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OD REDAKCIE / EDITORIAL
Vazené kolegyne, kolegovia, December '94

prichadzaju k Vam posledné dve tohtorocné cisla Medicinskej etiky a bioetiky, ktoré zna-
menaju zaviSenie prvého ro¢nika existencie nasho casopisu. Sme radi, Ze i pre toto ziverecné
dvojcislo sa nam podarilo ziskat zaujimavé materidly, ktoré obohatia a rozsiria obzor nasho
uvazovania o aktudlnych otazkach medicinskej etiky a bioetiky. Zvlast by som Vis chcel upo-
zornit na uplny text “Deklardcie o pravach pacientov v Europe”, ktory vychidza v nasom caso-
pise po prvykrit v slovenskom preklade.

Do tohto dvojcisla sme zaradili dve povodné price - prispevok Dr. I. Skoddcka o niektorych
etickych problémoch suicasnej psychiatrie a pracu Doc. R. Pullmanna a Doc. M. Simela o etic-
kych aspektoch “molekuldrnej mediciny”. Aktualitou je prispevok o najdolezitejSich problé-
moch obsiahnutych v Akénom programe Medzinirodnej konferencie o populacii a rozvoji,
ktord sa pod zistitou Organizicie spojenych ndrodov konala v septembri tohto roku v egypt-
skej Kahire. V pravidelnej rubrike “Etika v oSetrovatel'stve” prinasame pokracovanie povodné-
ho prekladu publikacie Dr. Fitzpatricka o etike v oSetrovatel'skej praxi. List redakcii od Doc. R.
Pullmanna sa zamysla nad otizkami vyucovania medicinskej etiky na turovni pregraduilnej
i postgradudlnej, a to v situdcii existujuceho pluralizmu nazorov a postojov v sucasnej moral-
nej filozofii, ako aj v konkrétnej spolocenskej praxi. Dalej pokracujeme v uverejiiovani mate-
ridlov z medzinidrodnych kurzov medicinskej etiky usporiadanych nasim tstavom. V tomto ¢is-
le najdete text prednasky Dr. K. F. Gunninga o niektorych zakladnych otdzkach medicinskej
etiky a prispevok Dr. U. Filibecka o problematike drogovej zavislosti v Taliansku a v krajinich
Euré6pskej Unie.

Dovolte mi, milé kolegyne a kolegovia, na sklonku starého a na zaciatku nového roku zaze-
lat Vam v mene redakcie dobré zdravie, pevné nervy, odvahu a vytrvalost, ako aj ispech vo Va-
Som osobnom, rodinnom a pracovnom Zivote. VSetko najlepsie v novom roku 1995!

MUDr. Jozef Glasa

Dear coleagues, December '94

in a cummulated issue two last numbers of the first volume of Medical Ethics & Biothics are coming to your kind atten-
tion. We are pleased to publish in the issue some interesting materials, capable to broaden our mental horizons, and
enhance our reasoning on the actual questions of medical ethics and bioethics. We are especially happy to reprint in this
issue the full text of A Declaration on the Promotion of Patients’ Rights in Europe (on the occasion of its being given here
for the first time in its complete Slovak translation).

You can find two original articles in this issue - a contribution of Dr. I. Skoddcek on some ethical aspects of contempo-
rary psychiatry (in Slovak), and the work of Prof. R. Pullmann and Prof. M. Samel on ethical impact of molecular biology on
medicine (in English). Our actual contribution reviews the most important issues contained in the Program of Action of
the United Nations sponsored International Conference on Population and Development (ICPD), held in Cairo (Egypt) in
the beginning of September. Under our regular headings ,Ethics in Nursing” we bring in this issue the continuation of our
original Slovak translation of the book of Dr. Fitzpatrick on ethics in nursing practice. The letter to the editor from Prof. R.
Pullmann (in English) considers different problems of undergraduate and postgraduate teaching of medical ethics in the
situation of prevailing pluralism of opinion and standpoints within contemporary moral philosophy, seen also in the pre-
sent ,practical” life and realities of modern secularized societies. We also continue publishing the materials from the Inter-
national Courses on Medical Ethics organized by our Institute. In this issue you find the text of the lecture of Prof. K. F.
Gunning (Roterdam, The Netherlands) on some basic issues in medical ethics (in English), and the contribution of Dr. U.
Fillibeck (Rome, Italy) on the problems of drug addiction in Italy and countries of the European Union.

Let me, dear coleagues, to use this distinguished time - quite close to the end of the Old and the beginning of the New
Year 1995 - to share with you the best seasonal wishes of your ME&B redaction team, especially those for a good health,
clear thoughts, strong courage and persistent brave mood, as well as for the fullest success and satisfaction in your perso-
nal, family and professional life. The best wishes for the New Year 1995!

Jozef Glasa, M.D.
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FORTHCOMING EVENTS

INTERNATIONAL EVENTS/MEDZINARODNE PODUJATIA
EUROPE/EUROPA

¢ Biotechnology in European Society, Nov. 21 - 22, 1994,
The Hague (The Netherlands).

¢ Second European Conference on Medicines Research: Per-
spectives in Clinical Trials, Dec. 5 - 6, 1994, Brussels (Belgium).

o Ethical Aspects of Brain Research, Dec. 15 - 17, 1994,
Rome (Ttaly).

e Journées Annuelles d’Ethique 1994, Dec. 16 - 17, Paris
(France).

¢ Randomised Controlled Trials: Ethical and Legal Issues,
Febr. 21 - 22,1995, London (UK).

e Psychiatry, Literature and Philosophy, March 31 - April
8, 1995, Amsterdam (The Netherlands).

e Volunteers in Research and Testing, April 3 - 5, 1995,
Manchester (UK).

o First International Congress of the Hans-Jonas Society -
The Conscience of Medicine, April 19 - 22, 1995, Vienna.

e Pluralism, Public Policy and the Hippocratic Tradition,
June 22 - 24,1995, Budapest.

e Fourth International Conference on Health, Law and
Ethics in a Global Community, July 16 - 20, 1995, Amster-
dam (The Netherlands).

e XXI International Congress on Law and Mental Health,
June 25 - 29, 1995, Tromso (Norway).

e 9th Annual Conference of the European Society for
Philosophy of Medicine and Health Care - Medicine and Cul-
ture, Sept. 21 - 23, 1995, Island of Cos (Greece).

OVERSEAS/ZAMORIE

o Limits and Latitudes - 25th Anniversary Symposium of
The Hastings Center, Oct. 29, 1994, Boston (USA).

e Changes and Choices for IRBs, Oct. 30 - Nov. 1, 1994,
Boston (USA).

o Ethical Issues for the Next Decade and Beyond: Gene-
tics Research and Violence/Abuse, Nov. 3, 1994, Colorado
Springs (USA).

e Perspectives on Medical Futility: When Patients’ Faith
and Culture Compel Demands for Treatment, Nov. 3 - 4,
1994, Rosemont, Il (USA).

e Choices at the End of Life: A Conference Focusing on Issues
Related to Death and Dying, Nov. 4 - 5, 1994, Sarasota, FI (USA).

OZNAMY REDAKCIE

NEWS FROM THE EDITOR

e Z finan¢nych a organiza¢nych dévodov bude cCasopis
ME&B v roku 1995 vychadzat Stvrtro¢ne. P6vodni cena
predplatného sa nezvySuje.

