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ABSTRACT
Objective: To refl ect on the sensitive behaviors of indigenous healthcare professionals based on the philosophy of Emmanuel 
Lévinas, to ratify completeness, equity, and humanity. Method: refl ective study. Refl ection: Studies have identifi ed inadequacies 
in meeting the indigenous singularities. In the hospital and outpatient settings, they are diluted in the search for care. The 
diffi culty of the professionals to admit them generates confl icts and non-adherence of indigenous individuals to treatments 
that disregard their care practices. In Lévinas, consciousness requires, “a priori,” sensitivity to access the Infi nity on the Face 
of the Other, which in the face-to-face encounters is presented to the Self as radical Alterity, proposing an Ethical relationship 
through transcendence. The freedom of the Self as to the Other is fi nite, as the Self cannot possess the Other, and infi nite for its 
responsibility for the Other. Final considerations: The Self builds essence and existence in responsibility. In the Ethics of Alterity, 
in Lévinas, refl ections are proposed that infl uence sensitive behaviors.
Descriptors: Health of Indigenous Populations; Nursing Care; Reception; Humanization of Care; Health Legislation.

RESUMO
Objetivo: Refl etir sobre os comportamentos sensíveis dos profi ssionais em saúde indígena a partir da fi losofi a de Emmanuel Lévinas, 
para ratifi car a integralidade, a equidade e a humanidade. Método: estudo refl exivo. Refl exão: Estudos têm identifi cado inadequações no 
atendimento às singularidades indígenas. Nos cenários hospitalar e ambulatorial, elas se diluem na busca por cuidados. A difi culdade 
dos profi ssionais em admiti-las gera confl itos e não adesão dos indígenas a tratamentos que desconsideram suas práticas de cuidado. 
Em Lévinas, a consciência requer,“a priori,” sensibilidade para acessar o Infi nito no Rosto do Outro, que nos encontros face a face 
se apresenta ao Eu como Alteridade radical, propondo uma relação Ética pela transcendência. A liberdade do Eu quanto ao Outro é 
fi nita, porque dele não pode se apossar, e infi nita pela sua responsabilidade pelo Outro. Considerações fi nais: O Eu constrói essência e 
existência na responsabilidade. Na Ética da Alteridade, em Lévinas, propõem-se refl exões que infl uenciem comportamentos sensíveis.
Descritores: Saúde de Populações Indígenas; Cuidados de Enfermagem; Acolhimento; Humanização da Assistência; Legislação Sanitária.

RESUMEN
Objetivo: Refl ejar sobre los comportamientos sensibles de los profesionales en salud indígena desde la fi losofía de Emmanuel 
Lévinas, para ratifi car la integralidad, la equidad y la humanidad. Método: Estudio refl exivo. Refl ejo: Estudios están identifi cando 
inadecuaciones en la atención a las singularidades indígenas. En los escenarios hospitalarios y de ambulatorios, ellas se diluyen 
en la búsqueda por cuidados. La difi cultad de los profesionales en admitirlas genera confl ictos y no aceptación de los indígenas 
a tratamientos que no consideran sus prácticas de cuidado. En Lévinas, la consciencia requiere, “a priori,” sensibilidad para 
acceder el Infi nito en el Rostro del Otro, que en los encuentros frente a frente se presenta al Yo como Alteridad radical, 
proponiendo una relación Ética por la transcendencia. La libertad del Yo cuanto al Otro es fi nita, porque de él no puede 
apropiarse, e infi nita por su responsabilidad por el Otro. Consideraciones fi nales: El Yo construye la esencia y la existencia en 
la responsabilidad. En la Ética de la Alteridad, en Lévinas, se proponen refl ejos que infl uencien los comportamientos sensibles.
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INTRODUCTION

Life, at the same time it demands, it provides us with encoun-
ters and exchanges. We are beings of relationships; we influence 
and are influenced by Others around us: the environment, the 
other beings with their ways of being and existing, their beliefs 
and values, their cultural system, their social organization, and 
their economic system. 

