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Abstract

Medical systems are culturally adapted and may have negative impacts on those that do not share these
bases. We discussed the indigenous perspective on moral issues in the relation with health services in the
region of Alto Rio Negro/Amazonas/Brazil. It was a qualitative research that used participant observation and
interviews in two communities in the region of Alto Rio Negro as techniques. The transfer to health services
in urban areas was identified as the main moral issue for the Indians in the region. The diversity of traditions,
cultures and values of the indigenous people influence their morality and clinical decisions to be made, what
used to be little understood by health professionals. In the relationship between health professionals and
indigenous users it was clear the shock between different habits and the configuration of a relation between
moral strangers. These facts hinder the dialogue to solve conflicts.
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Resumo
Reflexdes sobre questGes morais na relagdo de indigenas com os servigos de satide

Os sistemas médicos sdo culturalmente moldados e podem ter impactos negativos naqueles que ndo compar-
tilham essas bases. Discutimos a perspectiva indigena de questdes morais na relagdo com os servicos de sau-
de na regido do Alto Rio Negro/Amazonas/Brasil. Trata-se de pesquisa qualitativa que utilizou como técnicas
a observacdo participante e entrevistas em duas comunidades na regido do Alto Rio Negro. A transferéncia
para servicos de salde em drea urbana foi identificada como a principal questdo moral para os indigenas na
regido. A diversidade de tradicdes, culturas e valores dos povos indigenas influenciam na sua moralidade e
tomada de decisdes clinicas, que eram pouco compreendidas pelos profissionais de saude. Na relagdo entre
profissionais de salude e usuarios indigenas ficou evidente o choque entre habitus distintos e a configuragdo
de uma relagdo entre estranhos morais. Essas condicGes dificultam o dialogo para a resolucdo de conflitos.
Palavras-chave: Satide de populacdes indigenas. Etica clinica. Bioética. Noroeste amazénico.

Resumen
Reflexiones sobre cuestiones morales en la relacion de indigenas con los servicios de salud

Los sistemas médicos son culturalmente moldeados y pueden tener impactos negativos en los que no com-
parten estas bases. Se discute la perspectiva indigena de cuestiones morales en la relacién con los servicios
de salud en la regién del Alto Rio Negro/Amazonas/Brasil. Fue un estudio cualitativo que utiliza las técnicas
de la observacién participante y entrevistas en dos comunidades de la regidn del Alto Rio Negro. La transfe-
rencia para servicios de salud en zona urbana fue identificada como la principal cuestion moral para los indios
de la region. La diversidad de tradiciones, culturas y valores de los pueblos indigenas tienen influencia en su
moralidad y la toma de decisiones clinicas que eran poco comprendidas por los profesionales de salud. En la
relacion entre los profesionales de salud y los usuarios indigenas se hizo evidente el choque entre los distintos
habitus y la configuracién de una relacidn entre extrafios morales. Estas condiciones dificultan el didlogo para
resolver los conflictos.

Palabras-clave: Salud de poblaciones indigenas. Etica clinica. Bioética. Noroeste del Amazonas.
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Reflection on moral issues in the relation between indigenous people and health services

The perception, comprehension and resolu-
tion of moral problems in health care are strongly
influenced by context, rural or urban, which they
occur 2, A fundamental characteristic of health ser-
vices in rural contexts is often the populations have
the knowledge, practices and values different from
the recognized by health professionals. Variations
in comprehending practices and moral values lead
to episodes of conflict in health services 3Turner *
states that in past decades several studies have
shown considerable cultural variation on how fam-
ilies and individuals understand clinical situations
such as terminal diagnosis, the definition of death,
the use of high technology, among others.

Differences in culture and religious traditions
are directly related to this moral diversity in soci-
ety. Therefore, the relationship between indige-
nous people and health professionals should take
into consideration such differences. Ellerby et al. 3
highlight that ethical decisions of native people dif-
fer from the hegemonic values of Western society.
Moreover, the historical context of the existing pow-
er relations between indigenous people and nation-
al societies also influences this relationship. In Brazil,
for centuries, colonial agents - such as health insti-
tutions - developed the project of “civilizing” the na-
tives, that is, they understood that they should be
protected from themselves by adopting the values,
customs and habitus of Western culture . Thus were
not considered as moral subjects, with their own
values and knowledge and able to make decisions.

The discussion on moral issues in relation of
the indigenous people and health services is funda-
mental for improving the quality of care provided to
this population, once the lack of a culturally sensitive
care may be responsible for the non-use of health
services and their bad results ®’. In several countries
it is apparent that the indigenous population pres-
ents a lower life expectancy and higher prevalence
and incidence of many diseases 7!, Medical systems
are culturally shaped in Brazil as in other countries
in accordance with Western, Christian, liberal val-
ues, which may bring negative impacts to those who
do not share these bases 2.

