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ABSTRACT

This paper presents a critical review of concegthenlth and disease in biomedicine, as a
contribution to rethinking health in positive term#/e take Canguilhem’s epistemology as a
starting point in order to highlight fundamentadiuss in the discussion about health, integrating it
with a new understanding of the concept of patertbnomy in the therapeutic process, using an
analysis method that takes an approach based opledty. In this perspective, autonomy is
relative, relational and inseparable from depenegehds also a necessary condition for health, in
its broadest meaning, as the self-recovering pialesitthe human organism. Therefore, autonomy
becomes a fundamental value to be reinstated ailetidi= in medical practice, as well as in the
social and human sciences’ field. A discussionhef implications of the concept of autonomy is
presented, if only as a harbinger of a future stadea precondition for health, citizenship and for
life itself.
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Introduction

The criticism of the hegemonic biological and nalistic paradigm of the so-called
biomedicine or contemporary western medicine camrdresidered one of the main contributions
from the human and social sciences to the heatdl. fin addition to all the criticism that has been
leveraged with regard to the dynamics of the preadsinstitutionalization and socialization of

medicine, studies indicate the need to analyze¢g concepts of health and disease. In 1999, for



instance, an issue of the jourrRhysiswas entirely dedicated to the theme “the meanwoifgs
health.” In his presentation, Birman (1999) ackremges that not only new meanings are
emerging, but other health practices are also bpinduced. In the symposia on comprehensive
health care that took place at the University ef 8tate of Rio de Janeiro (UERJ), themes such as
disease, health and healing perceptions, doctogrtaelations, care and populations health needs
were strongly present, as can be seen in theestly Luz, Pinheiro and Acioli, for instance
(Pinheiro & Mattos, orgs., 2001). However, CoelhdBneida Filho (2002) continued to point out
the epistemological difficulty to define healtthe lack of studies on a properly defined conoaipt
health seems to indicate a difficulty of the domtrecientific paradigm in the most varied fields to
approach health in a positive way(p. 316). Therefore, analyses on concepts sughealth,
disease, life, autonomy, continue to be fundamentalr field, although - or perhaps, because - in
biomedicine, medical science is still central, awhsidered as neutral and objective; thus, the
social and cultural dimensions also present irtlieeapeutic process are frequently neglected.

With this displacement from subjectivity to objedly, from the respect for values to the
establishment of “neutral” rules and norms, physisiand patients increasingly grow apart from
each other, and patients also lose contact wiih Itloelies. The result is a diminishment of patients
capability to act as subjects in the health/disgaseess. In other words, within biomedicine we
see patients' objectivization, the deterioratiorthef doctor-patient relationship and the loss ef th
millenarian therapeutic role of medicine — as an-agiving place to diagnosis and the scientific
study of diseases (Luz, 1996). Clavreul (1983)estahat the doctor-patient relation became a
relationship between medical institution and dise@&specially in the hospital context, due to the
exclusion of doctors' and patients' subjectivities.

However the main purpose of this article is to gmalthe reductionist conception of health
and disease in biomedicine, to consider criticighret have been made and, hopefully, bring
contributions for rethinking health within positiyopositions. To do so, our main focus is on
Georges Canguilhnem's epistemology. From our pofntiew, this author is essential for the

necessary shift from health policies driven by adésetowards new proposals driven by health.



Georges Canguilhem's contributions

Le normal et le pathologiquéThe normal and the pathologigahas already become a
"classic" work. Thus, it has been discussed by nrasgarchers and it has become an obligatory
reference in several analyses in the domain oftlesate. In Brazil, the reflections by Coelho &
Almeida Filho in 1999 and 2002 are examples, butfocus is on some of the issues discussed in
Soares (2000), which bring some important contidoutto the theme in question here.
Canguilhem's epistemological construction aboet tifnges on the concept of norm, in a way that
life and norm become inseparable (Blanc, 1998).ddimarcheallows an interesting inversion of a
fundamental split in a positivist epistemologywhich knowledge occurs on an “absolute reality”,
and there is no place for discussion of values.@anguilnem, on the other hand, knowledge can
be relativistic, but there is a fundamental vabr@plogical, on life itself.

