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Cultural and Ethical Issues in the 
Treatment of Eating Disorders in Singapore

J AC INTA  O .A .  TAN ,  SYAH IRAH  A .  KAR IM , 
HU E I  Y EN  L E E ,  Y EN  L I  GOH ,  AND  E E  L IAN  L E E

The ethical issues involved in the treatment of eating disorders have received 
considerable discussion in the literature, with debates chiefly focusing on the 
issue of compulsion (Ayton et al. 2009; Giordano 2003; Dresser 1985; Draper 
2000; Rathner 1998; Vandereycken and Beumont 1998; Tiller et al. 1993; 
Carney et al. 2005). Some empirical ethics research has also been conducted 
with patients, parents and mental health professionals concerning issues such 
as the ethics of compulsion and the impact of having an eating disorder on 
decision-making (Serpell et al. 2004; Tan et al. 2008; Tan et al. 2010; Tan 
2006; Newton et al. 2005; Serpell and Treasure 2002; Serpell et al. 1999). 
Most of these discussions and research studies, however, have taken place in 
Europe, Australasia and the United States, mirroring the fact that most eating 
disorder research is also based in Europe, Australasia and the United States.

The Singapore Context

Singapore is a small island state with a population of 5,312,400 (Department 
of Statistics Singapore 2012). The population is largely composed of different 
ethnic groups: Chinese 74.2%, Malays 13.3%, Indians 9.2% and Others 
3.3% (Department of Statistics Singapore 2012), but there is also a sizeable 
number of foreign nationals resident in the country. It is a multi-religious, 
multi-lingual country. Singapore has a highly-educated and affluent population 
but the population is ageing and there is a widening income gap (Rajan and 
Thangavelu 2009).
 The prevalence of eating disorders in Singapore is unknown. What is 
known is that the number of patients with eating disorders presenting to 
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mental health services in Singapore is rising, and that this is congruent with 
patterns in other Oriental countries such as Japan (Miller and Pumariega 
2001). Although there have been suggestions that eating disorders can be dif-
ferent in non-Western cultures, and that Chinese sufferers may lack a fear 
of fatness (Lee et al. 2001), the clinical presentation of anorexia nervosa in 
Singapore has been found to be similar to that seen in other countries inter-
nationally (Lee et al. 2005). Treatment of eating disorders in Singapore is 
based on clinically-proven treatment models developed in Europe, Canada 
and the United States. There is one specialist eating disorder treatment centre 
in Singapore, which accepts patients aged 13 years and above. It is based in 
a general hospital and works closely with the departments of endocrinology 
and gastroenterology and is the only such specialist centre in the whole of 
Southeast Asia. When faced with ethical issues in the treatment of eating 
disorders, many mental health professionals refer to the Singapore Medical 
Council’s ethical code of conduct as a guide. The code is similar to, but less 
detailed than, the General Medical Council’s medical practice guidelines in the 
United Kingdom (Singapore Medical Council 2006; General Medical Council 
2009; General Medical Council 2008).

Methods

A focus group was run in Singapore, to which health professionals working 
with patients with eating disorders were invited. The aim of the focus group 
was to explore the ethical issues that arise for mental health professionals 
treating eating disorders in the Singapore context.
 Ethical issues in the treatment of eating disorders were discussed within the 
focus group, which lasted 90 minutes and had two facilitators. The direction 
of the discussion was largely driven by the participants themselves, although a 
brief topic guide was used to help direct the discussion (see below).

Focus group discussion topic guide:
1. What is involved in treatment in eating disorders?
2. What are the problematic issues you encounter in this work that may 

have ethical aspects?
3. How does the Singapore context affect these?

 The focus group session was video-recorded with all participants’ knowledge 
and consent. No patients were named during the discussion. The focus group 
was conducted using a flexible approach with the facilitators helping the 
participants to co-construct their views regarding ethical issues, which they 
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may not have thought about themselves (Tan and Hope 2008). The content 
of the recorded footage was examined and the ethical themes were derived in 
an iterative process of analysis. This analysis involved listing and describing 
emergent issues, which were developed through repeated scrutiny of the focus 
group discussion utilising comparison and consensus between the first two 
authors. These themes were used to construct the analysis given in this article. 
In the quotations provided below, P indicates individual participants of the 
focus group, and F indicates one of the two facilitators.

