our version of responsive
evaluation. These notions are more closely allied with
Guba & Lincoln’s approach, focusing on interaction and
understanding between stakeholders, promoting the
values of voice, inclusion and dialogue, than with Stake’s
approach.

Notions promoting voice, inclusion and
dialogue

The first notion concerns the idea that stakeholders
should be actively involved in the evaluation process
from beginning to end, and that such a process should
start with the group least heard to ensure a balanced and
fair process. Stakeholders are groups of people whose
interests are at stake. In responsive evaluation, stake-
holders should actively participate in the research
process; they are involved in the formulation of ques-
tions, the selection of participants and the interpreta-
tion of findings.23 Stakeholders become active and equal
partners in the research process. Deliberate attention
should be paid to the identification of ‘victims’ or
‘silenced voices,’ those whose interests are at stake but
who remain unheard24 and are often hard to find because,
for example, they want to remain anonymous or they fear
sanctions.

The second notion concerns the focus on experiential
knowledge. Experiential knowledge refers to the often

support and the ideal of patient autonomy. An integrated empirical ethics
study. Leiden: Leiden University Medical Center, Leiden Press.
16 R. Stake. 1975. To Evaluate an Arts Program. In Evaluating the arts
in education: a responsive approach. R.E. Stake, ed. Columbus Ohio:
Merrill: 13–31; R.E. Stake. 2004. Standards-based and responsive evalu-
ation. Thousand Oaks, CA: Sage.
17 T. Abma & R. Stake. 2001. Stake’s Responsive Evaluation. In
Responsive Evaluation. J. Greene & T.A. Abma, eds. New Directions for
Evaluation 2001; 92: 7–23; R.E. Stake & T.A. Abma. 2005. Responsive
Evaluation. In Encylopaedia of Evaluation. S. Mathison, ed. Thousand
Oaks: Sage: 376–379.
18 T. Koch. Having a Say: Negotiation in Fourth Generation Evalua-
tion. Journal of Advanced Nursing 2000; 31: 117–125.
19 T.A. Abma. Storytelling as Inquiry in a Mental Hospital. Qual
Health Res 1998; 8: 821–838.
20 G. Widdershoven & C. Sohl. 1999. Interpretation, Action and Com-
munication: Four Stories about a Supported Employment Program. In
Telling tales. On narrative and evaluation. Advances in Program Evalu-
ation. T.A. Abma, ed. Connecticut: JAI Press: 109–130.

21 Stake 1975, op. cit. note 16; E.G. Guba & Y.S. Lincoln. 1989. Fourth
Generation Evaluation. Beverly Hills: Sage; J.C. Greene & T.A. Abma.
Responsive Evaluation. New Directions for Evaluation 2001; 92: 1–105;
Stake & Abma 2005, op. cit. note 17.
22 T.A. Abma, C. Nierse & G. Widdershoven. Patients as Partners in
Responsive Research: Methodological Notions for Collaborations in
Mixed Research Teams. Qual Health Res, accepted for publication
Sept. 2008.
23 J.C. Greene. 1997. Participatory Evaluation. In Evaluation and the
postmodern dilemma. Advances in program evaluation. L. Mabry, ed. JAI
Press: 171–189.
24 Y.S. Lincoln. 1993. I and Thou: Method, Voice and Roles in
Research with the Silences. In Naming Silenced Lives. D. McLaughlin &
W. Tierney, eds. London: Routledge: 29–47.
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implicit, lived experiences of individuals. Experiential
knowledge involves not only personal opinions but also
learning experiences, emotions and feelings. Stories
illuminate meaningful experiences and issues. Stories
portray a holistic image of a situation – be it the experi-
ence of an illness or a moral dilemma experienced by a
healthcare professional. For example, illness narratives
of patients show the importance of paying attention to
the symptoms of a disease, the day-to-day activities, the
need to cope with the illness or disability and to give it a
place in one’s life history. As such, illness narratives are
often illuminating for those reasoning from a purely
biomedical or therapeutic model.25 There is a whole set
of techniques to identify meaningful stakeholder issues
ranging from in-depth interviews, brainstorming sessions
and discussion meetings to dialogue groups. The key is to
start open and to invite participants to share their issues
and concerns. These issues should not just be reduced to
a list of themes or items; the meaning of experiences can
only be illuminated if presented as a story to others.

The third notion is the emergent design. Each stake-
holder group has its own interests, values and perspec-
tives, and the evaluator, instead of pre-ordaining the
evaluation by formulating evaluation criteria in advance,
should acknowledge this plurality. Methodologically the
acknowledgement of plurality implies that the ‘design’
gradually emerges in conversation with the stakeholders.
Metaphorically one may compare the designing process
in a responsive evaluation with improvisational dance.26

Whereas the minuet prescribes definite steps, definite
turns and foot and arm movements, improvisation is
spontaneous and reflexive of the social condition. The
evaluator charts the progress and examines the route of
the study as it proceeds by keeping track of his role in the
research process. Since the design is not pre-ordained,
important methodological decisions have to be taken
along the way, like determining a point of saturation
(repetition of information) and selecting issues that
require further exploration. Such decisions will be part of
the negotiation with stakeholders. The idea of emergence
– not planning everything ahead – is an important pre-
condition for the development of voice and inclusion.
Generally, the emerging character of the process fosters
the feeling of co-ownership.

