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bstract

The current debate on medical professionalism is challenged by situations of co-existent “conventional” and “complementary/alternative”
edical approaches. The issue of this article is how to realize professional behaviour in such pluralistic context.
Medical pluralism is presented as consequence of the inherent pluralistic feature of science. Both conventional and complementary medical

pproaches need to adhere to the ethical principles and commitments of the medical profession. Though questioning scientific mainstream models,
rofessional pluralism means to comply with scientific attitude. It calls for an unfolding of the premises and consequences of the respective

herapeutic concepts. Scientific orientation of individual therapy includes competence, rational assessment of the patient’s situation, clinical
xperience, knowledge of external evidence, and a critical evaluation of the course of disease. Furthermore, shared decision making on individual
herapy requires empathy and the consideration of the patient’s perspective.

2010 Elsevier GmbH. All rights reserved.

dicine
eywords: Professionalism in medicine; Medical pluralism; Complementary me
atient perspectives
In the last decade the nature of medical professionalism
as been widely discussed [1–5]. According to the Charter on
edical Professionalism, physicians are oriented towards three

rinciples: patient welfare, patient autonomy, and social jus-
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ice. To adequately realize these principles, physicians enter
nto a set of commitments: professional competence, honesty
ith patients, patient confidentiality, appropriate relations with
atients, improving quality of care, improving access to care,
ust distribution of finite resources, scientific knowledge, disclo-
ure of conflicts of interest, and collegiality [1]. Similar ideals

re expressed in the International Code of Medical Ethics of
he World Medical Association, the European Code of Medical
thics and in the Code of Medical Ethics by the German Medical
ssociation [4–6].
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In 2000 the Dialogue Forum on Pluralism in
Medicine was initiated in Germany, following
a suggestion of the President of the German
Medical Association, Prof. Dr. med. Jörg-Dietrich
Hoppe. The latest publication of this forum con-
tributes to the international debate on medical
professionalism, extending it to the situation
of co-existing conventional and complementary
medical approaches. This article also reflects on
the tradition of pluralistic medicine in Germany,
where it has received much attention since the
1960s.

We thank the Deutsches Ärzteblatt for permission
to publish the English translation of this article.
Original German publication:
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(12) A548–A550.

However, these codes do not deal with the conflict
aused by the coexistence of “conventional” and “complemen-
ary/alternative” medical approaches. The question therefore
rises: How can professional treatment be realized in the context
f medical pluralism?

rofessional standards of therapy

Generally speaking, medical treatment is professional – i.e.
ompetent as well as ethical – when applied and implemented
n accordance with the above-mentioned principles and com-

itments. The following criteria describe professional medical
ractice in further detail:

Conscientious everyday work (e.g. taking thorough case his-
tories, performing appropriate physical examinations) and
documentation.
Continuous striving for profound medical knowledge, includ-
ing continuous medical education.
Awareness of the scope and limitations of one’s own diagnos-
tic and therapeutic procedures; appropriate information to the
patient in this respect.
Knowledge of the most relevant diagnostic and therapeutic
alternatives as well as their scope and limitations; appropriate
information to the patient also in this respect.

Avoidance of polemical comments on therapeutic alterna-
tives.
Willingness to explain the theoretical and empirical basis for
one’s own therapeutic approach.
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Respect for the patient’s autonomy, individual perspective,
preference, and freedom to choose.
No exaggerated financial claims.
No false pretence of future success for the purpose of financial
advantages or other forms of profit.

This list of criteria is not conclusive and applies equally
o conventional and complementary medicine. It can be a
elpful tool for the distinction between professional and unpro-
essional treatment. The criteria can be further specified and
ugmented, according to the circumstances of the respective
edical approach.

cience and pluralism

In the context of medical pluralism, one particular criterion
f professionalism needs to be discussed in more detail: the
ommitment to scientific knowledge. This commitment has to
cknowledge the specific nature of medicine as a science of prac-
ical experience, which also utilizes other scientific disciplines
7,8]. In accordance with the charter of professionalism men-
ioned above, the scientific knowledge of physicians is based on
xternal evidence as well as clinical experience [1]. At first sight,
edical pluralism and the commitment to scientific knowledge
ight appear to be a contradiction. However, science itself is

luralistic in a number of aspects.
The logico-mathematical sciences are based on axiomatic

efinitions [9,10] with the possibility of co-existing alternative
ystems [11]; in empirical science not only do facts define theo-
ies but theories also define facts (Einstein: “The theory decides
n what we can observe” [12]); there is a plurality of explanatory
ossibilities [13] with complementary [14] and competing [15]
xplanatory models and different model levels [16], and there is
plurality of evidence theories [17]. Within the scientific com-
unity a variety of styles of thinking and schools of thought

oexist [18]. Accordingly, there can be coexistence of competing
r complementary scientific systems and perspectives.

