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Troubled Bodies





Introduction: postmodern medical ethics?


Paul A. Komesaroff


This is a book about medical ethics, albeit of a somewhat unfamiliar kind. It does not do what most books about medical ethics try to do: it does not attempt to identify general principles of good or right conduct as they might apply to medicine or medical research; it does not present a variety of ethical theories from among which a choice is to be made and propound one of them as the preferred option; it does not seek to provide criteria for determining the best action in a difficult clinical situation or to present arguments that are intended to resolve a specific ethical dilemma. It is not, in other words, concerned about “normative ethics”; but neither is it concerned with “metaethics,” with the structures of ethical propositions and the ways in which they are used in ethical discussions.


The issues addressed in this book are both broader and narrower than these. They include the large-scale structure of the ethical dimension of medicine, encompassing the ethical presuppositions underlying the practice of healing and the theory of the body. At the same time, they encompass the reciprocal interdependence of medicine and the prevailing cultural structures. And they extend to the impact that medicine has had on the lifeworld—on that intimate and private realm of experience within which we live and construct realms of meaning and value.


In their various ways, the essays in this volume explore the conditions of ethics and the nature of ethical theorizing in relation to medicine. They address some of the ethical implications of new techniques and scientific insights—and, indeed, of well-established ones. They explore the medical construction of the body and its outcomes at the level of values. They thus cover a considerable variety of questions; they do so, moreover, from a variety of perspectives, with a variety of methods, and with a variety of conclusions. Accordingly, this work does not attempt to present a single, comprehensive critique of conventional medical ethics, much less seek to develop an alternative set of propositions to replace it. Its project is rather to raise issues and problems by drawing on the richness of contemporary theory and thereby, it is hoped, to help establish a ground for a proliferation of new approaches to these ancient problems.


Because the project of this book is somewhat heterodox, it may be useful to sketch some features of the cultural and philosophical context within which the need for such a series of reflections on medicine and ethics has emerged.


Ethics and medicine


I shall begin with some brief comments about the place of ethics in medicine. The ethical dimension of medicine manifests itself in widely differing ways. Some of these are obvious and have been extensively discussed. Medicine can contribute directly to the relief of suffering and pain. By overcoming or mitigating the effects of disease and physical disability that have hitherto been limiting and have compromised the range of available choices, it can help to release us from the limitations imposed by our biological facticity. Through innovations of knowledge and technique, important new questions can be raised for ethical consideration regarding our relationships with nature and with each other. At the level of face-to-face contact between patient and caregiver, a dialogue can be initiated which may enhance understanding of fundamental values and purposes and so expand our scope for informed and autonomous action.


Of course, in practice, the outcomes of medical knowledge and know-how are not unambiguously beneficent. Indeed, it has been argued trenchantly, by Ivan Illich and others, that the development of modern medicine has been associated with profoundly malign social consequences.1 According to this view, medicine has been responsible for a degradation of intimate and meaning-endowing human experiences by transforming them into mere technical events. Rather than enhancing the knowledge and understanding of laypersons, these are actually diminished as a result of the transfer of decision-making power to a small group of often wealthy, usually socially conservative, and predominantly male individuals. It is Illich’s view that medicine has actually produced a great increase in sickness and disease in modern societies—to such a degree that he is prepared to refer to the impact of contemporary medicine, in a famous oxymoron, as “one of the major epidemics of our times.”2


To be sure, it is well-recognized that the practical applications of medicine are limited and distorted by social conditions, by the facts of poverty and wealth, of impotence and power. However, the argument is stronger than this. According to this view, expressed in vigorous debates extending over more than two decades, the adverse consequences of medicine are not merely the unintended effects of the application of an inherently benevolent set of techniques; rather, they are generated out of its underlying conceptions and its internal modes of organization. In spite of its own claims, it is argued, medicine leads inevitably to a loss of personal autonomy and to the contraction of the possibilities for action.3 The sociologist Eliot Freidson states the moral issues directly:




In essence, the process of treatment and care may be seen as a process which attempts to lead the patient to behave in the way considered appropriate to the illness which has been diagnosed, a process often called “management” by professionals. . . . Professional management generally functions to remove from the patient his identity as an adult, self-determining person, and to press him to serve the moral and social identity implied by the illness which is diagnosed.4





Even if the more extreme formulations of this aspect of the cultural critique of medicine are hotly disputed, it is obvious that not all of medicine’s putative benefits are realized in practice. For our present purposes, however, what is of greatest interest from these debates is the underlying claim that the ethical component of medicine is of great breadth and scope. Ethical discourse, it is held, is not restricted to analyses of the principles that guide social policy on the one hand or the decision making of clinicians on the other. Medical ethics encompasses also the values that are presupposed by the technical apparatus and those that are generated by it, and it encompasses the social outcomes of medicine, as assessed in relation to their implications for the quality and meaning of everyday experiences, rather than just the consequences of specific acts. The essential insight here is that ethics is not merely adventitious with respect to medicine, affixed to it after the fact by philosophical experts. Ethics and medicine are intertwined; medicine, as Edmund Pellegrino once put it, is “a practice of ethics.”