- For financial and organizational reasons the ME&B jour-
nal will be published as a quarterly in 1995. The price of
subscription remains unchanged.

e Casopis ME&B si mozno objednat na adrese redakcie.
Formulir objednavky uverejiujeme (s. 30). V pripade, Ze
uthrada predplatného presahuje VaSe si¢asné moZnosti
a mate zdujem o odber ¢asopisu, uved'te tito skuto¢nost na
vyplnenej objednivke: budeme sa usilovat zasielat Vim ¢aso-
pis aj v roku 1995 zdarma!

- The ME&B journal can be ordered directly through the
redaction. The subscription formular published in this issue
(p. 30). If the subscription fee for the journal exceeds your
present financial possibilities, please, make this clear on
your subscription order form: we try to send you the journal
free (depends on generosity of the sponsors)!

e Upozornujeme na moznost inzercie, resp. uverejnenia
reklamy. Bliz$ie informdcie na adrese redakcie.

- Possibility to publish advertisements. Deatiled informa-
tion available from the Editor.

ORIGINAL ARTICLES
ETIKA A PSYCHIATRIA
I. Skodacek
Klinika detskej psychiatrie DFNsP LF UK Bratislava
Abstrakt

Etické principy sa vyraznou mierou prejavuju v pristupe
lekarov a spolocnosti k pacientom lieCenym na psychiatrii.
Neeticky pristup totalitnych vlad viedol v minulosti k poli-
tickému zneuZzivaniu psychiatrie. V byvalom Ceskosloven-
sku boli psychiatrické zariadenia skor urcitymi ostrovéekmi
demokracie. V sacasnosti je hlavnou mravnou ulohou refor-
ma psychiatrickej starostlivosti, ktord sa ma prejavit aj v no-
vej legislativnej uprave. Ide tieZ o vyznamnejsie zapojenie
rodin pacientov a roznych spolocenskych organizacii do
procesu ich uspesného zaradenia sa do Zivota.

KIucové slova: etick€é principy v medicine, politické zne-
uzitie psychiatrie, reforma v psychiatrii, svojpomocné skupi-
ny pacientov

Medicina nie je len vedou, je to tiezZ ars medica, ktord sa
prejavuje v povolani lekara. Ziaden ¢lovek snad nedostal
vicsiu zodpovednost, ale tieZ aj povinnost voci svojmu ‘bliz-
nemu’, ako ten, kto je lekdrom. Svoje poslanie vykondva na
zdklade tzv. prirodzeného zikona, ktorého zikladom je res-
pektovanie individudlneho prava kazdého cloveka na Zivot
a na jeho posvitnost. Na ochranu svojho Zivota a zdravia.
Prica lekdra, o to viac psychiatra, je v dialektickom zvizku
ovplyvnena Struktirou spolocnosti. Rozpadu spoloc¢nosti,
zneuzivanych komunistickymi stranami, predchadzala rozne
vyjadrena nivelizdcia vySSich citov jednotlivca. Osobnosti
s najmenej narusenymi vys$s$imi citmi, so schopnostou
empatie a pochopenia pre druhych, boli ¢asto oznacované
za zloc¢incov, alebo za vyrazne psychicky alterované osob-
nosti (napr. za psychopatov). Podla vtedy uzivanych “prav-
nych” noriem totalitného reZimu sa niekedy dostali - napriek
pravidlam beZne uzndvanych etickych noriem - do viznic
alebo na psychiatriu.

Zrutenim nemravného rezimu, ktory dokonca podpisal
(ale nedodrziaval) zavizKy v oblasti l'udskych priv obsiahnu-
té v Zaverecnom pakte Konferencie o bezpecnosti a spolu-
praci v Eurépe (Helsinky, 1975) - padla aj hranica perzistuju-
ceho upierania dostojnosti I'udskej bytosti. Vytvorili sa nové
moznosti pristupu k ¢loveku v zdravi a chorobe, ako po
stranke telesnej, tak i duSevnej. Laici so svojimi postojmi vni-
maji a viac pochopia telesné poSkodenie. Teologicka etika
pri poznani nadprirodzeného chipe a precituje i dusevné
utrpenia ¢loveka. Psychotraumy vie zmiernit religiozne psy-
choterapeutickymi pristupmi. V pripade zavaznych psychia-
trickych ochoreni v§ak moZe narazit na kauzalnu bezrad-
nost. Vo vyspelych Stitoch preto ziskali dolezitost prave psy-
chiatri. VS§imaju si ¢loveka v jeho komplexnej bio - psycho -
socidlnej jednote. Pritom nehodlaju skiznut do psychiatri-
zicie obc¢anov spoloc¢nosti, ako sa to snazil nahovorit verej-
nosti smer tzv. antipsychiatrie.

DusSevna choroba mdze narusit kritickot, isudok, volu
a konanie chorého, ¢o ma svoj dopad a je niekedy predme-
tom i pravneho rieSenia. Privne normy uprednostiovali
spolocenské hladisko pred medicinskym pohladom. V psy-
chiatrii vSak vyvstava, okrem zasadnych biomedicinskych
pohladov, hlavne problém eticky. Je to medzinym aj otdzka
nasich mravnych povinnosti k chorému. Vychiddzame po-
merne casto, aj neuvedomele, z odkazov minulosti. Eurép-
ske narody vytvorili postupne tri verzie najvysSej hodnoty
Clovecenstva: antické dobro - agathon, krestansku lasku -

ME&B 1(5 - 6) 1994

3



agapé a osvietensku slobodu - liberté. V spojeni tychto hod-
not sa charakterizuje spolo¢ensky clovek, ktory chce vytva-
rat solidaritu, doveru a vzdjomnost v podobe ¢loveka moral-
Ky [6]. Podobne od archaickych déb mediciny sa postupom
¢asu vytvaral vztah medzi lieCenym a liecCitefom, ktory
v skratke vyjadril znamy fyziolog Lekarskej fakulty Karlovej
univerzity Prof. Mares: , Medzi chorym a lekirom je predo-
vsetkym vztah mravny” [1].

V civilizovanych krajinich moZno pozorovat stilu snahu
o zlepSovanie vztahu medzi psychiatriou a spolo¢nostou.
Deontologické principy v psychiatrii maja ¢o najjemnejSie
odrizat a zhodnocovat etické normy, platné nielen v medici-
ne, ale aj v celej verejnosti, vratane politického vedenia Sti-
tu. Je zname, Ze kazda spolo¢nost ma do istej miery takych
chorych, vratane psychicky chorych, akych si zaslizi.

Na uplatiiovanie etickych zdsad v lekdrstve ma vplyv pre-
dovsetkym mravna uroven prostredia, v ktorom lekar vyras-
tal, bol vychovavany a posobil. Niektori lekari, vychovavani
ideologiou totalitnej spolocnosti, sa nevcitili do etickych
principov mediciny. Sami nevhodnym iatrogénnym posobe-
nim ,vytvarali pacientov” pre psychiatriu. Devasticia okolia,
prirody a mnohych ludskych vztahov sa premietla aj do de-
vastacie ¢loveka posobiaceho dnes v takom humannom po-
volani, akym je lekdrstvo. UZ ddvno prestal verit v totalitny
stat tak, ako tento $tit neveril v ¢loveka, ob¢ana. No viera
v pravo a [udskost sa dalej nivelizovala. V lekarskej moralke
sa poruSovali Specidlne pravidld spravania ur¢ené najmi
$pecifickym vztahom lekara k chorému. Ved ako sa da hod-
notit z hladiska moralky umiestnenie politicky nepohodlné-
ho c¢loveka do psychiatrického zariadenia? (I ked v byvalom
Ceskoslovensku k tomu dochddzalo v ovela mensej miere
ako v ostatnych krajinach tzv. Vychodného bloku.)