In the first essay offhe normal and the pathologicathe author tries to define the
conditions of possibility for a biological individlity starting from the experience of disease. He
criticizes medical theory and biology, puts himsadfainst the positivist dogma of disease, and
states that there is a qualitative distinction leetw health and disease, between normal and
pathological. The organism is considered a totaiy disease is seen as the expression of a new
global behavior of the organism, and not only dacéd part of it. Disease is an experience lived
by an individual, it is creation of a new norm. Brelisease refers to a patient who tries to make
sense of it. That's why the perspective of theepais so important for Canguilhem (1995, p. 96):

We consider that medicine exists as art of lifeabee it is the human being, himself, who
considers as pathological — thus, to be avoidedmrected — certain states or behaviors that, in
relation to the dynamic polarity of life, are appended as negative values.

Normativity is, thus, the key concept for the distion between normal and pathological.
Canguilhem's understanding of normativity as libéemcy to create new forms is seen by authors
such as Blanc (1998) as a form of approximatioin Wietzsche, who considers that life in itself is
creation of value. Vieira (2000) also considerd tha nietzschean concepts of the will to power

and of eternal return are the expression of thatdrealth. Based on this self-recovering power of



living organisms we can relate Canguilhem's wrgingth Morin's concept of autonomy (1994,
1996).

Another point to highlight is Canguilhem's rejeatiof the discourse of scientificity of
medicine: he states that normativity - and no¢rsoeé — determines the difference between normal
and pathological. In this way, the author refersardy to the issue of the sick person's autonomy,
but also to the distinction between medicine aneihge. We quote:

“Well, medical practice is not a science and itlwiever be, even if it makes use of means
the effectiveness of which are more and more sttallly guaranteed. Medical practice is
inseparable from therapeutics, and therapeutics ischnique of establishment or of restoration in
the normal, the goal of which escapes the jurisolicbf objective knowledge, because ithe
subjective satisfaction of knowing that a norm is established. Norms are not dictated to life,
scientifically. But life is this polarized activitf conflict with the milieu, which feels normalruot,
according to the feeling of being in a normativesigon, or not” (Canguilhem op. cit., p.185-6,
highlights in the original).

Because he considers normality and pathology asesalCanguilhem claims a specific
field that escapes from the domain of sciencegfioee, he rejects presuppositions of biomedicine
which classifies it as scientific, objective andutral. His criticism concerning the fragmented
vision of biomedicine can be seen in this staterféni) the illness of a living being is not located
in certain parts of the organisn(p. 183).

This conception reinforces our criticism of the walopathic drugs are being used in
medicine, more and more developed to act on spepdits of the organism, with the goal of
healing diseases. This fact impoverishes the patasfttherapeutics, which should go way beyond
a sharply focused action to solve a problem. Pheotharapeutics, as it is currently defined, is not
intended to act upon the patient, the living beibgt on disease, in a conception criticized by
Canguilhem. If we consider his concept of curéto cure is to create new norms of life for
oneself” (p. 188) — we can observe that the logic of sdienpharmacotherapeutics used by

biomedicine is not aimed at assuring a larger iddizl normativity. This can lead to an important



inversion:the human being, who should be the target of tleertsgs, becomes a mere instrument
or middleman of drug action on diseases.

When Canguilhem emphasizes that normal and patitalogre concepts of values, he is
also rejecting the dominant concept of pathologyiomedicine,(...) according to which the
morbid state in the living being would be just egie quantitative variation of the physiologic
phenomena that define the normal state of the spoeding function” (p187). For the author,
the pathological state is a normal state in thesesdhat it expresses a relationship with the
normativity of life; however, it is a qualitativeldifferent state (and not quantitatively, it is
worthwhile to emphasize) from the normal physiotogne, which has different norms. Thus,
pathology is not the absence of norm, but the &skabent of another norm and a restriction of
normativity.

