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Abstract
This paper aims to explain the construction of the autonomous subject from 
Foucault's ethical perspective for the qualitative analysis of interprofessional 
relationships, patient-professional relationships, and moral ethics critique. 
Foucault tried to break loose from the self, which is merely the result of a biopol-
itical subjectivation and constituted an interpersonal level. From this, different 
elements involved in the decision-making capacity of patients in a clinical setting 
were analysed. Firstly, the context in which decision-making occurs has been 
explained, distinguishing between traditional practices involved in self-care and 
the more modern conceptions that make certain possible transformations. 
Secondly, an attempt is made to explain the formation of the medicalisation of 
society using the transformations of what Foucault called "techniques of the self". 
Finally, the ethical framework for a subject's "self-creation", insisting more on the 
exercises of self-subjectivation, reinforcing the ethics of the self by itself, the "care 
of the self", has been explained. The role of the patient is understood as an 
autonomous subject to the extent that the clinical institution and the professionals 
involved comprehend how the patient’s autonomy in the clinical environment is 
constituted. All these elements could generate grounded theory on the qualitative 
methodology of this phenomenon. The current ethical model based on universal 
principles is not useful to provide a capacity for patients decision-making, 
relegating to the background their opinions and beliefs. Consequently, a new 
ethical perspective emerges that aims to return the patient to the fundamental axis 
of attention.

Key Words: Decision making; Personal autonomy; Foucault; Principle-based Ethics; 
Bioethics, Qualitative methodology, Grounded theory
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INTRODUCTION
Perspectives of self-determination vs optional autonomy of the patient
Although numerous studies have evaluated decision-making in clinical practice, they 
focus on decision-making in a shared way, and the short-term results[1] focused on the 
cognitive or affective effects of the patients but not accepting ethical arguments or 
rational evidence[1,2]. This suggests the necessity to consider long-term consequences, 
including interventions, patients, teams, organisations, and health systems[2].

Most of the investigations are directed towards the interaction of professionals with 
patients, often without considering factors at the level of interpersonal relationships or 
the health system model[3-5]. This illustrates a very reductionist perspective on the 
decision-making capacity of patients. Some authors[6] indicated the necessity for a 
deeper approach from new perspectives that raise key points, such as evaluating the 
quality of a decision-making process addressing the ambivalence that emerges when 
these perspectives are recognised.

The duality between the so-called mandatory autonomy that defends self-determ-
ination vs the optional autonomy, which is more established in our health model, is in 
constant discussion due to the results or consequences that each of these generates in 
decision-making[7,8]. In terms of cognitive-affective results, psychological clarity or 
recognition of the emotional work inherent in choosing between several alternatives 
has not yet been resolved[9]. Even in recent decades, various tools or methods of 
communication from professionals to patients and families have been designed to 
ensure the latter's autonomy[10]. The Mayo Clinic conducted few studies with 
observational measures and informed consent through conversational interaction 
strategies between professionals and patients[11].

Even a systematic review by Michalsen et al[12] highlights that decision-making 
models in settings such as the intensive care unit (ICU) should be based on exploring 
interprofessional relationships to favour inter- and intra-team communication, the 
central axis of Foucault's analysis and power relations.

All these attempts standardise the quality of health decisions. Still, they have not 
allowed progress in the real self-determination of patients beyond the ability to choose 
according to professional preferences[13]. Even then, it should be mentioned that there 
are more than 100 clinical trials evaluating decision-making aids that seem to increase 
the participation of patients in this decision-making with an increase in their degree of 
satisfaction[14]. As the most significant barriers, apart from lack of time and resources, 
professionals' attitudes are considered the key factor[15,16].

Elwyn et al[6] and Carman et al[17] concluded that much is known about shared 
decision-making between professionals and patients. Still, there is very little approach 
from a patient’s self-determination perspective in ethical deliberation. From this 
premise, the need for self-determination of patients is addressed, undoubtedly taking 
into account all the questions that arise in its real implementation in the practice of 
decision-making in the clinical field.

Lindberg et al[18] considered that the first factor of analysis arises when self-determ-
ination is offered to the patient. The professionals consider the patient sufficiently 
prepared to decide or a circumstance that they believe the patient should decide. This 
temporary aspect is considered an annulment in the patient's ability to make decisions 
as a professional's choice.

http://creativecommons.org/Licenses/by-nc/4.0/
https://www.wjgnet.com/2307-8960/full/v9/i28/8312.htm
https://dx.doi.org/10.12998/wjcc.v9.i28.8312
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The problem is that until timing becomes an option from the moment a professional 
concludes that a patient will have to make decisions, this capacity is completely 
nullified[19]. They can be minor routine problems or much more relevant.

