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Abstract
Background Paternalism/overprotection limits communication between the healthcare professionals and
patients and does not promote shared therapeutic decisions. In developed countries, communication
patterns have been regulated to promote autonomy, whereas in developing countries, they re�ect the
physician’s personal choice. The goal of this work was contribute to knowledge of communication patterns
used in the clinical practice in Mexico, and identify the determinants that favor a low paternalist/autonomist
doctor-patient relationship.

Methods A self-report study of communication patterns within a sample of 761 mental healthcare
professionals in Central and Western Mexico was conducted. Multiple ordinal logistic regression models
were performed to analyze paternalism and associated factors.

Results A high prevalence (68.7% [95% CI 60.0-70.5) of paternalism was observed among mental healthcare
professionals in Mexico. The main determinants of low paternalism/autonomism were the medical
specialty (OR 1.67 [95% CI 1.16-2.40]) and the sex, whereby female physicians were more likely to explicitly
share diagnoses and therapeutic strategies with patients and their families (OR 1.57 [95% CI 1.11-2.22]). A
pattern of highly explicit communication was strongly associated with low paternalism/autonomism (OR
12.13 [95% CI 7.71-19.05]). Finally, a modi�cation effect of age strata on association between
communication pattern or speciality and low paternalism/autonomism was observed.

Conclusions Among mental healthcare professionals in Mexico, an elevated paternalism prevailed. Sex,
medical specialty, and a pattern of open communication were closely associated with low
paternalism/autonomism. Strengthening the competencies of health professionals and promoting explicit
communication could contribute to achieving a transition towards a more autonomist communication in
clinical practice in Mexico. The ethical implications will need to be resolved in the near future.

Background
The autonomy that clinicians must offer their patients entails the ability to judge a clinical condition without
being in�uenced by external factors that may affect said assessment [1], thus allowing people the capacity
to make a decision consistent with their values and with a critical perception of the environment in which
they are developed [2]. In contrast, the pattern of communication and antagonistic attitudes toward self-
determination are de�ned as paternalism, which is interpreted as the imposition—not coercion and even less
so insult [3]—regarding diagnoses and therapeutic options under the implicit assumption that it is not
possible to make shared and rational decisions with patients [4].

In this respect, an early form of self-determination and individual rights concerning healthcare were
established by Kant in the seventeenth century [5]. Recently, it has been reported that the autonomy in the
patient-doctor relationship is a cultural value and a cornerstone of Anglo-Saxon bioethics [6] but one that
has not been implemented e�ciently in poorly educated populations [7] or those with a background of
social marginalization [8]. In many circumstances, offering a choice of treatment to patients accelerates
emotional stress and anxiety among patients who have a particularly passive personality [9]. There are
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trends that establish the bene�ts of elevated paternalism in populations that traditionally do not participate
in clinical decisions, with the assumption that healthcare professionals can provide medical services of high
ethical quality and establish greater intimacy with the family [10]. There are also positions that recognize
that, in some social and clinical conditions, the autonomy of patients may be compromised [11]. In this type
of situation, the belief is that the power of families and patients should be respected in terms of their
autonomy, more than that of the physician and the laws that regulate this relationship [12, 13]. In this regard,
we must also recognize the inequitable relationship that is established and the over-practice of power when
a communication pattern is set by healthcare professionals with patients and their families who are
vulnerable either because of their social status or because of their complex morbid condition [14]. Moreover,
this is in�uenced by implicit assumptions and stereotypes [15], which determine the relationship between
physician and patients.

Among patterns of ambiguous communication are inadequate responses to patients, prevalence of
paternalism and dehumanization [16]. The strategies that have been proposed to eradicate them include
incorporating professional skills to promote self-determination through speci�c training in service [17] and
emphasizing competencies, the predominance of bene�cence, equity in care and respect for patient’s
autonomy [18]. Likewise, the patients’ point of view regarding their own disease is the primary approach of
patient-centered medicine [19]. In this sense, healthcare professionals must take into account the
perspective of their patients, including their feelings, ideas, concerns, impact and expectations [20] about
their morbid condition. In all of these situations, the self-determination principle of individuals, regardless of
their speci�c ideas must be analyzed in a globalized and plural world [21].

