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Resumo Este artigo apresentas resultadcs de pesquisa envolvendo amostrade 42 médicos de
um servico de oftalmologia de hospital tercidgim Portugal Foi agicadoum question&io com
dez perguntasgdestinadoa avadiar asatitudes detrésgrupos demédicos comidadks e formacgéo
pedagdgcadistintas, em face dauonomiado doente taucomatoso. Os dados foranandisadcs
indicando a correlagdo descritiva por meio teste de Pearsog’. Resultam trés atitudes
diferentes com significado estatistico (valor d®,08) permitindo considerar a existéncia de trés
padrdes decomportamento nuéco, adequados ao grupet&io. A formalizagdo da pratica
médica a medida que aidace diminu (medicina defensiva) caracterizou o Grupo 1. O espeito
pelo doente daninouo Grupo 2. No Grupo Brevaeceu atendénciapara amedicinapaterndista,
onde oesdarecimento depende da educacéo caraterdo médico. Conclui que acondutados
médicos remonta ao momento em que iniciamnatividade profissional, a cultura médica
predominante no periodo e & formacao bioética.
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Discussion presented here derives from the neeefflext

on medical profession, particularly in case of pssfonals
whose working daily life involves in treatment afppling

pathologies, with stigmatizing feature in the sbcia

imaginary, as it is the case of glaucoma. Undesedhe
circumstances, physician faces the need to respond
issues such as values, priorities, and culturallmeéthese
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Any profession, inclusively medical, hapermanent
altruistic commitmentoward society, which, in itself, is

a moral value. A second value, acknowledge as lzasic
which exerts permanent surveillance about medical
expertise, ishe scientific knowledgesthical and technical
principle that guides the good exercise of any gssibn.
Professional competences evaluation is a current
requirement, expressed by theality certification of its
member and by their compliance to behavioral codes

It is a feature of this -certification that, regangli
physician’s ethical behavior, we propose to analyzthis
article. To evaluate his predisposition toward sitzd
paternalism, in which physician has absolute pawer the
sick person, or toward his autonomy, which matiegalwith
suitable information and consent, through whiclepaimay
give his consent for procedures that may be uridertapon
him: this capability to choose, prefer, exclude is what civic
education should try to get in future citizeéng&ducation is the
foundation that allows anyone to constitute himsedf a
being of thought, word and communication. Thus, ainde
basic rights of any individual attempting to becaamous,
along with freedom, is to have intellectual mearsdto
benefit from this same freeddm

Underlining physician’s behavior understanding he t
institution where he works, hospital dynamics wik
analyzed also, as public agency, with peculiaritesl
hindrances that are proper to it regarding resfmcthe
autonomy of the sick and his well-being as ultimgoal.
It will be considered, in that sense, tBhart of Rights
and Duties of the Sick approved by the Portuguese
Ministry of Health in 1997, as part of hospital hba
services humanization efforts in the country. ¢st be
emphasized that the right to health protectioroisecrated in
the Portuguese Republic Constitution #@nsl based in a set of
basic valuesuch asiuman dignity, equity, ethics and
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solidariety*. These are the guiding principles personal capability that reduces or even
that serves as basis for designing patientshders decision power In etymological

rights and duties detailed in the mentiond§'ms is word of Greek origin, composed by
Chart. the adjectiveautos which meansthe self,

himselfor by himself and substantivaomos

The research crosscut attempts to know hdfich meanssharing, institution, law, norm,

three groups of physicians in different aggPnventionor use The general meaning of
brackets will stand in face of the autonomy §f€ word indicates capability of human being
a sick person with glaucoma, in as much I giving himself to his own laws and share
subject of rights and duties, whosthem with his peers or the individual's or
vulnerability is a major factor to pecollectivity condition, capable to determine

considered. Such understanding seemed toRYdimself the law to which he complies

to constitute a challenge in itself. In view ofa _ o

services  rendering  culture, eVemuaﬂ|9||stor|cally, such concept may had its origin
different, we tried to analyze professionald? the Tupture with pagan tradition,

attitudes taking several items in consideratioff}aracterized by explanations from supra
among which stand out the type ofensible  sphere for phenomenological
pedagogical and cognitive formation, clinicgiccidents in _ nature. The arousing  of
experience, and bioethics formation, pertineftitonomous idea would relate, thus, to

to several problematic proposed fdfansition from a mythical universe toward
reflection. rational knowledge, and constituting in it, an

autonomizatioh Autonomy acquires its

Medical relationship in a patient-physiciaifue meaning when humankind tries to
collaboration context, as the pillar of respect 19;9_””(” the world thrgugh technique and
autonomy while bioethics principle targeted #F1€nce, and to submit it to human ends.