Sample

The focus group was attended by ten participants, nine of whom were female. 
Nine of them worked at the sole eating disorder treatment centre in Singapore 
which accepts patients aged 13 years and above, while the tenth worked at 
the sole gazetted psychiatric hospital in Singapore (that is, an institution at 
which patients can be compulsorily detained under the Mental Health (Care 
and Treatment) Act 2008 1 (Draper et al. 2008).
 The participants came from a range of disciplines. There were three con-
sultant psychiatrists, three advanced trainee psychiatrists, two psychologists 
(one of whom was also a lawyer), one occupational therapist and one family 
therapist (who was also a medical social worker). The only professions in 
the eating disorder team not represented in the focus group were nurses and 
nutritionists, who had been invited to attend but where unable to. Although 
small numerically, this group represented most of the health professionals who 
work specifically with patients with eating disorders in Singapore.
 Of the ten participants, four had experience of working either in Australia, 
the United Kingdom (UK), Canada or the United States of America (USA), 
which enabled comparisons from experience with treatment of eating disorders 
in these “Western” countries to be made.

Results

The overarching theme which emerged from the focus group discussion was 
that of the relevance of the local context and culture to the consideration 
of ethical issues in treating patients with eating disorders. This relevance was 
articulated through discussion around one overarching theme of general cultural 
differences between “the West” and Singapore; and two particular emergent 

1 This Act also now allows transfers of patients from the sole psychiatric institution in Singapore 
to a general hospital for medical care of the patient.
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themes: the centrality of the family and the place of the individual in the 
family. In turn, these two themes had major effects on the way the teams 
worked with patients and their families. During the examination of the two 
themes, it emerged that these major effects appeared to centre on issues 
relating to the principles of confidentiality and compulsion.

Overarching Theme: General Cultural Differences between 
“the West” and the Singapore Context Affecting the Ethics of 
Treatment of Eating Disorders

Culture was felt by the group to be one of many factors that affect the ethics 
of treatment of eating disorders.

Sometimes it feels like ethics is linked together with the law; like on one 
hand we are obliged to inform the police if we are informed of something 
that is statutory rape; but on the other hand we are accused of breaching 
confidentiality and we have the threat of being sued by the patient. And 
then we have our own morals to uphold. So there is this interplay between 
law and ethics. And culture, our own culture, our own outlook, what we 
believe in, our tradition is also playing a part. So there are so many things 
that are affecting each of these. P8

Culture was directly relevant to the treatment of eating disorders in the 
Singapore context. For example, one treatment rule for patients with eating 
disorders was that they should finish everything on their plate. However, this 
apparently simple rule could be culturally problematic:

Certain more traditional families like Chinese families, they tend to believe 
that if you finish all your food it means that you have not had enough to 
eat; whereas certain other cultures believe that if you leave food on your 
plate that means your future husband will have a lot of food to eat! So 
culture and beliefs can affect intake of food. P8

Theme — Focus 1: Centrality of the family

The group agreed that in Singapore there was a great deal more involvement 
of the family than in “Western” countries. A participant felt that what 
American and European clinicians would call “enmeshment” of families — 
that is, unhealthily strongly intertwined relationships within families — was 
considered the norm for relationships by Singapore families.

In our culture in Singapore, I think all the three major ethnic races would 
be very similar in regard that for many of us, even for adults the parents 
are very heavily involved still. The Western psychologists and psychiatrists 
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and family therapists would call this ‘enmeshment’, but here it is called 
‘filial piety’, ‘being a good parent’ etc. So here, it’s very — I am not sure 
it’s reasonable to discuss with an adult patient exclusively without involving, 
with the deliberate choice not to involve the parents with regard to his or 
her recovery plan; even if the patient is 30-something years old and her 
parents are 70 or 80 years old. P7

 In particular, parental authority over offspring was more powerful than 
considered normal or healthy in Western cultures, and this authority continued 
into adulthood.

