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Summary: Background: Vulnerable people are

relatively or absolutely incapable of protecting their

own interests. Vulnerability is an anthropological attri-

bute of human beings due to the simple fact of being

alive. Brazilian society has long been established as a

matter through the eyes of social scientists. In the name

of it, the vulnerability in the doctor-patient context is

now being a much-discussed issue. Purpose: This

study aims to analyse the current studies regarding the

insertion of vulnerability in the health issue, reflexively

dealing with the ethical matters involved, as well as

with the narratives’ insertion in this process. Methods:

This article is based on data extracted from Scientific

Electronic Library Online (Scielo) and on secondary

data from textbooks about vulnerability, ethics, physi-

cian-patient relationship and narratives. Results and

discussion: Doctors are faced with dilemmas in clini-

cal practice: moral, ethical, legal, social, religious and

economic. On these occasions, question their own val-

ues. By listening carefully to the stories of patients, he-

alth professionals broaden their perspectives, organize

and integrate complex situations, which assists in con-

ducting these difficult situations. Conclusion: Reflect

the concept of vulnerability raises (re) think health

practices, particularly in bringing to light the social ex-

perience of illness and hospitalization of the patient.

Keywords: Vulnerability, Illness, Narratives, De-

pression.

INTRODUCTION

Ruth Macklin (1) in an article entitled “Bioethics,

vulnerability and protection” posed the following que-

stion: what makes individuals, groups or countries vul-

nerable? According to the definition of the Internatio-

nal Ethical Guidelines for Research, reviewed by the

Council for International Organizations of Medical

Sciences, vulnerable people are relatively or absolu-

tely incapable of protecting their own interests (2). In

fact, more formally, may have power, intelligence, ed-

ucation, resources and insufficient forces or other attri-

butes necessary to protect their interests (1). Light of

this definition, the main feature of vulnerability ex-

pressed by this guideline is “a limited capacity or free-

dom”, showing that specific groups could be conside-

red vulnerable (1). In the words of Kottow (3), is an an-

thropological attribute of human beings due to the sim-

ple fact of being alive.

Being vulnerable, therefore, means to be susceptible

to damage. Paraphrasing Zuben (4) the vulnerability can

be understood as an subjective category, essential to un-

derstanding the human being, as it expresses the finitude

of the human condition as a mortal. That is, recognizing

the human vulnerability is the same as saying that he and

subject to (pathos), sensitive to any action stemmed from

another being or the world environment. For the author,

also means that man is a being situated in a world signifi-

cantly interacting with others and the environment. To

understand man as a finite state means that its corporeal-

ity is not purely and simply unidentifiable to a mundane

thing, objectifiable and manipulable. Thus, in the concre-

te sense and the vulnerable who can be reached for some-

thing in the physical, psychological, social or moral. It

may be related to the idea of suffering.
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For a line very similar Nichiata et al. (5) defines

vulnerability as: a) the degree to which a population is

exposed to susceptibility or risk of damage caused by

natural disasters; b) the relationship between the inten-

sity and magnitude of harm resulting of a threat, adver-

se event or accident c) likelihood that a particular com-

munity or geographic area must be affected by a poten-

tial threat or risk of disaster, established. Mendosa and

Kowarick (6, 7) point out that the assumption of the

condition of social vulnerability, economic and civil a

part of Brazilian society has long been established as a

matter through the eyes of social scientists. In the name

of it, the vulnerability in the doctor-patient context is

now being a much-discussed issue. Sanchez and Berto-

lozzi (8) distinguish the importance of studying the

concept of vulnerability as an invitation to renew he-

alth practices and social and historical practices, by

working with different sectors of society and transdi-

sciplinarity. This allows you to rethink the practice of

critical and dynamic way, to contribute to the pursuit of

political, cultural, cognitive and technological impact

on promoting epidemiological profiles. Mitchell (9)

shows that it is important to point out that the vulnera-

bility and autonomy, although formally separate, to be

applied in bioethics, should be taken as partners, as a

condition of the subject of joint action. According to

Koerich, Costa and Machado (10), in Brazil, the 1988.

Constitution states that health is everyone’s right.

Thus, every citizen has the right to health care when

you need it, regardless of having or not a health plan.

According to current studies (1, 5, 8), the issue of vul-

nerability and ethics has been important factors for im-

plementation of public health, improving the connec-

tion between doctors and patients.