Self-determination has been conceptualised but little investigated, affected by 
traditional paternalism[18] as indicated among other reasons along with legitimisation 
of limiting freedom through the defense of prospective self-determination by 
considering the professional where the patient, in the future, might prefer another 
decision, is contradictory, even if it is good for the patient. Our responsibility to 
respect others must be durable in time to achieve real self-determination and not in a 
portion of time[20-22], as defended by Foucault's proposal of the subjective 
construction.

QUALITATIVE APPROACH TO FOUCAULDIAN ETHICS
In a hospital, it is necessary to check the connection between the patient’s autonomy 
and exercise power in daily practices to understand and articulate Foucauldian ethics. 
For this reason, the mechanisms and procedures in the exercise of normalisation 
strategies, homogenisation, impositions, restraints, oppressions and knowledge that 
determine the patient's autonomy capacity in making decisions must be analysed.

The perspective of the Foucauldian ethics analyses the autonomy based on the 
codes that currently configure the behaviours allowed or forbidden instead of personal 
choice that opens a new possibility of understanding ethics. This analysis allows 
establishing a new way of understanding the subject as being autonomous. 
Constructing a new way of understanding ethics is important in clinical settings as it 
provides fundamental competencies in patients' decision-making and breaks the 
current limitations.

A significant number of studies have reported the patient’s autonomous decision-
making, although they have dealt from different angles and ethical approaches. Health 
care professionals consider it a significant aspect of practice, and debate on this aspect 
is ongoing among the experts[22-28].

Some authors share that the patient’s decision-making is halfway at the crossroads 
between two ethical positions: Paternalism and informed choice[23-25]. In the 
paternalistic models, the health care professionals decide on behalf of the patient based 
on the best discourse they do for them, which could mean a breach of respect for the 
patient's autonomy. Whereas in the informed consent-based models, the health care 
professionals provide the patients with information and then make their own 
decisions. This position raises several ethical dilemmas: on one side, when the patients 
want to receive the complete information about their health problem before granting 
any consent; on the other side, the role of the patients family in the decision-making 
process[8,9,27].

According to some studies[28], a culture of domination prevails among the North 
American and European professionals in the clinical setting, trying to generate a type 
of patients that follow the medical paradigm. Some investigations[29-32] raise 
different cultural conceptions on the patient’s informed consent and the family’s part 
in decision-making.

Several authors classify differences in the patient’s decision-making into restrictive 
or open conceptions. Both conceptions have been related to the ethical positions 
indicated above. The restrictive conception responds to a paternalistic attitude and the 
open conception with the patient's informed choice[23,33,34], allowing us to examine 
the tensions between both.

Regarding the more restrictive conception[23], authors indicated the following: (1) 
Patients had got their preferences for their medical care, and obtaining those 
preferences and taking decisions are the responsibility of the health care professionals; 
(2) Professionals respect the patients informed autonomy of making the best decision 
to meet the best possible clinical results; and (3) Patients and professionals can, and 
sometimes must, discuss the preferences. However, the process must conclude with a 
choice based on scientific evidence and the professional’s expertise, taking into 
account the patients preferences.

Joseph-Williams et al[35], Epstein and Peters[36], Nelson et al[37], as well as Sevdalis 
and Harvey[38] claim that professionals might misunderstand this proposal. They use 
their privileged situation to build up the patients preferences based on domination 
and their own preferences without establishing an equal relationship with them[39]. 
This could decide the type of relationship between the professionals and patients for 
autonomous decision-making.
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Carrying on with the restrictive perspective, health care professionals do not 
consider that all patients' preferences have the same value or should be taken into 
account when making decisions, placing some needs ahead of others[40]. Walker[40], 
and Cribb and Entwistle[23] consider this a drawback for the professionals when 
promoting a person’s autonomy. In addition, in an evidence-based model, the health 
care professionals seek a consensus among the preferences of patients, making a choice 
based on their values; but intend to emphasise the predictable clinical results to make 
a decision.

In a clinical setting, the ideas of the professionals working with the patients are 
crucial in any decision-making process. The restrictive perspective of this process 
stands for the option of negotiating with the patients in some cases, but not always
[23]. Authors suggest that professionals and patients should only discuss the health 
care options together if the patients want to decide based on the effects of different 
options, according to scientific evidence and their preferences. The option of deciding 
together always depends on ensuring that their best or most beneficial option is 
chosen[41]. Wirtz et al[42] argue that the patients would only share their preferences 
based on the expert knowledge of the professionals, who normally discuss the 
appropriate options according to the scientific evidence.

Many authors consider this restrictive perspective an excessively simplistic 
approach[23-25,41] despite being the most established clinical practice.

