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This paper is aimed at describing an
ethics of Family Practice. ln order
to achieve this,  universal ethical
theories and the four principles of
ethics - autonomy, beneficence, non-
maleficence and justice - are placed
in perspect ive. The concepts of
modernism and postmodernism are
also introduced and explored.

The principles of Family Medicine are
examined within the context of
postmodernism and a paral lel  is

drawn. In keeping with this concept,
t he  rev i va l  o f  v i r t ue  e th i cs  i s
highlighted.
In conclusion, a practically relevant
approach to ethics is proposed as an
ethical model for Family Practice, in
wh ich  e lemen ts  o f  p re -modern ,
modern and postmodern ethics are
comb ined  to  comp lemen t  one
another  and to form a re levant
framework for the resolution of
ethical dilemmas in family practice.

Abstract

a

S A Fom Proa 2000;22(2):5-9

$mtx**wxta*m
'"?arnity l l*.4it:ne t"r.t: i trtts zr': rrl: ir:, l
mr:4t1 vtitl: 

"he 
rtchr,tss and;-;rvplst;jt,

r:t the *i*iul m**d tt h;ts trtr..rr:riu:**.
t.* ;t, t t:,.1 I r. : r: *." .

{h r :st.u: c nC * atTtrs;t*r

As  we  en te r  t he  21 "  cen tu ry ,  t he
concept of an ethics for Family Practice
is growing in importance. This article
represents an introduction to Family
Practice Ethics. As such, it should be
viewed as a brief overview of the broad
subject of medical ethics - which is both
extensive and intensive. lt is intended
to place medical ethics and the various
theories and principles in perspective.
It is also intended to introduce the
concept of postmodern ethics as a
viable option for Family Practice.

As a point of departure, good clinical
medic ine should in  i tse l f  be eth ica l r ,
which would mean that an emphasis on
medical ethics would be unnecessary.

Howeve r ,  much  has  changed  i n
medicine since the "good old days"
when this might have been true.

The advent of technology, profit-driven
m e d i c i n e ,  m a n a g e d  c a r e  a n d  t h e
" i n fo rma t i on  revo lu t i on "  have
inf luenced medic ine s igni f icant ly  to
c r e a t e  o p t i o n s  a n d  c h o i c e s  t h a t
previously did not exist - resulting in a
need for special attention to the subject
of ethics.
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Ethics has been variously defined - one
such definit ion is an attempt to arrive
at an understanding:
' Of the nature of human values
' Of how we ought to live
' Of what constitutes right conductz

Br ief ly ,  e th ics is  a gener ic  term for
var ious ways of  understanding and

examining the moral l i fe. In practical
terms - when we are faced with two
equolly importont but competins volues,
how do we make the right choicel
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One is  inc l ined to wonder why so
much emphasis is  being p laced on
ethics now? Surely, most doctors have
behaved  and  p rac t i sed  med ic ine
ethically in the past? Yes, we have all
made ethical decisions - based on the
H i p p o c r a t i c  o a t h ,  b u t  m o r e
importantly,on intuit ion - a hunch that
this or other course of action was the
right thing to do. And, this is not an
inconceivable way to approach the
issue s ince we somet imes re ly  on
intuit ion in our clinical decision-making
in  Fami l y  P rac t i ce .  Gene ra l l y ,
biomedical decision-making is striving
to be evidence-based and there is a
formidable theoretical basis that forms



the cornerstone of  undergraduate
medical  educat ion.  Eth ical  decis ion-
making has, however, been problematic.
This is  not  due to the fact  that  a
theo re t i ca l  base  has  no t  been  i n
ex i s tence  where  med ica l  e th i cs  i s
concerned. but rather because such
education has been lacking in most
unde rg radua te  cu r r i cu la  i n  Sou th
African medical schools.

As a result, we have lacked a way in
w h i c h  t o  a r t i c u l a t e  o u r  m o r a l
dilemmas, a method or framework to
guide us a long the decis ion-making
pathway, and, ultimately, some of our
act ions have lacked lust i f icat ion -

leaving us in l ingering doubt
about whether or not we have
done the right thing.