The fourth notion of responsive evaluation concerns
the interaction and social learning between stakeholders.
Having identified the issues per stakeholder group, the
next step is to organize, in appropriate conditions, dia-
logues and interactions between groups of stakeholders
whose interests may diverse. Interaction between stake-
holder groups is a deliberative process. Deliberation
refers to the interaction and dialogue between partici-
pants. They do not just accept each other’s beliefs and
persuasions, but will explore these. Listening, probing
and questioning characterize this process, rather than
confronting, attacking and defending. Central features of
dialogue are openness, respect, inclusion and engage-
ment.27 Dialogue may lead to consensus. Absence of con-
sensus is, however, not problematic; on the contrary,
differences stimulate a learning process.28 Conditions for
dialogue are the willingness of stakeholders to partici-
pate, to share power and to change in the process.29

A fifth notion is that dialogue requires respect and
openness; the evaluator should create a social infrastruc-
ture to facilitate participation and stakeholder communi-
cation. Deliberate attention should be paid to power
relations.30 One should try to find means to give voice to
people and groups that are less powerful, creating a safe
environment for them. One way to do this is to have
in-depth interviews with them; via interviews people gain
personal acknowledgement for their experiences.31 Some-
times other methods are more appropriate, such as sto-
rytelling workshops.32 This depends on the population, so
flexibility is needed with an attentive eye for the material
conditions (timing, location, restitution of travelling
costs etc) that create a comfortable space to speak up. If
a face-to-face encounter is impossible given asymmetries
between stakeholder groups, one may organize a
virtual meeting to stimulate a learning process between

25 Abma, op. cit. note 19; C.F. Mattingly. 2007. Acted Narratives.
From Storytelling to Emergent Dramas. In Handbook of Narrative
Inquiry. D.J. Clandinin, ed. Thousand Oaks: Sage: 405–425.
26 V.J. Janesick. 2000. The Choreography of Qualitative Research
Design: Minuets, Improvisations and Crystallizations. In Handbook of
Qualitative Research. N. Denzin & Y.S. Lincoln, eds. Thousand Oaks:
Sage: 379–400.

27 T.A. Abma et al. Dialogue on Dialogue. In Dialogue in evaluation.
T.A. Abma, ed. Evaluation 2001; 7: 164–180; J. Greene. Dialogue in
Evaluation; a Relational Perspective. Evaluation 2001; 7: 181–203.
28 Widdershoven, op. cit. note 12.
29 T.A. Abma, J. Greene, O. Karlsson, K. Ryan, T. Schwandt & G.
Widdershoven. 2001. Dialogue on dialogue. In Dialogue in evaluation.
T.A. Abma, ed. Evaluation 2001; 7: 164–180. T. Abma, B. Molewijk &
G. Widdershoven. 2008. Good Care in Ongoing Dialogue. Improving
the Quality of Care through Moral Deliberation and Responsive Evalu-
ation. Health Care Anal 2009; in press (published online).
30 T. Koch. Having a Say: Negotiation in Fourth Generation Evalua-
tion. Journal of Advanced Nursing 2000; 31: 117–125.
31 Ibid.
32 T.A. Abma, C. Nierse & G. Widdershoven. 2008. Patients as Part-
ners in Responsive Research: Methodological Notions for Collabora-
tion in Mixed Research Teams. Qual Health Res; accepted for
publication Sept. 2008.
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participants.33 Experiences that have been exchanged in
the safe environment of homogeneous groups are then
introduced as issues in other stakeholder groups. By pre-
senting such issues through stories, a climate of open
discussion and dialogue may be fostered.34 Active engage-
ment of as many stakeholders as possible, and delibera-
tion, minimize the chance of bias and domination of one
party. Of course, bringing people together does not imply
that everyone gains a hearing. The moderator of the dia-
logues should therefore be alert for subtle mechanisms of
exclusion. Afterwards, it needs to be checked whether the
dialogical process was really open. A careful reading of
the transcript and an evaluation of the deliberative
process with participants can give insight into this.

Methodological guidelines ensuring the
integration of empirical data

The above notions reflecting the values of voice, inclusion
and dialogue are translated into a set of methodological
guidelines ensuring the integration of empirical data.
Basic to the methodological heuristic is the need to work
in a cyclical, iterative manner. Concretely this means that
findings from one respondent, stakeholder group and
research phase form the input for the next respondent,
stakeholder and research phase. The cyclical way of
working implies that data are continuously interpreted
and analysed. This is a joint process. Within focus
groups, for example, the participants are engaged to pri-
oritize and relate their issues to one another. Another
methodological guideline is that stakeholder groups are
first consulted separately to be able to develop their own
stance and voice, and than are brought together to
discuss and integrate their perspectives. These heuristics
structure the research process. We distinguish at least
four phases in a responsive project. The first explorative
phase aims to create the social conditions for the project.
Stakeholder groups are identified and contacted to gain
their commitment to join the process. The second consul-
tation phase aims to gain an insight and overview of the
issues of the various stakeholders via interviews and other
methods. The issues gathered in this phase are used in the
third phase to gain a fuller and deeper understanding of
the issues through homogenous (converging interests)
focus groups among stakeholders. The fourth phase aims
to integrate the various perspectives via heterogeneous
dialogue groups among stakeholders. The consensus and

mutual agreements developed in this phase may lead to
actions aiming to change situations.