At the end of the day, the main goals of communication between physicians and their patients are to
establish a good interpersonal relationship to facilitate the exchange of information and to allow the
involvement of patients in the decision-making process [22]. In this context, we show the results of a survey
on perception of communication patterns used by a selection of mental and neurological healthcare
professionals in Central and Western Mexico. Although some efforts to improve the physician-patient
communication have been implemented, the paternalism is still a constant in the clinical practice. This
information will be useful to propose regional strategies that contribute to improving patient-centered
medical care considering that self-determination must exist according to the principles of social justice.

Materials And Methods

Participants
We conducted a survey in a convenience selection of 761 mental healthcare professionals assisting children
with Autism Spectrum Disorder (ASD), Intellectual Development Disorder (IDD) and Attention De�cit
Hyperactivity Disorder (ADHD), in order to explore their personal and professional characteristics about
communication patterns with parents of children with these disorders. We invited Psychiatrists,
Psychologists, Nurses, Social Workers, as well as Residents of the Psychiatry specialty and related-
healthcare areas to participate. Healthcare professionals were working in Mental, Neurological and
Children’s hospitals located in Mexico City (Psychiatric Hospital Fray Bernardino, National Institute of
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Neurology and Neurosurgery, National Institute of Psychiatry Ramón de la Fuente Muñiz, Children's
Psychiatric Hospital Dr. Juan N. Navarro). In addition, we include residents from the Medicine School at the
National Autonomous University of Mexico, pediatricians from the Children’s Hospital (central state of
Morelos), and psychiatrists from the Psychiatric healthcare services of Mexico City and the Jalisco Institute
of Mental Health. From each participating institution, an interviewer verbally invited mental healthcare
professionals to participate. Once the healthcare professionals accepted to participate, we provide a
questionnaire to �ll out which was collected in the following two hours or the next day. The study was
carried out from June 2018 to January 2019.

Questionnaire
The questionnaire included items related to the mental healthcare professional’s educational level, medical
specialization, questions about patient care and, a series of questions aimed at recording the participant’s
personal and professional characteristics. These last two sections corresponded to questions that explore
personal situations of professionals, both in medical care and in their daily lives, which were used to
construct the following indicators: paternalism, the attitude towards death, the communication pattern, the
bioethics training courses, and religion, among others. The questions had a Likert-type response option,
which allow the understanding of the level of agreement on the mental healthcare professionals with the
proposed statements (strongly disagree, disagree, agree, and strongly agree). The questionnaire has been
previously used in other studies within the Mexican population, under adequate internal consistency (0.76)
through the Kuder-Richardson test [23].

Primary outcome
Paternalism (dependent variable) was constructed based on the following questions:

a.
The con�dence that you want to inspire in your patients diagnosed with a chronic disease is: 1- Con�dence
and calm, 2- A combative spirit, 3- An active participation, 4- I do not intervene in the mood of my patients.
b.
The best hope we can give to a parent with a child diagnosed with IDD/ASD is to make him/her feel that life
continues as normal as possible.
c.
Emotional distress does very little; therefore, I try to assist the children’s parents as much as possible by
avoiding feelings such as sadness, grief or anguish.
d.
Enthusiasm should be given to encourage parents, even if it means telling a lie.
e.
We create reality to others. For example, if a parent with a son diagnosed with an incurable disease sees me
in calm, the parent would think, "If the physician is in calm, the situation might not be so bad".
f.
When I see someone "crestfallen", my �rst reaction is to try to distract that person to encourage him/her,
even when the subject changes.
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g.
Talking about painful topics only makes the pain worse.
h.
When I have a problem, I try to conceal it from my loved ones.

i. I was always taught to avoid causing someone’s distress.

Paternalism was de�ned as the attitude and behavior of the mental healthcare professional that imposes
their outlooks and decisions on their patients, limiting their autonomy under the statement that they do so
for the bene�t of their patients or themselves. Based on their distribution (tertiles), the categories of the
paternalism were high paternalism/overprotection (T1, reference category), moderate paternalism (T2) and
low paternalism/autonomism (T3). Paternalism [24, 25] has been associated with attitudes of
overprotection that are commonly understood as an infringement of the freedom and autonomy of a person
with a bene�cent or protective purpose. In the �eld of healthcare, paternalism includes the confrontation
between individual personal needs and human rights (autonomism) on one hand, and the social
overprotection and medical care, on the other. Family members also usually approach their sons or
daughters from their perspective, wanting the best for their loved ones but sometimes they underestimate
their capacity and desires [26].