The open guidance on the patients' decision-making, although on a theoretical level, 
is the most widespread one, showing certain limitations regarding operability on a 
practical level[23,43]. The starting point is the perception that the relationships 
between professionals and patients are different from other kinds of social relations. 
Emanuel and Emanuel[44] already suggested that relationships between professionals 
and patients are normally fixed and marked by the role of each professional in the 
health care team. Professionals follow technical aspects or protocols for the action, 
combining with the limited knowledge of the patients for their care. Therefore, in the 
decision-making process, it is essential to consider the inter-professional relationships 
and roles of professionals to understand the relationships between them.

The open perspective considers that it is possible to use the expertise of profes-
sionals to help patients reflect and adapt their preferences as a part of their 
autonomous decision-making while avoiding standardised, and institutionalised rules
[23]. These authors pointed out the need to analyse the power structures in the 
relationship between professionals and patients and how they impact the vulnerability 
of the autonomy of patients.

In decision-making both the restrictive and the open perspective confront; the 
ethical commitment between a paternalistic or an open approach basically depends on 
the individual skills of health care professionals. Identifying these relationships will 
contribute to avoiding the excessive and dominant use of power. In addition, creating 
a suitable environment allows the development and practice of the qualities of profes-
sionals and the capabilities of patients[13].

Several studies illustrate that the autonomy and self-determination of patients are 
rarely prioritised by professionals, who even reject those patients and demand more 
information as well as power for decision making. The professionals prefer clinical 
aspects rather than the autonomy of patients[26,29,45]. Hence, fixed and confined 
health care is established, which is completely institutionalised, leading to the 
behaviour of the patients[46-50].

Based on the criticism of the current ethical model in the clinical setting from the 
perspective of Foucault, this study aims to analyse the autonomy of patients in 
decision making and the influencing factors (Figure 1).

DESTRUCTION OF PRINCIPLISM ETHICS AND SOCIETY'S MEDICA-
LISATION 
From Foucault's point of view, society's medicalisation is structured like a real 
technology of the social body, thus playing a decisive part in the biopolitical 
production of society. The population is a theoretical problem but a technical dilemma 
that demands procedures of intervention and modification[51].

This incursion of power in life is what Foucault called “biopower”[52]. This is 
understood as a societal control mechanism for people's lives[53] and refers to the 
exercise of power at economic, historical and social levels and consigns biological life 
as a political event. In a clinical setting, this biopower is expressed as a set of 
techniques and strategies expressed in statistics related to health, development and 
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Figure 1 Foucault's ethical perspective: Deconstruction of patient self-determination in the clinical setting. 

care costs[21].
According to Dzurec[54], a connection between medicine and family reorganises 

family life in three dimensions: (1) The family is transformed into a privileged biopol-
itical system, a perfect tool in health administration, where the construction of social 
dwelling as a health space is encouraged. In the age of biopolitics, the family works as 
the preservation, control, and life production mechanism; (2) Hygiene acquires a 
connotation of a public issue, associated with epidemics, morbidity, average life span 
and mortality. The implementation of a community health system consolidating the 
state of collective hygiene is fundamental; and (3) Authors instructed an adminis-
trative physician is acting as the original nucleus of social economy and sociology and 
establishing the organisation of a political-medical area of influence on the population 
with prescriptions focused on diseases and behaviour. These aspects explain the social 
medicalisation and creation of a medical-administrative system, promoting social 
control.

A therapeutic framework with a new design of the hospital environment comes into 
existence. It consists of creating an individualised space around every patient, which is 
adjustable following the disease development and concentrates absolute power within 
the clinical organisation in the hands of physicians. Also, generating a permanent 
record of all the events is critical for producing specific knowledge[53]. Thus, modern 
medicine is a social medicine configured as the technology of a social body.

Foucault[55] describes three models developed in different European countries: The 
medicine of the State, urban medicine, and the labour force medicine. The medicine of 
the state is an exhaustive observation of morbidity, the normalisation of medical 
practice and knowledge, and the creation of an administration to control clinicians and 
medical bureaucrats. The medicine of the labour force is the transformation of the 
population into a more appropriate and long-lasting labour force and an innocuous 
political force indicating no threat to the bourgeoisie. To refine the quarantine scheme, 
the urban developed the concept of environment and health[55].

According to Foucault[55], these models caused four modifications in society’s 
medicalisation. Firstly, the State has to ensure people's health in the interest of 
preserving their physical strength, labour force, and production capacity, turning the 
rights of humans to maintain their bodies in good health due to State's action. 
Secondly, the preponderance of the hygiene concept considering the relationship 
between the individual and the State. Thirdly, the expenses assigned to health care, the 
cost of labour interruption, and the calculation of the risks affecting the individual's 
physical well-being determine a new level of concerns in the field of macro-economy. 
Lastly, health becomes a focus of political struggles and debates.

