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Heteronomy in adolescent health: an integrative literature review

Abstract  Adolescents’ health rights are not re-
stricted to having their demands understood, but 
require their being respected as autonomous sub-
jects and the agents of their own care. However, 
considering adolescents’ rights in terms of their 
autonomy in the day-to-day of the health care ser-
vice, the situation is precarious as a result of heter-
onomy, subjection of the individual to the will of 
others. A search for articles was conducted in the 
Scopus, PubMed and BVS databases, cross-ref-
erencing with the descriptors: “saúde do adoles-
cente” (“adolescent health”) , “responsabilidade 
civil” (“civil responsibility”) and “responsabili-
dade parental”, (“parental responsibility”). After 
inclusion and exclusion criteria were applied, 32 
studies were analysed. The results indicated that 
adolescents are generally not consulted in parents’ 
or guardians’ decision making about their health 
care, and also that the family relationship is es-
tablished under rules maintained by punishment, 
accountability and control, while dialogue is ne-
glected. In that light, there is a need for measures 
to protect and promote autonomy, while academ-
ic discussion of the relation between adolescent 
health and heteronomy, considering the fields of 
human rights and health, requires more in-depth 
evaluations with a view to providing legal guid-
ance on parent’s day-to-day role in adolescent 
health care.
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Introduction

People develop in social environments, chang-
ing their participation in socio-cultural activi-
ties within communities that are also changing1. 
Nicola2 writes “language, emotion, cognition and 
motor skills do not develop without the conti-
nuity of culture, which is provided by the social 
group”.

Culture is certainly a complex construct and 
has been defined in various ways3. Definitions of 
culture tend to emphasise either the symbolic di-
mension, consisting in beliefs and doctrines that 
help people rationalise and give meaning to their 
lives, or behaviour (for example, parental styles) 
that is learned and transmitted from generation 
to generation4.

Culture can be considered the symbolic and 
behavioural product of human social life and 
social activity5, and culturally organised patterns 
of social interaction influence children’s develop-
ment6. The cultural experience, socialisation and 
the ability to occupy a place in groups are essen-
tial to mental health, work and relationships2.

Accordingly, the conception of diversity in 
society is permeated by stigmas, stereotypes and 
inequalities, which are constructed subjectively, 
historically, socially and culturally, by the com-
munity itself broadly and also by individual per-
ceptions of differences, which relate to personal 
experiences, ethical and moral values, in short, 
people’s life histories. These processes are inter-
related and construct each other mutually and 
continuously7.

The term “heteronomy” derives from the 
Greek (hetero, meaning other, different; and no-
mia meaning law, rule) and can be defined as 
conduct or norm that does not proceed from 
reason or moral law. Consequently, heteronomy 
is the subjection of the individual to the will of 
third parties or a collectivity, deriving from nei-
ther reason nor moral laws, as a coercive imposi-
tion, external to the individual and independent 
of his or her will, the opposite of the autonomy of 
the moral norm8. “Heteronomy” is thus intended 
to comprise all the principles of morality – edu-
cation, civil constitution, feelings etc. – that indi-
vidual will must submit to2. It means, therefore, 
that subjection to juridical rules is not dependent 
on the free will of those subject to them; on the 
contrary, there is external imposition that results 
in their obligatory nature7, and it is thus contrary 
to the concept of autonomy9.

The principle of autonomy reflects individ-
uals’ ability to deliberate and decide on matters 

that concern them, on the appropriateness and 
timeliness of acts that affect their interests, and 
to take responsibility for the consequences of 
those decisions10. The assessment as to the conse-
quences or risks of taking or not taking any given 
action is up to the individual directly affected by 
that action. The word “autonomy” also derives 
from the Greek (auto – I or self; nomos – law, 
rule, domain, government) and means self-gov-
ernment, self-determination, self-management. 
It connotes freedom, individual choice, free 
from coercion. That is, those who request and/
or receive an action, and are affected beneficially 
or not harmfully by it, know its value and it is 
they who should decide autonomously as to the 
suitability and timeliness of actions that affect 
them7,10.

Kant11 points out that moral awareness 
evolved from heteronomy to autonomy. Thus, 
in the process of their development, individuals 
began to internalise family and social cultural 
norms from fear of punishment, as well as by ob-
serving positive models embodied in significant 
others, and that situation prospered to a higher 
level consisting in self-determination in accor-
dance with moral principles and values that are 
justified by reason.