We are beings within time frames of birth and death. Between 
these two times, we follow a path in which we build a story of life 
in a history of world, in which we incessantly seek to be steady and 
self-assured: we are historical and unfinished beings(1). Meanwhile, 
we have a gregarious instinct, a fact that necessarily leads us to 
encounters in which we establish exchanges with others like us, 
which leads us to perceive something that we lack, to reflect on 
how incomplete and unfinished we are and to seek to fill this gap. 

According to Emmanuel Lévinas, French-Lithuanian philoso-
pher, critic of the Ontology and of the Self-in-oneself as mode 
of self-conception, the encounter with and the perception of the 
coexistence of Other(s) already imply the admissibility of a non-
Self, whose presence is imposed by the face in the face-to-face 
encounters and, at the same time that demands responsibility, 
cannot be encompassed and totaled by the Self(2).

These encounters are occasions conducive to expression of 
subjectivities, to the recruitment of individual resources and of 
skills, which lead to action and establish an interaction. 

One of the phenomena that emerge from these occasions is the 
care, both as self-care and as potentiality for care of others. Care 
is a behavior that stems from involvement, based on affectivity(3). 

Along the temporal and social-historical path, which serves 
as backdrop for us to build ourselves as human beings, we 
need to give care and receive care. However, care is not solely 
a necessity or an imposition of life, but can be understood as 
intrinsic to the existence, something that naturally exists before 
human beings do anything(3). It is expressed as a way of relating 
to(4) the Other, but not always conforms comprising the ethical 
and aesthetic dimensions(4) in this relationship with the Other.

Thus, it is appropriate to resort to the philosophical con-
ceptions that support the reflection on the importance of the 
Other coexisting in the face-to-face encounters for the care. In a 
Heideggerian perspective, the care is a possibility of being. The 
being-in-itself (Dasein) is constituted as being-in-the-world, in 
perceiving other Daseins with the same capacity and in relating 
to the world around. As there is co-existence with the “Other 
Dasein,” to whom one relates and with whom one shares the 
world, Dasein is converted into Mitsein, becoming a being-
with-others. Only in the Mitsein character a being encounters 
with Others in a shared world(5).

As Buber posits the concepts of relation (expressed in the “I-
Thou”) and of relationship (expressed in the “I-It”)(6), Heidegger 
conceives the distinction between occupation (the encounter 

of a being with other innerworldly beings) and preoccupation 
(relationship between beings with the same attributes). It is in 
the preoccupation that Dasein is expressed as being-with-others. 
Thus, the preoccupation is translated as care of the being-with-
others and therefore of the being-in-itself. By taking from it the 
care, it is deprived of the possibility of being(5).

In a comparison of the conceptions in question, the imposi-
tion of the Face in the face-to-face encounters requires care and 
instigates the Self to come out of itself. In Lévinas, this essential 
movement for care is consistent with the concepts of relation in 
Buber and of preoccupation in Heidegger, founded much more 
on Ethics as prior philosophy, before and from the presence of 
the Other, than on the attitude of encounter, reciprocity, and 
mutual confirmation (relation) or even of care of the being-
with-others (preoccupation) as indispensable movement for 
the affirmation of the being-in-itself.

If it is true that in the large cities of our country we coexist 
with inequalities of diverse natures and with the radical diversity 
of formation of their people, in the context of the Brazilian Legal 
Amazon that is equally or more true, especially regarding the 
indigenous peoples and their multi-ethnic and multicultural 
contexts, that configure the coexistence with Others and their 
different modes of being in a world-of-life, with their conceptions 
of health and illness, their values, their beliefs, their practices 
of prevention, treatment and cure, providing the environment 
for the dawn of Alterities.