promote the sick’s best interest, as well as free _ _
and clarified consent, taken as a |eg§pcord|ng to the idea of autonomy, all human

paradigm of respect to this principle, are othBFing Will be able to decide about himself, his
ethical aspects of medical relation — seen fighavior seemingly fair or not, safeguarding

this study under the interpreters involvemeftat to think and to act differently should not
perspective. result in damage to other individuals, even if

may bring losses for himsélf as long as it
Principle of autonomy and its shall not put the individual on eminent risk of
theoretical framing death Kant, in his Groundwork of

metaphysics of customsconsiders that

The expression autonomy means seffeedom is the basis of law and of ethics
determination, regulations of own interest’%umno_my receives different dgnomlnatlons
and independence, excluding external factgt§cording to several authors, since respect to

influence, psychic or physical coercion, and, still individual until consent.
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However, it cannot be understood practic-conceptual benchmark which could
exclusively as self-determination of amuide them in real situation which would
individual, since mandatory inclusion of thevork as a methodology capable to deal with
other in autonomy issue bring new entity tdilemmatic situations in the field of bioethics.
the discussion that links individual action tdhis paradigmconstituted by the formulation
social component. To be autonomous is tlod mentioned principles interpreted in light of
have the right to selfdetermination, but tthe two theories — utilitarianism aratima
respect the right of others equally. facie deontology- admit exceptions in certain
circumstances.
One of the reasons in order for the principle of
autonomy win highlights which currently it isSince theNurembergCodethat the concept of
granted to it derives from the importance of thadignity and respect for humankind is linked
work Principles of biomedicakthics®, in which to the autonomy idea of subject. Philosophic
Tom Beauchamp and James Childress outlioentributions that concurred the most for
four principles to guide ethical action irethic reflection came out exactly from human
professional  practice: beneficence, non- rights protection movements and, thus,
maleficence, autonomy and justice. Such contemporary ethics basic principles began to
principles find their roots in history oftake shape: beneficence, non-maleficence,
philosophy or in medical ethics tradition, fronautonomy, justice, and equity, which
which they get their justification. According tovulnerability added itself daily.

the outlined by these authors, the fOW,,qecration of human being dignity and his
principles do not obey to any hIerarChIFight to freedom inscribe the concept of
d'Spc_)S't'o_n a_nd they are equally valid II5utonomy and daily praxis of contemporary
conflict situation, although autonomy SeeMScieties. Therefore. the principle  of

to be preferred by the advocates of prindp"ﬁhtonomy, designation by which principle of

theory. respect to individuals, requires acceptance

o o that they self govern, that is, they are
Along the other guiding principles of

) : i autonomous in their choices and acts,
wishfully good action, the principle 0fyhq,gh integral respect to the autonomist

autonomy became during the Ia§t decad@l,  apprehended as concept of respect for
one of the main conceptual pillars Ofthe other

applied ethics, used in opposition to

medical paternalism inherent to  classicl, man dignity doctrine is underlying to the
clinic practice, and it proposes a new patientziinal of autonomy of person. who is

physician relationship, until then a patema”%tapable to deliberate on personal objectives
feature. With principlism, Beauchamp angnd to act in such way that it will be as
Childress elaborate a sortethical paradigm autonomous as capable to better self-

targeted to health sector professionafsing determining in intellectual and effective
at providing a
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terms, in a voluntary fashion. In 1948, the specially on human rights, allowing that,
Universal Dedaration of Human Rights people with different ideological
(United Nations Organization —UNO), in  motivations and with different directives
Sequence to théluremberg Cod€(1947), from their government reach a common
includes several rights that aim agthical opinion on actual situations. Law
autonomy and freedom of human persongz/2005  confers physicians a higher
and its elaboration derives of knowledgstanding role, and it considers informed
from undertaken experiments  Wwithtonsent (or, in Brazil, free and clarified) as
vulnerable human beings during the Worlgxpression of individual's right to self-
War Il. Several other codes succeeded Hetermination, letting in the right afot to
aiming at greater practice suitability, duge
to the over strict legal dispositions of the
Nuremberg Code ill adapted t0o This set of ethics and legal normative
investigation reality. TheDeclaration of presumptions requires that, in Portugal,
Helsinki (World Medical Association —physician to respect the will of the sick or his
WMA, 1964) contributed so trials withjegal representative, his moral values and
human beings would comply with specifigeligious  beliefs, acknowledging this
ethics rules and criteria, which departegomination on his own life, exemplified by
from the presumption of autonomy ofiehovah Witnesses, as well as respect for his
investigated individuals. privacy, limiting intromission of others in the
world of the individual under treatment. Asthe
The Universal Declaration on Bioethics and Portuguese |egis|ati0n conceives, physician’s
Human Rights*> (UNESCO, 2005) came tojntervention on the sick can be admitted only
reinforce the importance of respect to the the later requests it, either medical or
principle of autonomy and individualsyrgical intervention, even if such decision
responsibility. Protection of vulnerable otauses risks for his life. However, naturally,
incapable individuals restated in Article Vihese presumptions exclude eminent risk of
acknowledgement in Article VI of free ancjeath and suicide authorizatiohhis model,
clarified consent role as the expression @fith large clinical application in countries
the principle of autonomy practice. where bioethics has developed most and
positive results related to respect dignity of
In Portugal, it was adopted legislatiomhe individual seems to legitimate almost
regarding  biomedicine  practice, inexclusively the practice wanted by the sick,
accordance to the Council of Europghich can yield to incoherent situations both