The Brazilian civil code stipulates that par-
ents or legal guardians are responsible for their 
underage children, who are classified as incapa-
ble of expressing their will. That stipulation is 
overturned objectively when the child comes of 
age, and also by certain factors. It can be reversed: 
by the parents, or one of them in the absence of 
the other, by public instrument, independently 
of judicial authorisation, or by the sentence of a 
judge, after hearing the tutor, if the minor is fully 
sixteen years old; by the minor’s marriage or oc-
cupying public employment; by their graduating 
from a course in higher education; by their civil 
or commercial establishment, or by the existence 
of an unemployment relationship, providing 
that, as a result of these, the sixteen year old mi-
nor has independent economic means12.

However, not all individuals have wills, which 
are regulated by the interplay between majority 
and minority. Entry into adult life brings with it 
conflicts in situations that involve the right to au-
tonomy, privacy, confidentiality and the exercise 
of sexuality. This perspective was described in 
Kant’s philosophy and deployed, in the Law field, 
for instance, by the Brazilian civil code8. This 
means that on certain matters of civil life, ado-
lescents can exercise their autonomy, ending the 
heteronomy stipulated to be their parents’ duty. 
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In this regard, heteronomy may be relative when 
it applies to adolescents over 16 years old, thus 
undermining age as the predominant consider-
ation in determining autonomy.

As mentioned above, adolescents’ health is a 
question of human rights and, accordingly, re-
quires the engagement of social entities, health 
managers and health personnel, family and soci-
ety in understanding the demands of this popu-
lation group, as well as the environmental, social 
and cultural factors that surround it, with a view 
to planning, developing and organising compre-
hensive healthcare13.

As a result, and particularly in health matters, 
autonomy constitutes a right of adolescents13 that 
is limited by the provisions of the Brazilian civil 
code. With regard to care for adolescents, Arti-
cle 103 of the Medical Code of Ethics regulates 
principles regarding privacy (characterised by 
denying permission for another person in the 
appointment setting), confidentiality (the infor-
mation discussed during and after the appoint-
ment may not be passed on the parents or guard-
ians without the adolescent’s assent) and secrecy. 
Here, one could add the right to autonomy, con-
tained in Chapter II, Art. 17, of Brazil’s Child and 
Adolescent Statute (ECA)14.

Adolescents’ rights to comprehensive health 
care, youth participation in health decision mak-
ing, autonomy, citizenship and ethics and so on 
are all integral to Brazil’s public health policy13. 
Accordingly, from 18 years of age, these adoles-
cents are civilly responsible for themselves. Ad-
olescents under 18 years of age, however, under 
Brazil’s current civil code, are the responsibility 
of their parents and/or legal guardians. This pos-
es questions: can health personnel obey adoles-
cents decisions during the care process if they are 
contrary to the opinions of their parents and/or 
guardians? If they do so, does public health poli-
cy support these professionals?

Given these questions, this study aimed to 
identify and analyse the scientific production on 
heteronomy towards adolescents in health mat-
ters. However, this article is not intended to an-
swer those questions, but to enter into the subject 
in depth in order to clarify them. It will, however, 
serve as input to thinking about these dilemmas 
which arise in ethical and legal form in the dai-
ly activities of health personnel providing care 
to adolescents, and encourage discussion of this 
subject in the field of human rights and health by 
interrelating these fields of knowledge.

Methodology

In order to trace an overall panorama of studies 
involving adolescence, parents and civil respon-
sibility, an integrative literature review was con-
ducted15. The review was guided by the Preferred 
Reporting Items for Systematic Reviews and Me-
ta-Analyses (PRISMA)16.

The review was performed between August 
and October 2017 in the Scopus, Publisher Med-
line (PubMed) and Biblioteca Virtual de Saúde 
(BVS) data bases. The search strategy used the 
following descriptors: saúde do adolescente (ad-
olescent health), responsabilidade civil (civil re-
sponsibility) and responsabilidade parental (pa-
rental responsibility), combined by the Boolean 
operators OR and AND. For the Pubmed search, 
the descriptors were identified in the Medical 
Subject Headings (Mesh), available in the U.S. 
National Library of Medicine (http://www.nlm.
nih.gov/mesh/), using the search expression: 
(“adolescent health”[MeSH Terms]) AND “dam-
age liability”[MeSH Terms]) AND (“adolescent 
health”[MeSH Terms]) AND “parenting”[MeSH 
Terms]). For the BVS search, the descriptors were 
identified in the Descriptors em Ciências da Saúde 
(DeCS), available in the Biblioteca Virtual em 
Saúde (http://decs.bvs.br) and, respectively, the 
search expressions: (tw:(damage liability)) AND 
(tw:(adolescent health)) and (tw:(parenting)) 
AND (tw:(adolescent health)). Publication date 
was limited to articles since 2000.