There are not normal or pathological facts in thelees. A normal norm is the one which
expresses stability, fecundity and variability ibd in an equivalent or superior degree compared to
a previously existing norm. Therefore, it is relafiand it can be established by comparison; it
cannot be considered absolute, as it is the tegd@nbiomedicine. This way, “(..5he anomaly
may become a disease but it is not, in itself,agie& (p. 109). Anomalies and mutations just prove
the diversity of life, its multiple possibilitie®ut in biomedicine anomalies are often considered
diseases to be suppressed, therefore reducingidyyelifference, heterogeneity.

A normal man is the normative madre., he who is capable of breaking the norms and of
establishing new ones, an autonomous man, as wigl\way. In brief, these are Canguilhem's main
contributions: besides the concept of health its#lé concepts of normal and pathological as
values, the acknowledgement of the difficulty tdedmine medically what is normal and what is
health, the appreciation of the patients' perspestin the therapeutic process, as well as their
uniqueness.

The acceptance and defense of Canguilhem's vifdisipective help us think of strategies
which may lead to the active, critical, consciomsl aesponsible use of the several alternatives
which are present in the contemporary world. Thésywve may avoid the acritical consumerism,

be it of information, knowledge or technologies.



Concepts of health in question

Berlinguer (1988) had already criticized biomedidefinition and evaluation of health as
instrumental, based on criteria of productivityastaptation. Other authors, such as Foucault and
Swaan, should also be taken into consideration, hdue to their analyses concerning the
intervention strategies used in biomedicine.

Based on Canguilhem's thoughts, Caponi (1997) brimigresting contributions too, when
she questions the definitions of health by the Weétealth Organization (WHO) and by the VIl
National Conference of Health held in Brazil. Theter analyses that the definition of healthias
state of complete physical, mental and social weatllp and not merely the absence of disease or
infirmity" may legitimate strategies of control and of exduasof all those to be considered
dangerous or not welcome, because the conceptsoamguestioned. In the WHO's definition of
health, misfortunes and ilinesses are not acknayel@cs part of life and, thus, should not be seen
in terms of crimes and punishments. Nietzsche amug@lhem have made excellent analyses of
this issue. To speak of health involves speakingpain or pleasure as well, demands the
recognition of a “subjective body”, as Canguilheoesl. That is why he considers the true doctor
an exegete, someone who can help the patient isdasch for meaning concerning the set of
symptoms that he is experiencing but cannot deciglogae.

In relation to the so-called "broadened" conceptexlth, defined during the VIII National
Health Conference of Brazil and included in our éfatl Constitution, Caponi (1997) also presents
a quite interesting critique. She acknowledgesnityit of focusing on the close relationship
between health and society, but criticizes the ¢gdn of the concept into one determinant and
absolute dimension in the health/disease procesy. rkference to a biological or psychic
specificity of the illness is lost, any referenceat vital dimension is excluded, differently from
Canguilhem's non reductionist analysis. Besides lijke the definition of the WHO, the broadened
concept of health from the VIII NHC may also leadthe idea that all dimensions of the human
existence could be medicalized.

Canguilhem understands health in terms of margirsadéty, and includes errors as a

starting point. He overcomes the concept of heafthbalance between the organism and the



environment, when he maintains that health impdisahe capability to institute new norms, a
creative ability. But besides having the self-czapacity as a central element, the concept ofthealt
in Canguilhem's thinking contemplates the sociatmheinants as well; this author considers both
biological and social values, when he refers tocegability of tolerance to face difficulties.

For us, health as the capability to break norms iastitute new ones is a concept that
emphasizes diversity, multiplicity, and the creatpotential of living beings. This is a crucialuss
for those who are looking for new paths, alterratdirections, in biomedicine. But what we
observe, instead, is the tendency to homogenidecezor suppress the ambivalences, the multiple
meanings of the diseases, of drugs, of life, atliein contemporary biomedicine there is no room
for this concept of an individual being creator mérms. On the contrary, biomedicine is
increasingly directed towards disease, or moreigghg towards organs or fragments presenting
some symptoms. How can we think of autonomous iddals, when patients are not even
considered persons?