Roughly speaking, primary care includes the set

of actions of individual or collective, located in pri-

mary care health systems and aimed at promoting he-

alth, disease prevention, treatment and rehabilitation.

Zoboli and Fortes (11) indicate that with the imple-

mentation of the SUS (Unified Health System, which

is Brazilian’s public health system, that accounts for

more than 180 million insured and was created in 1988

by Brazilian’s Federal Constitution) as it represents a

process of change in the practice of health care de-

mands of professionals, managers and attitudinal and

cultural changes, requiring an ethical twist. Thus, to

meet the challenge of achieving them, it is necessary to

deal with ethical issues experienced in health services,

especially in primary care, which has been deprecated

by the bioethical reflections.

The curious and bioethical reflections that are

comprehensive and should always address all angles of

the issues in focus, whether they are emerging charac-

teristics, thus more exciting, they are more traditional,

hence more conservative (12). In other words, modern

science breaks with the separation between episteme

(theoretical knowledge) and Tecnic (applied knowled-

ge) (13). The experiences in primary care in Brazil, ha-

ve witnessed the subordination of the models to disea-

se and medical intervention individual, organizational

structures submerged in technical, placed and replaced

in the service of ideology, virtually free of democratized

discussions that could expand and commit themselves

to the point of capturing the real needs of users and wor-

kers (14). To that end, fundamental relational technolo-

gies that enable the uptake of health needs, which is pos-

sible by qualified hearing, the link emanating from the

meetings, which must contain symmetrical relations and

not overbearing or that may hinder freedom, seeking the

autonomy of individuals in the construction and choice

of specific therapeutic project (15).

So do not hesitate to point out that the ethical pro-

blems encountered in primary care may differ from

those identified in other spheres of service, namely

(11): (A) health problems differ according to the level

of actions and procedures offered; (B) ethical subjects,

users, relatives and health professionals are also differ-

ent. By the very condition of admission, hospital users

have the ability to autonomous decisions compromised.

Health professionals in primary care, usually aimed at

longer-term goals from the full attention and not just sol-

ve a specific problem; (C) the scenario in each type of

health service differs, and this is important in that ethical

problems arise from the context in which they operate.

In the basic health units, the meetings with the users are

more frequent and less urgent situations. The emergen-

ce, the immediacy and drama of the situations experien-

ced, for example, in emergency rooms or intensive care

units make the ethical problems are more evident,

stormy and heavy, while in basic health units, we pres-

ent the more subtly, through often unnoticed; (D) the so-

lutions to ethical problems similar may differ because,

even if we observe the same ethical framework for ad-

dressing the subject and context are different, ie, the in-

puts of the decision making process are distinguished.

Without a shadow of doubt, the development of

technologies, the complexity of the equipment, the dif-

ficulty in having the knowledge of their management

and time required to acquire the skills of how to apply

them correctly as necessary, set a distance between the

doctor and his patient that will increase the more speci-

alized training is the professional. Often hidden behind

your equipment, the doctor presents the patient (12).

Coa and Pettengill (16) show that in the context of the

health team, the vulnerability is evidenced by the con-

flicts of the family with the team, marked by lack of di-

alogue, disrespect and being away from home for their

role. As a result, the family alternates moments where
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you cannot do anything with others in trying to recover

their independence, and is therefore a dynamic and

continuous movement which gives a transitoriness to

the feeling of vulnerability through the experience of

illness and hospitalization of the patient. Bertolozziet

al. (15) reported that in view of vulnerability, exposure

to injuries resulting from health aspects of individual

and collective contexts or conditions that produce in-

creased susceptibility to injuries and death to both the

ability and resources to fight them.

Therefore, for the interpretation of health-disease

process, it is considered likely indicates that the risk

and vulnerability is an indicator of inequality and so-

cial inequality. The vulnerability precedes risk and de-

termines the different risks of becoming infected, get

sick and die. Grossman, Cardoso and Poirier (17, 18)

point out that the last two decades another aspect that is

being valued by health professionals, patients and ethi-

cists are the narratives and medical ethics. Although

the disease is a biological phenomenon and material,

the human response to this event is not biologically de-

termined arithmetically or translatable.

The uniqueness of each case emerges in the act of

narrating. To see it, the trader needs to be competent to

follow the thread of the narrative of the patient, to ma-

ke sense of their symbolic language, understand the

meaning of the stories and imagine the disease by the

patient’s perspective, often contradictory. The way the

patient talks of his illness, how the doctor is in words,

who listens in clinical discussions, which moved the

audience is feeling and thinking are profound ethical

dimensions involved in health care of people.