This is very true because it’s very hard to explain to parents about confi-
dentiality. I have experience of them saying: ‘if they live under my roof 
it’s my rules!’; and I’m like ‘ok, fine’ [mimics placatory tone]. And they will 
pull the patient out and won’t let them have therapy and they will look 
for a therapist who will tell them everything. So I’ve had that experience 
myself. […] Even for adult patients they say ‘under my roof it’s my rules’. 
P10

And sometimes even when the patient no longer lives under their roof it’s 
still the same! P7

 Family members were also much more involved in patients’ care in Singa-
pore, a general pattern which extended well beyond psychiatry. This greater 
involvement had several purposes, such as providing support and facilitating 
either shared or proxy decision-making.

I have worked in the UK as well and never in that time — the patient 
always came alone, no matter how young. But over here, the patient comes 
with someone from the family, and the family member barges in, you do 
see cultural differences. P4

As a side issue I just had a meeting about the crowded situation of this 
[treatment] centre. And someone mentioned, ‘you know, when you run 
your clinic it gets really crowded because not only do you have a lot of 
patients, every one of those patients comes with at least two parents, 
so the number of people waiting is like you know, times three!’ So our 
patients usually come with someone. Even adult patients. And even adult 
patients come with husbands, wives, parents. And you know, it isn’t just 
in psychiatry. When you work in the West and say, a little old lady who 
comes to see you because she has a hernia, she will come alone; she will 
drive herself and she will park her little Austin Minor or Robin Reliant. 
And then she will toddle over with her OAP [old age pensioner] card and 
she sees you. Then you tell her about it and she decides for herself and 
she toddles home and she probably lives alone. Here, if you go to the 
surgical clinic, every old lady there is accompanied by at least one if not 
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two people, at least the maid if not her son or daughter who also took 
the day off to come with her. P7

I think it could also be providing support too, not only because they wanted 
to. P5

It’s also that they turn to the children to make the decision, they don’t want 
to make the decision about the surgery. P10

Theme — Focus 2: The Place of the Individual in the Family

Given how strong family relationships were, where did that leave the individual? 
The group had a lively discussion of the role of the individual in the dominant 
ethnic groups in Singapore: the Chinese and the Malays. It appeared that there 
were deep differences in the position of the individual with respect to priority, 
power and rights in relation to groups such as the family and society in Singapore, 
as compared to the primacy given to the autonomy and rights of individuals in 
British and American medical ethics.

It’s not just western medicine but even psychotherapy as well, the roots of 
psychotherapy, the concepts on which it is conceived are from the West 
also. So this is what I think: In the West it’s mostly about individualism, 
it’s the individual self first, and foremost, and then everything else comes 
after. And now I speak for Chinese culture which we are part of: and it’s 
country, Guo (国), first; then family, Jia (家); then finally the self, Wo (我). 
So the hierarchy is Country, Family, Self. P7

So the self clearly is very minor. F1

That’s a new concept: before there was no concept of self, Wo (我), there 
was no word for the self in Chinese. It (the concept of self ) was only after 
the Cultural Revolution when some people were educated in the West. It 
was not written. When you read the Chinese literature they don’t use the 
word, Wo (我), it’s a new thing. It’s a new word, only invented later. P10

So the difference is, in the West it’s the self first; but here it’s the country 
first. [asks F2, a Malay] Is that similar for Malays? P7

I never heard of country; for my culture it’s family first, or parents, then 
self. I never heard of ‘country’! Maybe because of the Chinese you had one 
mass of land, whereas for the Malay it’s all spread over the archipelago. F2

Implications for Confidentiality

There were clear implications of this subjugation of the self to the family for 
the principle of patient confidentiality with respect to withholding information 
from other family members.
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When I was working in London and Toronto, especially for the adult 
patients and even sometimes with the teenager patients, the philosophy of 
those centres is very clear; that whatever the patient says, it is confiden-
tial. Sometimes for adults, to the active exclusion of the family in discus-
sing recovery and management, etc.; when the family does approach us 
we do explain confidentiality, and the Western families do accept it. 
Coming back home [to Singapore], it’s not so clear-cut. […] The other 
phenomenon I notice is that we try to explain to the parents about confi-
dentiality issue and, you know, that you cannot know this or that; some-
times you get quite a strong reaction from the parents. Because in our 
culture it’s anathema to think that parents cannot be involved, that parents 
must not know this. Sometimes they take it as an affront, or as an insult 
or as a form of disrespect to them as being parents of the family. This is 
the one stark difference I notice in other places versus coming home. P7

