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ABSTRACT

The study aimed to arrive at an understandingefifmamics and the changes faced by dentistry,
using the professional autonomy category anddgpsifitance to professional discourse and the
strategies that are used to preserve professiat@i@my. The reflections are based on the sociology
of professions, particularly the concepts of autopoexpertise and service ideal. The research
revealed that professional autonomy is still argjrelement with an important role to play in shgpin
the identity of the group and that autonomy has not

been affected in spite of changes in the labor etark
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INTRODUCTION

The definition of a profession has historically ergbne the possession of a certain degree of
autonomy legitimised and organised by control ®bivn work which means the exclusive right to
determine who and how a person can exercise soésgion. Some professions and among them
Medical Doctors and Dentists were able to be tdgés of their own performances under the
justification that they are the only ones capalflevaluating their performances adequately
furthermore guaranteeing basic standards. As &gsafn, they have the expertise and the ideology of
an independent and quality service to society.

The insertion of Dentistry in the public servicesn@nstituted as health care for children on
school age and to a great majority of the poor [atjmn, the most common practice was tooth
pulling. Machado (1995) considers that if on the trand, technological innovation produced solid

knowledge which enhanced the competence and timndilds, on the other, it did not improve the
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enhancement in the quality of the services provibdgdientists and in general, treatment of teeth
problems has been restricted to the most privileggdta of our society. The success and
consolidation of Dentistry as a profession refeitsoliberal practice, thus, making questionabge it
benefits to society as a whole.

Medical profession studies on market questions (2ogelo; 1975 Machadet al., 1992)
and of professional autonomy (Machado, 1997, 19985; Schraiber, 1993) in spite of different
approaches, they point out that medical practice Unadergone a transformation process from a
liberal, individual practice which valued clinicakperience to an institutionalised practice with a
strong tendency to rationalization showing multifdems of insertion and pinpointing the acting of
group medicine.

As to the dentists practice, Machadb al, (1992) point out that among dentists, the
autonomous group is rather large. The decreaseinumber of autonomous professionals in the 70s
of the 2" century was small. From a percentage of 69, 9%9ir0 to 54, 5% in 1980 of the total
number of dentists. The research of Silva Filhd Breutério (1977) made in Araraquara (SP) with
surgeons that graduated from 1964 to 1974 showadah, 1% of these only worked as private
surgeons.

Dentists work market suffers a lot of modification the 1980s. Many studies show the
tendency to wage receiving, a tendency of surgeactige combined with deed covenant and
credentials and the association of both forms. rfEHsearch of Pereira & Botelho (1997) made with
3,191 dentists in the State of Goias shows that 8&¥e liberal workers, 48% worked as deed of
covenant, 49% are common workers and receive salarid 45% work in their private surgeries and
receive salaries.

Jardim (1999) in a survey made in Jodo Pessoa/B&ddhat 78, 4% of the dentists work in
surgeries, 59% are civil servants and 9, 9% hagwavate job. Of the considered autonomous, 61, 6%
work with deed covenants and the great majorit¢4pfor less than five years.

The survey carried out by the Regional Council ehiistry of Minas Gerais State in 2000
with 1,199 surgeons of the state identified thai9%b of the professionals are liberal workers
exercising dentistry in surgeries, 56,2% of themrkwwith deeds of covenant and credentials; those
who are liberal workers and receive salaries ar292%nd 8,7% are paid workers.

In a survey carried out by dentistry entities 920614 dentists were interviewed in Brazil.
As to professional share, 26, 6% are civil servyahts 1% are private sector workers, and 89, 6%
work on their own surgeries as liberal professisnal percentage of these (56, 2%) work with deed
covenants and credentials. Of the civil servarts 596 are in the Family Health Programme or PSF
(Ministry of Health, 2003).

Reflections about professional autonomy are bagetth@ sociology of professions having as
a basis concepts such as autonomy, expertise $breid970; 1994) as well as the concept of ideal of

service developed by Moore (1970).



Most authors in the field of sociology of professoconsider that the main characteristic of
the occupations considered professions is the msdtaowledge acquired through a prolonged
formation (Goode, 1969; Moore, 1970; Wilensky, 190Gedson 1970, 1994). By that, the monopoly
of knowledge is defended, the control over work,athdis, the capacity of regulating itself as an
activity and have independence in its developmedtpaactice.