Convention (CEC), establishing by means &fom moral standpoint and medical practice.
specific norms suitable procedures for the

general main biomedical areas, and
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Patrdo-Neves states that @doctrine centered autonomy, structural pillar of the sick
in the hegemony of the principle of autonomy dog®erson’s dignity and his right to individual
not safeguard space for emergence of otheelf realization. Thus, the principle of
indispensable values for mankind person@utonomy began to be generally attributed to
realization (...) as also are those of healtthe sick and beneficence to the physician, and
professional and his patient relationshiphat of justice nominated by third parties
mainly in the thematic scope that other morakyond stakeholders directly (sick person,
theories will develop®®. In parallel, the physician or other health professional) — as
classical patient-physician relationship hasxemplified from societies established to
set during long years in paternalist modeldvocate the sick person’s rights, whose
whose roots are based in Hippocratactivities and complaints exert notable
medicine, been represented by the princiglgluence in public opinioff.
of beneficence as the support and privilege of
medical virtue. Despite claim of the sick person’s autonomy
been present in countries where bioethics
Respect for the principle of autonomy startdadadition is common practice, physician’s
to grant the sick the right to share with higaternalism seems to remain
physician the responsibility in clinicalinstitutionalized in Portugal, mostly in
decision-making, overcoming physician’sonsultations to hospital services more
paternalist view in his relationship with thelemanded specializations, in  which
sick. For Callahan, quoted by Cascégighe demand/supply ratio is unbalancetihese
movement ofautonomy will have corres- services, much demanded by people, of whom
ponded to the need to protect the vulnerabtihthalmology is an example, are revealed in
empowering the competent, establishing those that education aspects, which clinical
greater balance between the physician aimformation should be covered, it is not always
the sick. present.