There are many trajectories along which medicine intervenes in society: these include the deployment of scarce material resources, the transformation of the world of individual experience, and the generation of new knowledge. All these cases are replete with ethical effects. With respect to the distribution of scarce resources, this is obvious. With respect to the implications for the social lifeworld, it is perhaps less immediately apparent but no less important; here, the ethical effects of medicine are generated by its own methodological imperatives. Where common social practices are formulated in the language of pathology, the possibility of a moral evaluation of them is introduced. Admittedly, it is not inevitable that moral judgments follow, for these depend also on local, variable cultural factors. For example, in at least the English-speaking Western societies, the treatment by medicine of alcoholism, homosexuality, and the so-called “eating disorders” both reflects and reinforces social attitudes to them and influences the ways in which they are dealt with at the level of the institutional structures.


The same process affects many other common experiences. The infiltration of the categories of medicine into the ways in which we think about pregnancy and childbirth, the menopause, sexual relationships, and caring for a sick relative, for example—or, for that matter, merely eating, exercising, or just lying in the sun—may profoundly transform the quality of these experiences. In these cases, medical modes of thought introduce into previously unproblematic life experiences evaluative criteria that are formulated in purposive-rational terms—that is, they are presented as purely technical values. However, the outcomes cannot be constrained within the technical discourse, and they spill over into moral-practical effects. The reason for this is straightforward: the medical reformulation of these experiences decisively affects the ways in which individuals can accommodate them at the level of meaning. They therefore also affect the ways in which individuals behave with respect to others. In part, too, this is because they do what they deny that they are doing: they incorporate an implicit vision regarding the good life, in the classical sense.


Not even at the epistemological level is medicine protected from ethical considerations. It is, of course, often enough observed that, in general, issues of fact and issues of value cannot be clearly separated from each other. With respect to medicine, this is particularly clear. Health and well-being are ethical values or, at least, are implicated in ethical theories in a fundamental way. Similarly, truth itself and the pursuit of knowledge themselves have well-defined ethical standings. At the same time, as we know from a half-century of investigations in the philosophy of science, what counts as truth in scientific theories is influenced by variables that are subject to social and historical determinations.5 Both medicine and biological science—which lays claim to being the contemporary form of the theory of nature relevant to medicine—are inseparable from the epistemological and metaphysical assumptions on which they are based.6 These assumptions, furthermore, which admittedly are installed at a deep level of the culture and are often not accessible to individual scientists, are themselves coupled to ethical perspectives. Indeed, as both Nietzsche and Heidegger pointed out in somewhat different ways, there are underlying ethical predispositions from which a whole culture cannot be dissociated: they form our traditions and our attitudes and “shape our historical being.”7


Medicine and society, then, are interdependent. The technical outcomes of medicine and its conceptual forms may convey far-reaching social effects; conversely, the social forms find their expression in both medicine’s theoretical structures and its practical techniques. Accordingly, medicine is not just an adjunct to the culture, a tool or an implement produced by it; rather, it itself contributes actively to cultural development and change. Much of cultural production is inextricably linked to values and moral-practical thinking; a fortiori, the same must apply to medicine. This is indeed the case: medicine is saturated with questions regarding ethical value, and these questions are at once constitutive of medicine and the complex outcomes of it.


To study the role of ethics in medicine, it is necessary to recognize that the ethical dimension is complex and multifaceted. From an ethical point of view, medicine serves a plurality of tasks. At least within the resources of the contemporary cultural conjuncture, there is therefore no single ethical perspective that can adequately capture the proper place of ethics in medicine, nor is there a single, unambiguous goal. Ethical reflections on medicine must seek to incorporate this diversity, as well as to accommodate the interdependence to which I have just referred between medicine and the cultural structures.


What is required, in other words, is a critique of society and ethics that is also a critique of medicine, and which both recognizes and promotes diversity. What is required is the fostering of critical reflections on medicine and its practices from a variety of perspectives and with a variety of theoretical styles. This approach—which this volume seeks to promote—represents a major departure from the usual way of discussing ethics in medicine or, for that matter, ethics in general. To appreciate the nature of the new departure involved and the specificity of what is proposed, it is necessary to return to the project of ethics and epistemology that has characterized the period of modernity.


Ethics in the age of modernity


Contemporary reflections on ethics in medicine derive in substantial part from the project in ethics which had its origins in the European Enlightenment around the mid-seventeenth century. The basic conviction that has guided this project has been the belief, inspired by science, that, in an unlimited, universal, and inexorable way, progress will occur toward greater knowledge and social and moral improvement; inherent in this vision, furthermore, is the confidence that this progress will be generated, and protected, by the application of reason.


The institution of this project presupposed a major reorganization in the processes leading to cultural production. This was not merely an abstract idea; the culture of modernity provided a structure and a mechanism for realizing this goal. As Max Weber first observed, and Jurgen Habermas has more recently elaborated, at the level of cognitive endeavor modernity was characterized by the differentiation of the substantive reason formerly expressed in religion and metaphysics into three relatively autonomous spheres: those of science, morality, and art.8 The original impulse for this development was the disintegration of the unity of the erstwhile religious and metaphysical worldviews; however, it soon acquired an inherent dynamic of its own.