 This rejecting attitude towards confidentiality by parents in particular pre-
sented practical difficulties to the clinicians when trying to treat eating dis-
orders. This difficulty regarding confidentiality was compounded by differences 
between generations in their attitudes and expectations regarding the subjuga-
tion of the self to family, and the value of privacy and confidentiality.

The thing is that although it’s a Western concept the patients themselves 
are of the generation that are more accultured to the Western concepts 
than the Asian culture, so the younger kids or younger adults themselves 
buy into the concepts of privacy, confidentiality, autonomy and indi-
vidualism. But you fight. So it’s a generational war between the two that 
you’re in. So the kids are ok with this but the parents are not. So we may 
be appreciated by the kids but it’s the parents that aren’t [happy]. P10

 Upholding confidentiality was not without problems for teams. Patients 
with eating disorders sometimes (mis)used the right to confidentiality as a 
way of “splitting” the team and preventing important information from being 
shared within the team, and there was discussion of the dangers of individual 
team members being made guardians of “secrets” by their patients, which at 
the same time may already be known by others within the team.

In the past I used to think that I do have to keep it between just the 
patient and me but increasingly I think from the last discussion we had 
was we had when we talk to patients about confidentiality, I’m learning 
more about instead of person-to-person it’s person-to-team, the treatment 
team. And it helps at least to cover certain grounds. And I am a Iittle 
bit suspicious unfortunately when patients say, ‘Don’t tell the rest of the 
team’, because the thoughts of ‘splitting’ do crop up immediately. And 
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that’s my reservations for not talking to my team members. And I actually 
tell patients that if it is something pertinent to your treatment I do have 
to discuss with the rest of my supervisory team. I can’t really say it’s a big 
secret. P10

 One clinician also pointed out that the impact of eating disorders extends 
beyond the individual:

I think anorexia nervosa is a disorder where the illness does not just affect 
the patient, it affects the whole family. As a family therapist I would see 
that how the family supports the patient is part of the treatment. So for 
me it’s not just about sharing information but supporting them. But be-
cause some information I am not allowed to share so I don’t go there. So 
I have a lot of struggles. There are some situations I feel ‘sayang’ [Malay; 
translation: it’s a great pity or a shame]; that if I could share this with the 
parents, and they could support you this way, then this could really help. 
But because I don’t have permission it’s urgh! [very frustrating]. So that is 
my personal struggle. P5

 There were also differences in the professional groups regarding the issues 
participants found particularly problematic in their work with eating disordered 
patients. The psychologists had individual therapy relationships with patients 
and consequently difficulties with patients where the patients refused to allow 
them to share information with the wider team or other family members; the 
medical doctors were comfortable with the notion of confidentiality but more 
likely to insist that this was limited and that broader recovery plans should 
be shared with the family; and the family therapist and occupational therapist 
wished to share all information with the family and were least comfortable 
with the notion of individual confidentiality.
 In an interesting legal footnote, it was pointed out in the group that, 
unlike the European Union and the United States which have laws that pro-
tect privacy, in Singapore there was no law enshrining confidentiality in the 
medical setting:

There’s no legislation that enshrines confidentiality, no legislation that 
enforces confidentiality. The Singapore Medical Council ethical code is just 
a code of practice. P7

Does the law protect the patient or the doctor? P10

Certain things are laid down in order to protect certain people in 
certain situations. P8

The reason there are lawyers is that there is a lot of uncertainty. No matter 
how well the legislators draft the law it can’t cover everything. P4
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Implications for Compulsion