All these aspects demonstrate the extent of the medical paradigm in contemporary 
culture due to the incorporation of medicine in the biopolitical mechanism. According 
to Foucault[56], body care, physical health, and the concern about illnesses prove to be 
especially decisive in such a regime.

Medicine has acquired an authoritarian power with normalising functions, which 
widely exceeds diseases and the demand of patients[56]. Physicians and their 
knowledge are the key parameters for the invention of a normalised society. Thus 
medicine is no longer a mere instrument of the economic system; it has entered and 
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turned into one of its components. Hence its appreciation changes and health becomes 
a consumer item. Health has entered the trading game with laboratories, pharma-
ceutical companies, physicians, clinics and insurance companies as production agents 
and real patients and potential ones are its consumers. Physicians become the core 
agents of medicalisation, the simple distributors of drugs in a market of suffering and 
promised health.

The medicalisation of today’s society is independent of medicine, medical officials 
and health institutions since their logics run all over society as a commodity. 
Biopolitics has used medical discourses and technologies, family intervention, hospital 
structures and consumption systems to conquer new forms of political appropriation 
of life[57].

This control of society through the medicalisation of life has also influenced the 
applicability of bioethics in the health field. Bioethics has become a mere logical 
instrument for applying a series of universal principles based on efficiency, 
consistency and application criteria[58]. Many authors refer to this conception as 
principialism[59-63].

Some authors have defined this principlism as legitimising a biomedical discourse 
or an “oppressive status quo” of principles[49]. McGrath[64] has indicated that the 
currently advocated bioethical model uses principles that create an illusion about the 
autonomous decision-making capacity of patients. Principles give sense to the 
meanings and values of a health care institution which defines, describes and limits 
what can or cannot be done. In other words, these principles provide the descriptions, 
rules, permissions and prohibitions of social and individual actions[17,46].

From the Foucauldian ethics, the main criticism towards principlism is based on the 
idea that the resolution of ethical conflicts is referred to professional experts in this 
area, without considering the patient’s opinion, autonomy, and capacity for decision-
making. This is the reason that critical ethics suggests a bioethical reflection based on 
the power and its effects on neutralised discourses superseded by the experts in ethics
[65].

This gives room to an ethical trend that advocates that, without an analysis of power 
and its complexities, bioethics cannot consistently examine the social, political and 
even economic aspects of ethical conflicts[58].

Thus the concept of power develops in the discourse of ethical-critical reasoning, 
which moves away from the idea of valuing principles above the context and routes 
towards a discursive understanding of autonomy. It deals with examining how 
personal choice is the reality built by several health organisations. Critical ethics 
suggests that the substantial rationalism of principlism must be challenged by the 
contextualisation process of the bioethical problems from the power and the discourse
[64].

Therefore ethics should depart from the point that there is no clear and distinctive 
idea expressed by the structuring of principles[64,66]. The ethical response does not 
consist of applying certain principles in difficult situations but rather interprets service 
provision where ethics expresses the organisation discourses.

For this reason, it is important to introduce the Foucault’s concept about biopolitics 
and its implication on ethics. Biopolitics arises from the analysis as a principle and a 
method of rationalising the exercise of government and breaks the “reason of state”. 
The rationalisation of governmental practice implies paying attention to control, 
regulation, supervision, order and administration[67].

Ethical practice is intended to offer alternative actions and respect for individual 
subjectivity. This gives rise to a concept of Foucauldian ethics based on the indivi-
dual's subjectivity.

In a clinical environment, Foucault's ethics is understandable as the dimension of 
the relationship between the real behaviours and the codes or systems of prohibitions, 
prescriptions and assessment. These determine representing a person as a moral 
individual who sets the forms or modes of subjectivation[68].

In the first of these forms of subjectivation, the philosopher describes the response 
to the technologies, where caring tries to eliminate what we depend on and re-position 
us in the world as causes and effects.

The second form of subjectivation is the codes. Foucault defines these forms as 
historical structures representing the individual as the subjects of their actions and not 
mere agents. At this point, a serious question arises about the requirement of univer-
sality in the historical construction of ethics. Its ethical concept, not organised as an 
authoritarian, unified moral, equally imposed on everybody, gains strength. Foucault 
suggests non-universalising, non-normalising ethics without a disciplinary structure 
and not based on scientific knowledge.
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In the final form of subjectivation, Foucault considered defining the culture of the 
self, the social practices as practices of the self[69]. Foucault talks about the 
independence or relative autonomy of the relationship with oneself regarding the 
codes. He considers that the individual materialises and establishes a moral 
individual, a struggle for freedom and a victory to obtain the command[70].

This command overflows through many different doctrines, adopts the form of an 
attitude that permeates the ways of life and articulates in a set of procedures and 
exercises which can be meditated and taught, representing a practice which develops 
even interpersonal and institutional forms and giving a place to the production of 
knowledge[71].