Totalitnd moc robi s osobnostou ¢loveka vlastne to isté,
¢o s celou spolo¢nostou. Rozbija dopredu dané, prirodzené
a zdravé. Na troskach skutocnosti buduje cosi nové, ktoré
svojimi vlastnostami zodpovedd zdujmom [udi totality.
Inkorporuje do [udi strach, izkost a nezodpovednost, spoje-
né s paranoiditou. Potom zdlezalo iba od charakteru, citovej
vybavy a vzdelania psychiatrov, aby v duchu Hippokratovej
prisahy neskodili l'udom, ktori sa neetickou cestou dostali
do psychiatrického zariadenia. Vo fasistickom, alebo komu-
nistickom rezime sa narusilo prirodzené chipanie moral-
nych noriem spolo¢enského odstuidenia - a ¢o je najhorsie - aj
ich vnutorna sankcia, to jest ohlas vlastného svedomia (seba-
odsudenia, vycitky, hanba, a pod.). V tejto stuvislosti si dovo-
lujeme tvrdit, Ze psychiatria v byvalom Ceskoslovensku, za
totalitného rezimu, sa stala atociskom prenasledovanych,
nielen ndstrojom intermitentného zneuzivania voci politic-
ky nepohodlnym l'udom. Vysloveny nidzor podporuji napri-
klad aplikdcie komunitnych systémov u pacientov, psychote-
rapeutické vedenia a vycviky lekarov. Tieto dynamické for-
my price na psychiatrii sa neproklamovali nahlas ako demo-
kratické, ale boli vo svojej podstate demokratickymi. Takto
paradoxne v psychiatrickych zariadeniach vznikali tiez akési
ostrovCeky demokracie v totalitnej spolo¢nosti.

Spoloc¢enské zmeny, ku ktorym prislo v krajinich byvalé-
ho vychodného bloku, sa neobmedzujt iba na politiku, eko-
nomiku, alebo Statnu spravu, ale tykaju sa aj celého systému
zdravotnictva, ktory treba zreformovat. M4 sa nadvizovat na
vietko rozumné, vybudované v minulom obdobi. Uroveri vy-
voja urcitej spolo¢nosti sa dd merat podla toho, ako diferen-
covane sa v ramci svojej zdravotnickej politiky, a tym aj
v ramci psychiatrickych institacii, dokaze vysporiadat s indi-
viduilne vZdy odliSnou problematikou svojich duSevne tr-
piacich obcanov [5]. A to je takisto otazka mravna.

Reforma psychiatrickej starostlivosti sa ma zacat v jadre,
teda v rodine, ktord ovplyviiuje od pociatku duSevny vyvin
jednotlivca. Pri modernom posudzovani ochoreni sa presa-
dzuje trend, aby sa pri vSetkych ochoreniach viac zobrala do
uvahy aj komponenta osobnostnd, rodinna a §irSie socidlna.

V praktickej pomoci ¢loveku sa niekedy stieraju hranice
medzi psychoterapeutickymi pristupmi uplatiiovanymi

v psychiatrii a v pastorilnej prici Cirkvi. Coraz viac sa uve-
domuje dolezitost spiritudlneho faktora v otdzkach rieSenia
telesnych ochoreni a podpory zdravia. Tym nadobuda dole-
Zitost moralna zodpovednost lekara a vSetkych ostatnych,
ktori st zaangaZovani do konkrétnej liecby chorého. ,Dnes-
na doba dufa, Ze medicina a starostlivost o zdravie sa stane
humannejsou. Laska k trpiacim je znamenim a mierou kultu-
ry a pokroku kazdého naroda.” - uvadza sa v posolstve pipe-
Za Jana Pavla I k slaveniu Prvého svetového diia chorych
11. februara 1993 [7].

Prvy prezident Cesko-slovenského Stitu T. G. Masaryk [4]
dokazoval, Ze mravnost je zikladom demokracie v politike
a kazdej Tudskej ¢innosti. Aj vztah k najposlednejSiemu pa-
cientovi zo strany lekdra, ak je mravny, je vlastne demokra-
ticky. T. G. Masaryk chapal vztah ¢loveka k ¢loveku predo-
vSetkym ako ,vztah nesmrtelnej duSe k nesmrtelnej dusi”.
Toto vyjadrenie z lekdrov najintimnejSie chidpu prave psy-
chiatri.

Psychiatricka starostlivost sa Casto uskutocnuje v zariade-
niach psychiatrickych nemocnic a liecebni. Anglicki pravni-
ci ich oznacuju ako ,totdlne institticie” pre urcity rozsah re-
presivaych mechanizmov v ich ¢innosti. Do tychto zariadeni
mozZe byt prijaty clovek nedobrovolne iba v pripade skutoc-
nej nutnosti: pri zdvaznom ohrozeni svojho Zivota, zdravia,
alebo ohrozeni svojho okolia - a to na ziklade dokladného
medicinskeho posudenia (a neskorSieho sudneho rozhod-
nutia). Moralnym imperativom je moZnost pacienta doZado-
vat sa prepustenia formou habeas corpus procedury.

Prof. R. J. Bonnie [2] z Pravnickej fakulty Virginskej univer-
zity pripomina, Ze kazda psychicky chora osoba ma svoju dos-
tojnost, ktora oznacil terminom “prezumpcia slobody”. V tom
citit etickt hibku, tak ako aj v praktickej aplikicii novych fo-
riem starostlivosti o psychicky chorych. V zaujme pacienta sa
treba aj u nds viac zapojit do celosvetového trendu sociali-
zacie psychiatrie. Podchyteniu psychiatrickych pacientov, ich
lieceniu a zaradeniu do spolo¢nsti sa majui venovat nielen
zdravotnicki pracovnici, ale aj samotni pacienti, ¢lenovia ich
rodin a predstavitelia nirodnych a nadnarodnych pacien-
tskych spoloc¢nosti (napr. Word Epoch z Londyna - zaoberaji-
ca sa otazkou tyranych deti). Rodinni prislusnici maju moz-
nost vytvarania skupin vzdjomnej pomoci, ktoré su sprostred-
kovateI'mi medzi anonymnym $titom a bezbrannym jednotliv-
com. Znamenaju aj zodpovednejsi pristup k Zivotu, su preja-
vom kritickejSieho a aktivnejSieho obc¢ana, uplatiiujiiceho hu-
manizmus v praxi. Ako u psychicky tangovanych jedincov, tak
aj u ¢lenov ich rodiny sa zmierfiuju pocity izolacie a stigmati-
zcie spojenej s ich stavom, ¢i Zivotnymi udalostami. ZvySuji
sa ich zazitky kompetencie a sebaucty.

Takto sa pred psychiatriou otviraji moZnosti uviest do
dennej praxe etické postulaty znamej Schweitzerovej ,ucty
k Zivotu” a branit roznym prejavom politickej surovosti
a agresivity. Ide o to, aby sa psychiatrické zariadenia opit ne-
stali ostrovéekmi demokracie, ale aby sluSnost, empatia a eti-
ka, ktoré su v zdkladoch zavadzania integricie postihnutych
jedincov do spolocnosti, boli aj zaZité v praxi politikov tejto
spolo¢nosti. Nech sa uz psychiatria - ako veda tak i ako ars
medica- nikdy nezneuzije ako ars politica.