The issue of compulsion was also discussed with relation to culture. A signi-
ficant legal issue in the treatment of eating disorders in Singapore that was 
discussed was the fact that the only gazetted psychiatric hospital in Singapore 
did not have the facilities to re-feed patients and treat the medical conse-
quences of eating disorders; whereas the hospital in which the eating disorder 
treatment centre was located, which did have the facilities to re-feed patients 
and treat medical consequences of eating disorders, did not have legal autho-
rity to compulsorily treat these patients.
 The group discussed real cases where patients were at risk to themselves 
from their disorder and yet attempted to leave or refused to accept treatment. 
They struggled with issues of whether compulsion was acceptable and effective 
for the treatment of eating disorders, and whether patients with eating dis-
orders may or may not possess capacity and be making “real”, autonomous 
choices. These discussions were very similar to the discussions which have 
already taken place in developed countries (Giordano 2003; Tan 2003; Tan 
et al. 2003a; Tan and Fegert 2004; Tan et al. 2003b; Tan et al. 2003c; Dresser 
1985; Vandereycken and Beumont 1998). However, the strength of family 
relationships and parental authority in Singapore was thought to be helpful 
in persuading, pressuring and even compelling patients at risk to themselves 
to comply with treatment, both in terms of achieving compliance and also 
making compulsion more morally acceptable to all involved.

If you take the psychodynamic psychoanalytic view that anorexia nervosa 
is about control; but then if you use compulsion they lose control and it 
may not help them. But I do see a place for ‘tough love’, I suppose you 
could say, to save a life. It’s a very Asian way, a very Asian paternalistic 
thing. And I think it may work better here because of the ‘enmeshment’ 
and that — P4

What the Westerners call enmeshment! P10

But that here we call ‘normal’. P7

Moving towards a Resolution

There was a journey taken by the participants in the course of the group 
discussion. An initial unquestioning acceptance of the medical ethics codes 
presently used in Singapore was followed by an exploration of the difficulties 
in applying ethical codes adopted from the West to the Singapore context. 
The particularities of the local culture and legal situation were raised, which 
led to a largely critical appraisal of the Western-based ethical principles of 
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confidentiality and autonomy as a poor fit to their context. The discussion 
left participants wishing for a simple answer to their problems, but they began 
to see that they agreed in general with the ethical codes in the end, yet the 
interpretation of these codes might need to be adapted to their local culture 
and situation.

I’m interested in how you manage that, the kids more westernised and 
valuing their privacy and the parents not. F2

I do stress from the start for the younger ones that we do have to involve 
family. But about confidentiality, like what we discussed earlier I tell the 
patients that certain things I will keep just between us and certain things 
I will share. P9

I think to a certain extent our own morals come into it. Especially for 
those of us who are parents of kids. As a parent if I brought my kid to 
a psychiatrist I’d want to know everything. But at the same time we have 
to take the patient’s point of view. So as a parent I would tell my parents 
how much I think I would want to know as parents while at the same time 
respecting the patient’s confidentiality. P1

So it sounds like you do buy into confidentiality? F1

Yes. I think I do. P1

I think sometimes our patients are entitled to have secrets. And families are 
entitled to have secrets. And I think that part needs to be respected. P4