The ideal of service or the collective orientatercompasses rules that have as aim to guide
technical procedures which focus on the clientserathan professionals and are considered onesof th
key elements in the process of professionalizgii@mode, 1969; Moore, 1970; Freidson, 1970). The
professional’s behaviour has to be based on th&attlicode in relation to clients and other
professionals.

The central object of this study is to comprehdmatision of the professional in relation to
its working context, the pitfalls that professianédce in different spaces and types of practicgells
as the strategies developed to overcome and peetleeir work autonomy. The main foci are the
technical and market autonomies as axis of theepsidnalization process taking into account

reflections of professionals about their practice.

METHODOLOGY

This is a field survey of as qualitative approach. obtain the data, it was necessary to
combine life story with semi-structured interviedegker, 1999). As Minayo (1994) points out, the
gualitative survey has as its main characteristipgnness, flexibility and capacity of observatiom
the interaction with the social actors involved.

Semi-structured interviews were carried out withdghtists of Jodo Pessoa County in the
State of Paraiba, Brazil. Three of them are expdrtentistry health plans. Following the qualiati
tradition to come to this number, the criteria xli@ustion and saturation were followed, that isemh
the researcher verifies the formation of a whold ascognizes recurrences in the collected data
(Blanchet & Gotman, 1992).

The research was approved by the ethics committEederal University of Paraiba (UFPB).
To carry out the interviews, it was previous expdal to interviewees the objective of the study and
each signed a consent term observing the ethidad@rntific demands of surveys with human beings
as stated in the Resolution 196/96 of the Natibtealth Council (Brazil, 1997).

The interviewees were randomly selected based enrligh of specialists provided by the
Regional Council of Dentistry — Paraiba Section abdyed the following criteria: 1) professionals
who were working in the period of the study; 2) fpesionals of different specializations; 3)
professionals with different market insertions aifferent experience of work (more or less time) to
characterize the undergoing of market transformadim as to reflect a degree of heterogeneity which

exists in reality; 4) the interest of the professilin taking part in the study.



Interviews were carried out following a preliminagript evaluated through a pilot interview.
The interview dealt with themes such as the chofcgrofession, daily practice, problems faced by
professionals in daily practice that result frone flob market transformation and what strategies
professionals use to preserve their autonomy.

Based on the literature about sociology of professi more specifically on the contributions
of Freidson (1970, 1994), Goode (1969), Larson [}9¥loore (1970), Schraiber (1993) and Ribeiro
& Schraiber (1994), we elected the following ciigiior analysis which are inter related.

- Autonomy as a professional identity element: techiniautonomy is related to the
capacity of judgment and decision making in the kwgrocess and constitutes a
theoretical category which makes it possible tacaldte knowledge and power; market
autonomy has to do with the capacity of the prodesto sell itself in the service market.

- Expertise — knowledge as a fundamental elemerttdcacterise a profession.

- The ideal of service considering the social commaiit of the professional so as to

contribute to the improvement of health conditioh&is or her patients.

RESULTS AND DISCUSSION

The interviewed professionals were eight femalé far male, all graduated between 1979
and 1996 and ages varying from 29 to 45 yearsNilde of them are specialists; three are general
practitioners and have made post graduate coutsepdating and improvement levels. The three
general practitioners work as experts in denta eaterprises.

The reasons that influenced in the choice of pifm are related to individual and social
guestions. One common aspect to all is the chdidealth area. Other aspects are important in the
reports such as the interest for a professiontthgtiberal characteristics and the possibilitha¥ing
a good income and be independent. This was theerttzaf they had of the profession: a liberal
profession, although the reports showed a discpetween what was real and the imaginary when
it came to work market position. There were repaoftprofessionals who arouse the interest and
vocation to the profession.

It was possible to notice the various forms oentisn of dentists in the work market: five of
them are paid workers and work in their surgerieden the “liberal” flag working with deed covenant
and credentials; two are paid workers and workhigirt surgeries under the “pure” liberal form
without deed covenants or credentials; four of th@ork only in their surgeries accepting deed
covenant and credentials and only one of themriglypa wage worker, working as a teacher.