The Scopus data base was chosen for its mul-
tidisciplinary nature. The “All Fields” option 
was selected. In the “Document Type” section, it 
was decided to include only articles (“article”). 
PubMed was chosen because it is currently one 
of the leading research sources in the health field. 
The following advanced search filters were cho-
sen: “All Fields” and, in the “Article Type”, only 
“Journal Article”. The Biblioteca Virtual em Saúde 
(BVS) was chosen for its Brazilian national scope. 
It was searched using Todos os Índices (All Index-
es), Método Integrado (Integrated Method) and 
Todas as Fontes (All Sources): Medline and Li-
lacs. The only filter used was Tipo de Documento 
(Document Type), because only Artigos (Arti-
cles) was selected.

The inclusion criteria for articles were: full 
article, in Portuguese, Spanish or English, avail-
able free of charge by digital means from the data 
bases above, with publication date between 2000 
and 2016. The exclusion criteria were: articles re-
peated in more than one data base and articles 
not meeting the study goals.
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The kappa coefficient of agreement was cal-
culated at 0.85, suggesting excellent agreement 
between the researchers17. Disagreements were 
resolved by consensus between the two evalua-
tors. After selecting the articles, data were ex-
tracted according to a protocol established in 
advance by the authors and were tabulated using 
Microsoft Office Excel 2013.

The articles were evaluated for quality against 
the STROBE initiative check-list, as translated by 
Malta et al.18, which contains 22 items relating to 
the essential points that should be described in 
observational studies. Each item scored from 0 
to 1 and articles that achieved a 50% score (11 
points) were considered of good quality.

At first, 2448 studies were identified, of which 
2198 failed to meet the inclusion criteria, leaving 
250 articles for analysis; of these, 32 addressed 
the study question and formed part of this re-
view (Figure 1). The articles were selected by two 
researchers separately, in three stages, by reading 
the title, the abstract and then the full article. In 
data analysis of the included articles, the follow-
ing information was extracted: 1) authorship and 
year; 2) country of publication; 3) methodology 
used; 4) characteristics of the sample; and 5) 
evaluation instruments used.

Results

In all, 2448 articles on adolescents, parental re-
sponsibility and heteronomy were found in the 
data bases searched on the search strategies ap-
plied. Table 1 shows the number of articles iden-
tified in each data base using the keyword com-
binations.

Chart 1 shows the main features – author-
ship, year of publication, country of study, meth-
od used, number of participants (sample) and 
instruments used to evaluate the study variables 
– of the 32 studies evaluating adolescent health, 
civil responsibility and parental responsibility, 
which were selected for this review. The studies 
were considered of good quality, in accordance 
with the instrument applied (STROBE proto-
col)18, if they exceeded 50% of positive scores 
among the items listed in the evaluation param-
eters.

As regards country and year of publication, 
the United States (n = 9)19-27, followed by England 
(n = 6)28-33 and Brazil (n = 6)34-39, stood out as 
the countries where most articles were produced 
on the study subject, and all were published be-
tween 2004 and 2017. The sample size varied 

Figure 1. Flow diagram of the process of identifying 
and selecting publications for exclusion, 2000 to 2017.

Table 1. No. Publications found in each data base

Sets Scopus Pubmed BVS Total

“damage liability” 
AND “adolescent 
health”

8 2 7 17

“parenting” AND 
“adolescente health”

251 1068 1112 2431

Total 259 1070 1119 2448

Articles selected on 
the search strategy

N = 2448

Articles selected on 
reading title

N = 250

Articles selected on 
analysing abstract

N = 77

Articles selected 
for the systematic 

review
N = 32

Articles excluded as 
not meeting all the 
eligibility criteria

N = 45

Articles excluded on 
reading title

N = 285

Articles excluded as 
repeated
N = 1913

Articles excluded on 
analysing abstract

N = 173
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Chart 1. Studies of heteronomy in adolescent health

Reference (Year) Country Method Sample Instruments

Bello et al. 
(2017)48

Nigeria, 
Kenya

Longitudinal 
and qualitative

Sixty-six girls and 
boys (11 - 13 years)

Adolescents’ and parents’ reactions 
to puberty.
Intercultural and intergenerational 
comparison.