Turner * highlights the importance of studies
about the moral point of view of the members of
specific communities. Under such approach, it is in-
tended in this study to discuss the indian perspec-
tive on moral issues in relation to health services in
the upper region of Rio Negro / Amazon / Brazil. Our
analysis will start from the recognition that health
professionals and indigenous do not share the same
habitus **** and therefore constitute themselves as

moral strangers . In this context, we consider the
discourse ethics as a way to resolve these conflicts
and how to overcome the coloniser-colonized rela-
tionship .

Habitus, moral strangers and the discursive
ethics

The habitus, according to Bourdieu, are du-
rable provisions schemes, acquired in socialization
processes, which include two components: the prin-
ciples and values that regulate everyday behavior
(ethos) and the attitudes and dispositions of the
body (body hexis) **. Therefore, indigenous and
non-indigenous, who do not share the same social
world, develop different attitudes and ways of act-
ing, perceiving and reflecting.

The agents of the same habitus do not need to
agree to act in the same manner ¢, as the common
coding ensures minimal communication 3. However,
if the objective conditions or context change, a dis-
crepancy between the old habitus and the new con-
ditions may occur, what would lead agents to atti-
tudes considered inadequate, triggering conflicts °.

Engelhardt Jr. ** called moral strangers who
do not share those assumptions, rules or moral au-
thorities, incorporated in habitus of individuals and
groups. Therefore, the moral friends would be those
who share a continuist morality in a group of people.
To resolve controverses, moral friends may resort to
moral argument or a recognized authority, but not
moral strangers: they would have to sort through a
mutual agreement because they do not share the
same rules, assumptions or moral authorities. The
author states that not sharing an essential morality
does not mean the impossibility of comprehension
of the other’s perspective, so that the conflict reso-
lution is proposed through agreements.

We agree with the perspective of discourse eth-
ics, which has been crafted in the context of the rela-
tionship between indigenous and non-indigenous in
Brazil by Oliveira and Oliveira ** and Oliveira !’ using
as a foundation the concept of communication com-
munity and argumentation of Karl-Otto Apel. The
communication community is a social space marked
by dialogic relations, but to democratically function
as argumentation community needs an intersubjec-
tive agreement of standards and rules between the
interlocutors . However, in the interethnic context
of a society ruled by an only-ethical State, it is ob-
served the hierarchization of a culture over anoth-
er, compromising the conditions of symmetry and
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Reflection on moral issues in the relation between indigenous people and health services

equality, necessary for a truly democratic dialogue.
This is the challenge we encountered in the context
of relations between health professionals and indig-
enous people to resolve moral conflicts.

The subsystem of indigenous health in Brazil

Since 1999, it was implemented a specific
health care subsystem for indigenous people inte-
grated to the national health system in Brazil. The
National Policy for the Health of Indigenous Peoples
(Pnaspi) foresees the implementation of a mod-
el of care whose operation is based on 34 Special
Indigenous Health Districts (DSEI), responsible for
providing access to comprehensive health of indige-
nous peoples 8. The districts provide primary health
care services performed by multidisciplinary teams
of physicians, nurses, dentists, nursing technicians
and indigenous health agents (AlS) that must act in
indigenous villages. This local network is linked to
the rest of the unified health system (SUS) for the
provision of medium and high complexity services.

One of the fundamental guidelines of this
subsystem is the special attention that advocates
the appropriateness of services through the prepa-
ration of health professionals to work in an inter-
cultural context, the articulation with traditional
health systems and the differentiation of actions
and technologies for local contexts. However, this
guideline finds many difficulties in its implementa-
tion throughout the districts.

Some ethical conflicts that emerged from the
intercultural relationship between indigenous peo-
ple and the national society remain controversial,
but the scientific literature on the ethical issues that
arise with the implementation of indigenous health
subsystem is still incipient. The little available litera-
ture addresses the issue of infanticide >%?* and eth-
ics in research 2.

Methods

This is a qualitative research, interested in the
“point of view of the actor” as a producer of mean-
ings 227 and approved by the National Committee
for Research Ethics. The techniques used for data
collection were the participant observation, as ob-
server 2% the systematic record in field notebook;
and international bibliographical review.

The fieldwork was conducted during 40 con-
secutive days in two communities of the Baixo Rio
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Icana in Distrito Sanitario Especial Indigenas do Alto
Rio Negro (Dseirn), located in the municipality of
S3o Gabriel da Cachoeira. The main informants and
translators were four AlS - two women and two men
- who worked in these communities. Community
and people’s names used are fictitious.

Participant observation included the daily
monitoring of the collective activities of communi-
ties, providing care by the four AIS and therapeutic
routes followed by patients attended. Informal con-
versations with residents about their experiences in
health services were held in the cities of Sdo Gabriel
da Cachoeira (SGC) and Manaus. The daily records
in the field diary were reviewed and categorized in
order to identify situations that, from the perspec-
tive of the indigenous, represented conflicts in the
relationship with health professionals.