Independent variables
Predictors analyzed of paternalism were: a) communication pattern, which was de�ned in relation to its
communication with the parents of children diagnosed with ASD, IDD and ADHD, regarding their diagnosis,
prognosis and treatment; b) Value to the truth, it refers to the value provided by the healthcare professional
in the communication held with the parents, that is, the correspondence between what the healthcare
professional knows about the situation of the parents and what the healthcare professional tells them; c)
Attitude towards death, it refers to the willingness of the healthcare professional to adapt, react and act in
situations related to death; d) Training in bioethics, which refers to courses related to medical ethics that the
healthcare professional has received throughout his/her professional training and; e) religion (believer and
not believer).

This study included also knowledge indicators on ASD, IDD, and ADHD as predictors of the paternalism. To
construct these indicators, three clinical vignettes were presented in the last section of the questionnaire.
Clinical vignettes were presented as cases or scenarios of people with a speci�c age and any of the
previously mentioned disorders, and accompanied by different questions about diagnosis, prognosis and
treatment. Once the case was presented, the quali�cation of the answers was carried out, taking into
account those that were adequately answered, considering that the battery of vignettes was developed by a
group of experts in paidopsychiatry. Positive attitude and high knowledge about ADHD and IDD were
considered with three or four correct answers; intermediate knowledge with 2 correct questions; and low
knowledge when they had one or no correct answer. In the case of ASD, the cut-off points were: Positive
attitude and high knowledge if they had 3 correct answers; middle knowledge with 2 correct questions; and
low knowledge when they had one or no correct answer.

Statistical analysis
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A descriptive analysis of the study population was carried out. For comparisons, we used chi-square tests.
To evaluate the association between the attributes of communication and a low paternalism/autonomism,
a logistic ordinal multivariate model was constructed. Odds Ratio (OR) and 95% Con�dence Interval (CI)
were obtained. The following variables were considered as possible predictors of a low
paternalism/autonomism: a) age (categorized as 43–76 years as the reference category, 30–42 years and
19–29 years), b) sex, c) specialty (no, yes), d) value to the truth (low, moderate, high), e) communication
pattern (hide, partial communication, open communication), f) religion (not believer, believer), g) attitude
towards death (low, moderate, high), h) family member diagnosed with some type of IDD/ASD (yes, no), i)
bioethics courses (none, ≥ 1), and j) knowledge about ASD, IDD and ADHD (low knowledge, middle
knowledge, and positive attitude and high knowledge).

To assess the joint effects of age and communication patters or speciality on the possibility to have a low
paternalism/autonomism, we created the following interaction terms: a) age (tertiles) and communication
patterns (hide, partial communication and open communication); b) age (tertiles) and speciality (yes, no).
The reference category for each interaction was when there was an open communication and young age
and when professionals have specialty and young age. Ordinal regression models were also adjusted by
sex, religion, value to the truth, participant institutions (medical facilities/universities), and bioethics
courses. Finally, the Stata 14 program was used for all statistical analyses.

Results
The paternalism prevailed in the context of mental healthcare professionals in Mexico. That is, 68.7% (95%
CI 60.1–70.5) of the evaluated population presented a considerable degree of paternalism (moderate and
high). This fact was accompanied with 66.5% (95% CI 63.0-69.8) of mental healthcare professionals
reporting that they hid some information from their patients. Consistently, the perceived value to the truth
was low at 50.3% of the participants (95% CI 46.7–53.9), as seen in Table 1. Likewise, among mental
healthcare professionals in Central and Western Mexico, there was low knowledge regarding IDD (41.7%
[95% CI 38.1–45.3]) and ADHD (38.9% [95% CI 35.4–42.5]). Table 1 shows the frequency of communication
attributes by strata of paternalism.
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Table 1
Socio-demographic characteristics and communication attributes of health professionals strati�ed by

paternalism1, Mexico, 2018.