The older worldviews had provided unified ways of understanding based on common criteria. In the new one, separate regions of discourse and action were distinguished, each of which had its own specific task. Science, as it developed after the time of Galileo, gradually became the major intellectual practice devoted to the search for truth; ethics and jurisprudence assumed the role of carrying out the search for normative rightness, and art became the site for behavior directed toward eliciting and theorizing beauty; this last, somewhat later, gave rise to the academic discipline of aesthetics. Each of these areas was conducted by “experts,” individuals with specific skills and knowledge whose activities were by and large restricted to one main field of activity.


In this new tradition of modernity, the object of theory became differentiated into the search for truth, for the good, and for the beautiful, three regions that were now rigorously distinguished as separate spheres of activity. These regions were distinct, but they were not completely independent. They were linked by their mutual dependence not on the totalizing force of religion, which increasingly became regarded as obsolete, but instead on the totalizing force of reason.


The possibilities and power of reason as it was conceived by the thinkers of the Enlightenment were unlimited. This reason was intended to be the tool that would render perspicuous the formerly obscure complexities of nature and society. Reason itself, however, was a complex cultural accomplishment with hidden presuppositions and profound implications.9 For example, presupposed by the Enlightenment conception of reason was a particular notion of the subject. Reason was, after all, taken to be exercised by an isolated, monadic subject whose connection with society and embodied form were secondary characteristics and who, so it has been claimed, was “gendered” in the sense that it realized qualities strongly linked to “masculinity” while rigorously excluding others—such as passion, faith, and emotion—linked to “femininity.”10 The valuing subject had conferred on it a position and function similar to that of the knowing subject of modern epistemological theory. Both the ethical and the epistemological subjects took on a positivity that marked out a center in relation to which valuations and knowledge proceed. Values and knowledge have become viewed as properties possessed by a subject.


In each of the fields of science, morality, and art there was, as Taylor has put it, a tendency to “breathtaking systematization” and unification;11 in the case of ethics and morality, the task was defined as the search for a rational justification of rules for good conduct. Indeed, morality itself became understood as a process of following rules, usually of universal application. This search for a single principle to guide action is a peculiar feature of modern moral philosophy. Older approaches to ethics and morality, which had previously commanded wide acceptance, such as the foundational role of the virtues or the recognition that there are a number of quasi-autonomous goods, were discounted.


In this “Archimedean view” of ethics, as Bernard Williams described it, ethical theories sought to justify themselves on the basis of a single philosophical method and general theories of human nature. Morality was given a very narrow focus; it was considered no more than a guide to obligatory action. Underlying assumptions differed, of course, from theory to theory; nonetheless, a common tendency was—once again, in the words of Charles Taylor—to




unify the moral domain around a single consideration or basic reason, e.g., happiness or the categorical imperative, thus cramming the tremendous variety of moral considerations into a Procrustes bed. And there are other cramps as well. The notion that morality is exclusively concerned with obligations has had a restricting and distorting effect on our moral thinking and sensibility. . . . [I]t fails to cope with all that aspect of our moral thinking which concerns aspirations to perfection, heroism, supererogation, and the like. Once more, in Procrustes fashion, this is either assimilated to a foreign mould or rejected.12





The tendency toward unification was accompanied by a demand for a comprehensive systematization of moral theorizing. The two main contemporary examples of this are utilitarianism and Kantianism, which, in different ways, seek to organize everything around one basic reason. Both, furthermore, understand morality as a matter of formulating rationally based principles of obligatory action.13 In the same way, the role of the philosopher is defined very narrowly. As with the great philosophical theorists of ethics, the philosopher’s job is to identify a procedure or set of procedures that will generate good actions or propositions. In some theories, the possible contribution of the philosopher is even more limited—here we may mention Hare, for whom one of the main functions of the moral philosopher in relation to medicine was to clarify the use of “tricky terms” or the familiar passages from the early Wittgenstein, for whom the job of philosopher was to define a domain of meaningful language, which may well exclude moral discourse altogether.


This is not to claim that there have been no contrary tendencies in ethical theory since the Enlightenment. Quite the contrary, the project has been subjected to sustained, rigorous questioning. The philosophical interrogations of Kierkegaard, Nietzsche, Heidegger, and others, however, while they have raised doubts about the ethical project of modernity, have not supplanted it. Similarly, in modern ethics, and medical ethics in particular, various approaches exist outside the utilitarian and Kantian mainstreams of normative ethics; some of these draw on phenomenology, some on the Marxian tradition, some on a revival of the ideas of Aristotelian ethics.14 These approaches form the basis and the inspiration for many of the essays in this book.


Problems with the project of modernity and the postmodernist challenge


There can be no doubt that, viewed in terms of the sheer volume of its output, the culture of modernity—the project devoted toward securing objective science, universal morality and law, and autonomous art—was successful. However, this success was won at a price. The distance between the culture of the experts and that of the larger public grew. What accrued to culture through specializing treatments did not necessarily flow to the practices of everyday life. Indeed, the growing gulf between the categorial realm—the realm of theoretical constructions and systems integration—and the lifeworld of individual experience was argued by some, such as Husserl in his last, great work, to characterize the human condition in the age of modernity in a uniquely poignant and tragic way.15


The ethical project was deficient in several major respects. Excluded from the theorizing based on modern, systematic normative ethics, for instance, are many of the qualitative distinctions that used to be at the center of ethical theorizing. Visions of the good are neglected, as are discussions of the good life. As stated, the role of reason, in its hypostatized Enlightenment form, is taken for granted, and the possible foundational role of the virtues, or the fact of embodiment or sociality, is excluded from consideration as a matter of principle.