The development of biomedical anddditionally, considering the social injustice
technological research, as well as applicatigap that gets deeper in our society, where
of biotechnologies to humankind on medicalultural, economic, and even linguistic
science mastering, allowed for transformindifferences resulting from growing migration
of fatal diseases into chronic, which alsim Portugal are a reality, practice of respect
changed physician’s classical paternalifitr autonomy becomes antagonic to
relationship with his patient. Thisbeneficence itself, at times. It is capable, by
relational binomial toward which equallyitself alone, to influence ethical decisions that
contributed scientific disseminations anduestions the issue of the human person’s
public opinion got new characteristicsgdignity, which shall be preserved as essential
acceptance of informed consent (or free abibethics value. The hospital environment
clarified) by physician as corollary of itself restricts understanding of medical
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indications in majority of situations. The physical/psychic traumas, cultural or econo-
hospital, impersonal and limiting, surpressic situation, but seen according to a
family members presence, who hawvgerspective capable to face human being as
evidenced to be capable to contribute foriadependent of third party opinion.
better reception, by patients, of clinical
communication /information, whoThus, anyone of us may feel the importance
significantly are elders and uneducated. to exert some kind of self-determination
about our health. Despite religious, and
Technological development may equally seultural influences or, even, a crippling
apart physician from his patient, also leadingathology constitute constraints to autonomy,
to establishing problems of justice inhe truth is that each one of us, in any
distributing economic resources for healtlsjtuation, follows the most diverse influences
and lower accessibility for the less resourcedout our own behavior. Therefore, taking
sick person or with greater debility. Théndividual reality in account, autonomy
emerging of multidisciplinary teams allowshould be understood, as a principle to be
for physician’s dissolution of responsibilitydeveloped — and, as such, should be taken
limiting  confidentiality, which  may, as a relative principle.
ultimately, lead to dehumanization of the
medical act itself, been justified, then, ifRejection of the importance of the principle
these circumstances, physician’s paternalissh autonomy in absolute terms may seem
as a means to benefit patient. negation of human rights culture. It cannot
be forgotten, however, beneficence model
Autonomy cannot be looked aabsolute and traditional paternalism in situation
principle of bioethics application, forcing thavhen the sick, as moral agent, feels
necessity for reflection. However, rather, incapable to decide which the best for his
should be looked as relative principle thdtealth is, while indispensable that medical
tries to develop, considering the specificity afecision reflects on his best interest.
each case. We understand that autonomy is a
relative principle, exerted as to contemplata its turn, in view of classic principlism,
the context of the situation at time oEuropean thought also is set in different
decision-making. Respect is associated position, been markedly more humanist,
sick person’s freedom and his decisions musming at fundamentally contributing for the
be considered, if truly autonomous and freeommon good and not as much to the
Additionally, autonomy has the influence oindividual. =~ According to Ratrdo-Neves
personality in decision-making capabilityAnglo-American concern will be targeted to
both generically and depending to existenceicro problems that affeatdividualsmore,
of associated, chronic or acute diseases,
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while in Western Europe macro problems, medicine, this conflict between physician and
preferably, which affect relationships between peoplthe sick, with the objective to get his
and communities where they are inserted, areonsent or refusal of attitudes proposed
assistee. by physician, can only derive from this
agreement designated as autonomy,
K. Danner Clouser and Bernard Gert, An which includes patient's express
critique of principialismt’, presented majorpermission consubstantial on informed
critics on this theory classical formulationgconsent (or free and clarified). However,
considering the four principles profoundlyphysician’s intervention on the sick, or, taking
instrumental. They set ten rules on not doifgppm a broader perspective, of the health
bad, so bioethics stop been a pureprofessional on the sick, generally, cannot
normative code, and it should be governed kggitimate every medical practice wanted by
more creative forms of action, capable tihe patient, as in regards to eminent risk of
overcome a mere pure and blindeath, in view of which it is mandatory
principialism. Compliant to such ruleghysician's attempt to preserve lifaVhat
without violating the principle of autonomyshould exist always is the search for a
would contribute to formation of a newcontextual decision, trying to respect
health professional. patient's convictions from a beneficent,
utilitarian, and ethical logic.
Use of principialism adapted to new
realities serves, however, as guidance f@ur hospital experience in Lisbon led us to
criterious decisions, been a deontologiwonsider this place as privileged to make
model in which existence of four morabilemmatic questions in bioethics filed, since
principles to apply in medicine and healtglaucoma, one of major causes for blindness
care domain backlashes contributing to the so-called civilized world®, is a
promote health professionals and patientsippling  pathology that challenges
relationship . Other pertinent argumentprofessional practice. If detected at early
faces inclusion of autonomy in patientstage, it can be controlled partially, through
physician relationship as technical leveherapies to which the sick must adhere. It is
factor, stating thatrecognition of patient's indispensable, in that sense, an adequate
autonomy is corollary of the paternalism cris€s.) it clarification, and this communication
is a simple technical level isstie depends on the characteristics of patient-
physician relations, in addition to the way
The principle of autonomy expresses the faittis information is supplied — equally the
that to solve moral conflicts in a secular andsue about the truth to be transmitted is
pluralist society, there must be agreememtade here.

among participants in the conflicts. In Resorting to ever more sophisticated

complementary exams allow early diagnosis,
which, however, seem to reduce patient to a
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condition of object, target of a battery of work in a tertiary level hospital, a public

analytic results. In this context, patienthealth institution in that city. Those 42
physician relationship personalization reveaysicians that accepted participating were
as important with adequate information so tfgfosen randomly among universe of 80

understanding of necessity of such exams rofessionals that comprise the
9 ty thalmologic service of the institution,

adherence to therapeutics (among Whigjhose ages varied from 25-70 years old.
includes the surgical intervention) ar#edical degree, taking part in a glaucoma
internalized by the sick person. This lategonsultation, and availability constituted
once informed and clarified, may consent tolgclusion criteria in the research. Data
surgical intervention targeted to preserve ju%llectlon period lasted three months in

. . 04.
a very restricted view.