  Overall
n = 
761

High paternalism
/Overprotection
(T1)
n = 364 (47.8%)

Moderate
Paternalism
(T2)
n = 159
(20.9%)

Low
paternalism
/Autonomism
(T3)
n = 223
(29.3%)

 

Variables n (%)2 n %2 n %2 n %2 p
value3

Age                

43–76 years 229
(30.1)

117 32.1 38 23.9 68 30.5  

30–42 years 234
(30.8)

103 28.3 53 33.3 75 33.6  

19–29 years 280
(36.8)

134 36.8 65 40.9 77 34.5 0.27

Gender                

Men 310
(40.7)

168 46.2 64 40.3 74 33.2  

Women 440
(57.8)

192 52.8 91 57.2 147 65.9 0.007

Speciality                

No 328
(43.1)

191 52.5 56 35.2 76 34.1  

Yes 425
(55.9)

172 47.3 97 61.0 146 65.5 < 
0.001

Familiar with some IDD/ASD                

Yes 132
(17.4)

65 17.9 27 17.0 40 17.9  

No 630
(81.1)

296 81.3 129 81.1 179 80.3 0.97

Communication pattern                

1 Paternalist care is an attitude in which the caregiver is considered above the care recipient, that is, a
traditional “institutional” approach. The care recipients are considered to play a passive role. Based on
their distribution paternalism was categorized in tertiles (T1, T2, T3). 2 Not all percentages add up to
100%, due to missing values. 3 Chi2 test.
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  Overall
n = 
761

High paternalism
/Overprotection
(T1)
n = 364 (47.8%)

Moderate
Paternalism
(T2)
n = 159
(20.9%)

Low
paternalism
/Autonomism
(T3)
n = 223
(29.3%)

 

Hide 315
(41.4)

233 64.0 49 30.8 31 13.9  

Partial communication 191
(25.1)

74 20.3 59 37.1 58 26.0  

Open communication 230
(30.2)

52 14.3 48 30.2 129 57.9 < 
0.001

Value to the truth (Truthful
communication from the
professional to the patient)

               

Low 383
(50.3)

205 56.3 81 50.9 91 40.8  

Moderate 198
(26.0)

90 24.7 43 27.0 62 27.8  

High 163
(21.4)

65 17.9 32 20.1 66 29.6 0.003

Attitude towards death                

Low acceptance 321
(42.2)

157 43.1 65 40.9 95 42.6  

Moderate acceptance 237
(31.1)

120 33.0 46 28.9 69 30.9  

High acceptance 177
(23.3)

78 21.4 45 28.3 51 22.9 0.56

Bioethics courses                

None 235
(31.4)

114 31.3 45 28.3 70 31.4  

≥ 1 514
(68.6)

246 67.6 110 69.2 150 67.3 0.81

Religion                

1 Paternalist care is an attitude in which the caregiver is considered above the care recipient, that is, a
traditional “institutional” approach. The care recipients are considered to play a passive role. Based on
their distribution paternalism was categorized in tertiles (T1, T2, T3). 2 Not all percentages add up to
100%, due to missing values. 3 Chi2 test.
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  Overall
n = 
761

High paternalism
/Overprotection
(T1)
n = 364 (47.8%)

Moderate
Paternalism
(T2)
n = 159
(20.9%)

Low
paternalism
/Autonomism
(T3)
n = 223
(29.3%)

 

Believer 519
(68.2)

271 74.5 103 64.8 137 61.4  

Not believer 237
(31.1)

93 25.6 55 34.6 86 38.6 0.003

Knowledge of IDD                

Low 317
(41.7)

147 40.4 67 42.1 100 44.8  

Middle 288
(37.8)

140 38.5 61 38.4 83 37.2  

Positive attitude and high
knowledge

118
(15.5)

62 17.0 22 13.8 32 14.4 0.79

Knowledge of ASD                

Low 191
(25.1)

86 23.6 40 25.2 62 27.8  

Middle 303
(39.8)

161 44.2 65 40.9 75 33.6  

Positive attitude and high
knowledge

224
(29.4)

98 26.9 45 28.3 77 34.5 0.11

Knowledge of ADHD                

Low 296
(38.9)

162 44.5 54 34.0 77 34.5  

Middle 247
(32.5)

100 27.5 56 35.2 87 39.0  

Positive attitude and high
knowledge

173
(22.7)

87 23.9 40 25.2 44 19.7 0.01

1 Paternalist care is an attitude in which the caregiver is considered above the care recipient, that is, a
traditional “institutional” approach. The care recipients are considered to play a passive role. Based on
their distribution paternalism was categorized in tertiles (T1, T2, T3). 2 Not all percentages add up to
100%, due to missing values. 3 Chi2 test.