This pluralistic character of science received much appraisal
fter Thomas S. Kuhn had brought the concept of the “paradigm”
nto the centre of the science debate in the 1960s [19], and
fter Imre Lakatos had spoken of competing research programs
15]. Subsequently, pluralism was called for: In 1974 Helmut
pinner declared “pluralism as a model of scientific epistemol-
gy” [20]. In Germany, medical pluralism was established in
he Drug Law of 1976, acknowledging the so-called “special
herapy systems” of homeopathy, phytotherapy, and anthropo-
ophic medicine [21]. Since then, the importance of pluralism
n medicine has also been emphasized by the German Social
ode [22] as well as in German jurisdiction and legal liter-
ture [23–26]. On a global level, medical pluralism has been
stablished by the World Health Organization, particularly with
he concept of “traditional medicine”, which acknowledges the
iverse cultural traditions of different world regions [27].
Notably, the acceptance of medical pluralism came second to
he acceptance of pluralism in science, both chronologically and
ogically [28,29]. Therefore, pluralism in medicine must not be
onfused with arbitrariness. Though questioning the explanatory



of Int

m
t
a
t

E

p
t
s
a
a
c
l
o
d
p
a

m
e
e
e
i
a
t
t
T
a
h
o
d
t
i
t
i
m
m

h
i
[
d
a
a
n
L
c

C

p
t
s
a

f
(
a
w
m
t

c
c
w
m
a
d
p
W
t
t

t
o
t
i
p
q

•

•

•

P

i
p
s
i
c
p
c
a
t
e
w
o
a
i

H. Kiene et al. / European Journal

onopoly of scientific mainstream, pluralism does not question
he commitment to science. On the contrary, pluralism calls for
n unfolding of the premises and consequences of the respective
herapeutic concepts [30], opening them up to critical discourse.

valuation

An important instrument for the evaluation of diagnostic,
rognostic, and therapeutic procedures are clinical studies. In
he current conceptual framework of evidence-based medicine,
tudy evidence is ordered in a hierarchy with higher levels such
s randomized controlled trials (RCTs) and their meta-analyses,
nd with lower evidence levels such as observational studies,
linical experience reports, and expert opinions. Each of these
evels provides evidence of a certain strength. For the validation
f diagnostic procedures and for prediction analysis, other study
esigns than RCTs are accepted. For the evaluation of thera-
ies, RCTs are required in the majority of cases, sometimes also
dditional studies on routine health care.

Facing medical pluralism, one might argue that the commit-
ent to science should be uniform at least in regard to therapy

valuation, and should be based preferentially on RCTs. How-
ver, RCTs are not always feasible: e.g. because of ethical or
conomical reasons; because the number of available patients is
nsufficient; or because there can be strong therapy preferences
mong physicians or patients. In particular for skill-dependent
reatments, RCTs can easily lead to false results. Sometimes
he existing evidence is convincing even without RCTs [31].
herefore, in a pluralistic range of therapy options, “best avail-
ble evidence” is not necessarily equal to “best therapy”. This
olds true not only for many areas of complementary but also
f conventional medicine – especially when therapies have been
eveloped from practical experience, such as surgery, physio-
herapy and psychotherapy. Accordingly, therapy evaluation is
n itself pluralistic (“a diversity of research approaches, rather
han a hierarchy” [32]). Whether such pluralism of evaluation
s a necessity and how it could be adequately implemented, is a

atter of dispute [32–35], not least in regard to complementary
edicine [36–40].
Clinical studies and systematic analyses thereof (reviews,

ealth technology assessment reports) are important and are
ncreasingly being used also in complementary medicine (e.g.
41–44]), but offer only a limited basis for the physician’s
ecision on how to treat the individual patient. Criteria for
scientifically oriented individual therapy include a rational

ssessment of the patient’s situation, clinical experience, exter-
al evidence, and a critical evaluation of the course of disease.
ast but not least, patient treatment requires empathy and a
onsideration of the patient’s perspective.

ompetence and dialogue

Pluralism in medicine requires the commitment to

rofessional competence. Medical competence includes mul-
idisciplinary knowledge of the natural sciences, psychology,
ociology, methodology, and pathology; skills in diagnostics
nd therapy; specialist expertise; the ability to create a trust-

R
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ul physician–patient relationship; cooperation with colleagues
in particular when one’s own limits of competence are reached);
nd continued medical education. All these aspects apply like-
ise to physicians working with conventional or complementary
edicine. Therapeutic professionalism can only be realized on

he basis of competence.
Increase in competence can be achieved by medical spe-

ialization. Continued education in complementary medicine
an also be considered as a competence gain – a viewpoint
hich appears to be widespread in outpatient care, e.g. in Ger-
any, where the use of complementary medicine is endorsed by

bout half of the physicians [45]. On the other hand, the distinct
ifferences between conventional and complementary medical
ositions often cause mutual antagonism within the profession.
hile differing expert opinions in conventional medicine tend

o stimulate communication and cooperation, this is often not
he case with pluralistic medical approaches.

Finally, medical competence depends on the knowledge of
he scope and limitations of other therapy approaches than
ne’s own. Consequently, medical pluralism invites physicians
o inform themselves about other therapy options and their util-
ty, and to cultivate a dialogue with other physicians and therapy
roviders across paradigms [46]. In this respect, the following
uestions can be useful:

What is the conceptual framework, including conceptions of
man and nature, of the respective therapeutic approach and
how does it relate to the concepts of other therapy systems?
How do representatives of the respective therapy system view
the possibilities for evaluation?
To which extent are representatives of the respective therapy
capable of an open discourse?

atient perspectives

The primary guiding principle of medical professionalism
s patient welfare (“salus aegroti suprema lex”). As a second
rinciple, the respect for patient autonomy was added in the
econd half of the last century. This patient autonomy makes
t necessary to take into account the patients’ perspectives on
omplementary medicine: according to surveys, the majority of
atients would like an integrated healthcare system including
onventional and complementary medicine [47]. In May 2009,
referendum in Switzerland brought into effect an addendum to

he Swiss constitution, according to which the government shall
nsure that consideration is given to complementary medicine
ithin the healthcare system [48]. If in the further development
f the healthcare system these patient perspectives are taken into
ccount, issues of medical professionalism will be of paramount
mportance.
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