According to Foucault, medical care takes intense attention to the body, especially 
when both kinds of diseases, those of the soul and body, can communicate mutually. 
This transference represents a point of the individual's fundamental weakness[69].

Thus, it is necessary to find the existing connection between the patient’s autonomy 
and the professional's exercise of power by analysing the relationship between them 
and their backgrounds. Therefore an analysis of the discourses and the power relations 
are embedded in the daily practice of the health professionals in their relationship 
with the patient, the family, and the health care system of the health care professionals 
allows articulating Foucauldian ethics.

Departing from considering power as a strategy exerted and present in all social 
practices, although sometimes easily recognisable, it is not always clearly visible in a 
clinical setting because of its subtle exertion through persuasion and manipulation. 
Power is expressed in strategies of normalisation, homogenisation, impositions, 
subjections, oppressions, times, spaces and the knowledge which operate in profes-
sional relations and the background of the professional practice.

In decision-making, this analysis can identify the legitimacy of certain ways of the 
action of nurses and behave before the patient's autonomy. It is important to make 
visible what discourses dominate the professional practice and identify the 
transforming or emerging discourses that seek to open up alternatives of significance, 
understanding and action to the naturalised discursive practices in the profession and 
the current health system, as new Foucauldian ethics.

Foucault[67] presents the importance of power relations in the knowledge generated 
from different disciplines. Each discipline builds unequal positions for exerting power 
by placing some in a more privileged position than others.

In the epistemological ladder of professional knowledge as a minor science, nursing 
is considered, which has led to marginality and a maternal stereotype of the nurse vs 
the dominant or major science of medicine[72]. These aspects determine that the 
physicians are related to their hegemony in the health field. By referring to the nurse, 
the role that she acquires in the physician's context is dominated.

This analysis shows different kinds of power strategies, from the more emotional or 
therapeutic ones to self-management or the more self-applied or subjectivised ones.

The perspective of the Foucauldian ethics allows an analysis of the professional 
relationships based on the codes that determine what behaviours are permitted or 
forbidden in the professional practice, vs a person, neither tough nor standardised 
choice, which makes understanding ethics. This means analysing those elements 
which cause nurses to move away from understanding the value of a set of principles 
above the context and moving towards a discursive comprehension of the autonomy 
of patients[64].

GROUNDED THEORY FROM FOUCAULDIAN ETHICS AND AUTONOMY IN 
THE PATIENT’S DECISION-MAKING IN A CLINICAL SETTING
The French philosopher not considered the subject as a fundamental point if the result 
of a subjectivation process involves a set of particular practices and techniques. 
Foucault tried to break loose from the “self”, which is merely the result of a biopolitical 
subjectivation and constituted an interpersonal level, an “ethic of the self” as a point of 
resistance to disciplinary power. So, subjects come to recognise themselves as subjects 
of knowledge, of power relations and ethical relationships to the self[73].

Podsakoff and Schriesheim[74] associated this power directly due to an 
interpersonal relationship where the influenced subject is recognised as a referent that 
influences and seeks closeness with him/her. Laswell and Kaplan[75] directly relate 
power to participate in decisions, where the adoption of decisions constitutes this 
interpersonal process, and therefore, power represents an interpersonal relationship. 
Hence it will be a critical element in the analysis of the ability to patient’s decision 
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making.
Foucault holds that the idea of constituting ethics of the self-conceived is an art of 

resistance to biopolitical normalisation. Thus philosophy as part of the self becomes a 
key element in the struggle that involves the resistance to normalisation and forcing 
the individual back to himself/herself and tying him/her own identity in a 
constraining way[76,77].

The philosopher points out that ethics focuses on the following propositions: the 
core of philosophy is ethics; freedom is the foundation of ethics; ethics revolves around 
the subjectivation techniques or the care of oneself. So ethics as the care of oneself can 
be created about one's own existence; makes a person stronger for political resistance; 
involves the willingness to care for other human beings.

For Foucault, the ethics of subjectivation arises from the ethical substance, the 
subjection modes, the forms of development, and the moral subject's teleology; and all 
these are explained in greater depth.

Foucault talks about the substance of ethics as the subject's proper transformation 
from his/her historical and social context[78]. Ethics substance forms part of the 
individual who must establish themselves as the main subject of their moral 
behaviour, which makes up their feelings and different ways of working of the moral 
subject. Therefore, it is proposed to consider the patient's beliefs, values, and 
preferences to construct a free subject in the decision-making process to apply the 
ethical substance.

The subject modes define the subject's relations with rules and how the subject 
recognises those rules as obligations within a particular social and cultural context. 
These modes are the norms and codes established in the health institutions that set the 
pace of the decision-making process. Thus, the patient's relationship with the rules 
established in the clinical setting is configured through the subject modes. The determ-
ination of what the patient can and can not do and what decisions correspond to their 
care with the permission of the professionals and the institution are important.