In this context, basing the professional practices on an epis-
temology of health constitutes a resource of value, since, from 
the interface of the biomedical models and of the traditional 
indigenous medicine, emerge multiple and distinct, individual 
and collective, multifaceted concepts of health and disease, 
which necessarily will have to dialogue according to their levels 
of complexity and to the various emergency plans involved(7).

Lévinas, based on the understanding of the world-of-life and 
of the Other, proposes the recovery of humanism as a guide 
for human relationships, founded on the Ethics of Alterity. The 
other, a non-Self, eludes understanding, imposes itself through 
the richness of content, as well as through the absence of mean-
ings(8), constituting a challenge with the Face, the barest part of 
the body of the Other, which not only concentrates the totality 
of its senses, but that presents itself expressing feelings or not. 

According to Lévinas, the manifestation of the Other per-
vades the shape and contours of the Face and is configured in 
a first discourse, even before speech(2). It is in the exposure of 
the Face and in the absence of discourse that the face-to-face 
encounter acquires meaning(2), since it challenges the Self to 
come out of itself in search of an understanding that will never 
be accomplished, that questions the Self in everything, and that 
leads it to an emptying of itself(2). 

The Face of the Other in the face-to-face encounters, while 
appealing for Alterity, demands responsibility, in view of the 
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initial challenge and of the consequent movement of the Self 
towards the Other. The responsibility of this Self, a response 
to the appeal of the Other through the Face, subordinates its 
freedom.

Thus, in subordinating freedom to responsibility(9), the Self 
builds its mode of being and existing, structured in an Ethics 
of Alterity. Consequently, it builds its freedom molded to this 
ethics, thus configuring a distinct way of relating to the world 
and to the Others. Thus, it restores the humanism, in whose 
context its freedom leads it to justice.

Despite the advances observed with the creation of the 
Subsystem of Indigenous Health and of the National Policy for 
Health Care of Indigenous Peoples (PNASPI)(10), in the context 
of the Rio Negro region, in the northwestern part of the state of 
Amazonas – a region of the country that is home to numerous 
indigenous peoples –, there is still much to be implemented to 
ratify the Basic Principles of Completeness and Equity, specifi-
cally regarding the relationships between health professionals 
and indigenous users of the various ethnic groups. 

In the daily routine of care in the hospital and health centers in 
that region, the relations and interventions of the non-indigenous 
healthcare professionals follow a compartmentalizing model of 
care that excludes alterity, denoting, without much effort, the 
lack of training and the unpreparedness of these professionals to 
work in contexts of multiethnicity and interculturality, especially 
with indigenous populations. 

On the other hand, indigenous healthcare professionals 
from the region, who work and reside in the main city of the 
municipality, are not majority when compared with the group 
of non-indigenous professionals; however, despite this and the 
fact that they incorporated the professional practices of the 
model in force, they still retain, totally or partially, traditional 
knowledge of the ethnicity to which they belong and even 
knowledge of other ethnicities in the region, such compliance 
being a potential positive factor for the implementation of at-
titudes that foster integration and equity.

Thus, we have the following guiding question: How the 
behavior of healthcare professionals may be influenced by a 
philosophy, for the achievement of a complete, fair, and hu-
manized care, in the multiethnic and multicultural contexts of 
indigenous health care? 

Considering that philosophical-theoretical assumptions sup-
port the conception and implementation of care, our objective 
is to reflect, based on the philosophy of Emmanuel Lévinas, 
on sensitive behaviors of professionals working on indigenous 
health care, as a means of ratifying the completeness, equity, 
and humaneness in health care.

As to the implementation of care in encounters between 
healthcare professionals and users, it is essential to reflect on 
concepts and practices involved in the relation between techni-
cal and humanistic aspects(11).