Jonas (1994) discusses the results of the inciglgssncial regulation, leading to the loss
of individual autonomy. Therefore, this author'stiwgs reinforce the analyses done by Caponi
(1997) Foucault (1976, 1980), Swaan (1988), amahgrs. Another difficult issue analyzed by
Jonas refers to the opposition between technolbgieaipulation and the individual's symbolic
manipulation:

“Should we induce learning attitudes in school dhén through the massive
administration of drugs, and ignore the appeal he autonomic motivation? Should we control
aggressiveness through the electronic neutralizatibcerebral zones? (...)(Jonas, 1994, 23)

Thus, there is an ethical tension constantly ptesethe medical practice, which comes
from the conflict between the principles of autoryoand beneficence, of the difference among
respect for freedom and the concern with what isena@nvenient to people, and these elements

also involve the question about who can and whalshmake decisions.



New directions for biomedicine

Some alternative proposals have recently emergephasizing the need to rescue values
such as democracy, ethics, critical capacity andrexmy in the medical field, values that we also
defend as fundamental for overcoming the crisis biomedicine in a constructive way.
Contemporary medicine should shift in order to fapatients' feelings and values, but also those
of their relatives and of the health professionals,of them considered involved in the art of
healing. We should stimulate the collective reflmtffor the necessary decision-making processes
or, in other words, the democratization of the dogatient relationship, among others, so that we
may reassess the concept and practice of humamzatmedicine.

Concerning the medical decision models, in paricuthere are countless studies
(although, in Brazil, this theme can be considesttincipient) defending the democratization of
the health professionals and patients relationshifes acknowledgement and stimulus of patients
autonomy in relation to the choice of medical tnetts and procedures to be followed, of models
in which patients and physicians are seen as @mnasible in the process. Such proposals are
based on empirical studies which have shown theca&don between a greater support to patient
autonomy and better results, for example, in drbgse treatments, weight loss and treatment
adherence. Quill (1983), Brody (1985), Quill & Sown (1993), Quill & Brody (1996) and Laine
& Davidoff (1996) are examples of researchers waeetbeen studying these models in the USA.
Quill & Brody (1996) propose the Enhanced Autonoitgdel, centered on the physician-patient
relationship and based on competence and dialiguéhich knowledge and experience are shared
between patients and physicians. Both of them@patie in the decision: the physician is an active
guide, is personally involved with the results amdo-responsible with the patient with regard to
the consequences of their decisions. From outt pbiview, despite their validity, such models are
based, in general, on a restricted concept of qtateitonomy, limited to the context of the
patient/physician relationship, without any questig about the power and knowledge relations
socially established, without any questioning oa phinciples of biomedicine and, consequently,

are not concerned with changes.



Damaso (1992) criticizes the social health policigsich exercise external control upon
the diseases at the expense of autonomy loss asdlfefontrol of vital factors relating to the
diseases of individuals, in communities and in whpbpulations. He proposes a therapeutic
process based on the self-recovering potency oliimg human organism, rejecting the physical
and mental conditioning towards consumption of miedis and other technologies of the medical-
industrial complex, consultations, exams, healtgmams and systems. For the author, any health
politics should be educationdlEducation for life', this would be the most radichealth policy
project and coherent with the human desire of aomoyl' (p. 222). So, Damaso is another
researcher who confirms that the discussion ofrexmty is crucial to overcome the biomedicine
crisis and to move towards a more human, vitalistazlicine, which takes the potential of human
beings into consideration. A medicine that wouldreaviedge its own limits and possibilities
concerning its main goal: to contribute to the tieaf populations.

And we also defend that medical practice shouldmmee and more directed towards
people's "care". Science and technology shouldistenpeans, facilitative instruments for the final
end of any medical system, that is, to take careuofian beings. This would improve health and
assure the best quality of life possible. Humarme clwould be a crucial element of biomedicine and
should also be the focus of any proposal of pasieeitonomy. It is through human care that
autonomy can be constructed, starting by the retogrand acceptation of the many dependency
networks which constitute human existence. Autonocasywe defend here, also requires a great
responsibility in relation to ourselves and to otpeople. Therefore, to be autonomous does not
mean to be independent, selfish, nor individualag, seems to be a frequent trend in the
mainstream conception of patient autonomy.