Of particular concern and importance is the narrow conception of freedom generated by this mode of theorizing. This is, in turn, due to the limited conception of the subject as isolated and individual, as separated from society and exempt from social constitution. As MacIntyre has pointed out, this series of assumptions represents one of the major weaknesses of the whole Enlightenment project. Indeed, he claims that it is seriously undermined by the lack of an adequate appreciation of the bond between ethical thinking and society. The modern or Enlightenment approach to ethics failed because it lost the bond, so important in premodern thought, between ethical thinking and society, between the individual and the polis.


The recognition of these deep problems inherent in the project of modernity has evoked many critical responses and proposed alternative strategies over the last two hundred years. The fundamental assumptions underlying each of the components of this project—that is, art, science, and morality—have been subjected to systematic scrutiny. One of the most interesting sets of responses has aroused particular interest in recent years: that often referred to under the general rubric of “postmodernism.” Now, despite the fact that the term has been in use since the 1930s, the nature of postmodernism and its status as a concept remain extremely controversial. It certainly does not represent a unified theoretical school or movement; its role as an appropriate characterization of a historical period is doubtful, and its applicability as a tool of analysis for cultural phenomena in general is uncertain. It is understood in widely differing ways. For example, it has been referred to variously as a new historical epoch,16 as a moment within the continuing cultural project of modernity17 (that is, as a component either of modernity or of postmodernity), or, broadly, as a general cultural tendency or “cultural dominant” of late capitalism.18 The specific details of this debate do not concern us here, although it is worth noting that one of the features often claimed to be specific for postmodernism—its recognition of reality as inherently paradoxical, ambiguous, and open-ended—was in fact a central feature of modernism itself, and so represents at least one respect in which postmodernism is a continuation of the latter rather than the result of a decisive rupture with it. In spite of these difficulties with the concept of postmodernism, in defined contexts the term remains a useful one, and it is possible to speak of some central tenets that would seem to be part of most contemporary accounts.


In general terms, postmodernism represents a response to the aporia of the project of modernity. Within it, the subject is granted a much more limited role, and the field of discourse is much more diverse and fragmented. Art, science, and morality are all understood to be much more heterogeneous than previously recognized, and the outcomes of a plurality of techniques and approaches. There is a rejection of the commitment to certain knowledge and the search for an irrefutable foundation for truth. There is a particular emphasis on the need for an ongoing reflection on, and awareness of, the process of the generation of cultural products, including, in particular, of knowledge.


Postmodernism declares the death of the “grand narrative,” especially of the great cultural constructions of “humanity,” of “the proletariat,” of “womankind,” of “beauty,” of “truth” and of the project of universal “liberation.”19 It abolishes the central subject, from which truth and knowledge have flowed for three hundred years, and it abandons the notion of a single totalizing reason as the organon, guarantor, and guardian of knowledge.20


In the place of knowledge (in the singular), it erects discourses (in the plural),21 which can proliferate, and may be incommensurable, but nonetheless are not excluded from the demands of rigor and complexity. In the place of reason, there are only “reasons.”22 In the place of the central, potent subject, it offers the “decentered” subject, no longer structurally disengaged from the social processes which constituted it, but implicated within them and constantly being generated by them. This subject is not a center within an abstracted space of epistemological, aesthetic, and ethical theory; it cannot be separated from the hermeneutical space of praxis and intersubjective communication, and, as we shall see presently, it cannot be understood apart from the irreducible and inexorable fact of its embodiment.


The postmodern world, then, is a place of infinite variety and diversity. In it there are no fixed, unchallengeable criteria for judgment. Instead, contending perspectives are fostered and encouraged. This world is a place of radical freedom, in which the existential choices extend not just to the external circumstances of one’s life but to the nature of one’s subjectivity itself. The postmodern person is not faced with a socially patterned telos to which he or she is subject, as had previously been the case. Instead, he or she has to choose—to choose radically, not merely the content or the direction of his or her life but the framework itself, the context of and the conditions for judgment. The postmodern person is thus contingent; this is, so it is claimed, the shared experience of the contemporary world.23


It should be added immediately that, in spite of these apparently radical commitments, the political implications of postmodernism remain controversial. For example, it is claimed by some that postmodernism excludes in principle the possibility of any coherent political theory,24 and by others that it gives rise inevitably to a reactionary and antidemocratic politics.25 On the other hand, it is also said to raise profound possibilities for political associations that are based not on old concepts such as “community” and “freedom,” but on new ones such as “radical difference” and “openness to unassimilated otherness.”26


In both its forms—as cultural critique and as putative political manifesto—postmodernism has been applied to art and art criticism and to other aspects of culture in the computer age. It may be said that it has been applied to a much more limited extent to ethical theory, and almost not at all to medical ethics. In a major work on postmodernism and art, Peter Bürger argues that contemporary art—which he characterizes as “post avant-garde art”—challenges many of the assumptions of modernism, in particular, the autonomy of art and the existence of well-defined aesthetic norms. Post avant-garde art is distinguished by a plurality of styles and tendencies; art as an institution still exists, but “the possibility of positing aesthetic norms as valid ones” does not. This reflects both on the artistic products and on aesthetic theory: for “(w)here the formal possibilities have become infinite, not only authentic creation but also its scholarly analysis become correspondingly difficult.” All that is left from aesthetic theory is a “functional analysis” of the “social effects” of art works.27


The dissolution of aesthetic norms has meant a transformation in the nature of artistic creation. No longer is art subject to the category of beauty—which, as the principle guiding the production of artistic works, itself only came into existence with the Renaissance.28 Instead, art can now subserve a wide variety of aesthetic interests, “an infinity of purposes,” as Husserl said in another context. It can now challenge many of the distinctions formerly assumed to be inviolable—the distinction between art and everyday life, and between the high and the popular cultures, for example—and it can discover new tasks and experiment with new methods of creation.