Khatun et al. 
(2017)49

Australia Observational 
(cohort)

2643 mothers Child development.
Intelligence tests. 
Mothers/psychology.
Teenage pregnancy.
Family power.
Young adults.

Lin & Seo (2017)19 USA Longitudinal 
and qualitative

79,601 (parents or 
guardians)

Interviews of parents or guardians 
with children from 0-17 years old.
Specific questionnaire.

Rapp et al. 
(2017)28

England Longitudinal 551 (316 boys, 235 
girls) (8-12 years old)

KIDSCREEN-52 quality of life 
questionnaire.

Steinke et al. 
(2017)20

USA Qualitative 92 adolescents (15-19 
years old)

Sexual behaviour. Semi-structured 
interview.

Tu et al. (2017)29 England Qualitative 176 adolescents British Columbia Children’s Hospital

Verberne et al. 
(2017)41

Holland Qualitative-
inductive 
thematic 
analysis

42 parents and 24 
children

Family balance.
Parental care.
Paediatric palliative care.
Home care.

Zilanawala et al. 
(2017)30

England Observational 
(cohort)

19,244 families of 
children born in the 
United Kingdom 
between 2000 and 
2002

UK Millennium Cohort Study.

Cheng & Powell 
(2015)21

USA Qualitative 236 participants New Family Structures Study 
(NFSS).

Chiang et al. 
(2015)34

Brazil Qualitative 30 parents (father or 
mother)

Semi-structured interview with a 
demographic section and qualitative 
questions (disease prevention 
methods, anti-HPV vaccine and 
vaccines in general).

Cianchetti et al. 
(2015)42

Italy Observational, 
multicentre 
study

324 pre-adolescents 
and adolescents (3-17 
years old) (164 girls 
and 160 boys)

Quality of Life questionnaire.
QOLIE-AD-48 questionnaire.

Colver et al. 
(2015)31

England Longitudinal, 
cross-sectional

818 children (8-12 
years old)

Quality of life questionnaire.
SPARCLE1 questionnaire 
(children).
SPARCLE2 questionnaire 
(adolescent).

Roberts et al. 
(2015)22

USA Longitudinal 8882 women Questionário Childhood Trauma.
Questionário Symptoms Scale of the 
McK-night Risk Factor Survey.

Terres-Trindade 
& Mosmann 
(2015)35

Brazil Qualitative 200 youth (15-24 
years old)

Internet dependence in youth.
Specific questionnaire.

it continues
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Chart 1. Studies of heteronomy in adolescent health

Reference (Year) Country Method Sample Instruments

Zeiders et al. 
(2015)23

USA Longitudinal 189 families of 
Mexican origin

Analysis of intergenerational 
processes among grandmothers, 
adolescent mothers and their 
children.

Barbosa & Wagner 
(2014)36

Brazil Focal group 15 adolescents Space for discussion and 
construction of meaning for access 
to each adolescent’s life experience 
and idiosyncrasies.

Beilby (2014)50 Australia Qualitative 10 children who 
stutter with 20 parents 
10 children who do 
not stutter with their 
parents

Multidimensional approach to 
stuttering.
Overall Assessment of Speakers’ 
Experience of Stuttering-Standard 
Interview (OASES ) questionnaire.

Brody et al. 
(2014)40

Africa Longitudinal 368 pre-adolescents 
(11-13 years old)

Prospective relations of harsh 
parenting during pre-adolescence, 
anger in adolescence and a health 
phenotype in late adolescence.

Faler et al. (2013)37 Brazil Case-control 431 adolescents (14-16 
years old)

Pregnancy in adolescence.
Consumption of alcoholic 
beverages.
Habit of smoking.
Illicit drugs.

Lee et al. (2013)43 Thailand Quantitative-
qualitative

215 children with HIV Parent-child relations.

Monte & Sampaio 
(2013)38

Brazil Qualitative 17 socio-educators 
29 adolescents

Interviews.
Specific questionnaire.

Perrin et al. 
(2013)24

USA Qualitative 3000 participants New Family Structures Survey 
(NFSS).

Rodenburg et al. 
(2013)44

Holland Quantitative-
qualitative

73 children Parenting.

Franić et al. 
(2012)47

Croatia Longitudinal 695 adolescents Children’s Depression Inventory 
(CDI).
World Health Organization survey.
Health Behavior in School-aged 
Children.

Nelson et al. 
(2012)32

England Qualitative 35 parents with young 
children

Elective surgery.
Parents.
Children.
Specific questionnaire.

Regnerus (2012)25 USA Longitudinal, 
qualitative

39 adolescents with 
same-sex parents

New family structures.