Prezident byvalej CSFR V. Havel [3] vo svojom prejave
v Kongrese USA dna 22. februara 1990 povedal: “Ziachrana
tohto Tudského sveta nie je nikde inde neZz v ITudskom srdci,
Tudskej prezieravosti, [udskej pokore a l'udskej zodpoved-
nosti. Stile eSte nevieme postavit mordlku nad politiku,
vedu a ekonomiku.” Citovo rozvinutym a raciondlnym l'u-
dom neostiva na to povedat nic¢ in€ ako - “Tak to je.”
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Etika a psychiatria (Ethics and Psychiatry), L. Skodidek,
ME&B, Vol. 1, 1994, No. 5 - 6, p. 3 - 5. Ethical principles are
displayed considerably in the approach of physicians and the
society towards the psychiatric patients. Non-ethical conduct
of totalitarian governments tended to the political abuse of
psychiatry. Psychiatric care institutions in the former Cze-
choslovakia were rather the islets of democracy. At present
the reform of psychiatric care seems to be of utmost impor-
tance, to be followed by the reform of legislation. The parti-
cipation of patients’ families, as well as different public orga-
nizations and institutions, in the processes of a successfull
integration of patients into the various aspects of ordinary
life is to be encouraged and supported. Key words: ethical
principles in medicine, the political abuse of psychiatry, the
reform of psychiatry, the self-help groups of patients
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ETHICAL IMPACT OF MOLECULAR BIOLOGY
ON MEDICINE

M. Samel, R. Pullmann

Department of Medical Biology, Comenius University
School of Medicine, and Department of Clinical Biochemis-
try, University Hospital, Martin, Slovak Republic

Abstract

Paper gives an outline of different ethical issues rised by
an enormous progress made in the field of molecular biolo-
gy and genetics, that seems becoming the key area of tech-
nological and technical development in contemporary me-
dicine and bio-medical sciences. The future of molecular
medicine, as well as the real benefit of its achievments to
the mankind as a whole, and to the individual patient, de-
pends considerably on the resolution of many complicated
ethical dilemmas encountered and brought about by the ra-
pid, and continuous scientific progress.

Key words: molecular medicine, Human Genome Project,
genetic diseases, ethical aspects,

Contemporary medicine is benefiting considerably from
the rapidly accumulating knowledge of molecular biology
and the major progress in biotechnology, as seen during the
last decades of our century. The introduction of new techni-
ques, such as DNA hybridization, polymerase chain reaction
(PCR), and production of monoclonal antibodies have made
possible an identification, isolation and characterization of
biomedically important genes and gene products. This ra-

pidly growing field will provide us continuously with a new
information about the molecular mechanisms of many hu-
man diseases.

New technologies provide highly sophisticated instru-
ments that are needed to study the cell regulations and
inter-cellular communications in health and disease. A cellu-
lar response following an interaction between the cell and
its environment, or with other cells, or mechanisms of pro-
duction of different cell products, can now be described in
molecular details. The scale comprise the study of interacti-
ons between receptor molecules and their ligands via induc-
tion, transduction, degradation or blocade of signal molecu-
les; changes in the function of the cell and the subcellular
structures; the production of cascades of effector molecu-
les, etc. The molecular basis of an increasing number of di-
seases can now be understood and described in terms of
molecular defects of genes and their products. The descrip-
tion of a disease in molecular terms has been labelled mole-
cular medicine [3].

The multidisciplinary nature of molecular medicine con-
stitutes an excellent basis for research within the broad field
of clinical medicine. By providing the same basic knowledge
and a limited number of new technologies it has already had
an enormous impact on clinical research within such as wi-
dely divergent fields as cardiology, rheumatology, oncology,
and infectious medicine. Molecular medicine forms a bridge
between basic sciences, such as molecular biology, bioche-
mistry, immunology, cell biology, etc. - and clinical research.
Doing so it reduces to some extent the growing gap between
basic scientific developments and their practical clinical
application. Molecular medicine is becoming a dominant
field of clinical research during the 1990-ies.

Molecular biology originated formally in 1953 when Wat-
son and Crick identified the structure of the DNA molecule.
The last 15 years have seen the development of new metho-
dologies able to indentify and modify DNA sequences of the
human genome. A gene fragment or a complete gene may
be introduced to the bacterial or phage DNA (hybrid-DNA),
where it can be amplified to allow sequencing. Such gene
fragments can be used as probes to identify the genes wit-
hin biological material. By the introduction of altered (muta-
ted) genes or gene fragments into cells or mouse eggs, the
effect of a gene mutation on a protein function can be stu-
died in vitro and in vivo (transgenic mouse). A major step
forward was made when the Polymerase Chain Reaction
(PCR) was described in 1987. This simple technique, capa-
ble of detecting a single molecule of nucleic acid, resulted
in a revolution in biomedical research.

Using the techniques of molecular genetics, the broad
field of molecular medicine may be fruitfully cultivated in
studies of genetic diseases, as well as in studies of diseases
caused by non-genetic dysregulation of cell functions. Mole-
cular genetics informs us about various mutations, and
other defects of the genomic DNA that may be inherited, le-
ading to the lack of a particular protein or to the expression
of abnormal proteins. About 4200 genetic diseases are
known so far worldwide.

The accumulation of certain malignant diseases within fa-
milies is a well established empirical fact. Molecular genetic
studies have shown, e.g. that retinoblastoma is related to the
inactivation of the recessive gene on the chromosome No.
13. Retinoblastoma served as a model for the studies of he-
reditary cancer. Our knowledge of genetic factors underly-
ing human cancers is developing rapidly. Genetic factors
have been identified in many adult tumours, such as mam-
mary carcinoma, colon cancer, hypernephroma and multi-
ple endocrine neoplasia.

Molecular biology makes possible screening for an incre-
asing number of genetic diseases. For over a generation ne-
wborns in many countries were tested for phenylketonuria
(PKU), congenital hypothyreoidism and other inborn errors
of metabolism, thereby allowing early intervention-treat-
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ment [13]. Carrier detection programs were also successful-
ly implemented, but so far these were directed only to small
high-risk populations, e.g. Tay-Sachs disease, or the sickle
cell trait in ethnic minorities in various countries, the thalas-
semias in the whole population of Cyprus and Sardinia, as
well as in the ethnic minorities in countries like the United
Kingdom and Australia.

With successful cloning of the gene for cystic fibrosis
(CP) [8, 9] it is now possible to detect most of the heterozy-
gotes for this condition. Further mutations are being identi-
fied at such a rate that it can be confidently predicted that,
before long, virtually all the carriers will be identifiable. In
the countries of North-Western Europe and in the countries
that have been peopled by emigrants from them, approxi-
mately 1 person in 20 is a carrier of one of the CF mutati-
ons, i. e. 15 milion in the USA and 3 million in the United
Kingdom. Screening for these CF carriers, and the genetic
screening in families have already begun. It caused also
some problems because of finding of a high frequency of
discrepancy between biological and legal paternity (in UK
about 13%) [5]. The cloning of the CF gene belongs also to
the major developments of the molecular biology.

There is a number of dominantly inherited diseases that
may become manifest later in life, and because of this fact,
they pose some unusual ethical questions. Hunthington dis-
ease, with the onset in 4th or 5th decade, is probably the
best known entity of them, but other neurological disor-
ders, such as hereditary ataxias and familial Alzheimer’s dis-
ease can also exhibit late age of onset.

Hunthington disease (HD) attracted considerable atten-
tion for a number of reasons, including its prevalence in
Caucasoid populations, and progressive dementia that is an
invariable feature of the condition during the patient’s last
10 or so years of life. The linkage of the disease to an anony-
mous DNA marker was demonstrated in 1983 [6], but the
gene has still not been cloned. More recently the probes for
HD were distributed for presymptomatic and prenatal diag-
nosis and it was done on the understanding that the probes
would be used according to guidelines approved by the IHA
(International Huntington Association) and WFN (World Fe-
deration of Neurology). The legal, ethical and social conse-
quences concerning the use of a predictive test for the early
detection of HD cannot be ignored!