The bibliographical review was also made in
the PubMed database, in March 2013, which helped
to define the categories of analysis and discussion of
the empirical data.

Local context of the study

The Dseirn is located in the northwestern Am-
azon, region of Alto Rio Negro, in the municipality
of Sdo Gabriel da Cachoeira, on the border with Co-
lombia. Currently, in there live 17 languages speak-
ing peoples of three linguistic trunks - Arawak, Tu-
kano and Maku. Our study occurred in Igana river, a
tributary of Rio Negro, where members of the eth-
nic Baniwa *°, target of interest in the research, live.

The study was conducted in the lower course
of Igana river in Baniwa villages, fictitiously called
Acai and Buriti. The area of the Baixo Igana compris-
es a geopolitical region located between the mouth
of the Rio Icana and middle reaches of the same riv-
er, former site under influence of colonization pro-
cess; prevailing trade regime established in the ex-
traction of jungle products, economic space whose
influence is felt until the mid-twentieth century.

The relative proximity to the municipal head-
quarters of Sdo Gabriel da Cachoeira favored the in-
tense interethnic contact, continuous action of reli-
gious missions and greater contact with the national
society agencies, which accentuated the changes in
Baniwa way of living 3%. The organization and repro-
duction Baniwa of social life is strongly supported
by a system of knowledge and the mythical form of
kinship organization, critical to understanding the
origin, maintenance and disease classification in this
society 3233,
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Results and discussion

In the communities studied, families prefer-
entially sought to solve their health problems with
local resources, covering: a) domestic / family care,
through the use of medicinal plants and / or diets
and / or self-medication with drugs industrialized; b)
consultation with indigenous traditional healers; c)
compliance by AlS; d) less often, the search for as-
sistance with nurses and nursing technicians of the
support units named poles base.

In general, the indigenous population used
concomitantly different existing health resources in
the territory; not for them there were no conflicts
or contradictions in the use of biomedical and tra-
ditional therapies jointly characterizing a medical
pluralism that is, according to Menéndez 34, typical
of Latin American societies, in which individuals and
social groups consistently perform among the vari-
ous joints forms of health care.

AlS, as members of multidisciplinary health
teams Dseirn, performed the first evaluation and
management of indigenous health subsystem us-
ers in the villages, as well as deliberated on the first
pipeline. If you conclude that the case was serious
or that did not have local resources to solve the
health problem identified, communicated by radio-
phone with headquarters Dseirn for guidance on
procedures or to request the removal of the patient
to the city.

In the city of GSC is located a Indineous Health
House (Casai), support unit offering lodging and
health care to indigenous referred for care at re-
ferral network from the town (hospital and outpa-
tient) managed by state departments and munici-
pal health, respectively. When necessary, patients
could be referred to Manaus - in these cases, Casai
Manaus housed patients and managed the continu-
ity of care.

During the field work it was identified that the
removal to the city generated conflicts among indig-
enous families and teams Dseirn. According to AlS,
people often give up removal or refused to be dis-
placed or to allow the transfer of family to the city.
In the literature, this type of situation is also com-
mon in other regions. Stamp et al. * reported that
the transfer to services in urban areas is a daunting
experience for indigenous remote areas in Austra-
lia, and relates to the environment and fear of un-
known people, the difficulties and costs in shifts and
accommodation to cultural inadequacies of services
and communication difficulties related to bilingual-

ism these people and sometimes the little fluency in
the national language.

In the analysis stage of the research records
were selected in the field daily situations related to
removal, reported by indigenous users or accompa-
nied by the researcher, which served as the empiri-
cal material for the discussion about the perspective
of indigenous conflict with the services of health.

Barriers in services and discrimination in health
services

“During a visit to the AIS Rodrigo, he says with
the three families gathered that | had asked the rea-
sons why people do not like to go to town. The sr.
Abreu says the mixture Marry a lot of people, the
place is dirty and messy, because employees do
not clean the place and say that indigenous is that
should clear. After Dona Maria says Marry Manaus
is worse than the SGC, that there is no where to put
the network, you have to sleep on the floor “ (Ex-
cerpt from field diary from acai community).

Many reports made it clear that, for indige-
nous peoples, the conditions of Kasai were inade-
quate for hosting patients and families. These neg-
ative experiences were reinforced by similar stories
from other families in Kasai and other health ser-
vices - this kind of negative perception of health ser-
vices has also been identified in Australia by Stamp
et al ¥ and Aspin °.