From a responsive perspective practice improvement
is not a linear process;35 this dynamic process can and
should not be completely planned in advance, but rather
emerge in the conversations between stakeholders. For it
is the emergent character that enhances the development
of voice, inclusion and dialogue, the values that respon-
sive evaluation wants to promote.

AN EXAMPLE OF A DIALOGICAL
APPROACH IN EMPIRICAL ETHICS

Having elaborated the role of dialogue in hermeneutic
ethics and presented responsive evaluation as an instance
of dialogical empirical research, we now turn to an
example, in order to make the role of dialogue in empiri-
cal ethics more concrete. The example concerns a project
aimed to develop quality criteria for coercion and com-
pulsion in psychiatry in the Netherlands.36 Coercion and
compulsion are problematic elements in psychiatric care.
They attempt to subject a patient to something or incite
the patient to commit or to forego some action. When
coercion is applied, alternatives of action are excluded for
the patient; he can do nothing but undergo what is
imposed (for instance, medicine administered against his
will, or the application of seclusion). In the case of com-
pulsion, the patient’s freedom of choice is not limited in
an absolute sense. Nevertheless, it is to a greater or lesser
extent restricted, for instance, by presenting an unattrac-
tive option. (‘If you don’t take this medicine, you can’t go
home for the weekend.’ ‘If you don’t take a moment to
rest, we’ll have to put you in the seclusion room.’).

The purpose of the project was to engender a dialogue
about the application of coercion and compulsion in a
number of Dutch mental health institutions. The aim was
to gain insight into normative aspects of coercion and
compulsion, and to develop normative guidelines for pro-
fessionals in practice. The project was carried out by a
team of ethicists and social scientists. The first phase of
the project lasted two years (1999–2001). Six psychiatric
hospitals participated in the process. In this phase, the
emphasis was on developing guidelines. The second phase
also took two years (2002–2004). Now eleven psychiatric

33 Widdershoven, op. cit. note 12.
34 T.A. Abma, op. cit. note 19; G. Widdershoven. 2005. Interpretation
and Dialogue in Hermeneutic Ethics. In Case analysis in clinical ethics.
R. Ashcroft et al., eds. Cambridge: Cambridge University Press: 57–76.

35 K.J. Gergen & M.M. Gergen. 2008. Social Construction and
Research as Action. In The Sage Handbook of Action Research. Partici-
patory inquiry and practice. P. Reason & H. Bradbury, eds. (2nd.edn.).
Los Angeles: Sage: 159–171.
36 R. Berghmans et al. 2001. Kwaliteit van dwang en drang in de psychi-
atrie. Eindrapport. Utrecht/Maastricht: GGZ Nederland / Universiteit
Maastricht.
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hospitals were involved. In this phase, the focus was on
implementation of the guidelines. The project as a whole
was based upon notions derived from responsive evalua-
tion and hermeneutic ethics as will be explained below.

Guiding notions of responsive evaluation in
the case

The research process was set up in a responsive way. The
methods included in-depth interviews and dialogue
groups on an institutional level and on a national
level. Phases in the process included the identification
of stakeholder groups, the consultation of the various
stakeholder groups to collect their issues of concern, the
interaction between stakeholder groups to discuss and
integrate their issues and finally the formulation and
dissemination of the quality criteria for coercion
and compulsion.

In line with the notion that one needs to start with the
group of least influence, a lot of time and energy was
invested in contacting patients and gaining an insight in
their experiences with coercion. Their issues of concern
were not systematically documented and were hardly
known. Soon it proved to be difficult to enroll patients
for in-depth interviews. They did not feel comfortable
enough to tell their story to a professional outsider.
Working alongside a research partner from an advocacy
group helped us to set up a series of meetings with client
representatives. In the safe environment of this group
participants began to tell us what had happened to them
and to many other fellow patients. The focus on experi-
ential knowledge directed us to start with open questions.
So instead of asking clients, and later other stakeholders
(psychiatrists, nurses, family, managers), to respond to
predefined questions, they were invited to structure the
conversations according to their issues of concern.