From different fields of knowledge, within a tramgdplinary approach, we can weave a
complexity net for a better understanding of theués involved in patient's autonomy and the
therapeutic process. In the production of this néw(c.f. Soares, 2000), we have appealed to
authors who use this transdisciplinary or the ohismiplinary approaches in order to integrate
micro and macro dimensions, general and particutapects, interrelationships and

interdependencies present in human processesethimho understand the idea of "whole" not as
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everything, but as a relative, multidimensionalnayic complex. In this reassessment of the
concept of autonomy integrating knowledge comingnirdifferent fields, such as biology,
philosophy, sociology, ethics, it is more and mewédent that the complex perspective leads to
autonomy, as much as autonomy requires complexity:

“the more a system develops its complexity, theenibrwill be able to develop its
autonomy, more multiple dependences it will have ®drselves build our psychological,
individual, personal autonomy, through the deperderthat we support (...). Every autonomous
life is a web of incredible dependences. (...)abh®nomy concept is not substantial, but relative

and relational” (Morin, 1996, p. 282).

For a complex concept of autonomy

The first constitutive principle of autonomy in tperspective of the complex thinking is,
thus, its relative and relational characteristizg #he acceptance that autonomy is inseparable of
dependence. Therefore, it would be necessary twom® an idea or an objective of achieving an
absolute autonomy. When we apply this conceptiothéohealth/disease process, it means that
arguing for patient autonomy is not the defenséhefpatient's self-determinatiaaut court On
the contrary, we state that to achieve patientremty we must strengthen relationships between
patients and health professionals, between patients their family members, because these
autonomy/dependency networks are understood astfivental for care and for health. What is
necessary to overcome is the authoritarian or palist dimension of those relationships and to
move towards the expansion of the autonomy intiteeapeutic process.

When we fall ill, we want and we need care of athée it the specialized knowledge that
a professional has to share, be it the affectiath emotional support that professionals, friends
and/or relatives can bring. This, in itself, doesaduce a sick person's autonomy; on the contrary,
it may even strengthen it. What should be avoideayever, is the shift into a dependence
relationship, in which the person who is more fimgind dependent at a certain moment of life — a
moment of an illness, for example — may be subpdjdly others. In other words, in the doctor-

patient relationship (or in other social relatioipsh, to defend patient autonomy is not to propose
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the inversion of the hegemonic relationship we haswadays, but to recognize that both subjects
should have voice and a place in the process, bhasveespect regarding the differences in values,
expectations, demands, objectives between thempdtient-physician relationship is - and should

stay - heterogeneous, plural, diverse; but it gshdod acknowledged that the main agent of the
therapeutic process is the sick person. Pharmaedsitand medical technologies, as well as
physicians and other health professionals must éens) instruments to be used by patients in the
health/disease process.

Therefore, patients should be stimulated to becomee active, critical, conscious and
responsible for the health/disease process, thest bmiempowered, as several activist groups in
the field of health, notably the AIDS NGOs, incliegdy demand.

It is worth pointing out that to consider the pati&responsible” for his/her disease, as we
put it, does not mean that we agree with the dismoin which the disease is considered a
punishment and the patient a “loser” or “guilty’havcan, thus, be stigmatized, isolated socially.
Absolutely not. We also strongly reject the polkcihat manipulate this idea of a responsible
patient in order to justify reduction of governmampenses with health, and/or try to liberate
governments from their responsibilities concernpogulation health care, as we often observe in
neoliberal politics.

It is necessary to review the basic assumption oflemity, that is, the existence of a
rational individual. This is a myth. We arobmo sapiens/demers Morin puts it, conscious and
unconscious, rational and emotional, objective sulgjective, and not purely rational individuals.
One cannot speak of individuals as isolated frocieties either. Both Morin and Elias (19944,
1994b) have shown that this dichotomy must be @mreecand we must think in terms of complex
relationships,i.e., complementary and antagonistic, between indivicdarad social groups; both
affect and are affected by each other, they makleasgn made by each other. Plastino (1996), in his
criticism on the illuminist conception of man anfdnmodernity, also denounces the reductionism of
these conceptions.