The natives showed distrust in relation to
non-indigenous professionals and insecurity when
transferred to urban services, because these were
uncomfortable, mistreated and subjected to unsuit-
able conditions. Thus, adherence to guidelines and
treatments offered was impaired and removing re-
fused by patients or their relatives, a situation also
referred to by other authors 723, Stamp et al.
point out that the lack of information available to the
Indians about what to expect from referral hospitals
exacerbates this discomfort and consider that this
may also be a relevant factor in the Rio Negro region.

This type of situation was classified by Betan-
court 6 as structural barriers to accessing services,
as it refers to difficulties encountered due to the
drawings of the physical structure and management
of health services, such as hosting and maintenance
of spaces. For the author, this kind of barriers also
include the lack of interpreters, delay in care, diffi-
culties in referral to specialist services, lack of cul-
turally sensitive educational materials and other
information 6. These difficulties in access to health
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services are also faced by indigenous Brazilian and
once again can be understood as a lack of respect
for that identifies and characterizes that particular
community.

Although Brazilian law 3¢ determine the human-
ized, warm and care-free discrimination in services,
the operation of health institutions reflects existing
conceptions and values in the society. And we realize
that stereotypes about the ways of life of indigenous
lead to the discrimination of these users in services
- which is also observed by other authors 7#%”. The
record that there are disparities in access and quality
of care in health services related to the ethnic pro-
file is reported in several studies %%°, although that
would still be little discussed in Brazilian literature.

The challenge of diversity and plurality in medical
care

According to Betancourt ¢, the recognition of
the need to adapt, or of cultural competence of ser-
vices has become evident in recent years and in the
case of health care directed at indigenous peoples is
more evident and necessary position shared by sev-
eral authors 732,

For each crop, symptoms, classifications and
therapies for health problems vary. For Baniwa, the
origin and the classification of diseases are made
from a system of mythical knowledge related to wars
between families creators heroes 3%. Garnelo and Bu-
chillet *® establish a taxonomy of diseases rionegrinos
indigenous peoples, including the baniwa, whose
foundations are diseases related to the offense of
beings-spirits; with poisoning, a form of malefaction
that plays a central role in cosmology Baniwa; with
gender conflicts that recall the ancient wars between
men and women; diseases caused by Yodpinai - be-
ings-spirits of the forest; and diseases caused by con-
tact, but part of the traditional cosmology.

Such understanding of the specifics of the
health-disease process coexist with the offer of gov-
ernment services based on APS, which are used by
the natives in coping with their health problems.
However, in the Rio Negro region reports revealed
the unpreparedness of indigenous institutions and
health professionals to deal with these socio-cultur-
al specificities of the health-disease process:

“I wonder why people do not like to go to SGC?
Denise agent says the problem was that in Marry
the food is bad and they mix ethnicities. Denise also
talks that there was a man who started with gener-
alized swelling, she asked redemption and family at
first agreed, but then gave up. The family thought it
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was traditional disease (blast) and wanted to treat
with traditional medicine” (Excerpt from field diary
from Agai community).

In this report we identified some barriers
classified as clinics for Betancourt ®, related to so-
ciocultural differences in the health-illness-healing
and leading to conflicts in services. The misunder-
standing of these cultural differences on the part
of health professionals and managers, can be ex-
pressed, for example, the cultural inadequacy when
organizing services in Kasai, such as: a mixture of
people of different ethnicities, understood as a sit-
uation of health risk; the disregard of traditional di-
ets and dietary restrictions of sick families; and the
prohibition of experts, connoisseurs of plants, sha-
mans and healers do their treatments in the areas
of public services, in addition to the non-recognition
of traditional diseases.

Garnelo and Wright 32 point out that the shift
patients to stay in the city and are feared to Casai
members of this ethnic group events, for the pro-
duction of food for people from other groups is
identified as a risk for illness, not for biomedical
reasons, but for threatening the way of life. In par-
allel, even among indigenous urbanized there is the
fear of not being able to follow the proper diet for
each life stage, according to the traditions. The hos-
pital admission or stay in Kasai generates the break,
quite restrictive for the sick and their families, some
groups maintain dietary rules. In most cases, these
rules are not exclusive to the sick individual and ex-
tend to the family, which is different from the logic
of health services whose focus is solely the sick. In
addition, for those companies to family presence
serves Support for patients, characteristic found in
other contexts 32°,

For the Indians, there is not conflicting, com-
plementary use of biomedical and traditional re-
sources; but for health professionals is very difficult
to accept coexistence. Lorenzo *° etnocentismo em-
phasizes the frequent deployment of health, based
on a view that scientific knowledge should clarify and
/ or validate local knowledge *. Thus, we observe
that local practices of healing specialists are tolerat-
ed in Indian Country but not in health services.