When we explored the predictors of low paternalism/autonomism, women were more likely to explicitly
share diagnoses and therapeutic strategies with patients and their families (OR 1.57 [95% CI 1.11–2.22])
(Table 2). Likewise, another determinant of sharing-based autonomy (low paternalism) was having a
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medical specialty background (OR 1.67 [95% CI 1.16–2.40]). A pattern of open communication was strongly
associated with low paternalism/autonomism (OR 12.13 [95% CI 7.71–19.05]). In the case of middle
knowledge of ASD, the odds of low paternalism/autonomism were 0.60 (95% CI 0.40–0.91) when compared
with low knowledge about this disorder. Table 3 shows the association between attributes of
communication and medical speciality background, with the low paternalism/autonomism in Mexico by age
strata.
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Table 2
Factors associated with low paternalism/autonomism of health professionals in Mexico, 2018.

    Multiple2

  n (%) OR1 95% CI

Variables        

Age        

43–76 years 229
(30.1)

1.0    

30–42 years 234
(30.8)

0.79 0.51 1.24

19–29 years 280
(36.8)

0.72 0.46 1.13

Gender        

Men 310
(40.7)

1.0    

Women 440
(57.8)

1.57 1.11 2.22

Speciality        

No 328
(43.1)

1.0    

Yes 425
(55.9)

1.67 1.16 2.40

Familiar with some IDD/ASD        

Yes 132
(17.4)

1.0    

No 630
(81.1)

0.98 0.64 1.50

Value to the truth (Truthful communication from the professional
to the patient)

       

Low 383
(50.3)

1.0    

Moderate 198
(26.0)

0.86 0.58 1.29

High 163
(21.4)

0.98 0.63 1.53

1 Odds Ratio, ordinal logistic regression. 2 Odds Ratio, adjusted by all variables included in table and
participant institutions (medical facilities/universities) and religion.
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    Multiple2

Communication pattern        

Hide 315
(41.4)

1.0    

Partial communication 191
(25.1)

4.52 2.98 6.87

Open communication 230
(30.2)

12.13 7.71 19.05

Bioethics courses        

None 235
(31.4)

1.0    

≥ 1 514
(68.6)

0.76 0.53 1.11

Knowledge of ASD        

Low 191
(25.1)

1.0    

Middle 303
(39.8)

0.60 0.40 0.91

Positive attitude and high knowledge 224
(29.4)

1.04 0.67 1.63

Knowledge of ADHD        

Low 296
(38.9)

1.0    

Middle 247
(32.5)

1.27 0.85 1.89

Positive attitude and high knowledge 173
(22.7)

0.93 0.61 1.43

Knowledge of IDD        

Low 317
(41.7)

1.0    

Middle 288
(37.8)

0.75 0.52 1.08

Positive attitude and high knowledge 118
(15.5)

0.62 0.39 1.01

1 Odds Ratio, ordinal logistic regression. 2 Odds Ratio, adjusted by all variables included in table and
participant institutions (medical facilities/universities) and religion.
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Table 3
Association of communication attributes and speciality with low paternalism/autonomism in health

professionals: age modifying effect in Mexico, 2018.

  19–29 years 30–42 years 43–76 years  

  OR1 95% CI OR1 95% CI OR1 95% CI p
value

Variables                    

Communication
pattern

                   

Hide 1.0     1.0     1.0      

Partial
communication

2.73 1.40 5.32 10.23 4.46 23.51 5.57 2.49 12.49  

Open
communication

11.10 5.31 23.10 26.26 10.43 66.10 11.48 4.68 28.15  

Interaction term                   < 
0.001

Speciality                    

No 1.0     1.0     1.0      

Yes 0.94 0.54 1.63 2.87 1.24 6.64 2.03 0.98 4.21  

Interaction term                   0.03

1 Odds Ratio adjusted by gender, familiar with some IDD/ASD, value to the truth, bioethics courses,
religion, participant institutions (medical facilities/universities), and knowledge about ASD, ADHD and
IDD.