Subsequently, in order to foster the interaction
between stakeholder groups, heterogeneous dialogue
groups (managers, nurses, psychiatrists, patients and
family) were organized to discuss the issues derived
earlier on in the process. In these mixed groups the focus
was on ethical problems regarding coercion. We were not
so much interested in the question of when coercion is
legitimated (a legal question), but how coercion can be
prevented and, if needed, be carried out in a careful and
responsible manner (an ethical question). Analysing the
material, we (the research team) were able to establish
ethical problems about coercion and compulsion, and to
develop guidelines for action, which were called quality
criteria. These criteria were again discussed within
dialogue groups to validate them and to facilitate
stakeholder interaction and mutual learning. The criteria

changed in this iterative process (see Table 1). To make
the quality criteria assessable for those working in prac-
tice, a short brochure was composed and widely dissemi-
nated. In addition a longer document was crafted that
grounded the quality criteria in the concrete experiences
and theoretical insights.37

After the drafting of the document, the second phase of
the project started. In eleven institutions, implementation
activities were set up. These were different for each insti-
tution, based upon local context and expertise. Staff from
the institutions coordinated the activities, while the ethi-
cists focused on giving feedback and organizing meetings
between the local organizers to exchange experiences and
learn from one another. Ethicists and local staff wrote
down their experiences in a book, describing both the
tensions in the project and the positive outcomes (good
practices).38 During the implementation, the formulation
of the quality criteria did not change. Yet the meaning of
the criteria for practice was further specified through
experiments and development of so-called ‘good prac-
tices’ (it was agreed between organizing staff and ethicists
that we should not use the notion of ‘best practices’ since
that would be too strong).

Notions derived from hermeneutic ethics

One of the key assumptions of hermeneutics ethics in-
cludes the notion of perspective. Hermeneutic ethics aims
to articulate and explore the various, sometimes con-
flicting, perspectives on a situation under consideration.

In the project we deliberately explored the perspectives
of all stakeholder groups on coercion; managers, psychia-
trists, nurses, patients, and family were consulted in order
for us to understand their experiences and point of view.
It soon became clear that their perspectives varied.
Patients focused on the negative side of coercion, and
expressed their feelings of dehumanization, powerless-
ness, anger, loss of control and fear. They brought to the

37 Ibid.
38 T.A. Abma, G. Widdershoven & B. Lendemeijer, eds. 2005. Dwang
en drang in de psychiatrie. Kwaliteit van vrijheidsbeperkende interventies.
Utrecht: Lemma.

Table 1. Quality criteria for coercion and compulsion

• be aware of contradictory obligations in handling situations of
coercion;

• create room for emotions, reflect upon them and discuss them;
• pay attention to the process character of coercion: anticipate and

evaluate incidents;
• pay attention to communication: be attentive and open towards

the patient; reflect upon goals and means.
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fore that seclusion, the preferred method of coercion in
The Netherlands, was often experienced as a punishment.
They also complained about the fact that such incidents
were never discussed afterwards. The nurses took another
perspective focusing on the constraining organizational
conditions (lack of staff, shortage of time, too many
administrative tasks, large case load) that complicated
their work. They also reported difficulties in assessing the
risk of danger, and mentioned problems in the decision-
making process. Psychiatrists focused on the means of
coercion and the lack of legal conditions to substitute
seclusion by (enforced) medical treatment. Family
members felt that communication with professionals was
not always optimal; why were they not informed about
the patient’s situation and consulted about proper
courses of action? Finally, the managers described the
culture of control (versus negotiation) in their institutions
and the resistance to change. Each of these perspectives
was articulated, explored and placed in the light of the
background, training, experiences and position of each of
the groups. In other words, meanings and (moral) judg-
ments were associated with the concrete context and the
positions that stakeholders fulfill.

Hermeneutic ethics conceives dialogue as a learning
process. Through the inspirations of hermeneutic ethics
and the methodology of responsive evaluation, stake-
holders and their perspectives were engaged in genuine
dialogues. This was unique, since in public debates on
coercion these parties tended not to talk but to dispute
with each other. In public, parties brought their stand-
points to the fore, taking different positions without
engaging into a dialogue. In the project parties gained a
name and face and became people starting to talk with
each other, exchanging perspectives. An example con-
cerns the conversation about the role of the patient’s
history in decisions about coercion. Professionals stressed
that one should place a patient’s behavior in the larger
context of former ways of behaving. In order to judge
whether a certain action is dangerous, one should take
into account previous experiences with the patient. This
obligation was stressed by psychiatric nurses. On the
other hand, patients brought to the fore that the patient
should get a chance to show different behaviour. If the
staff intervene because they predict problems, based on
prior events, they do not trust the patient to be able to
handle the situation better this time. As a consequence,
the patient is ‘locked up’ in his history. Nurses and
patients agreed that there is no simple solution to this
dilemma. The best thing to do is to recognize that it is
unfair both not to take the history into account (since
that would take away possibilities of prevention) and to
see the patient’s history as a causal determinant for the

current situation. This example shows that nurses and
patients learned from each other and developed new,
enriched insights. They not only learned about the con-
crete perspectives of the others, they also became aware
of the more general fact that concrete situations are
multi-interpretable and that certain methods or commu-
nication strategies (like dialogue) bring out these various
interpretations.