Immediately, it should be highlighted the attitude of man 
before the world: that of relation, present in the concept of 
“I-Thou,” in the reciprocity between partners; and that of rela-
tionship, present in the I-It, in which the being faces an object 
and is constituted in a subject of knowledge. In the relation 
through dialogue, the Self and the Thou are respectively present 

as person and as the other. The responsibility for this other is 
present both in Buber’s philosophy, through the transcendent 
self-contemplation, which refers to selflessness and overcoming 
of selfishness, and in Lévinas’ philosophy, through the Ethics 
that shows itself before the primordial presence and dialogue, 
non-verbal, established in the face-to-face encounters(2-6).

In spite of the scientific-technological evolution in the field 
of health and the resources generated by it, their application 
should be invested with meaning and reflect importance for 
the life project of health professionals and users(11). 

The theme is justified primarily because the author is indig-
enous and has lived the advances and setbacks in the process 
of construction of the Brazilian Unified Health System (SUS), 
which occurred and still occurs under various influences, af-
fected by multiple interests and characterized by regional, 
cultural, social, and economic inequalities. The experience 
began in childhood and early adolescence in the countryside 
of the state of Amazonas, when, in seeking health services, 
encountered the difficulties of access to the completion of the 
service. It extended through adulthood, as a nurse specializing 
in indigenous health, providing care and facing other obstacles 
and challenges. Therefore, two approaches about problems 
encountered experiencing both sides of the healthcare system, 
considering the time they occurred, the geographical space, 
and the other influencing factors. 

It is also justified by the value and significance of the prin-
ciples of Universality, Completeness, and Equity of the SUS, 
which have mobilized civil society to demand from the public 
authorities the development, proposal, and implementation 
of policies that meet the needs of the national population for 
health services in all degrees of complexity; as well as pro-
vide and facilitate accessibility especially for those considered 
vulnerable and/or that require differentiated care: indigenous 
peoples, women, disabled individuals, older adults, children, 
adolescents, lesbians, gays, bisexuals, and transgender people. 

The relevance of this subject is due to the fact that the health 
of indigenous peoples is a subtheme of the National Agenda 
of Priorities in Health Research, specifically regarding the item 
“1.1.4 – Research of the sociocultural practices related to self-
care in health in a broad sense (social and physical reproduc-
tion of the community) and, in the strict sense, of the practices 
related to the health-disease process,” and to its sub-items 
“1.1.4.1 – Studies on forms of sociopolitical organization of 
the indigenous peoples and their interfaces with health” and 
“1.1.4.2 – Research on indigenous health systems, self-care and 
indigenous healing practices, with emphasis on the context of 
epidemiological transition”(12); the theme is also relevant because 
the care practices at the various levels of complexity require 
adjustments to comply with the provisions of the National Policy 
for Indigenous Health Care(10).

REFLECTION

The National Policy for Indigenous Health Care(10), when 
addressing the training of human resources for work in indig-
enous contexts, recommends that health workers are trained, 
qualified, and appropriate the resources and techniques of the 
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biomedical model in force, in order to incorporate them to the 
therapeutic arsenal of the traditional indigenous culture and 
medicine. It also recommends that the SUS provides courses 
for its professionals in the various spheres of activity, in order to 
train them to work in the different settings of indigenous health. 

The health workers, residents of indigenous communities, 
are trained to work locally based on the biomedical model in 
force and are part of the Multidisciplinary Team in Indigenous 
Health (EMSI). Therefore, they have a set of knowledge and 
practices that they disseminate and apply in those communi-
ties, under guidance and supervision of the other members of 
the EMSI — physician, nurse, dentist, and nursing technician. 

Thus, such knowledge and practices reach distinct popula-
tions in remote locations and are eventually incorporated into 
the daily routine of local health production, coming to coexist 
as complementary resources to the knowledge and practices 
of traditional indigenous medicine. 