In  the evolut ion of  eth ica l
theory,  much of  the work
d o n e  h a s  b e e n  a i m e d  a t
i n t r o d u c i n g  a  t h e o r e t i c a l
app roach  to  a id  c l i n i ca l
decision-making.

Universal  Eth ical  Theor ies

Much  o f  t he  t heo re t i ca l
deve lopmen t  s ta r ted  w i th
broad based universal ethical
t h e o r i e s 3  g r o u n d e d  i n
Western Philosophy and included the
following:-

( l )  U t i l i t a r i an i sm i s  a  consequence
based theory. An action is described
as r ight  or  wrong based on i ts
outcome. This theory is based on
the principle of uti l i ty - where a
good outcome is the one which
produces the greatest good or
happiness for the greatest number
of people.

(2) Kantianism is an obligation based
theory where a good act ion is
applauded for features other than
its outcome - l ike good intention,
duty or obligation to do the right
thing.This approach is referred to
as  deon to log i ca l .  An  ac t i on  i s
rega rded  as  r i gh t  even  i f  t he
outcome is unsuccessful, provided

the in tent ion at  the outset  was
good.

(3)  L ibera l  Indiv idual ism is  a r ights
based theory, of Western origin,
w h i c h  i s  r a p i d l y  s p r e a d i n g
throughout the world. We are all
f am i l i a r  w i t h  t he  human  r i gh t s
cu l t u re  wh i ch  domina tes  many
aspects of life today. Both positive
and negative righs are included.The
link between rights and obligations
is emphasizedJhe Patients' Charten
recently developed in South Africa,
reflects both rights and obligations
of patients.

(6)  Casuist ry  is  case-based theory
where real l i fe case studies are
e x a m i n e d  a n d  t h e o r i e s  a n d
p r i n c i p l e s  a r e  s u b s e q u e n t l y
developed.  This is  an important
theory even though it originates in
the Middle Ages.

(7) Character Ethics is virtue based.
The focus is on the type of person
that one is in terms of character
composi t ion rather  than only
focusing on one's actions. The good
doctor must act ethically (based on
principles and rules) but, in addition
must display certain key traits or
v i r t u e s a  -  c o m p a s s i o n ,

:

t rustworth i  ness,  in tegr i ty
and discernment.3 This is one
of the oldest theories with
i t s  o r i g i n s  i n  P l a t o  a n d
Aristotle, the earliest Greek
philosophers.
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The  p rob lem w i th  t hese
theories is that a wide gap
developed between universal
abstract theories and real life
ethical dilemmas in medicine.

In an at tempt to narrow
this gap and to make ethical theories
more appl icable to c l in ica l  d i lemmas,
the concept  of  the 4 pr inc ip less -

a u t o n o m y ,  b e n e f i c e n c e ,  n o n -
m a l e f i c e n c e  a n d  j u s t i c e  -  w a s
developed approximately  20 years
ago in the United States of America.

Very briefly, autonomy refers to the
i n d i v i d u a l ' s  c a p a c i t y  f o r  s e l f -
determination. ln the context of the
doctor-patient relationship, it refers
to  t he  ab i l i t y  o f  t he  doc to r  t o
respect the patient's right to make
h i s / h e r  o w n  d e c i s i o n s  b a s e d  o n
a c c u  r a t e  a n d  a p p r o p r i a t e
information. Respect for autonomy
creates the following obligations -

in formed consent ,  conf ident ia l i ty ,
t r u t h - t e l l i n g  a n d  e f f e c t i v e
communicat ion.

(4) Communitarianism is a community
based theory which is on the other
end of the spectrum compared with
l i b e r a l  i n d i v i d u a l i s m .  T h i s  i s  a
relevant theory in the context of
African tradition and culture where
the needs of the community as a
whole are placed above the needs
o f  t he  i nd i v i dua l .  The  A f r i can
concept of"Ubuntu" - | am because
we are - bears testimony to this
theory.