The demand for DNA probes accelerated very rapidly du-
ring the 1980s. When some obvious commercial application
was apparent, patents were applied for, and companies set
up to exploit the products for financial gain. Market forces,
it seems, will increasingly determine the direction in which
much basic research will proceed in the First World [7].

Prenatal sexing and the termination of the male fetus be-
cause the mother is carrier of an X-linked recessive disorder
(Duchenne Muscular Dystrophy, svere hemophilia A, or X-
linked mental retardation) has been practicised for a num-
ber of years. Prenatal sexing and termination of the fetus
merely because it is not of the desired sex has been carried
out in many countries [4, 14].

There are other more elaborated reproductive strategies.
Direct biopsy of the blastomere followed by the method of
PCR enables detection of the presence of a suspected genetic
disorder to be established much earlier as it is with chorionic
villus sampling (CVS) done at about 8-9 wk gestation [12].

The success rate of the human in vitro fertilization (IVF)
method in the best centers is still less than 20% (with three
attempts of an embryo transfer). It is common practice in
IVF programs to produce an excess of embryos for implan-
tation. To answer the questions posed by ethical dilemmas
appearing in connection to the above mentioned technical
possibilities it seems necessary to ask and answer again
some basic philosophical questions: What does it mean to
be a human? What makes human life specifically human?
When does this life begin and when does it end? Is the life
of a yet non-sentient human embryo alredy a human life?

(What can be defined as a “non-sentient’?) Debates, stem-
ming from the moral pluralism of modern societies, came to
the front in which philosophers, theologians, lawyers and
the broader public are increasingly participating.

The assessment of the “reproductive strategies” confines
the consideration of the prevention of genetic disease to
prenatal diagnosis. Medicine is heading for primary preven-
tion. Most molecular geneticists want to cure or treat dis-
ease, not to perform abortions. Primary prevention would
include gene therapy on the zygote, and because this would
entail an alteration of the germ cell line researchers have
not yet attempted it in humans, although it is technically
possible. Germ line gene therapy can be a very different and
unique form of treatment that will affect future generations.
The human gene pool is at risk in such enterprise. Because
the human gene pool is the possesion of all mankind, such
manipulation is ethically unacceptable [1, 2].

Somatic cell gene therapy for the treatment of severe dis-
eases is considered ethical. It can be supported by the moral
principle of beneficience, but still many ethical issues have
been risen. There has been much controversy about it, and
the first clinical application was approved by the National
Institutes of Health and the Food and Drug Administration
(USA) in January 1989 only. It was approved only after being
reviewed 15-times by 7 different regulatory bodies [2].

For example, individuals with familial hypercholestero-
lemia have insuficient or defective receptors for LDL choles-
terol on their cell membranes. As a result, they produce
excessive amounts of endogenous cholesterol and are un-
able to clear the substance from their blood. Their choleste-
rol levels remain high, and increase their risk of ischaemic
heart disease, which may prove fatal in young adulthood.
A gene for normal LDL receptor production inserted into
a patient’s genome in early life might well enhance receptor
production and protect him/her from myocardial infarction
in the third or fourth decade of life [7].

If somatic cell gene therapy is capable of curing severe ge-
netic disease, can it also be used to enhance certain “normal”
characteristics? Would it be permissible, e.g. to insert the
specific gene in order to “enhance” the production of
growth hormone in an infant, thereby producing a person of
extremely high stature - a champion basketball player, say, or
to enhance memory or intelligence? Although enhancement
gene therapy may not be acceptable for such frivolous pur-
poses, it is not difficult to imagine situations in which it
might be justifiable as a strategy in preventive medicine.

Yet another level of “gene therapy” can be considered.
Because it would attempt to “improve” the normal genetic
constitution of an individual, influencing personality, cha-
racter, fertility, and intelligence, as well as physical, mental,
and emotional characteristics, it is referred to as “eugenic
genetic engineering”. Constant vigilance is needed, if we are
to resist drifting into a new eugenic age. When the small
“improvements” process once begin, it might soon become
impossible to understand where the line should be drawn
ultimately. Therefore, gene transfer should be used only for
the treatment of serious diseases and not for putative impro-
vements. The dangers of abuse of recombinant DNA techno-
logy to manipulate the genome of human beings deliberate-
ly to serve perverted sociological ends can best be guarded
against by a well-informed public. Scientists have an impor-
tant duty to contribute to information of the public [7].

Nowadays, the gene therapy at the level of the somatic
cells is not yet readily available, and even when it is feasible,
it will probably be suitable for only a small number of indivi-
duals with relatively rare disorders. Germ line gene therapy,
successfully performed on experimental animals is still con-
sidered ethically undesirable by most researchers. Some,
encouraged by parents, may be tempted to strive for eugenic
goals. It seems in no field of applied molecular biology it
would be more essential to ensure that all work is carried
out within a well-developed framework of moral values, dis-
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cussed and debated together by scientists, theologians, lawy-
ers and ethicists. Everything possible should be done today
on a national, international, and global scale to prevent possi-
ble future disastrous developments and their consequences.

It should also be noted, that the safety of genetic manipu-
lations is still questionable [10]. Lot of viral and cellular
oncogenes and other genes are cloned in bacteria and euca-
ryots. Some of virus oncogenes can be used as vectors in hu-
man gene therapy.

The Human Genome Project (HUGO) promises to provi-
de at least two interrelated benefits to clinical medicine.
The first will be an improved ability to isolate, characterize,
and manipulate the genes involved in normal human biolo-
gy and in human disease, while the second will be a more
powerfull means to diagnose defects at the DNA level.
HUGO will accelerate the growth of molecular diagnostics
in two ways. First, by facilitating the identification of dis-
ease genes, it will lead to the characterization of many muta-
ted forms of those genes that result in clinical abnormalities.
Alongside, it will bring increased opportunities for making
diagnostic and prognostic assessments based on an exami-
nation of the individual’s DNA. Second, many of the same
methods and instruments that will be used to develop physi-
cal and genetic maps will also be immediately useful for stu-
dying DNA in clinical settings. Thus, the resulting technolo-
gies will revolutionize molecular diagnostics. A prelude of
this phenomenon is already evident in an example of the
Polymerase Chain Reaction (PCR) technique, which has
seen a rapid introduction into the clinical laboratory.
Among existing PCR-based clinical tests there are those, that
detect genetic diseases, malignant changes, and infectious
microorganisms. Within a few years, numerous PCR-based
assays will be implemented as standard tests in various clini-
cal laboratories.

At its core, HUGO is about the development of tools for
the study of human biology. These tools consist of informa-
tion resources, in the form of physical maps, genetic maps,
and DNA sequences of the genomes of man and model orga-
nisms, and a number of powerful and sophisticated experi-
mental techniques and technologies. Altogether these tools
provide a new and powerful foundation of knowledge, that
will revolutionize biology by opening the way for biomedi-
cal research that was previously unapproachable. The more
direct impact of HUGO on clinical medicine will be, first, an
improved ability to study a large range of genetic diseases
and to reach a more sophisticated understanding of the role
of genetic factors in particular diseases and, second, the de-
velopment of more powerful means to test directly for
abnormalities in an individual’s DNA. In the long run,
though, the greatest impact of the HUGO on the practice of
medicine will be in providing future generations of scien-
tists and clinicians with a powerfull resource that will allow
them to study and, potentially, to treat humans in more so-
phisticated and, hopefully, more beneficial ways.