While the explicit attention of the theorists of postmodernism to the questions of ethics and morality has been somewhat constrained, the potential relevance of this body of thought is evident. Ethics is concerned with a wide range of issues regarding values, the nature of the good life, and how one should behave in relation to other people both in general and in specific circumstances. Here, too, there has been a growing recognition that society is a battleground for contending value systems. As Max Weber—one of the great theorists of modernity—put it: “[F]orty years ago there existed a view that of the various possible points of view one was correct. Today, this is no longer the case; there is a patchwork of cultural values.”29


Just as in the field of aesthetics there is no single category of beauty that can provide a universally applicable aesthetic norm, so also in ethics there is no longer a single, universally valid, category of the good. There is not one good, but an infinity of goods; there is not one method, but a multiplicity of discursive frameworks within which ethical analysis and debate can occur.30 Once again, great systems are opposed rather than sought, and diversity is promoted and celebrated. The task of ethics is no longer to define the nature of the good, or duty, or “the ends of man,” much less to derive irrefragable principles for correct action. Rather, it is to uncover the nature of ethical values and the process of value creation; it is to examine existing concepts and to expose their hidden assumptions; and it is to challenge the hegemony of existing value systems and so to expand the possibilities for ethical action.


Implications for medicine


There is a clear convergence between the cultural critique of medicine and the emerging understanding of the tasks of ethical discourse in the contemporary social context. This new conjuncture raises a number of questions regarding medicine and ethics which are taken up in various ways in the essays in this volume. These questions include the general problem of the interdependence of ethics and ethical discourse, and society; the question of the ethical implications of new medical technologies; related to these, the issue of the nature and status of the concept of personal autonomy; and the fundamental question regarding the role of the body in the production of ethical values. None of these is a new problem, of course; however, in the age of postmodernism (if such a locution can be employed) they are raised in new and forceful ways. Here, I shall mention a few of the issues at stake and then pass on to some general statements regarding the nature of ethical theorizing in medicine in light of these developments.


There have been many attempts to explicate the relationship between ethics and society; some of these are discussed in detail in the course of this volume. A representative argument to which I shall draw attention here, for both its suggestiveness and its difficulties, is that put forward by Alasdair MacIntyre, in his influential work, After Virtue. MacIntyre claims that “every moral philosophy has some particular sociology as its counterpart.” All morality, he argues “is always to some degree tied to the socially local and particular”; therefore, “the aspirations of the morality of modernity to a universality freed from all particularity is an illusion.”31 Indeed, for him, the shaping of modern ethical discourse has been substantially determined by the specific cultural conditions established in the transition to modernity: he believes that in this transition the bond between the individual and the polis has been lost, as a result of which the old meaning of the virtues is no longer attainable. This is a general process:




A living tradition . . . is an historically extended, socially embodied argument, and an argument precisely in part about the goods which constitute that tradition. . . . [T]he individual’s search for his or her good is generally and characteristically conducted within a context defined by those traditions of which the individual’s life is a part, and this is true both of those goods which are internal to practices and of the goods of a single life.32





MacIntyre’s argument is suggestive, but it leaves open several important questions. It leaves open, for example, the question of the mechanisms by which processes at the level of society may be reflected in formulations at the level of theory; after all, these two realms would normally be regarded as incommensurable. It leaves open the question of the specific social variables that might be efficacious in this respect. It leaves open the questions about the nature of tradition and the historical variability of the process of interpretation.33 And it leaves open the critical question of the relationship of the individual to society and the limits of individual decision making. These questions, as I have stressed, are not new; however, they are raised with particular urgency in the present context, in which the old certainties about the task of ethics, the nature of the subject, and the conceptual structure of medicine can no longer be taken for granted.


It may be mentioned in passing that on some of these questions MacIntyre himself has given different answers at different times. For example, while After Virtue closes with a wistful, somewhat resigned, call for the construction of new, local forms of community—a kind of modernized and differentiated polis or Sittlichkeit (understood in the Hegelian sense)—in an earlier essay, which addressed directly the question of medical ethics, he asserts that the new moral pluralism leads to the need for increased individual decision making in a narrower sense: “each patient has to be given the autonomy which will enable him or her to decide where he or she stands.”34