Foucault calls forms of elaboration or ethical work. As individuals in a society, we 
are determined by social, political and cultural norms and, therefore, as institutional 
norms configure patients. These norms, obligations and codes determine the 
transformation of the patient into a moral subject, responsible for his/her own 
behavior as he/she is allowed to be in one way or another. From this, the relationship 
between the subjects transforms into a moral individual with his/her own behaviour.

This ethical work arises from learning the pre-established social rules, the control 
those rules have on the subject's behaviour and the subject's own struggle against 
those rules when his/her wishes and health are at stake. Thus the role played by the 
individual as an autonomous and free subject is understood -teleology of the moral 
subject.

Foucault refers to the moral subject's teleology as the final result of the established 
social rules and standards that produce a specific mode of being. However, he does 
not consider that this result involves strict obedience to the set rules, but establishing a 
relationship with oneself leads to a new behaviour[79].

In addition, Foucault introduces the technologies of the self as a basic and central 
element of ethical development. He suggests how people in every society use 
techniques which allow the individuals to perform a certain number of operations on 
their own bodies, souls, thoughts and behaviours by their own means. The subjects do 
independently, change themselves, and reach a certain level of perfection, happiness, 
purity, and supernatural power.

The self's technologies determine how people's actions and behaviour concerning 
the rules, regulations, and codes imposed on them will finally be. Then the subjects 
distinguish between the codes, determining what actions are allowed or prohibited 
and the codes, which determine the positive or negative values of different possible 
behaviour[80]. This distinction configures the kind of relationship one should have 
with oneself, which determines how it is supposed that the individual establishes 
himself/herself as a moral individual of his/her own actions[67,71].

This relationship with oneself introduces four major aspects: (1) What part of myself 
or my behaviour concerns moral behaviour, which in our society configures the main 
command of morality, the feelings; (2) The way how people are invited or encouraged 
to accept their moral obligations; (3) The self's auto-determination refers to what 
measures help us transform ourselves into ethical subjects. This means the ethical 
substance which moderates our actions and deciphers what are; and (4) What kind of 
being do pursue when subjects act morally, called “telos” and related to the effective 
behaviour of people with the existing moral codes on the one hand, and the relation of 
oneself with these four aspects on the other side[80].
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Foucault refers to these positional changes as the techniques of the self, which the 
patients set in motion once hospitalised, ensuring their integrity and autonomy in 
making decisions about their own body and behavior[81]. The self's technologies 
determine how patients' acts and behaviour will ultimately be about the rules, norms, 
or codes imposed on them[80]. This behaviour will be free and autonomous, as far as 
the subject can understand how he/she is supposed to establish themselves as a moral 
individual of their own actions -technologies of the self.

Thus it is not enough to say that the subject establishes himself/herself in a 
symbolic system. The subject does not establish themselves in symbols but in real, 
historically analysable practices[80].

Finally, two concepts should be mentioned to analyse the Foucauldian ethics from 
the care of the self: the culture of the self and the culture of freedom.

The care of the self is a permanent, life-long practice that tends to ensure the 
continuous exertion of freedom[82]. It is about freeing ourselves from the set rules -
subjection mode- to access our own behaviour or subjectivation technique. This means 
the proper care of oneself and the proper way of life.

Distinguishing between traditional practices involves self-care and the more 
modern conceptions that make certain possible transformations. From this 
construction of the subject, the different elements involved in the decision-making 
capacity of patients in a clinical setting are analysed. Firstly, the context in which 
decision-making takes place is explained. Secondly, an attempt has been made to 
explain how the medicalisation of society has been produced through transformations 
of being, using the "techniques of the self" as referred by Foucault. Finally, the ethical 
framework for a subject's "self-creation" is explained, which insists more on the 
exercises of self-subjectivation, reinforcing the ethics of the self by itself, the "care of 
the self".

All this configures the culture of the self or how we get rid of the established rules 
to access our own behaviour or subjectivation. This means our own way of life, its own 
subjectivation technique, and no prescription[83,84].

The institution determines the manners of subjection to which the patient is 
submitted to construct the self. It could be indicated that the patients find themselves 
immersed in the complex machinery of the clinical environment. The obligations 
imposed by the institution become a way of subjection for the full autonomy pursuit of 
patients. In their political discourse, the professionals and clinical institutions advocate 
the idea of patient-centred care quality. When analysing the quid of the institution, it is 
discovered that professionals do not get a message of quality objectives but, on the 
contrary, focused on optimising financial resources.