So, when we think about patients in their relatiopsvith health professionals, we must

consider them as unique human beings, individuatsyet members of the human species, who
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cannot be considered out of the society and otthiere to which they belong. The same applies
to the health professionals. And when these relakiips take place in public or private health
institutions, as it is increasingly the case, thisne more element to be considered in the amsalysi
These relationships are also challenged by thddligiven by those organizations. Authors like
lllich (1975) have made important contributionsotlgh the analysis of the medical nemesis, which
helped expropriate the potential of people to iflvan autonomous way.

Autonomy, even as a potential that can come inioghadeserves to be reassessed as a
condition for health and for citizenship, for liself; thus, it is a fundamental value, but i,
nor should it be, absolute. It is relative andtiefeal, as argued above, and it should be buil in
process of continuous production in a network qfesielences, which is quite flexible, but which is
necessarily reduced in cases of illness. Autonomugstnioe built in a continuous way in its
interrelationship with dependence in daily life. Ag€onsequence, it is very difficult to think about
autonomy in health if there is no autonomy in thestrgeneral areas of politics and of life. The
autonomy/dependence relationships are presentgddine@ whole life of living beings, at the
individuals' level, the level of societies, of ctigs and even of the planet. Thus, we agree with
Castoriadis (1986), when he maintains that autonisnayfundamental value within a project of a
democratic and responsible society.

In this reassessment of the concept of autonomiirwihe approach here proposed, to
affirm it as a value entails seeking the democatibn of relationships between health
professionals and patients, the democratizatioknoiwledge and information, acknowledging,
respecting and appreciating multiplicity, diversapd singularities, a greater responsibility and
participation of citizens, valuing subjectivity anébove all, an ethics of solidarity and
responsibility. This leads us to ask especiallyhimm case of countries such as Brazil, how to assure
minimum autonomy of subjects regarding their hedlfease process? Is it possible to speak of an
autonomous patient, free and conscious of his/herices, when the social and economic
constraints are of such magnitude, when therenisragce due to lack of access to information, in
such a highly unbalanced knowledge/power relatignbletween physician and patient as is the

case, for instance, in the Brazilian public heaititutions? What are the minimal conditions that
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should be assured in terms of social justice,fefdonditions, equity, knowledge and information,
in order to assume the existence of a possibifigubonomy?

From our point of view, information, democratizatiof knowledge and of physician-
patient power relationships, State — through gawemtal institutions — and civil society power
relationships, ethical issues and a larger citizemgonomy in relation to their choices and
decisions become crucial. However, autonomy igmbe mistaken for individualism, nor freedom
to be taken as an abstract idea, apart from thialsealtural and political context. As we have
been arguing, the possibility of management ofooen life entails consciousness of limits, of
existing alternatives, of a democratic and ethpmispective. In other words, autonomy requires
respect for others, appreciation of subjectivitidmowledge and values, as well as the
acknowledgement of interdependence. An autonomauosh being is he/she who acknowledges
his/her need of others in every human aspect €tafée intellectual, emotional...

Another implication of the assertion of autonomyaaindamental value in a democratic
and responsible society refers to the formulatibpalicies. These should not be rigid, but more
general guidelines stating their assumptions armdisgteaving a wide margin of flexibility so that
adaptations to particular situations can be madeéirBorder to achieve that, there should be many
cultural and educational changes,‘raform of thinking” (Morin, 1998) that overcomes the
disciplinary perspective, the Cartesian thinkingad adichotomies such as macro/micro,
specific/general, cause/effect, individual/colleeti rational/irrational, objective/subjective. We
must understand processes of knowledge construatidrof critical capability empowerment. That
is, we must move towards education of consciouspaesible, informed citizens, capable of
debating, questioning and choosing projects, piaadh their implementation and who refuse to
be subjugated by technologies and institutionssé&tae to be used by the citizens themselves as a
tool for an enhanced autonomy.