The first years after graduation are for an effecinsertion in the work market followed by a
search for a specialization. The main interest isrprove clinic experience once trainee jobs ate n
enough to give professionals the required expeegi¢hey need in practice. A common trait among all

interviewed is that they started their professidivals under a dentistry that no longer liberahttis,



they put together experience in private surgernethé outskirts of cities as underemployed with no
working rights, as private or public paid workengldhe work in surgeries under the liberal flagpeit

individually or sharing a surgery with colleagues.

LIBERAL PRACTICE: THE FEELING OF CHANGE

Almost all interviewed referred to the associatlmetween professional autonomy and the
concept of a liberal profession. In a study by M (1996), doctors also associate autonomy to the
liberal profession concept. The concept of libgnalctice means the way in which the professional
markets his or her services in the market detengiiow he is paid for that and the bonds of
clients—how the patients freely choose them.

It was possible to identify many forms of insemtiof dentists in the market as paid work and
work in surgeries with health plans as pointed ioustudies about medical profession made by
Donnangelo (1975), Machado (1996, 1997), Schrgii#33).

When | graduated (1986), the idea of a liberal ggsional was still around. This was
the philosophy of professors at University, of graiihg and working in a private
surgery. We had the idea of finishing the course tanbe free to work in a surgery
but reality is not like that. To be a liberal pregenal was the objective in life but
when you start working you really see this aim ewsore distant. | never had the
chance of being a pure liberal professional matolydepend exclusively of my
surgery. | worked in the surgery but | was als@ia pvorker. (Teacher)

| did not know the liberal dentistry. | started iprofessional life in the late 1980s as
a civil servant and in surgery working with deedccot’enants [ ...] the percentage of
private clients is too small especially when yowe dreginning and has no
specialization. | did not live this situation dbdiral dentistry. | think this is the image
that they have of the profession which is reinfdrbg schools and entities. (Children
dentist)

When | started studying dentistry in 1987, everybddld me it was the best
profession, which was the only liberal, that thesere no health plans or deeds of
covenants but | started working within this framekvdn my surgery and as a
specialist. (Specialist 2)

The new forms of insertion of the professionalthe work market made changes in work
relationships and with clients. The production effvices does not depend exclusively of the
professional, the clients are institutionalizedyréhare distinct forms of getting new clients, fadeg
kind, quantity and access of clients to profesdorend the main point is the re-directing of
professional-patient relationship. The institutidration of such model in what regards techniqua an
the organization of work and distribution of seedicin society represents changes. As Schraiber

(1993) points out, the professional who works isuagery is related to the ways in which clients



come to him through deeds of covenant and credenBasides loosing control over the clients, the
professional looses control over how he is paidbse it is subordinated to market conditions ard th

difference in the amount of payment that the pifewl has no control of.

AUTONOMY: AN ELEMENT OF PROFESSIONAL IDENTITY

All the interviewed professionals referred to auimy as an essential question to the daily
practice. According to Schraiber (1993) practicecamsidered adequate and technically qualified
when the professional is in conditions of acting the basis in technical knowledge, his own
judgement and power to decide. In a first momentpiactice, professional give high value to
technical element represented by the act of raugithie patient which is considered he basis of the
work. Thus, the step of producing the technical #ot diagnosis and therapeutics are considered
essential to the preservation of autonomy. The igitpfjuestions are seen through a technical
perspective making the autonomy at work a prioly @atechnical act. The question of preservation of
technical autonomy is common in the interviews fiites of restrictions of autonomy through the

market.

I think that the professional is the one who hasd¢eide the plan of treatment
independent of anything. You have to decide acogrtlh ethics. From the moment
that you have the knowledge, it is your call; yoa eesponsible; we cannot depend
on the analysis of an auditor. This autonomy thefgssional has to have and a
person who is not doing the treatment cannot saat wbu have to do. (Endodontist
1)

My practice in my surgery is according to my knadge, my conscience and my
principles. | admit that we have an economical ddpacy, that is, we need deeds of
covenant to work but | do not give up my technigatonomy in the treatment with
the patient even when | have financial deficit. i{@en dentist)

We showed that the transformation in the orgaiumaif work demonstrate a new perspective
in the way how autonomy is perceived by profesdsnghere is a displacement of autonomy as the
essence of work to an exterior plan, the sociah.plehus, working conditions are identified as
conditions of work autonomy. In spite of considgrithe work in surgeries as the main activity—
which in fact symbolizes professional work becaitise the situation which gives the best profit and
prestige—the work space is considered as a “fraeeSpn which professionals live work autonomy.
The situation of employment, public or private,dedo a concern with preservation of autonomy in
relation to the quality of the assistance given.