The active search for detection of prevalent diseases, the 
collection of material for examination, and the use of medi-
cines from the pharmaceutical industry – easily usable and 
whose beneficial effects are often felt within a short period, to 
such extent that they come to do without rites and practices 
of traditional medicine that require a longer time – are usual 
resources from the biomedical model incorporated into many 
indigenous communities, to the point that it is observed that 
they have become resources of first election in the treatment 
of physical ailments.

On the other hand, indigenous peoples conceive some other 
ailments, for which the resources of the biomedical model do not 
apply: they are “indigenous people’s diseases,” which involve 
knowledge and interventions of shamans, root/herb healers, and 
spiritual healers, specialists of traditional indigenous medicine. 
In many communities, the resources and practices of traditional 
medicine are still the most prevalent, which those specialists 
employ to promote health, treat diseases, and heal them. 

The conceptions of health and illness emerge from their 
own way of being and existing – built based on the culture 
and society of a people – and are associated with an identity 
and affirm an Alterity.

While knowledge and practices of the biomedical model are 
mixed with those of traditional medicine in indigenous com-
munities — coexisting at times as complementary resource, at 
times as main resource to be used in the prevention, treatment, 
and cure —, in environments of hospitals and basic health units 
the knowledge and practices of the biomedical model are still 
the most prevalent. 

Despite the recommendations of the National Policy for 
Indigenous Health Care(10), non-indigenous health care profes-
sionals who already work in those environments, and even those 
who are hired to work there, usually do not receive any training 
for social interaction with indigenous peoples in the context 
of multiethnicity and interculturality. The training courses and 
adaptations, when promoted for the work with these popula-
tions, prioritize technical issues of practical application in health 
actions, while philosophical-theoretical conceptual aspects are 
at times deemed as secondary and cited without much further 
study and at other times not even that occurs. 

However, it should be considered that the health promotion 
practices and the illness process are complex phenomena that 
involve multiple variables and that the care required in these cases 
also acquire a complex character, in which singularities appear 
and need to be considered in the individual, family, and collective 
spheres in the indigenous context in the state of Amazonas, Brazil. 

Much has been identified in studies produced in the country 
about the lack of awareness of the non-indigenous healthcare 
professionals about the indigenous social-economic organiza-
tion, production of knowledge, culture, and medicine(11), espe-
cially in the health services of higher complexity(13), in which 
addressing the singularities translates both as impertinent to the 
prevalent biomedical model and as questioning of its capacity 
to meet all the needs for health. In short, it eventually exposes 
the limitations of this model. Such situations often ratify the 
inequality and the invisibility of individuals seeking health 
care, as their singularities become diluted in cases, numbers, 
indices, and statistics(14). 

Indigenous practices and knowledge cultivated by their 
ancestors and transmitted to succeeding generations, which 
originate in the world of life and express distinct perspectives, 
have no space in these situations. That is due to the reliance 
of professionals working in the hospital and health clinics on 
scientific objectivity, as such reliance leaves no room for the 
aesthetic dimension of care, since it requires the development of 
sensitivity, availability, and flexibility to understand other logics 
that are not supported by science and reason, but that at the 
same time have their own rationales and are no less true within 
a logic that is distinct from scientific logic. Most of the time, 
the reliance on scientific objectivity stems from the structure 
of the difficulty that health professionals have to understand 
the expression of those perspectives and that often results in 
conflicts with indigenous users(11–13).

Health professionals should, then, transcend in their rela-
tionships with users(13); they should go beyond the biological 
body, seeking to understand different conceptions of health and 
illness, of prevention, treatment, and cure(13).

The therapeutic approaches and interventions based on the 
conceptions of health and illness of the Other, reflecting mean-
ing and significance for the users’ individual and collective 
projects of life, bring the character of challenge and innovation 
for health professionals, especially regarding the conception 
and implementation of care from the perspective of nurses and 
nursing technicians. 