But these are admittedly difficult questions. If the subject is “decentered”—if we can no longer conceive of ethical discourse and ethical decision making as radically disengaged from society—the old “thin” or “negative” concepts of autonomy and freedom need to be reconsidered.35 There is, however, no single, clear alternative. Indeed, there is more than one postmodern formulation of autonomy, as several of the essays in this book make clear. Autonomy can be understood as the ability to engage in communicative processes unobstructed by either internal or external constraints; it can be understood as the capacity to choose the framework within which one’s own actions will be judged; or, more generally, in the language of postmodernism, it can be understood as the process by which a discursively formed decentered subject enters the hermeneutical space of praxis together with other decentered subjects, similarly formed in discursive terms.36 There are even more radical formulations. For Levinas, for instance, “ethics is the very origination of meaning” and autonomy, understood as similarly fundamental, is interpreted as an essential property of subjectivity as it arises in its immanent relationship to ethics. In this formulation, ethics and autonomy are inseparable at the originary level of being: “(s)ubjectivity is being subject to the other in an ethical relationship.” These deep identifications emphasize the foundational role of language. Ethical reflection issues are always in an internal dialogue with language itself; there are no definitive formulations: we have only “the intrigue of language and ethics,” an endless thinking back “from the Said to the Saying.”37


The “object” of medicine is the human body. As Levinas has stressed, this body is deeply infused with questions relating to values. It is not, as earlier medical ideologies tried to portray it, simply an inert object of scientific knowledge or therapeutic action; it is both more complex and more elusive than this. The body is the source of meaning and meaning-creation; it is our internal horizon of knowledge and meaning; it is the perspective that we bring to bear on the world. These insights emerge in great and cogent detail especially from the work of Merleau-Ponty:




“The body is the vehicle of being in the world, and having a body is, for a living creature, to be intervolved in a definite environment to identify oneself with certain projects and be continually committed to them. . . . [M]y body is the pivot of the world. . . . I am conscious of the world through the medium of my body.”38





More recent theory has elaborated the interweaving of the body in the cultural world and the social and historical specificity of the meanings thereby produced. The body is a condition of medicine and ethics. It is, of course, the object of inquiry and the site of therapeutic action. That is obvious; what is less obvious is that it is itself discursively generated and therefore subject to social variables. The body is an effect of the extant, culturally contingent forms of discourse within which medicine operates and which also find expression in the contemporaneous political forms. Language and corporeality, therefore, are closely aligned:




Constituted in writing, the discursive medium which governs the epoch and separates itself silently but efficiently from the spectacle, covering its own traces, the bourgeois subject substitutes for its corporeal body the rarefied body of the text. . . . The carnality of the body has been dissolved and dissipated until it can be reconstituted in writing at a distance from itself. . . . [T]he body is admitted only as a nameless momentum outside the real arena of meaning and endeavour, as an unruly mess of functions and afflictions which only in its object-aspect will discourse be able to name, categorise and subdue.39





As it is lived, the body is marked, inscribed, and made meaningful in relation to the culturally specific forms of intersubjectivity and language. The identity it acquires in this process is a gendered one, inscribed on the biological raw materials. Gender has particular significance with respect to the factors that shape the individual, for it carries a kind of internal generative force, with implications at the levels of knowledge, power, and ethics; it is also important to note that feminist thinkers—who embody the main contemporary forms of the cultural reflection on gender—have done much to bring together the experiences of the body and philosophy and social theory.40


Embodied experience generates meanings and values. Conversely, the limits of the body and its relations with others, and hence its boundaries and internal forms, are themselves the outcomes of ethical considerations. Both the body and ethics are social accomplishments; both are the effects of complexes of discursive systems. The autonomous body—the body as it stands in relation to the political culture—marks out a special trajectory in the manifold of social meanings and values.


In the age of postmodernity, medical ethics is a heterogeneous and differentiated subject. Within it, new problems are articulated and addressed, with new perspectives and new techniques. It arises from a deep skepticism regarding the old ideologies of both medicine and ethics; it remains particularly doubtful about the great systems that for more than two hundred years dominated the joint projects of ethics and modernity. Postmodern medical ethics rejects the conflation of ethics and normative ethics.


The three pillars of modernity—science, morality, and art—can no longer be kept radically separate. While they are each more diverse than they once were, their shared assumptions and their mutual interdependence are now evident. Within medicine, science and ethics—and, some would say, art—are indivisible. In spite of the fragmentation of worldviews, the proliferation of perspectives, a larger, more complex, unity perdures. There is a triad out of which both medicine and ethics are generated: the triad of the body, discourse, and society. It is one of the tasks of postmodern medical ethics to elucidate the elements and the interactions that characterize this triad.


The “fate of our times,” as Max Weber said, is that fixed and final answers are no longer available to us: the world is “disenchanted”; the “ultimate and most sublime values” have retreated from public life.41 Today, we must come to terms instead with fluidity and fragmentation, plurality and proliferation. This does not prevent us from asking the traditional global questions of value. Indeed, in relation to medicine, these questions are probably more pressing than ever. When we consider ethics and medicine, we need to consider what medicine is, what it does, and what it should be; at the same time, however, the same questions must be addressed to science and to society.


Conclusion


As I said at the outset, the essays in this book all seek to expand boundaries, to expose presuppositions, and to explore alternatives. They address some of the many facets of the relationship between medicine and values; in doing this, they explore various aspects of the body-discourse-society triad. Individually and together, they seek to reconstitute existing forms of discourse—including those derived from Marxism, feminism, poststructuralism, phenomenology, and conventional philosophical ethics—around the general problem of medicine and ethics.