Another important issue is the need of a deep fioamstion in the concepts of health and
disease/ illness. This is due to a second corisgtprinciple of autonomy in the perspective of the

complex thinking: autonomy as a necessary requinenf@ health, understood in its widest
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meaning, health as life, as self-recovering potesfdwing human organisms (Damaso, 199
the capacity to face new situations and instite® norms (Canguilheni,995)

This understanding entails the acknowledgement apgreciation of diversity, of
multiplicity, of the creative capabilities of livnbeings, of their need of autonomy/dependence
interrelationships as a very condition of life ifd®orin 1977, 1980, 1994, 1996). There is no life
without autonomy. This is a characteristic of slilg beings, it is part of the comprehension & li
and death phenomenon. Therefore, therapeutics ghmue the stimulus to our self-cure and
autonomy capability (cf. Canguilhem), as its maoalg so that it can be considered, indeed, a
therapeutics for health.

The rationale which rules drug use in biomedicingstrbe radically changed. We must
overcome this distrust in nature's capacity, in thigh on man's power to control nature,
characteristics of the illuminist thinking. As stdtabove, pharmacotherapeutics is still pretty much
developed within the mechanist scientific ratiopalewvhich the main search is through stimulation
or inhibition of biochemical or physiologic humamnttions, in order to alleviate or to eliminate
symptoms, or to favorably alter the course of @ake. To what extent have pharmaceuticals been
used as a means of stimulating human beings' owabddies of self-recovery or instituting new
life norms?

So, that leads us back to the importance of renglautonomy in the therapeutic process
and in social life, in general. It is worth repegtiCastoriadis (1986): autonomy is in the core of
human singularity; therefore, the construction ofiew form of society should be based on a

project of autonomy.

In conclusion

The main goal of this paper was to revalue andeginet the concept of patient autonomy
in the therapeutic process. To conclude, we sunmmdhe ideas developed here and highlight a
series of proposals for health policies.

We defend autonomy as essential for human beings therefore, a precondition for

health and citizenship. A health policy should het considered as such if it does not take
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autonomy into consideration. The search for pateutonomy in the health/ disease process

becomes fundamental, from our point of view. It tnbe developed on a day-to-day basis,

continually, in its interrelationship with dependgneven when autonomy is limited as in the case

of a disease. For us, an autonomous being is he/Bberecognizes his/her necessity of another

being in every dimension of life.

Having these principles as a starting point, mamylications for different levels of health

policies can be considered. In relation to theapeutic process itself, we have highlighted:

The need for strengthening relationships betweetierga and health professionals,
between patients and their relatives, but not tenpalistic or authoritarian ways;
Acknowledgement of heterogeneity and diversityalations, as well as of the patient as
subject of the therapeutic process;

Recognition that the different medical systems tutinologies, as well as physicians and
other health professionals, are only means initbepeutic process;

Stimulus to empowerment and responsibility of patiebased on an ethics of solidarity,
respect and accountability in the process;

Relationships and knowledge in the health fieldusthde democratized,;

Revalue of subjectivity and care in medicine;

The need for profound changes in the conceptsaifthand disease.

When drug policy is considered from the point @w sustained here, it should allow for

therapeutics that stimulates the creative and iseragpabilities of the ill persons. Policies shbul

be more general and flexible, built in a democratay, instead of the rigid and reductionist ones

we see at present. Rational drug use should natdmal, as reason is only one of the elements at

stake. No one uses medicines only for rationalamas. Decisions should not be made only by

experts, but we do not defend medicalized self edtheer. Medications should be used creatively

and critically by autonomous citizens.

More general implications of the rethinking abtiu value of autonomy are the need of

construction of the conditions for a real expansioh autonomy in politics and life.
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Democratization of information, knowledge and powaationships, construction of an ethics of
solidarity and responsibility, deep changes in atlon and culture are essential to achieve
autonomy. Thus, there is still a long and hard weago, but it is absolutely necessary in order to

have health in its mostly comprehensive and coawaiiie.
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