A quantitative type of assessment was undertaken,
But it is not enough to assume these righfg,gh questionnaire with ten questions, applied
as granted in the Portuguese Republiying 3 presence interview. The instrument created
Constitution and in th€hart of Rights and 1 e first author of this article, under guidaate
Duties of the Sickwith legal repercussion inge second and validated by two bioethics experts,
case of non-compliance, as prescribed jRagters degree coordinators, Professor dr. Jo&o
Article VIII: the right to accept or to refusegipeiro da Silva, at the time director of
conseritin Article V: the right to information | ishon Medical School Bioethics Center, and
and in Article VI: the right to knowing about his prqtessor dr. Heloisa Santos, geneticist and

healti?. It is necessary to know them and tg,ster's degree professor in Bioethics in the
assume them in the clinic practice. Thg;me institution.

congenital or juvenile glaucoma cases in
elders and children overlay the issue relatﬁ\%cording to stated in norms in force in

to respect for autonomy the vulnerabilityy, yyga| it was requested authorization of
problem, of those incapable to assume fulyb 1, of the interviewed to use his
the right to autonomy, which adds anothh¢ormation, assuring data anonymity and
perspective for reflection in bioethics field. privacy. Participants were clarified on the

objectives of the study, and invitation to
Method participate was then invited. Additionally,

S written authorization was requested — and
The survey results presented in this St“%Yanted - from hospital management where

was undertaken to prepare a Master's degig@ siudy was undertaken, as well as from
dissertation in Bioethics at Lisbon Medicaﬂhe ophthalmology sector, in a document

School Bioethics Center, Portugal. Targetin&(,mng objectives and criteria that sample
this objective, a cross-section study ofgjection was based.

representative sample of physicians who
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Selected sample in glaucoma consultation population based in random choice of the
was distributed in three groups according lements of the groups. In representation
age bracket: Group 1, from 25 to 39; Groupf the demographic characteristics of the
2, from 40 to 54; and Group 3, from 55 teample there is, in Group 3, a
70 years old. Such stratification aimed atredominance of the male gender, while in
detecting differences of conceptions amortge two other groups there is a gender
professionals, considered in the studyalance. Average ratio of ages per group was
hypothesis as deriving from professiond@0.7 years for Group |; 49.1 years for Group
formation and from medical practice2, and 60.7 years for Group 3. When
changes during the period comprising th@omparing these three groups among
age brackets. themselvegy?), a significant statistic difference

is found(p<0.05) with the non-parametric test
The responses constituted the material ohdertaken (frequency in %), relative to the
analysis, undertaken by descriptive arfdllowing questioning: 1) How do you
comparative analysis of all variable in theeceive a sick person after he hears the
three groups, presenting the absolute aoginion [of another professional]?; 2)
relative frequency for categories variabledttitude in clarifying the sick person; 3) How
the average, the mean value, the standal@ you react in view of a therapeutic
deviation, as well as maximum andefusal?; did you have medical deotonology
minimum values for the numerical variablelasses?
related to age. Data statistical treatment was
done by theStatistical Packager the Social In the first set of responses, regarding
Scienceg4SPSS) program, using Pearsontpuestion Il (p=0.029), physicians belonging
%2 (chi-square), which works the percentagés Group | stated that a good receptiveness
and not the averages. To check existencewvdfl depend on physician being informed or
statistical differences between categoriemt. Those of Group 2, in opposition,
variables, 95% confidence intervals weneceived well this attitude, and those in
computed for numerical variables (age) ar@roup 3 accept badly resorting to a second
ordinal (gender), and a descriptive statisticapinion, stating that despite acceptance of the
analysis related to them was made.non- sick person, they considered that there was a
parametric statistical study was undebreach in confidence by searching a second
taken, considering sample distribution bprofessional opinion about the health
age bracket, which did not comply with @roblem. The second set of responses relates

normal curve to question VIl (p=0.030), that is, attitude in
clarifying the sick persanSuch attitude, for
Results Group 1, is part of a working method as any

other; for Group 2 is essentially an issue of
It was noted, from undertaken inquirieggespect for the sick person; Group 3 faces
normal distribution, with a balanced this procedure is as matter of politeness.
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Table 1. Group 1 — Attitude on clarifying sick person onipat-phydician relationship

Validity Frequence Pergentage Accrued
validity Percentage

It is an issue pf respect and > 14.3 14.3 14.3

care for the sick person

Itis a wo_rklng method as 11 78.6 78.6 92.9

any medical act

Al above 1 7.1 7.1 100.0

Total 14 100.0 100.0

Table 2. Group 2 — Attitude on clarifying sick person onipat-phydician relationship

o Validade Percentual

Validit Frequence % :
y 9 o nercen cumulativo

It is part of physician’s 1 6.7 6.7 6.7
character
It is an issue _of respect and 4 26.7 26.7 33.3
care for the sick person
Itis a Wo_rklng method as 6 40.0 40.0 73.3
any medical act
Al above 3 20.0 20.0 93.3
First two hypothesis 1 6.7 6.7 100.0
Total 15 100.0 100.0