This study aims to analyse the current studies re-

garding the insertion of vulnerability in the health issue,

reflexively dealing with the ethical matters involved, as

well as with the narratives’ insertion in this process.

METHODS

Included in this study, analyzes based on primary

data extracted from original publications contained in

the database of the Scientific Electronic Library Online

(Scielo) and extracted from secondary textbooks. The-

re were no restrictions on language or type of article.

We performed a manual selection of texts, through de-

scriptors: vulnerability, ethics, physician-patient, nar-

ratives. Of these articles, we excluded those that ad-

dressed the different thematic purpose of this study. A

total of 28 articles dating from the period 2002 to 2011

were selected.

RESULTS AND DISCUSSION

Sanchez and Bertolozzi (7) describe the model of

vulnerability that connects the individual aspects, so-

cial and programmatic. They recognized social deter-

mination of disease and stands as an invitation to re-

new health practices, such as social and historical prac-

tices, involving different sectors of society. Thus, the

vulnerability should take into account the relative size

of the individual and the social site it occupies. In pro-

posing other approaches, such as programmatic and

social analysis, allows the payment of health status and

different possibilities of intervention, always contem-

plating the participation of individuals. To intervene in

situations of vulnerability is imperative to the develop-

ment of actions that involve “social response” to the

active participation of the population in the united se-

arch strategies enforceable and routing/addressing pro-

blems and health needs (19, 20).

The vulnerability is situated especially when it co-

mes to public health. Junges (20) differentiates the pu-

blic health clinic, the first is mainly concerned with the

practice of diagnosis and treatment of individuals, whi-

le the second is focused on public policy in favor of the

health of populations. Bridges and Espindola (21) ar-

gue that the benefits brought by scientific technology

in healthcare are indisputable, since technological pro-

gress is crucial to the troubleshooting and the mainte-

nance of life of people put the doctor-patient relation-

ship, and delivered immersed the “temptation technol-

ogy”, brings the increase as a consequence, increas-

ingly, the power conferred to make medical and its ide-

alization as keeper of knowledge, leading, in turn, a re-

duction of listening and dialogue between the medica-

lization of life and death and a significant inaccuracy

between the limits of life and death.

Doctors are faced with dilemmas in clinical prac-

tice: moral, ethical, legal, social, religious and econo-

mic. On these occasions, question their own values. By

listening carefully to the stories of patients, health pro-

fessionals broaden their perspectives, organize and in-

tegrate complex situations, which assists in conducting

these difficult situations (17). For Castellanos (22), the

doctor patient relationship has been the object of inter-

est and reflection of the social sciences since the early

decades of the twentieth century.

Today there is strong support of the importance of

academic study of narratives as a central activity in

practice and teaching of medicine. Conceptually, med-

icine and storytelling go together since multiple narra-

tive possibilities are generated by the disease: the dise-

ase by itself, inscribed on the bodies, the autobiograph-

ical description of the patients, the transformation of

these reports by physicians and the very course of the

disease, exposing the relationship between language,

sum, individual and time (17, 23).

According to Castellanos (22), by adopting the

narrative perspective (especially the biographical) to
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analyze the experience of chronic illness, I assumed

that this experience must be understood in the trajecto-

ries (temporalities) experienced by the subjects. The

diachronic perspective of life course and stages of ill-

ness intersects with the synchronic perspective of ev-

eryday families, impressing their meanings. By under-

standing these meanings we can grasp more properly

the meanings of illness and of care, the constitution of

the caregiver’s role and strategies of coping with suffe-

ring, and the demands of the horizons opened by chro-

nic illness. The narrative approach to ethical issues re-

veals the individual events of the experience of illness

in all its contradictions and meanings for interpretation

and understanding (17). Within this perspective, other

factors, however, happen to produce a further deterio-

ration in the relationship between doctor and patient

(11). The development of science and technology for

understanding environmental problems, which are

both health problems, should consider how Freitas and

Minayo (2, 4), to serve the social sense, political and

universal right, which includes equity. The moral di-

lemmas are put in the frame of biography and culture

of the patient.

Ethics is a social instrument that aims to contribu-

te to the maintenance of social harmony. It aims to har-

monize individual interests and collective interests.

Social instrument designed to guide what should be

done to achieve a fair and happy social life (25, 26).