The perspectives of the individual essays are diverse yet complementary. They draw on a wide variety of sources, from both within and without conventional medical ethics. The types of analysis employed are similarly diverse: there are studies of the broad structures of medicine, of its relationships with the social processes, of its techniques of knowledge and the character of the communicative processes it employs; and there are examinations of the internal character of the therapeutic relationship, of the nature and significance of embodiment, and of the impact of new medical technologies on the experience of the body. Some of the essays engage in a dialogue with bioethics; some question its underlying assumptions. Some examine the nature of medical knowledge; some focus on the clinical relationship and its particular problems. The treatments do not claim finality or completeness, and they certainly do not claim to provide a single perspective—regarded as ‘postmodern’ or otherwise—to replace the conventional ones. Indeed, today, such a quest is both impossible and inappropriate; our proper task is to do no more than to initiate and to suggest.


This book does not provide solutions for specific ethical dilemmas. It does not offer a general guide for right conduct. It offers a questioning, that is open and ongoing and which may lead to an enhanced appreciation of the depth and complexity of the dialectic of medicine and ethics. “The morality of thought,” Theodor Adorno once wrote, “lies in a procedure that is neither entrenched nor detached, neither blind nor empty, neither atomistic nor consequential. . . . Nothing less is asked of the thinker today than to be at every moment both within things and outside them.”42 This reflection expresses both the contemporary conjuncture of our culture and the conditions for a deeper understanding of the nature and role of medicine. Only in this way might a reconciliation of medicine, culture, and everyday life become possible.
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Divide and multiply: culture and politics in the new medical order


Doug White


To whom does one go if unwell? There is a wide choice close to where I live. There are a pharmacist, a newsagent, a firm of doctors, a bunch of assorted practitioners at the local sports medicine clinic, a community health center, several naturopaths, a chiropractor, a transcendental meditation center (“no worries,” it advertises), and several psychologically trained therapists, and it is not very far to the nearest public hospital. No doubt this list could be added to, and anyone who lives in an Australian city almost certainly could access similar resources. Of course, there is a prior question before the one of “Where do I go?”: How do I know I am unwell? Limitations on advertising by some practitioners means I am not as well advised here. According to locally prominent billboards, I’m not at my best if I get drunk or smoke or go outside without a hat, a shirt, and a slop of some greasy skin covering. Further advice comes from the magazines at the newsagency. While I haven’t researched this area fully, I think it is quite possible that I am overweight, not well-tuned, and have skin and hair problems and that my sexual aura needs some attention. A woman would, I gather from what I have heard and read, be told of even more health problems.


There is something worth commenting on here. The enormous variety of healthmongers offers a great choice, and this is sometimes equated with a high degree of personal autonomy. No longer do I have to be satisfied with one form of medical practice, as was once the case, in a neatly graded hierarchy: specialist doctors, general practitioners, nurses, chemists. No longer do I have to enter the treatment area through one door, that of the general practitioner. The field is no longer quite so hierarchically structured, and certainly it is not governed by a single mode of theorizing; scientific medicine no longer is the only kind there is. That is how it seems. Yet the past wasn’t quite as uniform as I have just presented it. I well remember a member of my family being taken to a faith healer many years ago, and there were all kinds of belief about of the efficacy of certain masseurs and other assorted cranks and quacks. The difference now is that the distinction between “true” medical practice and cranks or quacks is less clear. Nearly all the variety of practitioners now have been to some kind of school, and most have a certificate or diploma to prove it. The variety has probably become a bit greater, but the main difference is that all varieties are now certified. Looking at the customer rather than the provider, it might be considered that it is not an increased range of services that characterizes modern medical times, but increased gullibility. To be kinder, perhaps there is less confidence in any particular form of medical fixing.


Lack of confidence in any particular medical practice is not at all surprising. There are many pressures on us all that make it unclear as to whether we know we are sick or well. An inability to make friends with sexually preferred others might be indicative of unwellness, for which we should seek attention. Everybody gets spots or lumps on their bodies from time to time, but now it’s a matter of a life-threatening warning, for who but an expert could tell us that it isn’t breast cancer or incipient melanoma? Being a bit tired or irritable would most likely have once been put down to working too hard or having to put up with unpleasant social circumstances; now it might be just as well to see a psychotherapist or a naturopath. And so it goes on. In these circumstances, to which some people are immune, although the degree of resistance appears to be weakening, individual autonomy is rather more like anomie than a desirable state of independence. Uncertainty of meaning and definition is characteristic of both the providers and users of health services.


The great variety of services, and the intensity with which health advice is offered, is not at all in contradiction to an actuality of uniformity and hierarchy. The uniformity underlying the variety is that there is a technical solution to all problems. The intensity of advice, and the number of consumers of this advice, suggests that a great many people have come to believe that they no longer have to put up with any imperfect state. Anything from pimples to a vague feeling of not being treated quite right by the world has a solution. Since, of course, most problems have no solution, or no completely effective one, the opportunity for those offering solutions is endless. But the belief in technical solutions to human problems implies a belief in hierarchy; somewhere, out at the frontiers of science and engineering, a solution must exist. Hence the highest status is given to those with the superior technical skills—people such as brain surgeons, pharmaceutical producers, and genetic engineers (who have recently claimed that the ultimate problem of a limited life span can be overcome).