Freitas & Seidl 
(2011)39

Brazil Qualitative, 
descriptive

10 women (29-57 
years old)

Specific questionnaire.

Parvizy & Ahmadi 
(2009)46

Iran Qualitative, 
descriptive

41 adolescents (11-19 
years old)

Profiling parental knowledge of 
adolescent health risk factors and 
characteristics.

Kamon et al. 
(2006)26

USA Qualitative 149 parents of 
adolescent marijuana 
dependents (12-18 
years old) 

Child Behavior Checklist (CBCL).
Youth Self-Report (YSR).

Roelofs et al. 
(2006)45

Holland Qualitative 237 adolescents (9-12 
years old)

Anxiety. Depression.
Aggression.

it continues
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Chart 1. Studies of heteronomy in adolescent health

Reference (Year) Country Method Sample Instruments

Friedlaender et al. 
(2005)27

USA Case-control 157 children Bio-behavioural intervention.
Adverse childhood experiences.
Attention deficit/hyperactivity 
disorder.
Cognitive-behavioural therapy.
Father-child interaction therapy.
Post-traumatic stress syndrome.
Trauma-focussed cognitive-
behavioural therapy.

Saltzburg (2004)33 England Qualitative 5 mothers and 2 
fathers

Phenomenological psychology 
approach.
Specific questionnaire.

significantly depending on whether the research 
considered adolescents, pre-adolescents and chil-
dren, or included also parents, mothers or guard-
ians, and sexual preferences. As concerns study 
characteristics, most of the publications used 
qualitative procedures and cross-sectional evalu-
ations as their approach.

Discussion

Adolescents’ rights, as regards their autono-
my in day-to-day health care, operate against a 
background of heteronomy, the subjection of 
the individual to the will of others33,36,40. Adoles-
cents rights in health matters are not restricted 
to having their demands understood, but entail 
their being respected as autonomous subjects 
and agents of their own care7. However, attitudes 
among health personnel continue to favour 
guardians and/or parents to the detriment of ad-
olescents22,34. Care by professionals in approach-
ing others, even given the latter’s limitations, may 
make the difference between their ignoring the 
subject in all its pre-eminence or respecting its 
reservation of the independent right to decide.

The authors have observed this in the course 
of their professional activities in care provision 
for adolescents, in both primary and hospital 
settings19,28,31,32,34,40-45 and in the school environ-
ment35,46. In institutional health care settings, 
health personnel’s efforts to engage adolescents’ 
participation during the care process were un-
assertive as compared with the participation of 
their guardians and/or parents. In the school en-
vironment, adolescents appeared as the central 
figures in care and participated actively in self-
care.

In law, adolescents have gained comprehen-
sive protection by society, the State and their 
parents, with health care forming an integral part 
of that context. This has highlighted the need 
to address the demands of this population and 
to respect its specific social, cultural, econom-
ic and other characteristics25-27,32,33,36-39,46,47. This 
corresponds to adolescents’ rights, among which 
is the right to autonomy, to make the decisions 
and choices that will orient the interpersonal re-
lationships established with the adolescents. This 
is especially true in health matters, where the un-
derlying guiding principle is the humanisation of 
care23,36,43,44.

The studies address parents’ responsibility for 
adolescent health and for establishing what they 
should and should not do. This asserts heteron-
omy in relation to adolescents in health matters 
and disregards their desires, choices and wishes, 
which are constituent components of autonomy. 
This difference in attitudes may be justified by 
an adolescent’s state of health, but even adoles-
cents in frail state of health should be respected 
in the health centre or hospital environment by 
attentive listening for their needs, demands and 
wishes. Another issue observed in professional 
activities was academics’ questioning of the con-
tradiction between autonomy and heteronomy 
in relation to adolescents’ self-care management.

Another motivator for the study was the is-
sue of culture. This was perceived, for example, 
in parents’ decision to vaccinate their children 
against the human papillomavirus (HPV), which 
was taken out of fear – in view public health haz-
ards – that they contract diseases, in addition to 
Brazilian parents’ deep-rooted cultural memory 
of the importance of vaccination34. Note that the 
parents’ decisions were not grounded in knowl-
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edge about the vaccine, because many of them 
did not know the meaning of HPV, how it is 
transmitted or the disease it may cause, in addi-
tion to connecting it with the human immuno-
deficiency virus (HIV)43.