The example also embodies the notion of practical
rationality that guides hermeneutic ethics. Our conversa-
tions were always starting from practice, with practical
case examples, appreciating and using the experiences of
participants as a valid source of moral wisdom. The prac-
tical knowledge of the participants was articulated and
further developed by dialogical exchanges. By these
means participants gained more general knowledge of the
situation and developed rules to deal with it in the form of
quality criteria.

The shared understanding between parties – all sup-
ported the quality criteria – was largely due to the fact
that people listened to each other’s experiences around
coercion and compulsion, and came to understand uncer-
tainties and worries. The inclusion of many voices and
(disciplinary) perspectives has enhanced insight into the
moral problems encountered in the care of psychiatric
patients and has led to a fuller understanding what is
required to improve the quality of coercion and care in
general. For example, the input of the patients helped
further to unravel the complexities in communication
between patients and professionals. We also noted that
people with various disciplinary backgrounds learned
from each other. For example, nurses and psychiatrists
came to appreciate each other’s view of the situation. The
dialogues enhanced the mutual understanding among
participants, and gave a voice to those who often have no
say in policy processes. Moreover, the continuous discus-
sion on and reworking of the documents enabled the
participants to influence the process and secured their
commitment.

EMPIRICAL ETHICS AS A CYCLICAL
PROCESS BETWEEN EMPIRICAL DATA
AND ETHICAL THEORY

Methodologically, a dialogical approach in empirical
ethics is basically open. Ethical principles are not pre-
ordained; rather normative issues evolve in the process.
This openness is required to engage, and to be able to
acknowledge the various perspectives and values of as
many participants as possible in the process. It is not to
say that the methodology is unsystematic or unscientific.
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The steps in the process are clearly defined, as are the
actions that need to be taken. As pointed out, the steps in
the process are cyclical, that is to say that findings from
the first step form the input for the next step, etcetera. A
cyclical approach can be regarded as characteristic for
empirical ethics in general.39

In a dialogical approach, the cyclical process between
empirical research and ethical analysis is organized in
deliberations between ethicists and practitioners. Both the
interpretation of empirical data and the investigation of
ethical conclusions take place in dialogues with partici-
pants. This implies a complex integration of empirical
research – assembling and interpretation of data – and
ethics – drawing normative conclusions.40 This way of
working is realized in interaction, gaining responses to
findings, and developing new notions and understandings
along the way. The research consists of facilitating
ongoing dialogues between groups, and goes further than
describing moral persuasions on the basis of qualitative
research strategies, and inferring consequences for ethics.
For instance, the idea of conflicting obligations was devel-
oped by the researchers through an analysis of interviews
with patients and professionals, and introduced in local
dialogue groups. Participants recognized this, and gave a
more concrete meaning to it by providing new examples
and sharing their feelings. The ambiguity concerning
the use of the patient’s history was a topic in one of the
dialogue groups, introduced by the participants them-
selves. It gave rise to a long conversation. The researchers
decided to use this example in the report, because of the
intensity of the dialogue and the learning process which it
engendered among the participants. The example was
further discussed in the national dialogue group which
reflected upon the report, to check its relevance. It was

again recognized, and regarded as a good illustration of
the notion of conflicting obligations. In this way, the
participants in the dialogue groups had a strong influence
on the formulation of the quality criteria for coercion.

In a dialogical approach to empirical ethics, practice
plays a central role. Theory may serve as a background in
the formulation of the research question but during the
research process, the focus is on experiences of people in
practice. Later in the process, theory can take a more
central position. In analysing the data, the ethicist will
make connections with theoretical issues and debates.
For example, in the project the notion of conflicting obli-
gations in a dilemma, like the dilemma between attend-
ing to the patients’ history and creating room for the
patients’ development and growth, was elaborated
further with the help of the concept of tragedy.41 Crucial
for a tragedy is that one has to choose between conflicting
values. This choice involves emotions, which should not
be repressed or rationalized. The participants should be
aware of the value behind the alternative that is not
chosen, and also take responsibility for this. By compar-
ing the situation of coercion with a tragedy, the impor-
tance of being aware of conflicting obligations and
dealing with them in an appropriate way, was placed in a
theoretical context. Theory might thus be used as a tool
to make explicit crucial elements in the stories of partici-
pants, and put them in a more general light. The theo-
retical notion of tragedy helped to clarify the experiences
of nurses and patients concerning the conflicting obliga-
tions. The outcome of the process may entail general
rules or prescriptions, which go beyond concrete experi-
ences and make use of theoretical notions. In our case,
the quality criteria contained general rules and principles.
Yet these were related to the concrete practice under
consideration. The normative aspects of the guidelines
were clarified by referring to ethical theory, not as a
foundation of the guidelines, but as a conceptual frame-
work which could situate and inform them, and in turn
derived its meaning from its application to the specific
practice of coercion in psychiatry and from the experi-
ences involved in that practice.