Currently, most health professionals working
in the districts received no preparation for working
in an indigenous context. Several Brazilian authors
identify the lack of non-indigenous professionals in
history, cultures and medical systems of indigenous
peoples ***! and confirm that health professionals
have difficulties in understanding what would be
the differentiated attention #**2. Health actions im-
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plemented in the districts and in Casai are based
on national health programs without significant ad-
justments in technologies, information systems or
targets. As a result, the universalist conceptions of
health professionals are materialized in a technical-
ly standardized patient care without any consider-
ations in relation to their cultural singularities.

Different moral values, forms of autonomy and
conflict during the decision making

By the account of indigenous users perceived
that the health services they are asked to make deci-
sions based on biomedical values. However, accord-
ing to Garvey et al 2 in indigenous perspective often
the commitment to quality of life is greater than the
search for a cure, as well as the desire to receive care
provided by indigenous, involving culture, communi-
ty and spirituality. To Ellerby et al. 3, due to an impo-
sition of Western values health institutions may also
be associated with the culture of colonization.

For the Indians, the parameters that guide the
decision making in clinical situations do not differ
from those applied in other life situations. Indige-
nous ethical decisions would often situational and
highly dependent on values and family and commu-
nity context 3. In the rionegrino context, the ethos is
strongly guided by the family (kinship) and commu-
nal life. To Ellerby and coworkers 3, Indian ethics is
best understood as a relational process and, indeed,
it was realized that the field work for the Indians was
extremely important in decision making, the quality
of the relationship with health professionals, espe-
cially with regard to trust, friendship and empathy.

We also realize that for indigenous and their
families of the Upper Rio Negro risks and benefits
for the individual can be made relative to the inter-
ests of the family and community, and the presence
of the family in clinical decision making is crucial.
We agree with authors 2* who point out that the
dominant emphasis in Western society in respect
for autonomy - understood as an individual decision
making that prioritizes the individual consent of the
patient - should be replaced by collectivist ideas. In-
stead of assigning a unit of autonomous decision to
the individual, this may be the family or the commu-
nity, as identified by Hanssen “.

Health professionals should be able to recog-
nize the different modes of decision making, the no-
tion of family and forms of communication of indig-
enous users 2. It was observed this difficulty during
the fieldwork, when a community member suffered
a paralysis. Given the possibility of the individual

having suffered a stroke, we tried to convince him to
accept the rapid removal via transport Dseirn. But
from the first conversation the patient said he want-
ed to move under its own power, which would take
much longer. Only after two days of dialogue was
understood and accepted that was sick wanted to
manage their care with their own resources, so that
he could, on the way, stop at another community to
meet with your child, perform traditional treatment,
staying at home family in the city and look for hospi-
tal autonomously and not by Dseirn.

This initial posture reflects the paternalism
that marks the medical practice in Brazil, which em-
phasizes that the professional should always act to
restore health and extend the the life of patients,
even without your approval and even against his
will #4. This ethos, understood a value which regu-
lates the daily conduct of professionals, is justified
by the idea that technical knowledge is the only
valid criterion to ensure the best interest of the pa-
tient *. Menéndez ** emphasizes that the process of
hegemony of biomedicine has built up a position of
patient subordinate to the doctor, incorporated into
the professional habitus posture knowledge.

However, in Brazil, *® Barroso stated that the
Constitution of 1988 is a milestone in the protection
of individual rights, adopting the concept of human
dignity as the ability to be autonomous. This jurist
argues that prevail in the country legally the idea
that individuals, based on their values and princi-
ples, whether religious or cultural, can decide about
their lives and their medical treatments, including
being able to forgo a fundamental right, like life .

But it is also at this point we observe that in-
digenous and non-indigenous are moral strangers.
Authors in the field of ¥ indigenous health report
that the supply of health care is heavily affected by
the conflict between the values of equality and in-
dividuality of Western society and the organization
of the ethnic groups of South American lowlands,
characterized as partnerships (and not individuals)
and marked by tension between egalitarianism and
hierarchy in kinship groups. This is the specific case
of ethnic groups in the Upper Rio Negro.

The fundamental notion of individual free-
dom of choice, which separates the individual’s so-
cio-cultural environment, conflicts with the notion
of collective construction of these groups 25434748,
The notion of the individual is something particular
and historical and currently is the basis of scientific,
political, ethical and health work in Western society
theories but designing it to other companies gener-
ates misunderstandings and conflicts.
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Strategies and conflict resolution

When considering the framework of discourse
ethics, the major challenge in the field of Indigenous
health is the creation of communities of argumen-
tation >, Oliveira and Oliveira ** point three social
spaces for democratic dialogue and negotiation: the
“microsphere”, referring to the context of family and
community; the “mesoesphere” located in relations
with the nation states; and “macrosphere” the delib-
erations and actions of international organizations.