The initial message becomes an element of fictitious political marketing and 
generates a health organisation that commercialises health, a direct consequence of the 
effect of biopolitics on health. This situation makes the nurse feeling disappointed, 
unmotivated, frustrated and lacking future projection, even resigned to believe that 
there is no way to change it. All the above conveys that the management bodies are 
considered distant without any practical utility[85].

The institution’s exercise of power generates a more subtle process called 
colonisation or instrumentalisation of the health system, as proposed by some authors
[22,86]. This process is nothing more than the normalisation of clinical practice using 
standards and protocols, collaterally generating internal relations between profes-
sionals, which are very rigid and based on the hierarchy of professional categories.

These two elements, normalisation and institutional market ethics, help generate the 
concept of a dominated patient in a health organisation, subject to the rules, schedules, 
available resources, and, therefore, keep to patients, without any possible decisions. At 
this level, the patient’s autonomous capacity is completely invalidated.

In light of the patient’s domination, several challenges for health institutions arise, 
which open up space where the participation of patients in decision-making can be 
real. Gilbert[87], Osborne[88] and Beresford[89] advocate for reducing bureaucratic 
complexity reconsidering the objectives of the health system focused on the patient 
instead of the market values and opting out of consumerism as the economic value of 
care. This perspective would respond to the use of technologies that allow 
reconstruction of the patient's autonomy, as it is presently understood, to give way to 
self-determination. Thus the Foucauldian ethical study becomes important when 
constituting the patient as an ethical individual in his/her relation with the institution 
to set his/her behaviour or, as the telos of the relationship referred by the French 
philosopher[55].

The inter-professional relationship is another key factor that defines the patient's 
participation and power rates as the subject. According to several professional 
stereotypes, the healthcare team is configured to focus on physical and clinical 
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complications. Medical criteria dominate the practice of other professionals, where the 
physician orders and the nurse executes. In other words, the physician exerts an 
absolute power, and the nurse is a subtle and often a silenced power.

This interaction between power and scientific knowledge relegates decision-making 
to the patient, as far as the professionals leave him/her, and ineffective communi-
cation flows between professionals or even their interpersonal relationships come into 
play. The nurse’s discourse slightly criticises that these interprofessional relations may 
influence the care provided to the patient but fail to recognise that these relations may 
limit the patient’s decision-making capacity.

It could be that the improvement in communication between professionals, training 
for communication abilities and the reorganisation of professional skills challenge the 
enhancement of inter-professional relations and teamwork[26]. These challenges and 
examining the dynamic relationship between scientific knowledge and power[90] 
produce resistance to reverse the limitations in the patient’s autonomy[91,92].

According to Foucault[56], the science or scientific truth model determines the 
construction of one discipline dominating the other, as in medical science and nursing. 
This truth establishes the norms a patient could submit to when visiting the hospital 
and accepting the game's rules.

Thus professionals and institutions provide the truth to the patient's normality, 
establishing a manner of subjectivation in the clinical setting. This approach to the 
productive dynamics of power helps to make visible the mechanisms and strategies of 
knowledge performed by the professionals as a set of forces that passes the patients, 
producing and using them. This explains why the power exerted by the professionals 
over the patient through persuasion, confidence, and paternalism results in patients as 
products and prescribes certain models of speech, behaviour, and organisation of care 
without considering the patient’s criteria[93].

On the relationship between nurse and patient, several opportunities of techno-
logies of the self are outlined to enhance the latter’s capacity to make decisions. 
However, few asymmetrical power relations appear, where the nurse creates one 
space of participation or another, depending on their attitudes and the one perceived 
from the patient. Participation is understood not as a real power of decision but as a 
limited degree for the patient to decide about some aspects of patient care. Even if the 
nurse prefers a patient who goes with the flow, is compliant and cooperating with the 
prescribed care, this strategy shows the greatest benefit for the patients. They will be 
informed and active in their care, maintaining a good relationship with the nurse.

The nurse recognises the ongoing socio-cultural shift as to the kind of patient who 
attends the health system. Nurses think that patients need to be better informed, and if 
patients are not, they ask for it and claim higher levels of participation and power of 
decision[94].

These transformations meet Foucault’s premise that where there is power, there is 
resistance. Thus the power of the professionals and the institutions finding their limit 
in the patient’s resistance and care of the self. In this way, professionals and 
institutions design a profile of struggle, incorporating tactics of this power as a base to 
justify certain behaviour of the nurse, such as persuasion and coercion, when faced 
with the patient’s rejection and refusal of the proposed care.

The danger of any relationship of power is the possibility that it solidifies in a kind 
of domination[77]. In this case, the real task of the nurse is to constantly defend and 
reaffirm the transformations in the patient’s power of decision to maintain the 
patient’s autonomy; therefore, the need for ethics conceived as the care of freedom 
arises[57].