The dialogical approach can be compared to the
method of reflective equilibrium, developed by Rawls for
developing and justifying ethical theories.42 According to
Rawls, ethical theories get validated by a process of
balancing various considerations through reflection and

39 J. McMillan & T. Hope. 2008. The Possibility of Empirical Psychi-
atric Ethics. In Empirical Ethics in Psychiatry. G. Widdershoven et al.,
eds. Oxford: Oxford University Press: 9–22.
40 G.R. Weaver & L.K. Trevino. Normative and Empirical Business
Ethics: Separation, Marriage of Convenience, or Marriage of Necessity?
Bus Ethics Q 1994; 4: 129–143; A.C. Molewijk et al. Implicit Norma-
tivity in Evidence-based Medicine: a Plea for Integrated Empirical
Ethics Research. Health Care Anal 2003; 11: 69–92; L. van der Scheer &
G. Widdershoven. Integrated Empirical Ethics. Loss of Normativity?
Med Health Care Philos 2004; 7: 71–79; A.C. Molewijk et al. Empirical
Data and Moral Theory. A Plea for Integrated Empirical Ethics. Med
Health Care Philos 2004; 7: 55–69; B. Molewijk. Integrated Empirical
Ethics: in Search of Clarifying Identities. Med Health Care Philos 2004;
7: 85–87; 89–91; A.C. (B) Molewijk. 2006. Risky Business. Individualised
evidence based decision-support and the ideal of patient autonomy. An
integrated empirical ethics study. Leiden: Leiden University Medical
Center; Leiden Press; A.C. (B) Molewijk, A. Stiggelbout, W. Otten, H.
Dupuis, J. Kievit. First the Facts, Then the Values? Implicit Normativ-
ity in Evidence-based Decision Aids for Shared Decision-making. In Z.
Evid. Fortbild. Qual. Gesundh. Wesen (ZEFQ). 2008; 102: 415–420.

41 M. Nussbaum. 1986. The fragility of goodness. Cambridge: Cam-
bridge University Press.
42 J. Rawls. 1971. A theory of justice. Cambridge, Mass.: Harvard Uni-
versity Press; N. Daniels. 1996. Justice and justification: reflective equi-
librium in theory and practice. New York: Cambridge University Press.
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argumentation. In this process, well-considered judg-
ments are tested against more general notions and prin-
ciples. For Rawls, reflective equilibrium is essentially a
process of argumentation, starting from initial moral
judgments and integrating them with more general prin-
ciples and theories. This process can lead to revision or
discarding of one or more of the initial moral judgments
or the theoretical principles. The end result is a balanced
whole of judgments and principles, or a state of reflective
equilibrium. Rawls’ model has been presented as a
method for empirical ethics.43 This adaptation of the
model says that the ethicist can find well-considered judg-
ments in practice (through empirical research), and then
use them as input for the balancing process. The balanc-
ing itself, however, remains an act of an individual and of
an ethicist only. It thereby places the crucial part of the
dialogue away from the context and from the involved
stakeholders. The dialogical approach we present here
takes some steps further. It says that practice can not only
serve as a source of well-considered judgments, but also
can, and should, also play a crucial role in the process of
finding out which judgments are tenable. Furthermore,
the argumentative process, which Rawls sees as the work
of the ethicist as expert, can be found in practice, where
participants negotiate about the validity of their norma-
tive claims. The task of the ethicist is to stimulate and
facilitate this specific dialogue between participants in
practice, and ensure that a balanced solution is reached.44

As pointed out earlier, the ethicist is not just an observer
of the process among participants in practice; he is part of
the dialogue and may also bring in theoretical notions.

Nussbaum45 introduces the image of a ‘living conversa-
tion’ between rules and principles on the one hand and the
particulars of the situation on the other hand. Good prac-
titioners are familiar with the rules and principles, but
they can also recognize the particularities of the situation.
From the perspective of dialogical empirical ethics, this
image is not merely a metaphor. One needs a living
conversation between real people to make theories and
rules relevant to the situation. In the example case, the
relevance of the notion of tragedy was tested in dialogues
between participants. The principles and rules laid down

in the quality criteria were chiselled out in a process of
conversation, in order to find a phrasing which could do
justice to the peculiarity of the situation. Stories and
examples were needed to put flesh to theoretical notions
and to clarify the meaning of principles and rules. This
ensured that theoretical notions and general rules
remained open to the inherent ambiguities of the practice,
and could serve as motivating guidelines rather than
regulating laws.