(5) The Ethics of Care has its origins in
feminist theory where relationships
between people are emphasized.An
attitude of care and compassion
w i t h i n  t h e  c o n t e x t  o f  t h e
r e l a t i o n s h i p  i s  s t r e s s e d .  T h e
relevance of this type of theory to
the doctor-patient relationship in
Family Practice is evident.
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Beneficence refers to doing good while
non-maleficence literally means "do no
harm".  In  medic ine,  i t  is  essent ia l  to
balance these pr inc ip les so that  the
Datient receives net benefit. The risk-
bene f i t  r a t i o  o f  any  i n te rven t i on ,
whether for therapeutic or research
purposes, is therefore crucial.

Finally,the principle of justice deals with
the fair treatment of one's patients.
Obligations of lustice include respect for
people's rights (rights justice), respect
fo r  mora l l y  accep tab le  l aws  ( l ega l
just ice)  and the fa i r  d is t r ibut ion of
l imited resources (distributive justice).

Th i s  p r i nc ip le -based  app roach  has
played a valuable role in the evolution
o f  b iomed ica l  e th i cs  bu t  has  been
va r i ous l y  c r i t i c i zed  i n  t e rms  o f  i t s
abs t rac tness ,  con f l i c t i ng  p r i nc ip les ,
interpretation and scope of application.6
S o m e  c r i t i c s  s i m p l y  s a y  t h a t  t h e
pr inc ip les just  are not  enough -  in  a l l
situations of choice.
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This has left us in Family Practice with a
degree of uncertainty. We need to
establ ish what  the nature of  eth ica l
problems is  which we face in  Fami ly
Pract ice and decide whether  these
theor ies and pr inc ip les in  eth ics are
applicable and relevant to our discipline.

To begin with, we have to remember
that Family Practice has developed as a
r e a c t i o n  t o  t h e  r e d u c t i o n i s t i c
Biomedical model. As such, the "nature

of Family Practice imposes constraints
on an ethics in Family Practice".6

According to Christie and Hoffmaster,
an applied ethics of family practice must
b e  g r o u n d e d  i n  t h e  u n d e r l y i n g
philosophy of the discipline.
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Using this as a point of departure, I must
n o w  i n t r o d u c e  t h e  c o n c e p t  o f
"Postmodernism" and attempt to show
how Family Medicine is compatible with
t h e  d e f i  n i t i o n  D o s t m o d e r n i s m .
Postmodernism refers to an attitudinal

change,  a change in th ink ing which
started in Europe in the late 20th
Century.TThis "new thinking"or new
way of looking at l i fe has influenced
art, music, literature, architecture and
y e s ,  e v e n  m e d i c i n e .  L e a d i n g
international journals l ike the Lancet
a re  now s ta r t i ng  t o  t a l k  abou t
"Postmodern Medicine".s

Modernism took over from the so-
called pre-modern period. Religion,
t rad i t i on  and  my th i ca l  t h i nk ing
dominated the pre-modern period,
w h i l e  " S c i e n c e "  d o m i n a t e d  t h e
modern  pe r i od .  Pos tmodern i sm
evolved as a reaction to modernism,
so before we can establ ish what
postmodernism is, we need to look
at the concept of modernism.

T h e  m o d e r n  p e r i o d  w a s  a l s o
re fe r red  to  as  t he  age  o f
Enlightenment, the Scientifi c era from
about the | 7th Century to the 20th
Century - when Newton was the
hero of  the day -  when medic ine
took a sharp and irrevocable turn in
the scientif ic direction.There was an
abundance of new therapeutic and
t e c h n o l o g i c a l  d e v e l o p m e n t .  A l l
information was tested empirically.
S c i e n t i f i c  e x p e r i m e n t a t i o n  a n d
cl in ica l  t r ia ls  were of  the utmost
i m p o r t a n c e .  R a t i o n a l i t y  a n d
objectivity reigned supreme.

During the modern period, morality
was not seen as a natural trait of
human life but rather as something
which needed to be designed and
injected into human conduct.e
A code of moral rules had to be
developed and people had to be
taught these rules and were forced
to obey them. The void left by the
Church during the scientif ic, modern
era had to be fi l led by rational rules.