The Brazilian Civil Code’s classification of 
adolescents as relatively or absolutely incapable 
means that, from the legal viewpoint, a portion 
of Brazil’s population fails to display the ability to 
express its wishes or to act. This limitation rests 
on the age factor, with life experience setting the 
seal on autonomy7,12. Indeed, it was also observed 
that the autonomy of children, the mentally dis-
abled and others is reduced, either permanently 
or temporarily, because they are considered inca-
pable of self-management31,39.

In view of the discussion presented here, it 
can be inferred that parents’ or guardians’ deci-
sion making is generally a complex, solitary act 
influenced by cultural factors, common sense, 
scientific knowledge, life experience and so on. 
Thus, little consideration is given to adolescent’s 
desires or wishes, and is observed in only a few 
studies27,45. In that light, parents constitute agents 
of heteronomy, while they should be facilitators 
for adolescents in exercising their autonomy, en-
abling them to decide for themselves by providing 
information, thinking together on possible paths 
and, ultimately, giving a voice to those decisions.

In that regard, parents and/or legal guardians 
should seek to dialogue with adolescents about 
their health issues and consider their opinions, 
desires and wishes, with a view to fulfilling their 
parental responsibility, as provided for in law13. 
When this is aligned with the development of 
self-control, by involving adolescents in self-re-
flection practices, such as observing their own ac-
tions (self-monitoring), knowing whether or not 
their behaviour is acceptable (self-assessment) 
and thus affording self-reliance, it is rewarded by 
realising acceptable behaviour11.

The family gives the context where the hu-
man person is constructed and develops in the 
interpersonal relation established among its 
members. Therefore, that space presents rules to 
be followed for the sake of harmonious coexis-
tence. As regards relations between parents and 
adolescents, the construction of rules can be pre-
scribed by parents and negotiated with the ado-
lescents to the extent they consider appropriate 
to their children’s development and maturity6.

Adolescence is a phase made up of psycho-
logical, emotional, social and physical changes. 
On the one hand, it is a time of seeking indepen-
dence from parents and gaining autonomy, but 

also of belonging to groups of peers and defining 
personality. At many times, adolescents are treat-
ed as inconsequent and irresponsible, but they 
need recognition of their rights as citizens and 
agents of their own lives and health.

That is why it is necessary to build an envi-
ronment of dialogue, particularly in adolescents’ 
family contexts, with a view to fostering partic-
ipation by these subjects. Accordingly, punitive, 
enforcement and control measures may not be 
effective.

Recognising adolescents as subjects with 
rights, that is, as citizens, will enhance the for-
mation of participating adults who exercise au-
tonomy, because they will have developed critical 
thinking and a sense of responsibility and coop-
eration during this phase of change and forma-
tion, which will also contribute to their self-es-
teem and the formation of a life project.

Conclusion

In view of this study, even considering its lim-
itations, academic discussion of the relation be-
tween adolescent health and heteronomy needs 
to be pursued in greater depth in the Law and 
Health fields, particularly with a view to provid-
ing legal guidance for everyday professional ac-
tivities during care for adolescent health.

During their training, most health profes-
sionals learn and grasp the ethical need to respect 
concrete others as citizens and to safeguard their 
dignity. Not only is it an obligation of public 
health to value and respect adolescents as full cit-
izens, this should be enhanced to ensure that they 
participate in their own health condition.

Legally, however, adolescents are considered 
absolutely or relatively incapable, and it is up to 
their parents and/or legal guardians to protect 
them comprehensively, because it is impossible 
for them to take responsibility for their acts given 
the immaturity attendant on their age.

This poses a dilemma in everyday health care 
activities, because – as shown in this study – par-
ents may take intractable attitudes, which dis-
regard the opinions, desires and wishes of their 
adolescent children in all manner of life contexts, 
especially in health matters, thus reproducing, in 
the health context, the everyday family situation 
based on punishment, control and enforcement 
by parents in order to maintain the rules, but not 
engaging in dialogue to that end.

Meanwhile, efforts should be made to seek 
more research into adolescents’ day-to-day fami-
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ly contexts in order to understand how relations 
between parents and children are established, be-
cause these can influence parents’ decision mak-
ing about adolescents’ access to health. Also, dis-
cussions should be pursued on relevant themes, 
in both the Law and Health fields, as in this study, 
because those contexts need to be considered 
through these two lenses.

That concern is warranted by possible prob-
lematical situations, such as disagreement be-
tween parents and their adolescent children over 
health matters. In such situations, health profes-
sionals must consider the adolescents’ position 
ethically, while recognising parental responsibil-
ity in view of their children’s legally stipulated 
incapacity.
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