Internationally, there are legal provisions and
milestones that defend indigenous and indigenous
discourse. However, under the “microsphere” it
was observed that the rules and moral values dif-
fered between indigenous and health professionals.
Furthermore, little time for dialogue during the ses-
sions, the short period the teams in the communi-
ties, the lack of longitudinal follow-up of patients
and the high turnover of professional conflict with
the importance given by the Indians to the quality of
human relations in decision decision and the thera-
peutic process > and hinder the formation of com-
munities of argument between professionals and
indigenous - a situation found in other districts -,

When disagreement occurred with the indi-
cation of transfer to the city, primarily responsi-
ble for dialogue and persuasion were the AlS. The
Dseirn adopted the strategy to ask who refuse to
remove the sick to sign a “term of responsibility”,
whose main objective seems to be exempt Dseirn
the consequences of the decision. This strategy
is used in other districts and, in our view, hinders
democratic dialogue and understanding of the mo-
tivations on denials.

Some professionals, with more time and ex-
perience, learned to dialogue with leaders and
hold community meetings to discuss planning and
evaluation of activities or issues. This kind of atti-
tude was welcomed by indigenous and assisted in
resolving conflicts. This initiative demonstrates the
importance of the health professional to establish
dialogue and, through this, seek knowledge about
the reality of indigenous peoples, and points to at-
tempts to establish communities of argument be-
tween users and professionals.

During the stay in the health services in urban
areas, the Indians also reported difficulties in ensur-
ing their rights and wishes with regard to therapeu-
tic approaches. For the care of indigenous experts
and use of traditional medication needed to return
to communities. Some indigenous therapists inter-
viewed reported strategies and attempts to meet
the unnoticed way in services.
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Importantly, the regulation of the relationship
between health services and indigenous users are
under the “mesosphere”, the formulation and im-
plementation Pnaspi and their mechanisms of par-
ticipation and creation of communities of argument.
In the current context, we identify different barriers
to the creation of democratic spaces for dialogue,
as local and district social control agencies have not
been effective. Nationally, there is the incorporation
of indigenous leaders replacing the construction of
spaces of representative dialogue; the last National
Conference on Indigenous Health in 2013, managers
used different strategies to maintain its hegemony
in the conduct of deliberations - and observe differ-
ent government policies and actions that kick in in-
digenous rights.

Final considerations

The refusal of the natives in respect to the
transfer to health services in urban areas, identified
in Dseirn revealed many conflicting elements of the
relationship between indigenous people and health
professionals. In our analysis, these reports did not
concern the refusal to biomedical care itself, but the
cultural barriers inherent in the structure and oper-
ational proposal of services, as well as the disregard
of the indigenous perspective on the therapeutic
process.

It was also possible to verify conflict between
social priorities, rituals or family members of groups
whose importance was not perceived by health pro-
fessionals and therefore became competitive with
the supply of health care. This situation has led to
negative and disrespectful experiences in services,
communication failures, dissatisfaction, low adher-
ence to treatment, distrust in the relationship with
professionals, among other problems. We highlight
some of the problems identified are not specific to
this population.

The underlying moral issue is the failure to
consider the perspective of Indigenous subject in
their way of life and lead to the therapeutic process.
Not consider this case means not know or respect
and it expresses the persistence of ethnocentric per-
spective, which advocates that the indigenous still
needs to be protected from himself.

In the situations discussed between health
professionals with indigenous users were evident
clashes between different habitus and setting up a
relationship between moral strangers. Moreover,
it is noticed that the conditions and characteristics
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of the encounter between health professionals and
indigenous users hinder the formation of communi-
ties of argument for resolving disagreements.

We need to pay more attention to the percep-
tions, expressions and values of each Indigenous
user and more flexible practices before each con-
text. Valuing family for the care and decision mak-
ing, the use of interpreters during the process, rec-

ognition and respect for traditional knowledge and
practices of health seem fundamental to consoli-
date the relationship between health professionals
and indigenous in health services.

Article produced as part of the Health and Liv-
ing Conditions of Indigenous Peoples in the Amazon,
Support Program for Centers of Excellence - Pronex /
Fapeam / CNPq, Call 003/2009.

References

1. Nelson W, Pomerantz A, Howard K, Bushy A. A proposed rural healthcare ethics agenda. ] Med
Ethics. 2007;33:36-9.

2. Garvey G, Towney P, McPhee JR, Little M, Kerridge IH. Is there an aboriginal bioethic? J Med
Ethics. 2004;30:570-5.

3. Ellerby JH, McKenzie J, McKay S, Gariépy GJ, Kaufert JM. Bioethics for clinicians: 18. Aboriginal
Cultures. CMAJ. 2000;163(7):845-50.

4. Turner L. Bioethics in a multicultural world: medicine and morality in pluralistic settings. Health
Care Anal. 2003;11(2):99-117.