So it sounds like there’s some sense in the ethical codes. F1

It’s not without merit. Then how do we ‘tropical-ise’ it for Singapore? P7

Discussion

The findings from the focus group highlight the relevance of culture to ethical 
considerations concerning the treatment of eating disorders. There is a multi-
tude of value systems in Singapore due to its diverse ethnic and religious 
demographic. Nevertheless, the centrality and importance of the family was 
felt to be a common characteristic shared by the different cultural and ethnic 
groups in Singapore. Despite some differences in the position of the indi-
vidual in relation to the family and wider community of the respective groups 
(for example, the quoted discussion of differences between Chinese and Malay 
traditions regarding the importance of “country” or “nation”), the individual’s 
identity was felt by the professionals to be generally subsumed within his or 
her family in all the major ethnocultural groups in Singapore. This subsumed 
identity may be termed one’s “relational identity”, which is identity defined 
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and shaped by one’s roles and responsibilities within the family (Moazam 
2000). Relational identity is a theory first conceptualised in discussions of 
autonomy within non-Asian communities (Donchin 2001); to our knowledge, 
there is relatively little work applying it to Asian and other more family-
oriented cultures in general and eating disorders in particular. However, in this 
case, the participants felt that the centrality of the family in an individual’s 
life is much less emphasised in some non-Asian communities or developed 
nations.
 The cultural differences in the centrality of the family to medical treatment 
considerations, and the status and place of individuals within this relational 
model are echoed by a recent study examining the accounts of doctors in 
Singapore of care at the end of life (Tan and Chin 2011). These cultural dif-
ferences concerning families carry with them implications for our application 
of the ethical principles of autonomy, confidentiality, consent and capacity. 
The understanding of such notions, which are rooted in an assumption of 
the primacy of individual autonomy, may need to be reconstructed according 
to local cultures, values and beliefs to form an alternative understanding that 
should be applied when negotiating the ethical issues arising in the treatment 
of eating disorders in Singapore, and possibly other Asian countries and also 
families within developed countries which ascribe to similar relational con-
cepts. Similarly, these notions entrenched within professional ethical codes and 
law based on UK models also need to be applied with relevance to the local 
context. In Singapore’s case, alternative constructions of these ethical concepts 
may draw on and accommodate Confucian, Islamic, Hindu and Singaporean/
Southeast Asian culture and values, which often approach the identity of the 
individual with respect to the family and society differently from the Western 
culture and values.
 The dissonance in the understanding of ethical concepts rooted in dif-
ferences of familial culture can create misunderstandings and conflict between 
parties; between parents and the health professional, the patient and the health 
professional; or between all three. There should not be an assumption that 
parents and patients subscribe to the same set of ethical principles or moral 
viewpoints as the health professionals. Fan explores the issue of truth-telling 
in the Chinese Confucian context and suggests that different cultures have 
different moral perspectives, and that a culturally-sensitive model of medical 
care requires health professionals to take their different moral perspectives into 
consideration (Fan 2000). Fan gives an account of how in Chinese Confucian 
culture, the dutiful acquisition of decision-making burdens by adult children 
on behalf of their parents who are shielded from bad news, is not seen 
as undermining the autonomy of the elderly. His account, however, is one 
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of how doctors in one culture/society (the United States) may come across 
patients and families from another culture/society (China) who have different 
moral perspectives; this focus group emphasises that even within the same 
culture, there can be marked differences between health professionals, patients 
and families with respect to moral perspectives, for example concerning patient 
confidentiality.
 Ho argues that the liberal Western ethical model of individual autonomy is 
excessively patient-centred, and that the Chinese cultural model of “familialism”, 
which emphasises the role of the family and strong family involvement in 
major treatment decisions, is a viable alternative (Ho 2004). In the Asian/
Oriental context, therefore, the involvement of family members in the treat-
ment of patients with eating disorders should not necessarily be seen as 
“paternalistic”, a term that carries authoritarian and tyrannical connotations to 
many. The concept of “paternalism” tends to be used in opposition to the 
concept of “autonomy”; with the former seen as others taking control of, or 
making decisions for, individuals, and the latter as individuals taking control 
of, or making decisions for, themselves. Instead, the most helpful family 
involvement in the Asian context, at least in Singapore, could be better seen 
as “maternalistic”. In a “maternalistic” culture, the family is a supportive and 
loving network of relationships with others who provide love, care and sup-
portive assistance in the treatment process of the individual patients. Unlike 
paternalism, where decision-making would be dictated by an authoritative 
family member (which does happen in Asian contexts), a “maternalistic” view 
on family involvement enables the concerns and opinions of both patient 
and family members to be given due consideration in a caring and non-
oppositional setting where the patient’s views are also heard, with decision 
making shared between patient and family and based on the understanding 
that family members have the patient’s best interests at heart. The feminist 
philosophers have explored the idea of “maternalism” — Ruddick has sug-
gested that “maternal practice” involves three main aspects: the cultivation of 
personal values in mothers such as the ability to see things in perspective, 
humility, and optimism; the fostering of growth; and the training of the 
child (Ruddick 1995; Tong and Williams 2009). These are ideas that may 
better reflect the realities of family and patient interactions in the Singapore 
context, and indeed many other contexts, than the liberal ethical notions of 
individual autonomy.