The Foucauldian ethics suggests a resistance to the relationship framework between 
knowledge, power and subjectivity, currently imposed in the clinical setting. It could 
be accepted that the patients can exercise power over them, of the construction and the 
creation of their care. Then the care of the self as a practice between the professionals 
and the patients appears to avoid the shift in domination[95].

To articulate the proposal of Foucauldian ethics with the results obtained from an 
earlier study[94], with the assistance from professionals, the patients need to detach 
from the imposed constraints to gain the freedom of decision on their care.

From this perspective of ethics as freedom and culture of the self, it is key to 
consider patients' feelings, beliefs, and values before making any decision about their 
care. This ethical work emanates from pre-established norms of the control of rules 
about the behaviour and struggles of the patients against these rules when their health 
is at risk.

Care of the self would materialise through breaking with established norms and 
exercising the patient's freedom. That is, a capacity to make real decisions about the 
patient's care, where the professionals are simply guides. A professional allows the 
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patients to make their own decisions based on their beliefs and values among the 
different possibilities.

For example, in a situation where the patients must choose between performing a 
surgical intervention or not, the professionals must provide the alternatives, 
explaining the risks and benefits and finally respecting the patient's choice, even if it is 
not the best for the professionals or the most beneficial. Therefore, the patients must 
make their criterion prevail as an inherent right and resist the persuasions of the 
professionals.

Although defended by principialist ethics in its principle of autonomy, this proposal 
is confined to a series of limitations such as life-threatening risks, risks to public 
health, and mental incapacity. In addition, the influence of the principle of beneficence 
prevents the professionals from considering that decisions that are not the most 
beneficial are based on the rejected clinical criteria. The patients are not persuaded to 
choose them.

If applied, in this case, principlist ethics, the decision before a conflict of opinions 
between the patients and the professionals, would value the risks and benefits for the 
patients. Although it would take into account the opinions and values, professionals 
would take a back seat, and in the final decision, the clinical criterion would prevail.

From this, the patients establish a new behaviour, which frees them from the strict 
compliance of the game rules in a clinical setting, not to work against them, but to 
adapt them to the decisions regarding their health.

It could be that the forms of constraints established in the clinical setting cannot be 
eradicated. Still, the patient’s exercise of autonomy must emerge from the strategies 
and a shift in certain forms of institutional domination.

Likewise, institutions should avoid the solidification of dominating power, 
configuring the patient as a passive care objective. It cannot be expected that each 
patient, from his/her own ethics, assumes a common, universal and strict criterion, as 
the institutions pretend. Breaking with this homogenising dynamics of the clinical 
practice and universalised ethics will encourage the patient’s autonomy in decision-
making.

The originated debate on freedom and domination methods requires a practical 
consideration of care of the self and, therefore, a culture of the self. The current 
method of ethical decisions based on the universalising desire of utopia should be 
substituted by altering the limits imposed on the patients and enhancing the 
possibility of freedom.

Ultimately, the opportunities unfolding in the patient’s autonomous decision-
making, according to the perspective of the Foucauldian ethics, are based on 
recognising the patient’s personal decision by the clinical institutions and profes-
sionals. For this purpose, universalising, normalising, and per se legal moderation 
styles should be opted out with a disciplinarian structure and scientific knowledge. As 
long as professionals do not break free from the obsession with exerting power within 
their inter-professional and patient relations, they will still be entangled in the 
knowledge-power complexes that generate the control of people as bodies or as the 
population with no personal identity[70].

A patient’s independence or autonomy about professionals and the institutions will 
constitute a free moral subject and a victory over the dominating rules[95]. The 
patients exercise autonomy in a real clinical context, which participates as before and 
decides on all the received care[78].

CONCLUSION
It has been shown that the main subjection modes in patient’s autonomy in a clinical 
setting are the standards of the health institution, the exercise of a hegemonic power in 
the relationships between professionals and the asymmetry in the relationship of 
professionals with the patients.

In addition, the current ethical model based on universal principles is not being 
useful to provide a capacity for patient decision-making, relegating to the background 
their opinions and beliefs.

Consequently, a new ethical perspective emerges that aims to return the patient to 
the fundamental axis of attention. It proposes to break with the discourse of patient-
centred care or patient that participates in the decisions so that it is a subject that 
decides what should be done and how to do it with the help of the institution and the 
professionals. An institution that belongs to the user and professionals who work for a 
patient.
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Therefore, this change will not be possible without the professionals committing 
themselves to help strategies or technologies to allow the patient to resist and modify 
the current regulations and impositions. It will not be possible without the profes-
sionals contributing to the patients building a culture of the self in the health 
institution.

These key concepts of the Foucaultian ethics of power, technologies of the self and 
care of the self allow developing a grounded theory on qualitative methodology to 
analyse patient self-determination in the clinical setting.
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