5. Garnelo L. Bioethics and indigenous worlds: where do we situate ourselves? Cad Saude Publica.
2010;26(5):853-78.

6. Betancourt JR, Green AR, Carrollo JE, Ananeh-Firempong O. Defining cultural competence:
a practical framework for addressing racial/ethnic disparities in health and health care. Public
Health Rep. 2003;118:293-302.

7. Wexler L. Behavioral health services “Don’t work for us”: cultural incongruities in human service
systems for Alaska native communities. Am J Community Psychol. 2011;47:157-69.

8. Coimbra CEA, Santos RV. Salde, minorias e desigualdade: algumas teias de inter-relagbes com
énfase nos povos indigenas no Brasil. Ciénc Saude Coletiva. 2000;5(1):125-32.

9. Aspin C, Brown N, Jowsey T, Yen L, Leeder S. Strategic approaches to enhanced health service
delivery for aboriginal and Torres Strait Islander people with chronic illness: a qualitative study.
BMC Health Serv Res. 2012;12:143.

10. McMurray A. Culture-specific care for indigenous people: a primary health care perspective.
Contemp Nurse. 2008;28:165-72.

11. Tookenay VF. Improving the health status of aboriginal people in Canada: new directions, new
responsibilities. Can Med Assoc J. 1996;155(11):1.581-683.

12. Bourdieu P. O senso pratico. Petrdpolis: Vozes; 2011.

13. Bourdieu P. Coisas ditas. Sdo Paulo: Brasiliense; 2004.

14. Engelhardt HT. Fundamentos da bioética. Sdo Paulo: Loyola; 1998.

15. Oliveira RC, Oliveira LRC. Ensaios antropoldgicos sobre moral e ética. Rio de Janeiro: Tempo
Brasileiro; 1996.

16. Bonnewitz P. Primeiras ligdes sobre a sociologia de P. Bourdieu. Petrépolis: Vozes; 2003.

17. Oliveira RC. O trabalho do antropdlogo. Brasilia: Paralelo 15/Editora Unesp; 2000.

18. Brasil. Ministério da Saude. Fundagdo Nacional de Salde. Politica Nacional de Saude. Politica
Nacional de Aten¢do a Saude dos Povos Indigenas. Brasilia: Ministério da Saude/Fundacdo
Nacional de Saude; 2002.

19. Feitosa SF, Garrafa V, Cornelli G, Carvalho SJ. Bioethics, culture and infanticide in brazilian
indigenous communities: the Zuruaha case. Cad Saude Publica. 2010;26(5):853-78.

20. Lorenzo CFG. Is an interethnic ethic possible? Reflections on indigenous infanticide. Cad Satde
Publica. 2010;26(5):853-78.

21. Schramm FR. The morality of infanticide at the crossroads between moral pluralism and human
rights culture. Reflections on indigenous infanticide. Cad Sadde Publica. 2010;26(5):871-3.

22. Segato RL. Leaving behind cultural relativism to endorse historical pluralism. Cad Saude Publica.
2010;26(5):875-6.

23. Lidorio R. Uma visdo antropoldgica sobre a pratica do infanticidio indigena no Brasil. Ultimato
[Internet]. 2007 (acesso jun. 2012);(309). Disponivel: http://www.ultimato.com.br/revista/
artigos/309/uma-visao-antropologica-sobre-a-pratica-do-infanticidio-indigena-no-brasil

24. Adinolfi VT. Enfrentando o infanticidio: bioética, direitos humanos e qualidade de vida das
criangas indigenas. Rede M&os Dadas. [Internet]. 2012 (acesso jun. 2012). Disponivel: http://
xa.yimg.com/kq/groups/20451959/578391691/name/enfrentando_infanticidio.pdf

25. Coimbra CEA, Santos RV. Etica e pesquisa biomédica em sociedades indigenas no Brasil. Cad
Satde Publica. 1996;12(3):417-22.

26. Flick U. Desenho da pesquisa qualitativa. Porto Alegre: Artmed; 2009.

27. Chizzotti A. Pesquisa qualitativa em ciéncias humanas e sociais. 3 ed. Petrdpolis: Vozes; 2010.

<
=
)
S
©
L
(8]
Pl
(30}
()
(7]
()
oc

Rev. bioét. (Impr.). 2014; 22 (2): 332-40 339



Reflection on moral issues in the relation between indigenous people and health services

28. Cicourel A. Teoria e método em pesquisa de campo. In: Guimardes AZ, organizadora. Desvendando
mascaras sociais. 2? ed. Rio de Janeiro: Livraria Francisco Alves Editora; 1980. p. 87-121.

29. Foote-White W. Treinando a observagdo participante. In: Guimardes AZ, organizadora. Op cit.
1980. p 77-86.

30. Instituto Socioambiental. Federagdo das Organizagdes Indigenas do Rio Negro. Mapa-livro povos
indigenas do Rio Negro: uma introdugdo a diversidade socioambiental do noroeste da Amazdnia
brasileira. S30 Gabriel da Cachoeira/S3o Paulo: ISA/Foirn; 2006.