THE ROLE OF THE ETHICIST

Sometimes it is thought that the role of the ethicist is
played down in dialogical processes such as those pre-
sented and illustrated in the case example. It is suggested
that the expertise of the ethicist is restricted to facilitating
and communicating only. Indeed, within empirical ethics
as dialogical practice, the ethicist is no longer acting as an
expert or consultant providing others with prescriptions
on how to improve their practice and how to manage or
solve moral dilemmas. The ethicist does not use only
de-contextualized knowledge from ethical theories; and
these theories no longer have authoritarian superiority.
The role of the ethicist, however, remains crucial within
empirical ethics as dialogical practice. It is a role of cata-
lyst of the dialogical learning process and facilitator of
the process of drawing normative conclusions with and
within social practice. In order to engender a dialogue on
moral issues in healthcare, the ethicist still needs ethical
knowledge, in both a practical and a theoretical sense. In
a practical sense, the ethicist has to be sensitive to the
ethics of the process, and help to create the conditions for
a fair, inclusive and balanced dialogue. Those least heard
should be deliberately supported to develop and articu-
late their voice and stance in order to create multiple
perspectives on ‘the moral good’. Ethical knowledge in a
practical sense means, for example, being sensitive for the
stakeholder’s core moral issue within a case; a case that is
often loaded with a variety of moral issues. It also means
being able to foster both a respectful dialogue and a
moral inquiry among stakeholders who sometimes are
not able (anymore) to communicate in a constructive
way. Ethical knowledge in a theoretical sense means, for
instance, being able to distinguish a moral question from
a moral statement, and being able to make explicit in
what way stakeholders draw normative conclusions or
claim moral knowledge. It also means recognizing and
making clear that there exist different meanings of one
phenomenon at the same time. The ethicist also will have
to investigate and probe into matters, relying on his
moral experience and on knowledge of the issues and

43 J.J.M. van Delden & G.J.M.W. van Thiel. 1998. Reflective Equilib-
rium as a Normative Empirical Model in Bioethics. In Reflective Equi-
librium. W. van der Burg & T. van Willigenburg, eds. Kluwer: 251–259;
J.J.M. van Delden. Moral Intuitions as a Source for Empirical Ethics.
Politeia 2002: 67: 20–24.
44 G. Widdershoven & L. van der Scheer. 2008. Theory and Method-
ology of Empirical Ethics: a Pragmatic Hermeneutic Perspective. In
Empirical Ethics in Psychiatry. G. Widdershoven et al., eds. Oxford:
Oxford University Press: 23–35.
45 M. Nussbaum. 1986. The fragility of goodness. Cambridge: Cam-
bridge University Press.
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principles from theory. The ethicist may change in this
process, both in a practical and a theoretical way. He may
well learn, for example, that respect means more than
respecting the autonomy of clients, that it also entails
empathy and attentiveness to individual needs. Learning
and changing himself as partner in the dialogue is part of
the new role.

In dialogical approaches to ethics, the ethicist has
several roles to play. We will briefly examine these differ-
ent roles. The first is that of interpreter. This role indi-
cates that the ethicist has to accord meanings to issues
emerging in conversations among stakeholders. This is
the kind of role practised in many empirical ethical
studies using qualitative methods. Interpretive activities
may include the use of theory. In the project described
above, empirical data were related to theoretical notions
in order to gain a better understanding of the experiences
and concerns of the stakeholders, as can be seen in the use
of the notion of tragedy to elaborate conflicting respon-
sibilities of caregivers. The role of interpreter may some-
times lead to tensions. Being trained as an ethicist one
runs the risk of overemphasizing the role of ethical theory
and abstractions, and losing the connection with practice.
Even if one does not intend to act as an expert, the
participants in a dialogical process may look towards the
ethicist for theoretical conceptions and solutions (what is
good/wrong in this case?) thereby underplaying their own
experiential knowledge. The integration of theory and
practice desired cannot then be realized. We learned that
one may easily forget to ask for feedback on one’s inter-
pretations afterwards. This may also be the case with the
responsive evaluator, who as a social scientist is trained
to collect data and then to analyse the data without the
help of practitioners. Furthermore, we noticed that it is
not easy to rethink theory in the light of practical expe-
riences, and practice in the light of theoretical notions. In
our project, for example, we did not explicitly redefine the
notion of tragedy with the participants on the basis of the
conflicting obligations they felt in practice. We merely
used Nussbaum’s idea to assist practitioners in their
understanding. So, finding the right balance between
practice and theory and really integrating both can be a
challenge; something that one needs to learn in practice.

Next to the interpreter role, several other roles are
needed to foster dialogical processes. These are the roles
of educator, facilitator and Socratic guide. The role of
educator refers to the creation of understanding by expli-
cating various experiences to involved groups. The facili-
tator role involves creating the conditions for a fair and
genuine dialogue, organizing a process in which all rel-
evant voices and perspectives are acknowledged and
taken into account. In the role of Socratic guide, the

empirical ethicist will probe into taken-for-granted ideas,
final truths and certainties, and bring in new meanings
and perspectives.46 As we have seen, these roles may con-
flict. The facilitator is oriented towards the interactive
process of mutual learning. This may conflict with the
role of the interpreter, who is oriented to the quality of
the outcomes. In order to reach meaningful outcomes the
interpreter may invest so much time in the analysis of the
data that he forgets to engage participants in the analysis.
The Socratic guide wants to question matters, to provoke
participants. The facilitator, on the other hand, wants
to keep everyone on board, not to rock the boat. And
whereas the educator tries to enhance mutual understand-
ing between the stakeholders, explaining the perspectives,
the Socratic guide may search for tensions and conflicts
between the stakeholders. Balancing these roles in a
dialogical process requires ethical expertise and ethical
sensitivity. One cannot function without moral virtues,
such as being mindful of the particulars of situations and
attentive to social relations among stakeholders.47 This
is a form of practical knowledge, or ‘know how’, devel-
oped by training and experience. This kind of moral
sensitivity is characteristic of hermeneutic experience.48