Nowadays practice proposes new obstacles whialcesdthe capacity of professionals to do

their daily jobs in a way that satisfies them ahid tsatisfaction is not only related to economic



compensation. To professionals, the ideal of serajgpears as an element as important as the ideal o

autonomy, that is, they are interdependent.

We suffer interference in your job everywhere yoorky In the public service you
have no work conditions and is limited in what y@an do. In your surgery when you
work with deeds of covenant, you undergo the soyutf experts [ ... ] | have always
worked according to my conscience and what wasilflest® do according to work
conditions and what | learned in my trade [ ... ] edlr well and give the best
assistance within the work conditions. Not to dgthimg which was contrary to my
principles. Not to do anything wrong due to lacknairk conditions. (Endodontist 1)

The experience and meaning that each professattmdduted to their practice represent their
individuality while a social subject in a given taiscal context. Schraiber (1993) considers thahn
space of autonomy, choices would not be exclusitegiinical but expression of ethical values which
gives the actions a moral sense. This is the posif Castro Santos (2002) to whom the very concept
of profession is undergoing a revision when assitimgjy elements of an ethical nature to the
professional project and to the strategic dimensibhow professional associations act. This would
be the case of the nurses’ profession which isitioadlly considered a “semi-profession” when
sharing an altruist orientation and moral expectatiabout the notion of duty, as well as servioes t
society and patterns of performance. This meartsviiaes are present as part of the action guiding
them. The stories we collected show this conceth ethical order.

Besides the problems with working conditions, ihierference in technical autonomy (for
example, not being able to do a job technicallylweissatisfaction with paid work, be it public or
private, is directly associated to the incompaitipibetween worked hours and salary consequently
leading to personal and economic dissatisfactidre @association between low salaries, long work
hours, bad working conditions and the feeling oflemvalue and lack of prestige lead to a
disenchantment with the profession. Such situatias also seen in other studies such as Aradjo
(2002, 2003); Machado (1996, 1997); Machado & Squ289). Of the people interviewed six (50%)
stated that nowadays they would not choose Deptistia profession.

If, on the one hand, autonomy defence conjuresigtic arguments such as the defence of a
guality assistance and good working conditions gmad technical performance, on the other hand,
arguments of private interests; the search for ewmom reward and status. It is a strategy of
maintenance of the old professional identity: l#@deprofessionals, different which are preserving
individually or by their personal efforts, the qtylof assistance and this is because of preserved

autonomy.



ESPECIALISATION/EXPERTISE

Specialisation is one of the arguments in defesic@autonomy. This should always be
preserved while an independent form through whiaifgssionals articulate to their main mean of
work: knowledge. The defence of technical autongaiys support in the technical demands imposed
by the instrumental difficulties, the manual andeilectual dealing with the scientific which is

becoming more and more complex.

Experts think that when you do a treatment plan waat some financial advantage.
He looks and many times has no competence. Ittimnattempt to diminish your
colleagues’ worth but he is not a specialist. Wlehave our limitations and we
cannot want to know everything. [ ... ] Dentistry f@awide spectrum; there are new
techniques, materials, studies. Can he followhat in all areas? (Periodontist)

The strategy of trying to maintain technical awioly as a work tool is only one of the
meanings of such changes. This also shows thehs&arpaintain the monopoly over knowledge and
practice once such autonomy is threatened becdusansformations in work organisations, this
monopoly is equally threatened. So, the expectémrcgrofessionals is to maintain to their professio
the position or situation previously conquered. Taopoly of knowledge and practice grants social
benefits or as Bourdieu (1989) says, confer shaakfits, that is, status, power and prestige.