HUGO has raised many ethical issues. Presymptomatic
diagnosis of serious progressive diseases for which there
are yet no effective therapies (Huntington’s disease is the
best-known example) places in the hands of patients the
information that they may not be capable of handling. The
diagnosis of the genetic disease with late gene manifesta-
tion can bring about an unbearable psychical stress with
changing attitudes to one’s living style and life itself. Prena-
tal diagnosis is likely to become an ever-increasing service
demanded, thereby increasing the rift between the pro-life
groups and those of a pro-choice standing. At the family le-
vel, problems concerned with confidentiality and access to
some information will become more acute (e.g. an (even
side-gained) information on a paternity exclusion based on
the result of molecular genetic testing, etc.). Employers and
insurance companies may demand access to the confiden-
tial genetic information before employing someone, or
accepting him/her for medical or life insurance. This may

set up discriminatory practices, that may be difficult to pre-
vent [7]. Information about an individual’s genetic constitu-
tion could be missused by employers, insurance companies,
governmental agencies, and mischievous people by an
intention of blackmailing individuals with threats of expo-
sing “sensitive” information. On the other hand, individuals
at genetic risk for work-related damage to their health may
opt for work in other fields.

Another level of concern raised by HUGO is that power-
ful technologies do not just change what human beings can
do, they change the very way they think - especially about
themselves. Potential parents might resort to complete scre-
ening of embryos and only implant those that are conside-
red to be “high-grade”. An attitude could develop that would
see children as commodities, existing to satisfy demands of
parents and even societies, without regard for the childrens’
own rights and interests.

It was noted above, that some gene probes may reveal de-
terminant genes for several conditions or diseases. The
issues raised by the identification of such genes are signifi-
cant. However, they are probably less complicated, than the
evaluation of the seriousness of risks concerning develop-
ment of a contingent condition revealed by gene probes of
less determinant genes, such as those that confer “suscepti-
bility” to such conditions as Alzheimer’s disease, abnormal
lipid concentrations and heart disease, or bi-polar (manic-
depressive) illness. These later genes may cause disease in
about 50 or 60 years after birth, but only if there is an inte-
raction with yet mostly unkown genetic or environmental
factors [8, 9, 13]. Do we measure the accuracy of a molecu-
lar test against the presence of identifying DNA sequences
or against the eventual development of the predicted condi-
tion? What comparative standards are to be used for measu-
ring the costs and benefits? It seems many ethical dilemmas
will emerge once more with any new method of analysis,
for example: definitions of “normality” and disease, contro-
versy surrounding the elimination or treatment of genetic
diseases, mandatory testing and the proper role of the state
policies, arguments about non-directive counselling and the
limits of beneficience, genetic discrimination, laws and safe-
guard measures for the control and protection of genetic
information [12]. The enhanced concept of quality assuran-
ce must also become an essential part of ethical laboratory
medicine.

The development of new technologies is very likely to
lead to setting up screening programmes, run on a scale be-
ing many orders of magnitude greater than it has been the
case to date. The goal of such screening will be to alert indi-
viduals to their status and to encourage them to mate with
non-carriers, or to use artificial insemination or other repro-
ductive strategies. The first - admittedly limited - attempts of
screening have not been uniformely successful, being
accompanied at the same time by some undesirable side
effects. Imposing a genetic test on people against their will
constitutes in fact an approach of new eugenics, the moti-
ves of which seem being not very different from those of
the early eugenicists.

The laboratory medicine has not yet accepted the chal-
lenges raised by these rapid and revolutionary develop-
ments [11]. Many of the techniques mentioned are very
straightforward, and with appropriate equipment and tech-
nicians’ training they could be used easily even in routine la-
boratories. They might be used in standard service laborato-
ries not just because the laboratory is particularly interested
in the area, but because there are pressing economic rea-
sons not to set up yet another series of laboratories, or beca-
use the limited laboratory facilities available leave no other
choice. In the laboratory medicine we need to develop a so-
und and clear position in relation to molecular biology. This
should be done not from a merely technical standpoint
only, but also by considering the ethical issues surrounding
the development and application of such techniques. Surely,
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it is of paramount importance nowadays to find the com-
mon language among all the parties involved - on the na-
tional, international, and even global level - for defining
strong and commonly accepted ethical principles for safe-
guarding of really beneficial and safe development of con-
temporary and future molecular medicine.
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Eticky vplyv molekulirnej biolégie na medicinu, M. Sa-
mel, R. Pullmann, ME&B, 1, 1994, &. 5 -6, s. 5 - 8. Prica pod-
ava prehlad rozli¢nych etickych problémov, ktoré prinisa
vyznamny pokrok na poli molekulirnej bioldgie a genetiky.
Tato oblast sa stava kI'icovou z hladiska technického a tech-
nologického rozvoja sucasnej mediciny a biomedicinskych
vied. Budiicnost molekuldrnej mediciny, ako aj skuto¢ny pri-
nos jej vysledkov pre celé I'udstvo, ako aj pre konkrétneho
pacienta, bude do znacnej miery zavisiet od rieSenia mno-
hych komplikovanych etickych dilem, s ktorymi sa stretiva
a ktoré prinasa rychly a sustavny vedecky pokrok.
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ETIKA V OSETROVATELSTVE

"I will maintain the utmost respect
for human life from the time of conception;
even under threat, I will not use my medical
knowledge contrary to the laws of humanity."

Declaration of Geneva (WMA, 1968, 1994)

ETHICS IN NURSING
SESTRY, PROFESIA SESTRY A ETICKE PROBLEMY (2)

F.J. Fitzpatrick

Vyznam zamerania starostlivosti na pacienta*

Ak prvoradou ulohou zdravotnej sestry je poskytovanie
starostlivosti pacientom, potom jej prvoradd lojalita je voci
nim. Toto je dolezité povedat, nakol'ko velka cast sestier pra-
cuje v nemocniciach, a tu po vicsinu pracovného casu plni
prikazy oSetrujucich lekarov. To by mohlo viest k neziaduce-
mu posunu uplatiiovania jej lojality. Mohlo by sa totiZ stat, Ze
sestry budu plnit predovSetkym poziadavky lekdrov alebo
vedenia nemocnice a menSiu pozornost buda venovat po-
trebam pacientov, ktorych maju vo svojej starostlivosti.

Mozno protiklad medzi tymito dvoma pohladmi netreba
prili§ zdorazfiovat. ,Dobro pacientov” predstavuje dovod
existencie a ¢innosti tak pre vedenie nemocnice a jej lekd-
rov, ako aj pre pracu sestier. V idedlnom pripade vSetky tieto
zlozky harmonicky spolupracuji na dosiahnuti spolo¢ného
ciela. Predsa vSak administrativne postupy v nemocnici, ako
aj v inych inStittcidch, sa mozZu niekedy chédpat ako ciel
samé pre seba. To hrozi najmi vtedy, ak sa nemocnica chipe
ako urcity druh podniku, v ktorom je efektivnost riadenia
personilnych aj hmotnych zdrojov prioritou ¢islo jedna.
Podobne lekari, najmi $pecialisti, ktorych kontakt s pacien-
tom je Casto obmedzeny iba na najpotrebnejsie minimum,
moZu mat sklon povaZovat pacientov skor za “pripady” zauji-
mavé z odborného hladiska, ako za celistvé osoby, pre ktoré
ich zdravotné problémy mozu predstavovat situaciu hlboké-
ho mentalneho a dusevného utrpenia.