Table 3. Group 3 — Attitude on clarifying sick person onipat-phydician relationship

Validity Frequence % P(.erc.:entage FAEEYS
All() d =0

It is part of physician’s 3 231 231 231

character

It is a politeness issue 2 15.4 15.4 38.5

It is an issue pf respect ang 1 77 77 46.2

care for the sick person

Itis a Wo_rklng method as 3 231 231 69.2

any medical act

Al above 1 7.7 7.7 76.9

First two hypothesis 3 23.1 23.1 100.0

Total 13 100.0 100.0
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Concerning question VIl (p=0.005), it
deals on how physician reacts in face of risks of refusal; and Group reacts badly
patient’s refusal to therapeutics, Group 1and tries to convince patient to comply
clarifies on the risks of refusal,

with medical indications.

Table 4 Group 1- How do you react to patient’s refusal to
therapeutics?

Validity

Frequence

%

Percentage

Accrued

g enta
Well 4 28.6 28.6 28.6
Try to convince him that it is
wrong and that he should obbey s 21.4 214 50.0
the physician
Clarify him on the risks of U = S0 B0
refusal 14 100.0 100.0
Table 5 Group 2 — How do you react to patient’s refusenrapeutics?

- Percentage  Accrued
Validity Frequence % - percentage
Well 6 40.0 40.0 40.0
Badly, rejects seen him 2 13.3 13.3 53.3
Try to convince him that it is
wrong and that he should obbey 2 13.3 13.3 66.7
the physician
Clarify him on the risks of 5 333 333 100.0
refusal
Total 15 100.0 100.0
Tabela 6 Grupo 3 — How do you react to patient’s refustherapeutics?

- Percentage  Accrued
Validity Frequence % . percentage
Well 1 7,7 7,7 7,7
Badly, rejects seen him 7 53,8 53,8 61,5
Try convincing him that he is wrong
andshould obbey the physician N ElohE E0LE e
Consider him as gu_tonomo LIS 1 7.7 7.7 100,0
and owner of decision
Total 13 100,0 100,0
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Finally, a statistically significant differencetherapeutic refusal?; IX-Did you attend

is found in question IX (p=0.013): Group Inedical deontology classes

states to have attended bioethics and medical

deontology classes in their formation i'PQegarding question Va (p=0.034),
medical school; Group 2 states not hav"l%ysicians in Group 1 consider that
attended or had contacts with mentiongghcument targeted to getting patient’s
classes, but rather in debates on topics relai@ghsent  should  include a complete

to patient-physician relationship; and Grouf?lformation as most complete as possible,
3 states not having deontology, although hggkuding all complications that may derive,
contact with the topic at legal medicingpile Group 3 choseerbal agreements
classes. Comparison between groups proviggiected option. Concerning question Vb
statistically significant difference betweercp=0.025)’ referring to reason for signing the
groups 1 and 3, that is, respectively, Withocyment, the response that in percentage
physician up to 39 years old and with thosgyms got higher number of results took place
over 55 years old (p<0.05), related to thg Group 1, the defensive medicine
following questions: Ve How informedjmmediately followed byto safeguard both

consent should be done?; Vb- Why t0 Sighhties while in Group 3mereformality and
the document?; VII- Attitude in clarifying o, peen more corredominated
the sick person; VIlI- How do you react to

Table 7. Group 1 —Why should the patient sign a document?

Percentage Accrued

Validity Frequence % T percentage
Mere formality 2 14.3 14.3 14.3

s wm7| m1 | s
To safeguard both parties 7 50.0 50.0 100.0
Total 14 100.0 100.0

Tabela 8. Group 3 — Why should the patient sign a document?
Percentage Accrued

Validity Frequence % T percentage
Mere formality 5 38.5 38.5 38.5

It is more correct 4 30.8 30.8 69.2
Defens_ive medicinand technicia 5 15.4 15.4 84.6
protection