The polarisation between the more technical speaieons and the general specializations
undergo a myriad of situations in which the praf@sal has varying degrees of control over the
technique and also over the market position. Ithis case of specialists in ortodontics, surgery,
prosthetics and implants who have a bigger markédor@my. The question of paid work, the
dependency of surgery income of covenants and etiedkeis still seen as external to their practice,

different from professionals of more general spdiga.

The work with covenants today is a reality but ymed to choose with which ones
you are going to work. [ ... ] Health plans exploibfessionals. It is a very big
investment to professionals in terms of study aathtenance of the clinic (materials,
instruments, workers, everything). [ ...] Covenants bt interfere in treatment
plans; the only one which has limitations is Patagb It determines that children up
to the age of eleven we cannot put a fixed de\Bee.there are cases in which a 10-
11 year-old has all the permanent teeth. Thismgapr drawback once chronological
age does not mean bone and dental ages, it dependach case. That's the only
problem but | never had any problems with forensa€snterference in my treatment
plan. (Orthodontist)

I work in my surgery for more than twenty years &maly accept private customers
[ ... ]1was once invited to take part in a coopiatbut | almost never get clients
from them, one or another every 2-3 months [ ..bhdve a clinic of specialties where
professionals work for me and there | accept covem@atment but you have to



choose with which ones you are going to work witbnly accept those which pay
according to the National Table or over. It is tmoch professional and financial
investment for you to submit to those plans. (Soingend Prosthetics)

There is no such thing as homogeneity within thegary once social positions of the various
agents vary. Specialization is one of the companentliffer and qualify professional practice and i
is one of the ways for the professionals to esthidiimself and compete in the job market. For those
who are not specialists, working is important t@liy their professional development and to follow

technical-scientific development.

Dentistry is a wide spectrum profession [ ... ] Thisrao condition of dominating all
knowledge , technological advances. Specializatforessential; it is necessary to
exercise adequately your practice. [ ... ] In thekagronly the specialist is praised,
there is only space for the specialist. (Surgea@hRuosthetic)

The professional that makes the treatment is ai@®tcand | am not. | have to be
updated to discuss with professional; | have tovkrtbe techniques, materials
because when he arguments he used such and suehiamand this is going to

happen, | have to know if it is true or not. | haeeknow if his reasoning has
coherence or not; | need to reason to. That's whynlalways doing courses and
reading a lot. (Forensics 2)

IDEAL OF SERVICE

Among the questions that can be identified asicéise to the idea of service, we point out
the interference of enterprises over the work ofrigics and the interference of the forensic expert
the professional-patient relationship.

Professionals consider that forensic experts patade their functions and end up acting in a
non-ethical way because they put pressure so tiedper procedures are carried out to benefit
companies. Besides, they “gloss” the made procsduhéch results in non payment of jobs already
done. The non-acceptance of professionals of faemsterference even though it is made by a peer
professional shows the conflict of interests. Ased by Bahia (1999), it is clear that the relathop
between service providers and companies of heatthis a conflicting one.

The interference of managers of dentistry enteggris common in auditing practices. They
implement explicit controls in relation to forensexperts as well as in relation to accredited
professionals and patients to reduce costs rakfagr promoting access to services and care. Thus,

professionals and patients alike face situationghich their interests are not respected.

When | arrived in the company they came to talkn® to guide me on how to fill
forms, to tell what the rules of the company werd that | should authorize only the



necessary. Prevention for children up to 12 yeltsresin restoration only prior and
aesthetics. These norms have as their aim to redasts and these were the
recommendations | received. [ ... ] They also recemn that accredited
professionals do few procedures a week so thatmesd takes longer and users do
not leave the heath plan because lots of themugivén the business clinic it is even
more restrict because of the number of patientstlagyg want to shorten the waiting
time to attend more people. (Forensic expert 3)

In what concerns the relationship professionalepét it is compromised when there is
divergence between the diagnostics and the treatpteem Mainly if the forensic expert does not find

an ethical way of convincing the patient to retianthe surgery.