A care whose development is based on reason, guided by 
established epidemiological-clinical and technical evidence 
concerning therapeutic intervention, is indispensable. However, 
it is necessary to create space to integrate indigenous knowl-
edge and practices of health promotion, disease prevention 
and treatment, and healing practices, since, in order to meet 
the needs and specificities of a differentiated population group, 
each knowledge should not be more prevalent than the other, 
since both are complementary.

Notwithstanding the transcendence of health professionals, 
what is observed in the daily care of hospital and basic health 
units is a difficulty of adaptation of indigenous users, especially 
when this user requires hospitalization for an extended period(13). 
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Under these conditions, the discontent of indigenous indi-
viduals in feeling the weight of a prescriptive treatment under 
hospitalization, which limits their freedom to roam and act and 
does not consider cultural practices of self-care, signified and 
founded on the participation of their community and family, 
ultimately results in their non-adherence to the guidelines and 
treatments provided(11) and translates as hospital evasion and 
therapy abandonment. 

However, the everyday routine of reception and care in the 
settings of hospitals and basic health units should be considered 
as the most suitable occasions to exercise ethics, since the encoun-
ter of Self-Other is the encounter of Subjectivity with Alterity(8). 

It is true that philosophy propounds thinking and discussing 
human questions and concerns on various conceptions, irre-
spective of the time and place where they live. Trivial aspects 
that pervade the everyday life and that mark the singularity of a 
person or group are far from being examined by health profes-
sionals. These issues require reflections of these professionals 
about their care practices, without reducing the Other to an 
object(8) or extinguish their singularity(9).

Implementing health actions in indigenous multiethnic and 
multicultural contexts requires that professionals are willing to 
work out the admission of different forms of thinking and conduct-
ing oneself in life; developing their sensitivity beyond what can 
be apprehended by the senses(9) in the encounter with the Other. 

Lévinas argues that the meaning is a priori, that is, it will 
always come before the “understanding as”(9). If being aware 
of something or someone refers to the manner how both are 
“understood as,” then, in Lévinas’ assumption, before having 
awareness it is necessary to have developed the sensitivity(9). 

The sensitivity to admit as legitimate, for example, the con-
duct and decision of indigenous parents before the agony and 
death of their young daughter, despite the expressed disbelief 
of some professionals due to those parents’ non-authorization 
of intense and effective clinical interventions, far beyond the 
support and comfort measures put in place. These, aside from 
the relief provided at that time, could reverse an adverse condi-
tion to life and maybe enable a cure. The parents conceived 
that the suffering of the young daughter would be due to the 
breach of protection rites, condition that, in that case, would 
lead to a fatal outcome expected for the young girl. However, 
they were comforted because they knew that long before they 
had obtained the healing of the spirit of the indigenous youth 
through the representatives of indigenous medicine and that, 
despite that agony and death, her spirit was safe. The parents 
were certain and assured of their conceptions.

In the context of indigenous health actions, beyond think-
ing based on a prevalent biomedical model, it is necessary to 
develop the sensitivity to give meaning to something based on 
other ways of conceiving life, world, and everything, because 
an Other presents itself to the Self as radical Alterity(9), which 
imposes itself and is not exhausted before the Self’s attempt at 
understanding and totalizing it. 

Through a referential model of domination, the non-indig-
enous totalizing Self comes to signify the indigenous Alterity 
and its indissociable insubmission through attributes such as 
primitivism, ignorance, and laziness. The development of the 

sensitivity to admit different modes of life that are not submitted 
to the totalization through understanding becomes essential for 
the immersion into Lévinas’ concept of infinity.

The indigenous multiethnicity and interculturality configure 
multiple Faces and, consequently, multiple Alterities. The Alterity, 
basic concept of Lévinas, is expressed through the Face, which 
is configured as the first language, the first discourse before the 
dialogue, the initial moment in which the Other is revealed 
to the Self; therefore, it can be inferred that, in the context of 
indigenous health care, the face-to-face encounters that take 
place are intense, in part because of the multiplicity of different 
Faces, that harmonize “with” and “in” the Amazonian diversity 
and that ultimately define its characteristic. 