To safeguard both parties 2 15.4 15.4 100.0
Total 13 100.0 100.0
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Regarding question VII (p=0.024), there wa3he way physician informs patient on his
Manifested adhesion in Group 1 to responsénical status (question IV) did not show
that considers attitude to clarify patient asany statistically significant results between
praxis professional methodolgy, whileéGroup 1 and the other two. In the analysis of
Group 3 considered as manifestation g@fraphic distribution of responses, it is
politeness or related to physician’s charactgrossible to evidence an inversion in chosen
In reply to question VIII (p=0.002, options like informal choice type among
physicians clarify patient protocolarly onyounger physicians, non-existent in Group 3.
risks of therapeutics refusal. Howeveihere is, in Group 2, greater percentage of
physicians in Group 3 accepted badly thesponses in which physician presents the
same attitude by patients. proposal that he finds suitable, discussing it
with the patient and looking for the best
Medical deontology classes, related teolution — who decides. Concerning this
question IX (p=0.012), were a constarmjuestion, groups 1 and 2 presented inversion
among physicians in Group 1, contrarily tin responses 1 and 6; in Group 1, option
Group 3, who did not have it or just attendeéhformal choice attitude’ (response 6)
them in specific disciplines — such as legéalcreases percentile, but responses 1 and 2
medicine, for example. Group 2 seems, thusie scarce in Group 2, which presents higher
to be between the other two. However, thepercentage with therapeutic proposal made
is, beyond statistically significant results iy physician (response 5) and jointly
comparing all three groups, some itemdiscussed with patient, who ultimately
which we consider worth noting, and may bgecides. We believe that in broader
an indicative feature. hypothetical sample statistically significant
results could be gotten related to this item.

Table 9. Group 1 — How do you inform patient in face of miclal situation?
Percentage ~ Accrued

Validity Frequence %

percentage
Briefly 1 7,1 7,1 7,1
Just the indispensable 2 14,3 14,3 21,4
Propose therapeutics, in-forms,
discusses, and patient decides 7 50,0 50,0 71,4
Informal choiceattitude 4 28,6 28,6 100,0
Total 14 100,0 100,0
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Table 10. Group 2 — How do you inform patient in face of eiclal situation?

Validity Frequence % Percer_ntqge PEEEETE
validity accrued

Briefly 2 13.3 13.3 13.3

Just the indispensable 3 20.0 20.0 33.3

Propose therapeutics, in-forms,

discusses, and patient decides s 60.0 60.0 93.3

Informal choiceattitude 1 6.7 6.7 100.0

Total 15 100.0 100.0

Table 11. Group 3 — How do you inform patient in face of aniclal situation?

o Percentage  Accrued
Validity Frequence % e 9 percentage
Briefly 4 30.8 30.8 30.8
Just the indispensable 2 15.4 15.4 46.2
Propose therapeutics, in-forms,
discusses, and patient decides 7 53.8 53.8 100.0
Informal choiceattitude 0 0 0 100.0
Total 13 100.0 100.0

Discussion

— period in which physician always faced

Issues related tavhat is goodor the patient.
Bioethics expansion is able to encompa&ven questionings raised by new
modern societies most characteristic ethicdiagnostics technologies and modern
dilemmas, among which include those dherapeutic interventions, currently these
medical forum. Former Hippocratic ethics imuestioning may threaten confidence in
which is the physician who knows wagpatient-physician relationship.
replaced by other conceptions, attitudes, or
norms, with more and different principlesThe results from this study reinforce the idea
capable to provide a start to moderthat physicians’ attitudes followed equal
bioethics. Combination of media attentioevolution.  Within  the scope of
and public interest also turned bioethics intmphthalmology, we choose a sector of
discipline for politics, which feels forced tomedical activity of greater vulnerability, like
set statutes to protect the sick and his rightgaucoma, a disease socially seen as stigma.
Contemporary bioethics follows medicalMefound that in all three groups of researched
profession evolution for generations physicians evidences of different ways to