You give a certain diagnostic; make a treatmemt plad the expert questions it. For
example, you could have a periodonty without thespnce of tartar and he doubts
your diagnostics saying that it is not periodostitut gingivitis. We know that the
procedure for gingivitis is cheaper. He questiamdront of the patient. The client
then is in doubt; who is right? The professionatha expert? It is embarrassing and
anti ethical basically because it interferes inrlationship professional-patient. The
patient goes for you by indication, trusting yowriu (Periodontist)

You make the treatment plan and when it comes dmwforensics, they do not
authorize following procedures using resin, thely @uthorize to do in amalgam [ ...
] And you do not have anyone to recur to; the reasao reduce costs [ ... ] they put
pressure on you to perform only the cheapest ptoesd|[ ... ]| Even when this
happens, | do the way | planned, even losing mohdy. it based on my autonomy
and my conscience. (General practitioner)

We noticed that paid workers in their daily preetface many ethical conflicts. According to
Castro Santos (2002) and Schraiber (1993) in thenamy space, choices would not be solely
technical but would express ethical values givingeatain action a moral sense. Dilemmas by
auditors of following or not the company “rules”’daacting only on a cost-benefit bias—where the

patient’s welfare should be the main point to bestered—are a daily feature of their work.

Sometimes | feel embarrassed not to authorize aedwre. | put myself on the
professional shoes and | know that certain thingstdnake sense but are company
rules and if | act differently, | am the one whogaing to answer to that. We are
evaluated also. We have periodical auditing ang tnaluate everything we are
authorising , if there is favouring, which critetiam using, if it is uniform, if we are
applying the rules that they are determining. [ .The company wants the client
satisfied, the professional as a partner and ygingdor the company. And you are
in the middle of the three. There are days you wgbrything is gone. It's a very
difficult job. ( Forensic expert 2)



According to Schraiber, paid jobs respond to camyprules and norms and this could
produce compromising procedures which conform p<ifmal exercise limiting autonomy and
endangering the ideal of work. The ideal of workl @utonomy are “tensioned” or “conditioned” to
external facts. If we confront the interviews obfassionals and forensic experts, we notice that th
main criteria used by companies when performingrieic evaluations is the reduction of costs,

independent from the patient’s welfare. Their argotation is permeated by a cost-benefit rationale.

CONCLUSION

The changes that happened in the health systeimgdire 80sand 90s had reflected in the
work market. Supplementary medicine composed bgrpnses of group Medicine and Dentistry,
cooperatives, health insurance companies and tage Started to intermediate the professional
practice. Professionals who are inserted in daiBctice suffer many restrictions which were not
commonplace in their routines and see themselwagetl in their autonomy, in their liberal practice
and in their ideal of service. There is a lot ofrkvavith low salaries and the working conditions are
not ideal for a good practice. Thus, the ideal efvige is subdued to the ideal of the market; the
guantitative aspect superimposes the quality dfasge.

The position of professionals is not to submitmhto this new “world of work” but to
reinforce the values of the profession. Contrargeractice, the dominion of knowledge and specific
skills are questions over which professionals diogive up and they look for strategies to softem th
reduction of autonomy. It is the search for coadiitin between professional interests and the istiere
of the community.

In what concerns autonomy, as the main charatiteds a profession, it calls our attention
the fact that autonomy as a value which confornesitity is not shaken, identity stands still. It is
possible to build a professional identity, thatiisis clear to professionals, their cognitive lsaisi
solid. What we noticed from the interviews thatréhare practices which pinpoint a problem in the
service market. There is systematic attempt to itatecthe ideal with objective work conditions in
an effort to preserve autonomy even at the expehtbe transformation of the professional exercise.

The arguments of those who are in the daily practs that autonomy is the pillar to
guarantee the quality of assistance, of the preesityd respect to the profession. Professional use
“altruistic” arguments such as the collective goahd we report to the importance given to the ideal
of service or collective orientation pointed out hythors such as Freidson (1970) and Moore
(1970)—and at the same time they use the collettivieuild up arguments to defend the profession
which | call arguments of “private interest”. Thtatsis and social prestige of the profession are
defended with arguments that are distant from dlogasor the collective and very close to the gaini

of professional advantage such as a good salarpractice based on professional autonomy.



It is important that professional organisationsl @among them the Federal Council of
Dentistry (CFO) “show” reality. The ideological elents of practice and teaching should be shown
and this should be done with a certain criticisnthi profession to overcome the fragmented view of
their members. The University exercising the rdl¢he formative part of professionals should break

this guidance so that the obvious should not beuwbs
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