Vezmime, napriklad, nasledujuce vyjadrenie (pozn. prekl. -
stalo sa v jednej anglickej nemocnici): “Pocas price na chirurgic-
kom oddeleni som vobec nebola spokojnd s tym, ako lekari “res-
pektovali” citenie pacientov. Pri jednej vizite, napriklad, lekdr po-
diSiel k 16zku pacienta a nahlas povedal: “Hm, to je karcinom, nie?”
Nihodou ten pacient bol Spaniel a hovoril len velmi malo po
anglicky - nerozumel teda pravdepodobne tomu, ¢o lekdr povedal.
Mozno nerozumel aj preto, lebo ako novoprijaty pacient nevedel
este temer nic¢ o svojom zdravotnom stave. Dalsi pacienti na izbe
vsak pocut i rozumiet museli... Myslim, Ze to bolo velmi nerozmys-
lené. Nanestastie, tento incident nebol ojedinely, pretoZe tento le-
kar zvykol otvorene diskutovat s kolegami jednotlivé pripady pria-
mo v dosluchu pacientov.”

Spominany lekir zrejme videl svojho pacienta ako zbierku
organov, z ktorych jeden bol prave v zaujimavom patologic-
kom stave. Tento nedostatok reSpektu voci pacientom nijako
nie je charakteristicky pre vSetkych lekdrov v nemocniciach,
ani nie iba pre samotnych lekdrov. Sestry, fyzioterapeuti a ini
zdravotnicki pracovnici su tiez niekedy schopni chovat sa
k pacientom takymto degradujicim sposobom. Faktom vsak
je, Ze zdravotné sestry, pre svoj neporovnatelne blizsi vztah
k pacientovi, maji normalne ovela zriedkavejsie sklon k také-
muto spravaniu. Akokolvek, i tu sa v§ak moZe vykytnut poku-
Senie brat pacientov nie ako osoby potrebujice zucastnenu
starostlivost, ale ako (povedzme) akési stroje, ktoré je potreb-
né udrzovat v chode. Tym viac preto sestra nesmie zameria-
vat svoj pristup v praci vylu¢ne len na plnenie poziadaviek le-
kdra (alebo na prvoradé uspokojenie poziadaviek predstave-
nych - vedenia nemocnice), ale ma orientovat svoje usilie pr-
vomrade voci pacientovi. Sestra md vzdy pristupovat k pa-
cientovi ako k celému cloveku a povaZzovat jeho dobro (well-
being) za hlavny ciel svojho snazenia.

Sucasne s tymto zdsadnym postojom prvoradého zdujmu
o dobro svojich pacientov, existuju urcité charakterové Crty,
ktoré su velmi doleZité pre kazdu sestru. Jej pacienti - ¢i uz
ich stretdva v nemocnici, ambulancii, alebo v rdmci navstev-
nej sluzby - maju zvicsa skuto¢né zdravotné problémy, ktoré
ich moZu hlboko ovplyvnit aj na emocnej, dusSevnej a du-
chovnej Grovni. Sestra by sa ukdzala necitlivou aZ bezcitnou,
ak by si neuvedomovala tieto skutocnosti, a nebola by
schopnd “vcitit sa” do mysle svojich pacientov a pochopit,
¢o dany zdravotny stav vlastne znamend pre nich osobne.
Pristup skuto¢ného zaujmu a sucitu, citlivosti k paciento-
vym najhlbsim osobnym pocitom a reakcidm by mal byt su-
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castou vedomého profilu osobnosti zdravotnej sestry.

Dve charakteristiky stcasnej oSetrovatel'skej praxe mozZu
viest sestru k tomu, aby prestala povazovat pacienta za prvo-
rady stred a smerovanie svojej prace, a tieZ aby oslabovala
spominané kvality svojho charakteru. Prvou z nich je vplyv
modernych technoldgii. Vela dnesného casu sestry zabera
obsluha rozli¢nych pristrojov, najmi v pripade intenzivnej
starostlivosti o akutne chorych. V dosledku toho moze byt
sestra celkom absorbovand roznymi technickymi ¢i techno-
logickymi procedurami. Pritom vSak niekedy prave ta oblast
jej prace, kde su jej vedomosti a schopnosti najprimera-
nejSie vyuzit€ - v kontinudlnej starostlivosti o akutne cho-
rych, alebo v temer Uplnej starostlivosti o chronicky alebo
termindlne chorych - sa dostava vo svojej doleZitosti (a oce-
neni) az na druhé miesto.

Jeden ucitel oSetrovatelstva to vyjadril takto: “Pred objave-
nim sa zdzrac¢nych liekov a rychleho technologického pokroku
mediciny v tomto storoci bolo osetrovatelstvo a osetrovatel'ska
starostlivost hlavnym prispevkom v oblasti zdravotnictva. V po-
predi bola starostlivost o beznadejne chorého cloveka a nie na-
tol'ko snaha o vyliecenie choroby. Ako sa zvySovali mozZnosti
mediciny v liecbe konkrétnych ochoreni, zniZovala sa do istej
miery kvantita a kvalita oSetrovatelskej starostlivosti (care) na
strane sestry, ktord sa stala postupne akoby predlZenou rukou
lekdrskej technologie. Sestra, chdpand skor ako zdravotnicky
technik, smeruje potom k modelu oSetrovatel'skej starostlivosti,
ktory je fragmentovany, nehumanny a neosobny. Strata jej oset-
rovatel'skej identity a opustenie jej oSetrovatel'skych funkcii
ohrozuji zdkladnu struktiru samotného osetrovatelstva. Isty
ndvrat k osetrovatel'skej starostlivosti (care) v poslednom obdo-
bi predstavuje urcité pozitivum. Sestry samé zacali si viac uve-
domovat hodnotu starostlivosti, ktoru su schopné poskytnut aj
pacientom, ¢o sa vymykaju z dosahu medicinskej techniky
a technologii - chronicky chorym, starym a termindlne chorym
Tudom.”

Myslite, Ze uvedené vyjadrenie je primeranou reakciou na
technickq, ¢i technologicku orienticiu moderného oSetro-
vatelstva? Zrejme nie. Tato orientdcia je totiZ nevyhnutnym
dosledkom vedeckého pokroku a najskor tu uz ostane. Dnes-
né sestry musia reagovat na tieto zavazné zmeny pozitivne.
Snahou prisposobit sa novym poZiadavkam - avSak bez toho,
Ze by stratili zo zretela svoje primdrne zameranie na staros-
tlivost o pacienta. NemoZu reagovat tak (ako navrhuje autor
vyssie uvedeného citatu), akoby chceli poslat modernu tech-
nologiu prec¢ a venovat sa iba samotnej oSetrovatel'skej sta-
rostlivosti. Je vSak pravda, Ze technicky charakter moderné-
ho oSetrovatel'stva by skuto¢ne mohol sestru viest k odklonu
od jej vlastnej tlohy voci konkrétnym pacientom a k mylnej
predstave osebe ako o akomsi zdravotnickom technologovi.