Discussion
In Mexico, physicians’ self-reported patterns of communication with their patients, re�ected a highly
paternalistic/overprotective attitude among more than a half of the healthcare professionals studied, with a
communication strategy characterized by hiding diagnostic information from patients and not promoting
shared therapeutic decision-making process. That is, paternalism has been implemented for decades as a
tradition in the doctor-patient relationship in Mexico and other Hispanic countries, and a patient’s right to
self-determination does not exist as a key principle of social justice due to this traditional hierarchical
relationship. In this regard, social justice is an intrinsic value that promotes equal respect for the rights and
obligations of each human being, and this must be promoted in an inter sector manner as public policy [27]
in various social and economic �elds, including health care �eld. Although paternalism is perceived
negatively, an action can be paternalistic only if there is an expectation that it generates a bene�t [28].
Population-wise, paternalism is a common public health practice, and the critics of interventions aimed
describe them as undermining the autonomy and freedom of people [29].
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In this study, women had a more autonomist attitude/low paternalism compared with men. Hamman et al.
did not �nd signi�cant associations between psychiatrists’ attitudes toward shared decision-making
process in relation to sex [30]. Other studies that have assessed the psychiatrists’ sharing-based decision
behaviors into practice, have reported no sex-based differences [31, 32] or higher scores for women [33]. In
addition, previous research on patient-physician communication has revealed that women physicians
engage in more partnership behaviors and discussion about social aspects of patients and their families
and communicate a higher degree of empathy [34, 35]. Female physicians engage in communication that
broadly relates to the larger life context of patients’ conditions by addressing psychosocial issues through
related questioning and counseling, greater use of emotional dialogue, a more positive dialogue, and a more
active recruitment of patients input. When taken together, these elements comprise a pattern that can be
broadly considered “patient-centered” interview [36]. Behavioral differences within the communication styles
among male and female physicians would be especially important if they produce corresponding gender
differences in patients’ behavior directed back at them. Indeed, a separate meta-analysis which investigates
the effects of physician’s gender on communication with patient suggested that patient behavior largely
reciprocates the gender-linked physician behavior reported in the study [36]. A growing pressure to do more
in limited time may act to further amplify the communication differences among physicians of different
genders. While male physicians may respond to time pressures by dispensing with socioemotional and
psychosocial tasks, as suggested by Mechanic [37], female physicians may �nd this more di�cult to do
[38]. Female physicians currently record proportionately more diagnoses of a psychosocial nature than their
male colleagues do [39], and the demand for diagnosis and treatment of mental healthcare problems in
primary care is expected to grow. Female physicians facilitate partnership and patient participation in the
medical exchange more effectively than do male physicians. Roter and Hall proposed in 1998 that the
quality of the interactive process is critical to the establishment of a therapeutic relationship and that this
process is related to physician gender [38].

We also found that having a medical speciality was associated with low paternalist/autonomism
communication patter, however, other studies have shown that even when doctors have a specialty, the
paternalistic attitude persists. A qualitative study compared the perspectives of parents and physicians with
pediatric speciality regarding shared decision-making in ADHD. Results indicated that although parents and
doctors share favorable opinions about the childcare process, they understand the decisions taken in a
different manner. Instead of familiarizing families with all the options �rst, the pediatricians provide
information to persuade families to accept the treatment of their choice [40]. On the contrary, and according
to the �ndings in other settings involving physicians with speciality, families claim for exhaustive and
impartial information before making decisions, even if they �nally delegate the decision's responsibility to
the clinician [41]. These different scenarios could be explained, in part by the quality of communication
between the physician and the patient/parent, the technical language and probably by the cultural context
of both [42].

Regarding the communication patterns in Mexico, the attention approach is on the self-reported
relationships of mental healthcare professionals with their patients. It should be borne in mind that the
pattern of physician-patient communication is in�uenced by the physician’s knowledge on the disease and
their awareness of various therapeutic strategies. Beyond those aspects, the values associated with
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promoting autonomy and academic competencies to practice patient-based medicine are discussed under
the assumption that healthcare professionals receive the necessary training that allows them to have an
adequate management and control of unhealthy conditions. However, even in developed countries,
insu�cient training, for example, in the management of IDD has been reported [43, 44]. In our study, the
percentage of neurologists and mental healthcare professionals with positive attitude and high knowledge
about IDD was low (15.5%) while for ADHD and ASD was slightly higher (22.7% and 29.4%, respectively);
this could be explained because IDD is not clearly perceived as pathological condition and, to an even lesser
degree, as a public health problem.