Autonomy and cultural diseases



If this sketch of the health and illness scene is broadly accepted, the ethical problem can no longer be regarded as one that applies exclusively to the practices of doctors and other medical professionals. Rather, it must now be recognized as a problem pervading our culture and society. The particular problems faced in medical encounters are real and specific, and they need to be resolved as they present themselves. But such resolutions are only partial and inadequate; the context in which such issues arise itself needs theorizing. For example, the question of whether or not euthanasia should be permitted is once again under debate as this article is being written. Nurses, it is reported, by a large majority favor the practice. Perhaps it is the ultimate in caring, somewhat consistent with a slogan I read recently on a young woman’s T-shirt, “double suicide is the sublime culmination of love.” Doctors, a little more careful of their claim to be the supreme life maintainers, have been more wary of public statements. Perhaps they are waiting for a code of “ethics” on the matter. The Right to Life organization has no doubts about the answer to the question: for them, euthanasia is murder. The issue would hardly arise outside of the context in which there is thought to be a technical solution to all issues. If it was accepted, generally, that people with intractable, terminal conditions must die, the technical issues would become subordinate ones: dying could be allowed, with support and compassion. But as technical means of maintaining existence have become so highly valued, we have no way except that of establishing rules for another set of technical procedures.


Those who possess the technical procedures stand in a hierarchically superior position. Caring, which of all human practices is among those most strongly typified by the reciprocity of loving one another, becomes polluted by the inequality of a power relation based on control of the techniques. The old codifications of religious dogma appear as cultural fossils when brought into relation with the culture that elevates the technical fix. The expectation of autonomy, of control over one’s body, which is interpreted as the maximization of happiness, becomes converted into the passing of control to the person with the technical know-how. The question of euthanasia is not a particular question at all; that it is raised for public debate in the current manner is a symptom of a cultural disease, a cultural disease not addressed by those forms of practice which take a symptom as the disease itself.


But many medical encounters, it may be argued, are not at all characterized by the exertion of authority of technical knowledge. Medical dominance is an ideology of which many medical people are aware is held by others, but not themselves. Particularly in the more fashionable locations, like psychotherapy and at the community health centers, the practitioners may go to great lengths to avoid instruction and to avoid decision making. I believe this is not at all what it seems and will attempt to make my point through a couple of examples, one from personal experience and one I just made up. The first example is a dialogue with a doctor on a trivial matter:




Me: I think I need glasses, at least for close-up work.


Doctor: Why ask me, then? If you think you need glasses, you must need them. No one could know better than yourself.


Me: Actually, what I want is a referral from you to a specialist who might tell me more.


Doctor: If you want a referral, then I’ll give you one. But I can’t see what a specialist could tell you that you can’t tell yourself.


Me: Aren’t there objective tests for farsightedness?


Doctor: Yes, but it is up to you what you want to use your eyes for. To a jeweler or a watchmaker, farsightedness is a serious matter, but for some other people it doesn’t matter at all. Do you read much?


Me: Isn’t it worthwhile, if I’m going to have trouble reading, which I do, I should get my eyes checked for other things?


Doctor: O.K., I’ll give you a letter for a specialist (which he recommended).





The encounter was pretty harmless. The doctor’s authority was used in an attempt to enhance the autonomy of the customer; he might have thought he was engaged in an empowering dialogue. I suspect most people gain knowledge by being told something, but current ideas of autonomy inhibit people from using their authority directly. Authority has to pretend it doesn’t exist. Imagine, though, a conversation of a similar structure:




Customer (female): I think my nose is not well shaped.


Doctor: Well, you know whether it is or not. It all depends on what you want to do with it. Noses are many different shapes, and none of them is perfect to everybody.


Customer: I think I’d be more attractive to men if it were a bit better shaped.


Doctor: That all depends on how you want to attract men, or whether you want to at all.


Customer: I’m sure I’m right. Anyway, that is what I want.


Doctor: Well, if that is what you want, I’ll write you a letter of referral to a plastic surgeon.





In this conversation, the apparent autonomy of the client is recognized, but it is the weight of the cultural expectation that is actually at work. Doctors could scarcely be expected to act as a counterauthority, if they respect the wishes of those who come to them. But for a long period, this is exactly what doctors did do—that is, represent an authority which at times was in conflict with other authority. The doctor’s only claim to authority here is as a voice of the technical solution.


But there are times when it is the case that medical authorities act against what are widely held beliefs. The campaigns against smoking tobacco provide one such example. Since the evidence here is quite overwhelming, there is obviously a case that people should be informed of it. There is a strong case that tobacco should be made unavailable, or permitted in limited quantities, to addicts. The campaign could be directed against the purveyors, as it is with heroin, and this is done to a degree in the case of advertising and sponsorship of sport. In times when authority took a different form, people were not persuaded to have immunization against diphtheria; it was compulsory. Now, the authority has to present itself as directed toward lifestyle, which puts it on the same ground as the advertisers of cigarettes. The campaign against lying unprotected in the sun takes a similar form. Certainly there is a need for public information; there is also good reason for action against the modes of production and consumption that damage the ozone layer. The authority, which presents itself as no authority, is that of preferred lifestyle, and this means its actions on the one hand are limited. On the other hand, it is unlimited, for there is no limit to preferred lifestyle; living is rather hazardous, and the method of exertion of authority even when there is an objective basis for it cannot be clearly distinguished from manipulative advertising or moral puritanism.
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