Fostering a dialogue between participants in practice
requires specific expertise, including knowledge of ethical
theories, which can help to deepen the experiences
and views of practitioners. These are not necessarily
individual assets. In the practice of dialogical empirical
ethics, ideally more researchers from different disciplin-
ary backgrounds and with different experiences work
together, supporting and complementing each other.
Sometimes this may lead to tensions between those with
an ethical background and training, and those working as
a responsive evaluator, trained in the social sciences. For
example, in the project under consideration the respon-
sive evaluators were primarily focused on the inclusion
and engagement of all stakeholders in the process. In the
beginning this was often quite complicated, since the
parties had different interests. Psychiatrists and nurses
sometimes felt insecure in talking about their work or had
a misplaced feeling of pride (what’s wrong with how
we are working?). They were not always interested in

46 D. Bohm. 1985. Unfolding meaning. A weekend of dialogue with David
Bohm. London: Ark Paperbacks; D. Bohm. 1996. On Dialogue. New
York: Routledge; T.S. Schwandt. A Postcript on Thinking about
Dialogue. Evaluation 2001; 7: 264–276; J. Kessels, E. Boers & P.
Mostert. 2004. Free space. Philosophy in organisations. Amsterdam:
Boom.
47 T.A. Abma. 2006. Social Relations of Evaluation. In Handbook of
Evaluation: Policies, Programs and Practices. I.F. Shaw, J.C. Greene &
M.M. Marks, eds. London: Sage; 184–199.
48 H-G. Gadamer. 1960. Wahrheit und Methode. Tubingen: J.C.B.
Mohr.
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engaging in critical conversations about their practice. In
these cases, the responsive evaluators tried not to upset
them but to show respect and an interest in their con-
cerns, such as organizational constraints, in order to
prevent their disengagement. The guiding notions of the
responsive evaluators were empowerment, democracy
and dialogue. The ethicists, on the other hand, were more
interested in moral judgments and arguments of the par-
ticipants in practice, and tended to scrutinize them and to
ask critical normative questions, confronting practitio-
ners with the moral and logical consequences of their
positions. Guiding principles of the ethicists were critical
reasoning, logic argumentation and dialogue. Research
team discussions were required in these instances to find
ways to handle these tensions, which leads us to the con-
clusion that dialogical approaches to ethics require spe-
cific attention to the dynamics within teams.49

The central place of dialogues as interactive processes
in dialogical empirical ethics implies that the ethicist does
not primarily act as an expert with specific knowledge or
moral authority regarding a specific subject, but rather as
someone who enhances interactions between groups of
people, and between practice and theory. Instead of
judging a situation from an outsider position, an engage-
ment with the practice under consideration is required.
This does not mean that the ethicist uncritically accepts
what participants in a practice think or claim. The
process of engaging with a practice is itself motivated and
situated. The ethicist will try to make sense of what stake-
holders express from his own perspective, and this may
include a critical examination of ideas expressed by stake-
holders. This, however, is not an external critique but the
start of a dialogical learning process, in which both the
ethicist and the stakeholders change.50

CONCLUSION

In this article we have presented a dialogical approach to
empirical ethics, based upon hermeneutic ethics and
responsive evaluation. In this approach, ethicists not only
articulate issues and moral dilemmas emerging in the
day-to-day healthcare practice, but also actually foster
dialogues between participants in practice in order to

develop shared understanding to improve the (moral)
quality of care. In these dialogues the perspectives of all
relevant stakeholders are included to gain a deeper under-
standing of the complexities of care, and to heighten the
mutual understanding between participants. Researchers
are part of the dialogical process and actively involved in
the process of finding normative solutions to practical
problems. Ethicists do not formulate rules for practice,
but develop these rules together with participants in
practice. The role of the ethicist is not to give ethical
judgments or justifications, but to foster dialogues by
organizing and actively taking part in processes of delib-
eration between stakeholders in order to improve prac-
tice. Ethical theory plays a role, but the ethicist should
continuously focus on the relation between theory and
practice, developing theoretical notions from concrete
experiences and examples, and checking their relevance in
interaction with participants in practice. This requires
practical moral sensitivity and knowledge, developed by
training and experience. A dialogical approach to empiri-
cal ethics is similar to other variants of empirical ethics, in
that it aims to learn from the experiences of professionals,
patients and other relevant parties in practice. In contrast
to other approaches, the process of learning is explicitly
regarded as moral and interactive, and is systematically
organized in a dialogical way. By reinterpreting the
notion of empirical ethics as an interactive learning
process between theory and practice, and transforming it
into a process of learning with practitioners, empirical
ethics as dialogical practice provides a perspective which
integrates theory and practice in a radical way.
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