The pattern of communication that physicians establish with their patients in�uences patient compliance
and follow-up of the proposed therapeutic recommendations. Thus, if there is a failure in this process, it
cannot be attributed exclusively to patients [45]. In patterns of open communication, the main determinant
factor is the value that the doctor lays on truth, which is an acquired quality and constitutes a cultural
pattern. In this context, the principle of respect for autonomy requires instructed patients adequately and
appropriately about diagnoses, treatments and prognoses. However, there are extreme precedents that
suggest that the value of life and primary survival nullify the value of truth [46], but this clearly does not
constitute a generality in medical practice and is a function of other ethical values. However, in an
environment of conservative conscience, with deeply rooted cultural values, paternalism is accentuated,
whereas the possibility of autonomy and empowerment of patients [47] is not a consideration. In the
psychiatry �eld, paternalism emphasizes that staff members must ensure the patient’s best interest in daily
care and treatment, but that decisions are to be taken by the professionals only [48, 49]. The patient is
expected to comply with decisions despite the fact that the professionals may not have fully taken into
account their speci�c needs and preferences [50]. On the contrary, the idea of autonomy has been clearly
expressed in the �rst version of the WMA International Code of Medical ethics-1949 [51]. The code states
that the physician is bound to respect a competent and well-informed patient’s right to accept or refuse
treatments. In this regard, in the context of Mexico and Latin American, the self-perception that an individual
values truth is associated with explicit communication patterns. Truth constitutes an ethical value linked to
honesty, which implies the attitude that an individual must keep a consistent and continuous truthfulness in
words and actions with impartiality and objectiveness, at all times. Although in our study we did not identify
the value to the truth as a determinant associated statistically with low paternalism/autonomism, we found
a strongly association between an open communication pattern and low paternalism/autonomism.

In our study, we found that the association between the communication patterns and speciality with
paternalism was modi�ed by age of the health professionals, and this effect was greater in those
professionals aged 30 to 42 years. A study with Israeli doctors was conducted to explore the attitudes of
these doctors face to two dilemmas: to reveal the truth to patients about a poor prognosis and to help
patients with terminal illnesses to end up their lives; as part of the results, it was observed that those
younger doctors had a better communication compared to the older ones [52]. Similar effects were observed
in a survey that evaluated the attitudes of doctors from seven countries, which indicates that doctors under
40 have a more proactive attitude to discuss, for example, an unfavorable prognosis [53]. It could be
explained, in part, because less experienced young doctors are more dogmatic towards the truth and more
participatory with parents [54], while more experienced doctors are more skeptical about the truth and tend
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to adopt paternalistic attitudes in their interactions with patients [55]. Young doctors are more active to
practice a more open communication. This could be related to the greater emphasis given to autonomy, less
paternalism and informed consent in health care [56].

Limitations
Due to the nature of the design, we faced associations and did not consider causal relationships. On the
other hand, it is a convenience sampling, which can compromise the generalization of the results. Although
it does not represent all health professionals, the result may represent a �rst situational diagnosis about the
determinants of paternalism from the perspective of the communication patterns between the health
professionals and parents of patients diagnosed with any neurodevelopmental disorder or other diseases.

Conclusions And Recommendations
A considerable paternalistic/overprotective pattern prevailed among mental healthcare professionals in
Mexico. Sex, medical specialty, and a pattern of open communication were closely associated with low
paternalism/autonomism. A discussion on the communication patterns that doctors hold with their patients
in Mexico, aims to establish without judgment, the pertinence of create a relationship between physicians
and their patients more effective by a) strengthening the practice of patient-centered medicine, b) ensuring
the best medical competencies, including ethical values, and c) promoting autonomy in the physician-
patient relationship, as we strive for a society where self-determination does not constitute a gift but is
derived from a social right, this is, social justice. It is also necessary for health professionals to develop
strategies that can facilitate a shared decision-making, such as how to provide clear and simple
explanations, verify understanding, favor listening of concerns and patient needs, reach a consensus on a
treatment plan and establish a follow-up plan that is convenient for both parties [57]. More research is
needed to provide evidence regarding which mode of care is more bene�cial and �tting in each context,
particularly in the relationship with parents of patients diagnosed with some neurodevelopmental disorders.
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