Strong and Schramm (25, 27) speak of values, princi-

ples and standards that serve as the basis for human be-

havior is the reflection, argue and provide rational jus-

tifications for the choices and moral decision making

in concrete cases and situations. This results in reflecti-

ons on the establishment of limits, criteria and parame-

ters to prioritize what will be offered and to whom the

services and health care will be offered (25), it is neces-

sary to establish an interpersonal relationship of mutual

trust and the caregiver watch the limits of its action, as

may be injuring another principle, the autonomy of the

client (9). Kovács (21, 28), under the reference princi-

plism, which marks the development of bioethics is ba-

sed on a tripod, called the “trinity bioethics”.

The principles of autonomy, beneficence and jus-

tice, as bioethical reflections are comprehensive and

should always address all angles of the issues in focus,

whether they are emerging characteristics, thus more

exciting, they are more traditional, hence more conser-

vatives. When it comes to everyday life, the emerging

and exciting aspects give way to more traditional as-

pects and conservatives, but no less important or cease

to constitute dilemmas to be analyzed (11).

According to Bettinelli, Waskievicz, Erdmann

and Pessini (21), health actions, in actuality, are mar-

ked-epistemological teaching, but above all, ethics: the

“paradigm of healing” and “paradigm of care”, for rec-

ognizing another in their own competence and their

own knowledge as an act of partnership, while recogni-

zing supposed to recognize each other in their unique-

ness, but also in a more inductive, determine the pro-

ject and set the contract — implied or actual — con-

necting the parts. Outlines are thus in ever sharper, the

axis of bioethical issues in health. The doctor-patient

relationship, deep and delivered the “temptation tech-

nology”. This process is intended to accept the other in

his difference as an actor and not as a standalone case

to normalize. This involves taking the risk ratio.

Muñoz (28) concludes that bioethics should be seen

not as an overthrow of the classical medical ethics (so

much that she adopted the basic principles, beneficen-

ce and non-maleficence), but their adaptation to new ti-

mes, with the consequent change posture of the physi-

cian to better respond to ethical challenges raised by

the social changes and the evolution of knowledge and

technology.

CONCLUSION

Reflect the concept of vulnerability raises (re)

think health practices, particularly in bringing to light

the social experience of illness and hospitalization of

the patient. In this sense, the meanings of illness, car-

ing of pain, coping strategies, and the demands of the

horizons opened by chronic illness, bringing the narra-

tive as a tool appropriate to the plural dialogue in doc-

tor-patient relationship. Under this view, the ethical

territory requires the bioethical reflect, argue and pro-

vide constructions of knowledge towards the choices

and making decisions in concrete cases and situations.
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RANJIVOST I BIOETIKA KROZ ISKUSTVA O BOLESTI
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Uvod: Ranjivi ljudi su relativno ili apsolutno ne-

sposobni da brane i ~uvaju svoje interese. Ranjivost je

antropolo{ka osobina ljudi. Brazilsko dru{tvo je odav-

no postalo bitan predmet prou~avanja sociologa. U

okviru toga, ranjivost u smislu odnosa doktor-pacijent

je danas tema o kojoj se vrlo ~esto diskutuje. Cilj: Ova

studija te`i da analizira ve} postoje}e studije koje se ti-

~u uvo|enja ranjivosti kao zdravstvene teme, uporedo

bave}i se uklju~enim eti~kim problemima, kao i dopri-

nosima odre|enih autora ovom procesu. Metod: Ovaj

~lanak se zasniva na podacima dobijenim iz baze Sci-

entific Electronic Library Online (Scielo) i na podaci-

ma iz knjiga o ranjivosti, etici, odnosu lekar-pacijent.

Rezultati i diskusija: Doktori se su~eljavaju sa dile-

mama u klini~koj praksi: moralnim, eti~kim, legalnim,

socijalnim, religijskim, ekonomskim. U ovim situacija-

ma, ispituju li~ne vrednosti. Samo pa`ljivim slu{anjem

pacijenata, zdravstveni radnici {ire svoje vidike, bolje

sagledavaju kompleksnost situacija, {to im poma`e u sa-

vla|ivanju te{kih situacija. Zaklju~ak: Razmi{ljanje o

samom konceptu ranjivosti i ugro`enosti unapre|uje

svest zdravstvenih radnika, posebno u smislu boljeg raz-

umevanja bolesti i hospitalizacije pacijenata.

Klju~ne re~i: ranjivost, bolest, depresija
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