face
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glaucomatosis patient’s autonomy, In Group 1, the acting model type of
comprising three distinct socioprofessionahdependent choice dominates where
sets. physician’s role implies in explaining
patient with all facts and alternative in
Currently, with all economic pressures oaxempt fashion, acting in accordance to his
institutions, physicians are aware of patientdecisions: patient’'s clarification is a
expectations and the difficulties to practiceorking method
medicine ethically. Large portion of
contemporary  bioethics derived fronkEnhanced autonomy® includes Group 2
examples with legal implications and, thus, fihysicians, where patient-physician dialogue
is necessary to understand bioethics ledgal encouraged, as well as exchanging ideas
framing, since medical ignorance takes t#nd knowledge. There is not standard
courts some of the medical decisions. A neattitude, but case-to-case adequacy toward
culture in the development of clinicpatient’'s expectationglarification of patient
relationship, requiring more respect towardct has the role of respect for the patient,
people’s rights to their autonomy, inscribefostering guidance and management of
in  medical class current behavioreventual disagreement. It favors the right to a
consubstantiate in assuming informesecond opinion.
consent (or free and clarifipdas the
guarantor symbol of patient's moralGroup 3 professionals, in view of the right to
autonomy. However, even though, respeiciformation, request another  opinion,
for the principle of autonomy is not exemptherapeutic refusal, and informed consent (or
of difficulties. fee and clarified), reveal fragility, expressing a
hierarchic predominance between physician
A new field of bioethics reflection andand patientdarification to patientact depends on
action will try to answer these difficultiestechnician’s character, who clarifies the
while this document constitutes iressential as a matter of courtesy. This
appreciation of sensibilitiesWe see the paternalist informatiorncentered in physician,
results as an echography of attitudes agdanting him the role of patient's health
social personality of each of studied groupguardian, who can provide him with all
as statistically evidenced. Ethics evolutioriaformation judged as necessary.
reflects in all three evaluated physicians age
brackets, a variable that allows comparifginal considerations
three ages and groups of men and women,
with differentiated formation and influencesSome reflections remain from the expased
translated into a profile in responsethe principle of autonomy, today, overlays
provided. traditional physician paternalism, whose vir-
tualities are recognized anew, after been
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considered almost as a moral anathema. normative definition of medical profession-
It means independence in relation to exterralism, where all participate supported by
control and acting according own choice. Theeir specific knowledge, so economic and
respect for the principle of autonomy is political interests do not overlay ethical
reality in current medical practice, derivingnedical practice, improving, thus, ethical
from respect for human dignity doctrineambience in institutions. We remind in
which refuses use of humankind as simplyrelation to inclusion that philosophic
means. contributions to ethical reflection are based in
the Universal Declaration of Human Rights
To achieve the target of possible autonomyyptinciples, translated in every language in the
is necessary communication betweemorld, and in dispersed columns in a street in
physicians from different pedagogical anNuremberg, jointly to remind us that such
cognitive background, as with the symbiosiwinciples resulting from human rights
of several conceptions and ways advocacy shall become integral part of human
understanding will result, fortunately, trudeing basic culture.
ethics praxis. We suggest a broad debate for

Resumen

Actitud médica y autonomia del patiente vulnerable

Este articulo presenta los resultados de la m@Eguinvolucrando la muestra de 42 médicos del
sector de oftalmologia de un hospital terciagio Portugal. Se realizaron cuestionarios con 10
preguntas, destinado a evaluar las actitudedredegrupos de médicos de edadgemrmaciones
pedagogicas diferentes, en relacion a la auttmomel patiente glaucomatoso. Los resultados
fueron analizados indicando la correlacién desisa a través del test de Pearggn Se aprecian
tres actitudes diferentes con significadoadistico (valor de p <0,05), considerandoi las
existencia de tres personalidades médicas, camdgntes al grupo etario. La formalizacién de
la practica médica a medida que la edad disminmaaicina defensiva), caracterizando al grupo
1. El respeto por el enfermo dominé en el grupo 2.pkevalecido en el grupo tres la tendencia
para la medicina paternalista, dénde las inforomes al patiente son resultado desdmicacion

y el caracter del médico. Concluyendo, la condudéalos médicos evidencia el momento en que
iniciaron y desarrollaron su profesion, la cultura médjcsu formacién en bioética.

Palabras-clave: Autonomia profesional. Autonomia personaBioética. Oftamologia.
Glaucoma.
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Abstract

Medicalattitude and vulnerable patient’s autonomy

This article presents the results of a reseadone involving samples of 42 doctors from an
ophthalmology’s service of a tertiary Hospital Rortugal. An inquiry with ten questions was
applied, in order to evaluate three groups doctors with different ages and pedagdgica
background, regarding the autonomy of tphatient with glaucoma. The informatization
was analyzed indicating the descriptive cotrete using the test of Pearsogft. The results
show three different medical attitudes, withfeliént statistical meaning (value of p<0,05),
allowing to consider the existence of three dostopatterns, regarding their age group. The
formalization of medical practices at youngege (defensive medicine) characterized thst fi
Group. The respect for the patient is a dtarsstic of the second Group. Paternalist
medicine remains evident in the third Groupthere the elucidation depends of the
doctor’'s education and character. It conclutiat the attitude of the doctors is influenchy
the time they started andaadoped their medica activity, the pedominart medica’s
culture and the boethics information.

Key words: Professional autonomy. Personal autonomy. Biostf®phthalmology. Glaucoma.
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