The outcome of this scientif ic era of
technology and development was
the reductionistic, biomedical model.
Objectivity and pure rationality were
valued above all else. The "disease

concept" was primary, the patient

was seen in isolation. People were
o b s e s s e d  w i t h  r u l e s  a n d

inst i tu t ional ism. Modern eth ics was
based on theories, principles, codes and
laws. Modern ethics was universal and
objectively founded and this has been
described as a "practical impossibil i ty".

The postmodern approach is clearly
what modernism is not.The holistic

b i o p s y c h o s o c i a l  m o d e l  b a s e d  o n
systems theory is strongly favoured.
Subjectivity and the importance of the
e m o t i o n s  a r e  e n t e r t a i n e d .  T h e
" p e r s o n "  c o n c e p t  r e p l a c e s  t h e
"disease" concept and the person is
seen, not in isolation, but in context.

T h e r e  i s  a  m o v e  f r o m  u n i v e r s a l
theories to particular concrete cases
and people start taking responsibil i ty
f o r  p e r s o n a l  c h o i c e s  i n s t e a d  o f
referring to the rules of institutions.
This postmodern approach parallels

the pr inc ip les of  Fami ly  Medic iner0 -

the holistic approach, the significance
of subjectivity, the patient as person,

the person in context and the doctor
as a manager of resources, inter alia.

In keeping with this postmodern trend,

the doctor-patient relationship has
changed from one of monologue to
one of dialogue, where the doctor no
longer instructs the patient but rather,
is involved in negotiated management
with the patient.

The doctor-patient relatjonship oftoday has

even been described as a"meeting between
experts" rr- the doctor zls an expert on
medical knowledge and skill,the patient as
an expert on his/her own experience of
illness.

l f  Fami ly  Pract ice is  a postmodern

d i sc ip l i ne ,  and  I  t h i nk  i t  i s ,  i s  no t
postmodern ethics most suited to this
disciplinel Postmodern ethics for a
postmodern d isc ip l ine l
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What then,  is  postmodern eth ics?
Bas i ca l l y ,  t h i s  rep resen ts  a  new
approach to ethics - different from but
not exclusive of the universal rules and
theories typical of modern ethics.



Postmodern ethics:
.  is  a move away f rom t imeless

abstract theories,
. is sensitive to complexity,
. focuses on the particular ratherthan

the universal,
. is concerned with reality rather than

abstract theory,
. engages in positive deconstruction,

for example, of the doctor-patient
relationship,

. encouragesscePticism,

. there is no single authority but
rather authority is shared,

. there is enhanced autonomy of the
moral agent / doctor.e

Pos tmodern  e th i cs  rep resen ts  a
practical approach to ethics:
. a move from macroethical issues

to microeth ical  issues r2 (which
focus  on  doc to r -pa t i en t
communication and the l imits to
patient centredness);

.  a  move  f rom abs t rac t  s i ng le
p r i n c i p l e d  t h e o r i e s  l i k e
Ut i l i tar ianism or  Kant ianism to
pluralistic theories l ike virtue ethics,
re la t i onsh ip  based  e th i cs ,
communitarianism and casuistry;

. the 4 principles - based on general
ethical theory - are still important
but are not relevant in isolation,
rather with attention to scoPe of
applicationr3,or in combination with
c o m m o n  m o r a l i t y  t h e o r y 3  ,
re lat ionship based theory and
virtue ethics.

Using a postmodem approach does not
imply discarding the contributions of the
pre-modern and modern periods to ethics,
but rather embraces those contributions
in a meaningful and praaically relevantway.
This practical reloance may be reflected in
taking care in organising one's practice, for
example, using ethical sensitivity, such that
the patient is cared for with respect and
dignity by all members of the health
care team in the practice or primary
health care centre - respect for patient
autonomy - in action.A postmodern
app roach  to  pa t i en t  ca re  i s  a l so
reflected in negotiated management
with one's patient where one is able to
engage  w i th  t he  pa t i en t  on  an
intersubjective level, rather than on a

detached, oblective level.

Postmodernism clearly represents a
move f rom s imply theor is ing about
eth ical  problems that  have a l ready
arisen, to practical application. Like
Family Practice, it involves a paradigm
shift in one's thinking and approach to
patient care.