Clinical Implications

The participants in the focus group spoke of great difficulties in negotiating 
the conflicts between the traditions of modern “Western” medical treatment 
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approaches and medical ethical codes, and the reality of the particular cultural 
context of their practice. There is a strong potential for conflict between health 
professionals with patients and their families; conflicts between patients and 
families with professionals forced to take one side of the other (for exam-
ple, with respect to confidentiality rules); and alienation of patients or fami-
lies from health professionals with resulting failure to engage families or loss 
of compliance with treatment. The clinical implications of these difficulties 
are that treatment response may be suboptimal or patients may be lost to 
treatment.
 Possible practical ways forward include articulating these difficulties and 
identifying the nature of these conflicts, and then achieving consensus through 
discussion and debate within the treatment team on the ethical norms that 
should govern treatment for a patient. The discussion prior to teams achieving 
this type of consensus should not only articulate difficulties and conflicts but 
also clarify the ethical principles that underpin their treatment models and 
ensure these clarified understandings are aligned with existing laws and pro-
fessional ethical codes. A tool that can be used to articulate these disparate 
elements is the Four Framework Grid that assists teams in the consideration 
of clinical, ethical, legal and resource issues (Stewart and Tan 2007). Essen-
tially, this consensus will help determine, for the team involved, what is an 
ethically “good treatment” and why it is so. Nevertheless, it is imperative that 
the application of agreed ethical norms includes a step to address any contra-
dicting ethical assumptions that patients and their family members involved 
may have, particularly if tensions between generations arise. The journey taken 
by the focus group participants during the space of a single interview, which 
articulated individual differences and also enabled open discussion of these 
differences, assisted the group in achieving a thoughtful articulation of the 
conflicts involved in their clinical practice. This suggests that it is possible for 
a treatment team to engage in this exercise in a relatively short time.
 In the Singapore context, when resolving any contradicting ethical assump-
tions between all parties involved, the treatment team could see the involve-
ment of family members as “maternalistic”. This approach would contribute 
positively to the treatment outcome of the patient and be supportive of their 
development and welfare, as opposed to being “paternalistic” and infringing 
upon the individual’s autonomy (or assuming that autonomy is absent). Viewing 
involvement of family members in treatment of the patient as a form of 
paternalism, that is, in a negative light, would not serve the patient well 
in the Singapore context as the patient may lose a crucial support system. 
Furthermore, in adolescent and even adult cases, parents may withdraw their 
child from treatment if they feel that their parental responsibility is not ade-
quately respected or understood, or that they are not provided with sufficient 
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authority over the decision-making process. Should such a scenario occur at 
the eating disorder treatment centre in Singapore, the team would not have 
the legal authority to overrule their decision.
 However, despite embracing family involvement in patient treatment, the 
views of the participants suggest that treatment teams should still be discerning 
in negotiating the issue of patient confidentiality with involved family mem-
bers. As seen from the findings, members of the treatment team may differ in 
the extent to which they are willing to share patient information with family 
members involved. Besides ensuring a consensus on this ethical aspect within 
the team, as outlined above, the treatment team still needs to take into ac-
count each patient’s ethnocultural background. Despite the apparent shared 
value in centrality of family, the treatment team needs to be discerning in the 
extent of family involvement that can vary according to the patient’s ethno-
cultural background and individual family styles. The team should be sensi-
tive to the fact that a template approach of either strictly individual or family 
involvement may not work across the demographic in Singapore (Lee and 
Lock 2007).
 In a diverse multicultural society, treatment teams would most likely be 
seeing patients from majority ethnocultural groups and may inadvertently apply 
the predominant cultural and ethical assumptions from these interactions in 
the treatment of patients from the minority groups. Treatment teams thus 
need to be mindful of their own predominant cultural and ethical assump-
tions which may affect the treatment process, and should be sensitive to the 
subtle differences in familial culture when interacting with the patients and 
their families from these groups. In an increasingly multicultural international 
demographic, this mindfulness and sensitivity may have a wider application 
than to Singapore alone. Most developed countries now have multicultural and 
multiethnic populations, and eating disorder teams in these countries will be 
challenged, as the Singapore team is, to cope with varying moral and cul-
tural perspectives of patients and families, while staying within the bounds of 
local legislation and professional guidelines.
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