31. Garnelo L. Poder, hierarquia e reciprocidade: saide e harmonia entre os Baniwa do Alto Rio
Negro. Rio de Janeiro: Editora Fiocruz; 2003.

32. Garnelo L, Wright R. Doenga, cura e servigos de saude: representagdes, praticas e demandas
Baniwa. Cad Saude Publica. 2001;17(2):273-84.

33. Garnelo L, Buchillet D. Taxonomias das doengas entre os indios Baniwa (Arawak) e Desana
(Tukano Oriental) do alto Rio Negro (Brasil). Horiz Antropol. 2006;12(26):231-60.

34. Menéndez E. Intencionalidad, experiencia y funcidn: la articulacion de los saberes médicos.
Revista Antropologia Social. 2005;14:33-69.

35. Stamp G, Miller D, Coleman H, Milera A, Taylor J. ‘They get a bit funny about going’: transfer
issues for rural and remote Australian aboriginal people. Rural Remote Health. 2006;6(536):1-8.

36. Brasil. Ministério da Saude. Carta dos direitos dos usudrios da saude. Brasilia: Ministério da
Saude; 2007.

37. Silva CD. Cotidiano, saude e politica: uma etnografia dos profissionais de satude indigena. [tese].
Brasilia: Universidade de Brasilia; 2010.

38. Garnelo L. Mito, histéria e representagdo social de doenga sexualmente transmissivel entre os
Baniwa, noroeste amazonico. In: Nascimento DR, Carvalho DM, Marques RC, organizadores. Uma
histéria brasileira das doengas. Rio de Janeiro: Mauad; 2006. p. 24-36.

39. Lorenzo CFG. Desafios para uma bioética clinica interétnica: reflexdes a partir da politica nacional
de saude. Rev. bioét. (Impr.). 2011;19(2):335.

40. Bruno PRA. Saberes na satde indigena: estudo sobre processos politicos e pedagdgicos relativos
a formagdo de agentes de salude Tikuna no Alto Solimdes (AM), Brasil. [tese]. Rio de Janeiro:
Instituto Oswaldo Cruz; 2008.

41. Langdon EJ, Diehl EE. Participagdo e autonomia nos espagos interculturais de saude indigena:
reflexes a partir do sul do Brasil. Saude Soc. 2007;16(2):19-36.

42. Langdon JE, Diehl EE, Wiik FB, Dias-Scopel RP. A participagdo dos agentes indigenas de saude
nos servigos de atengdo a saude: a experiéncia em Santa Catarina, Brasil. Cad Saude Publica.
2006;22(12):2.637-46.

43. Hanssen |. From human ability to ethical principle: an intercultural perspective on autonomy.
Med Health Care Philos. 2004;7:269-79.

44. Rego S, Palacios M, Siqueira-Batista R. Bioética para profissionais de saude. Rio de Janeiro: Editora
Fiocruz; 2009.

45. Menéndez E. Antropologia médica: orientaciones, desigualdades y transacciones. Cuadernos de
la Casa Chata 179. México: Ciesas; 1990.

46. Barroso LR. Legitimidade da recusa de transfusdo de sangue por testemunhas de Jeova: dignidade
humana, liberdade religiosa e escolhas existenciais. In: Azevedo AV, Ligiera WR. Direitos do
paciente. Sdo Paulo: Saraiva; 2012. p. 343-82.

47. Coimbra C, Garnelo L. Questdes de saude reprodutiva da mulher indigena no Brasil. In: Monteiro
S, Sansone L, organizadores. Etnicidade na América Latina: um debate sobre raga, saude e direitos
reprodutivos. Rio de Janeiro: Fiocruz; 2004. p. 153-74.

48. Seeger A, DaMatta R, Viveiros de Castro EB. A construgdo da pessoa nas sociedades indigenas

brasileiras. Boletim do Museu Nacional (Antropologia). 1979;32:2-19.
49. Novo MP. Os agentes indigenas de saude do Alto Xingu. Brasilia: Paralelo; 2010.
50. Kelly JA. State healthcare and Yanomami transformation: a symmetrical anthropology. Tucson: Received:s. 27.1.2014
The University of Arizona Press; 2011.
Revised: 8.5.2014
Participation of authors
Ana Lucia de Moura Pontes: data collection, analysisi and elaboration of the article for the Ph.D. in
Public Health (Ensp/Fiocruz); Luiza Garnelo: co-orientation and participation of data analysis and final
writting; Sergio Rego: orientation, participating on data analysis and final writting.

Approved: 20.6.2014

S
=
)
S
©
i o
(8]
-
(5°}
(]
(7]
(]
(2

340 Rev. bioét. (Impr.). 2014; 22 (2): 332-40