Ultimately, all this is aimed at achieving
a pract ica l ly ,  re levant  approach to
medical ethics which wil l result in:
'  a  he igh tened  awareness  o f  t he

ethical nature of our work;
' a more democratic approach to

addressing practical moral dilemmas;
and,

' ult imately, better clinical decision-
making.ra

In s imple terms,  postmodern eth ics
represents a pract ica l  but  complex
approach to solving ethical dilemmas.
Hence, it is clear that postmodern ethics
provides an ethical model with the
richness and complexity of the clinical
model proposed by Family Medicine.

Virte;e Ethics *A Revival?

Th roughou t  t he  d i scuss ion  on
postmodern ethics, one theory that has
recurred isVirtue Ethics and especially in
medicine - there appears to be a revival
of this very old theory. The "virtuous
doctor" is being sought and personal
character is t ics and t ra i ts  are being
emphasized. Much of thisVirtueTheory
was described almost 2500 years ago by
Aristotle - who defined the intellectual
virtues as follows:
He spoke of episteme = knowledge;
techne = skil l ; phronesis = practical
wisdom r5. Our undergraduate training
has emphasized knowledge and skil ls
while neglecting practical wisdom.
However,as the emphasis on this virtue
increases we must be careful not to
neglect the first two, because at all times,
the doctorl knowledge and skill is a
primary ethical responsibil i ty to the
pa t i en t .  "Compe tence  i s  a  mora l
imperative."r6 Competence is included
under the pr inc ip le of  benef icence-
delivering the service to our patients,
that we profess to be competent in.r3

W?*a  i s  t hs  Wt fu&ea t r  Waxn l6 "s
Practit ioner?

. lt is certainly the competent doctor
who has also developed a sense of
practical wisdom - including the
virtues necessary for the practice
of medicine.

. In addition, it is the doctor who
follows the relevant principles of
the discipline of Family Practice.r0

. Finally, it is the doctor who is able
to use an approach to solving his/
h e r  e t h i c a l  d i l e m m a s  t h a t
incorporates pre-modern, modern
and postmodern ethics.

Essentially, Family Practice, by definition
is an ethical discipline - hence Family
Pract ice Eth ics is  a very pract ica l
possibility.

A Utopia?

ls Fami| Practice really the Utopia I
have made it out to bel In SouthAfrica,
we are exposed constantly to reports
that indicate that all is not well in the
"medical industry". There is growing

dissat is fact ion amongst  pat ients,

increasing l i t igat ion,  we hear of

co l l eagues  who  a re  ove rse rv i c i ng
patients or who find themselves in
positions of conflicting interests after
investing in pharmaceutical companies
or  pr ivate hospi ta ls ,  we hear of
colleagues defrauding medical aids and
sexually harrassing patients and we see
regular reports in the South African
Med ica l  Assoc ia t i on  Med ig ramrT
warning against "Apartheid practices"

where sadly,patients are offered different
levels of care based on race and socio-
economic status.

Sadly,  eth ica l  and legal  v io lat ions
abound in Family Practice in South
A f r i c a .  O n  a  p o s i t i v e  n o t e ,  t h i s
indicates a need for deep introspection
and  re f l ec t i on  i n to  t he  e th i ca l
dimension of Family Practice in South
Africa and out of this will emerge a
new insight, a better path along which
to take our discipline into and beyond
the 21" Century.



This paper has been aimed at placing in
perspective traditional ethical theory and
the role of the four principles .lt has also
introduced and briefly discussed the
concepts of pre-modern, modern and
postmodern ethics - a combination of
which represents a viable model for
family practice ethics. The important
move back to virtue ethics in medicine
is briefly revisited.

Solving ethical dilemmas is never easy.

Doing the right thing is a matter of
conscience and sometimes requires
great moral courage. Ultimately, one is
gu ided by  fundamenta l  p r inc ip les
common to all of humanity,the patient's
preferences and context and one's
personal value system which may be
influenced by a host of variables.

As we enter the 2l" Century, Family
Practice as a postmodern discipline,from

an ethical perspective, stands us all in
good stead.
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