From these encounters, for example, emerge both the hu-
man capacity to adapt to live and survive in environments that 
are hostile toward life and the need for health care resulting 
from this adaptation. The capacity for adaptation (potentiality 
for life) and the need for health (limitation to life) can serve 
as an invitation to lead health professionals to reflect on how 
they are opposites that coexist because they are inherent in 
life; similarly, Subjectivity and Alterity are opposites that also 
coexist because they are part of life, but that can enable a path 
toward humanization, as the Self (Subjectivity) comes out of 
itself toward an Other (Alterity) that presents itself as Infinity(8), 
for it can never be totaled through understanding.

In the totalizing perspective, the Self-in-itself seeks to totalize 
the indigenous Other through understanding, based on the exotic 
stereotype of this Other, whose beliefs and knowledge have no 
scientific basis and whose health problems result from habits 
that require self-care and care from peers and toward peers. 

This Other needs to assimilate, in a short period, the care 
conceived by the professional, as if it were possible to discard, 
in an instant, knowledge and practices assimilated for genera-
tions and at the same time replace them with new conceptions 
in biomedical bases. The abandonment of treatment results 
from such aspect, which ultimately reinforces the inequities. 

In the perspective of sensitivity to Alterity, the Other is pro-
posed to the Self in a relationship of ethics, demanding transcen-
dence. In this mode of relationship, family members of some 
indigenous patient and leaders of the respective community 
are invited to participate in discussions and decisions about 
the therapeutic conducts that consider their beliefs and values. 
The decision-making process is then shared and respected, no 
longer conducted only by the health care professional. The 
professional’s freedom, in this case, is finite, fair, and human: 
fair because finite, as it is human because fair. 

The demands of the Other, based on their issues and needs, 
will determine the freedom of the Self. In this logic, the responses 
provided by the Other subordinate the freedom of the Self to 
the responsibility, that is, regulate its freedom based on the 
responsibility that they now have.

Considering that the Face shows the infinitude of the Other, as 
this cannot be conceptualized and totalized by the Self, limiting 
its freedom; that if the Other is Infinity, then the responsibility 
of the Self toward the Other is also infinite; that If the issues and 
needs of that Other determine the responsibility of the Self, then 
these are also infinite, as they refer to the infinity of the Other; 
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that although the responsibility of the Self is infinite because of 
the infinitude of the Other, its freedom is not, because, to be fair, 
it has to be finite; therefore, if the responsibility of the Self toward 
the Other is infinite, because it needs to respond infinitely to the 
issues and needs of the Other, and its freedom is finite to be fair, 
would not there be an imbalance or even an injustice, that is, 
should not the freedom of the Self also be infinite? 

However, the freedom of the Self is finite in relation to the 
Other, because this is not something that the Self can possess. In 
the sense of search of answers due to the infinite responsibility of 
the Self toward the Other(8), freedom can be understood as infinite.

FINAL CONSIDERATIONS

This movement of coming out of the Self-in-itself toward 
the Other, created through a responsibility toward this Other, 

configures the Ethics of Alterity. It is based on the Other and 
on the responsibility required by it that the Self constructs its 
essence and its existence. This movement of coming out of 
oneself, based on the responsibility toward the Other, with 
the freedom to seek answers to the issues and needs evoked 
by it, goes beyond that construction, as in being a practice that 
requires justice, in the context of indigenous health, it can be 
translated as seeking to achieve the completeness and equity 
and the ratification of the humanization practices included in 
the health sector policies.

Therefore, the Ethics of Alterity, founded on the philosophy of 
Emmanuel Lévinas, is the framework based on which reflections 
may be proposed that may influence the change of behaviors 
of health professionals, whose care actions in indigenous mul-
tiethnic and multicultural contexts go beyond the limitation of 
the technical-scientific aspect.
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