Druhy faktor, ktory by mohol viest sestru ku strate per-
spektivy jej price orientovanej primirne na pacienta, suvisi
so spdsobom price vedenia (riadenim) zdravotnickeho za-
riadenia (nemocnic¢nej “byrokracie”, ¢i “menezmentu”). By-
rokracie vo vSeobecnosti su typicky zamerané na ¢o najefek-
tivnejSie dosahovanie cielov, pre ktoré maja pracovat. Samé
vsak obycajne nemdzu urcit, aké tieto ciele maju byt. Tie im
totiZ spravidla urcuju ini l'udia, ¢i intittcie. Uradnici bera
tieto ciele za “dané”, ktoré treba splnit natol'ko efektivne,
ako je to len mozné. V pluralistickej spolo¢nosti, ako je nasa,
kde niet jasného spolo¢enského konsenzu v otizke, ¢o je
zdravie a ako savisi s ostanymi dobrami potrebnymi pre ¢lo-
veka, vedenia nemocnic niekedy nemusia mat dostato¢ny
prehlad o zvlastnostiach, ktoré predstavuje pojem zdravie
a jeho miesto pri dosiahnuti celkového dobra obyvatelov.
Preto niekedy maju sklon riadit nemocnice ako akékolvek
in€ podniky, podla zisad maximalnej efektivnosti. Skuto¢ny
ucel a ciel zdravotnickych zariadeni sa niekedy moze dostat
do tiefia sndh o maximalizaciu samotnej efektivnosti, najmai
v oblasti Setrenia finan¢nych prostriedkov. Tento pristup
mozZe vyznamne vplyvat na pracu sestier v nemocnici, alebo
v ramci komunitnej (navstevnej) sluzby (geriatrickd, detska
setra, a pod.). Sestra, ktorej zaujem by bol nadmerne sustre-
deny skor na splnenie poziadaviek “efektivnosti”, nez na za-
bezpecenie potrieb pacientov, stricala by vlastne zo zretela
povodné poslanie institicii, pre ktoré pracuje, a to s negativ-
nymi dosledkami pre svojich pacientov i pre fiu samu.

(Pokracovanie v budacom Ccisle!)

* Z anglického originalu F. J. Fitzpatrick: Ethics in Nursing Practice.
Basic Principles and their Application. The Linacre Centre, London,
1988, 290 pp., Chapter one: Nurses, The Nursing Profession and Ethi-
cal Problems, p. 13 - 16, - preloZil a redak¢ne upravil MUDr. J. Glasa.
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A DECLARATION ON THE PROMOTION
OF PATIENTS' RIGHTS IN EUROPE

EUROPEAN CONSULTATION ON THE RIGHTS
OF PATIENS, AMSTERDAM, MARCH 28-30, 1994

World Health Organization, Regional Office for Europe

About the Declaration

The European Consultation on the Rights of Patients,
held in Amsterdam on 28-30 March 1994 under the auspi-
ces of the WHO Regional Office for Europe (WHO/EURO),
and hosted by the Government of the Netherlands, was
attented by some 60 persons from 36 Member States. The
purpose was to define principles and strategies for promo-
ting the rights of patients, within the context of the health
care reform process underway in most countries.

The Consultation came at the end of a long preparatory
process, during which WHO/EURO encouraged the emer-
ging movement of patients rights by, inter alia, carrying out
studies and surveys on the development of patients rights
throughout Europe. These studies showed a common inte-
rest and a number of policy trends and normative initiatives
in the European countries, indicating that additional sup-
port to policy development in many of those countries
would be appropriate. The study results were published in
the book The Rights of Patients in Europe (WHO 1993).
With the support of the Government of the Netherlands,
and in broad consultation with governments and other insti-
tutions in European countries, technical experts in the field
drafted The Principles of Patients' Rights, a comprehensive
text which could be meaningful and helpful in the develop-
ment of country policies on patients’ rights.

The Declaration on the Promotion of Patients Rights in
Europe constitutes a common European framework for
action and includes those principles, as endorsed by the
Amsterdam Consultation. This declaration should be inter-
preted as an enhanced entitlement for citizens and patients
in improving partnership in the process of care with health
care providers and health services managers. The Principles
of Patients’ Rights endorsed at the Amsterdam Consultation
will hopefully be a solid reference and a dynamic tool ca-
pable of improving new thinking in the health care process.

The complete proceedings of the consultation will be
published as a separate publication during the current year.

Copenhagen, April 1994

A DECLARATION ON THE PROMOTION
OF PATIENTS RIGHTS IN EUROPE

A WHO European Consultation on the Rights of Patients,
meeting in Amsterdam from 28 to 30 March 1994, endorsed
the annexed document (Principles of the Rights of Patients
in Europe: A Common Framework) as a set of principles for
the promotion and implementation of patients’ rights in
WHO’s European Member States.

The meeting gave detailed consideration to a wide range
of possible strategies based on the principles presented in the
document and on the recent and current experiences of par-
ticipants. The essence of these strategies is presented below.
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STRATEGIES FOR THE PROMOTION OF PATIENTS’ RIGHTS

The development of a strategy to promote patients’
rights and responsibilities has to be carefully prepared, in
order to ensure that the intention is translated into practical
action which commands the support of all parties involved.
Such action does not follow automatically, but takes time to
become fully effective.

National situations vary in respect of legal frameworks,
health care systems, economic conditions, and social, cultu-
ral and ethical values, but there are certain common
approaches which can be appropriately adapted to the cir-
cumstances of each country. We encourage all interested
parties in our countries to initiate or renew multiple strate-
gies of implementation, which will likely need most or all of
the following components:

- legislation or regulations, specifying the rights, entitle-
ments and responsibilities of patients, health professionals
and health care institutions;

- medical and other professional codes, patients’ charters
and similar instruments, drawn up in the light of agreed
common understandings between the representatives of ci-
tizens, patients, health professionals and policy-makers, and
periodically revised in response to changing circumstances;

- networking between and among patient and health care
provider groups, recognizing the distinction between citi-
zen and user participation;

- government support for the establishment and effective
running of nongovernmental organizations (NGOs) in the
field of patients’ rights;

- national colloquia and conferences to bring the parties to-
gether to create and promote a shared sense of understanding;

- involvement of the media in informing the public, sti-
mulating constructive debate and sustaining awareness of
the rights and responsibilities of patients and users and the-
ir representative organs;

- better training in communication and advocacy skills
for health professionals as well as for patients and other
user groups, in order to further the development of a pro-
per understanding of the perspective and role of all parties;

- promotion of research to evaluate and document the
effectiveness of legal and other provisions and the various ini-
tiatives taken in the diverse contexts of the different countries.

INTERNATIONAL ACTION

Cooperation between WHO, the Council of Europe and
the European Union in support of patients’ rights would be
further enhanced by action taken as a result of this Consul-
tation. Consistency of policy position, coordinated strate-
gies of implementation and an understanding of how their
respective resources and competences can best be used are
essential components of a sustained European movement to
promote and protect the rights of patients and their profes-
sional providers and advisers. International NGOs also have
a critical role to play in promoting the rights of patients.

The forthcoming WHO Regional Conference on Health
Policy will provide an important opportunity for further
promoting patients’ rights in Europe. The proposed WHO
Regional Conference on Health Care Systems in Transition
in Europe, to be held in Vienna in 1996, will also explore
issues concerning the rights, roles and responsibilities of
both patients and providers. We propose to WHO that the
Regional Office should establish an appropriate mechanism
to monitor developments in countries and to present the
findings to the Vienna Conference.

PRINCIPLES OF THE RIGHTS OF PATIENTS
IN EUROPE: A COMMON FRAMEWORK

INTRODUCTION
1. BACKGROUND

Social, economic, cultural, ethical and political develop-
ments have given rise to a movement in Europe towards the
fuller elaboration and fulfilment of the rights of patients.
New and more positive concepts of patients’ rights have
been advocated. In part, this has been a reflection of the
central place given both to full implementation of the con-
cept of respect for persons and to equity in health as a policy
objective in Member States. As a consequence there is now
greater emphasis on the encouragement of individual choice
and the opportunity to exercise it freely, and the commit-
ment to build mechanisms for ensuring quality of care.

Developments within health care systems such as their
increasing complexity, the fact that medical practice has be-
come more hazardous and in many cases more impersonal
and dehumanized, often involving bureaucracy, and no less
the progress made in medical and health science and tech-
nology have all placed new emphasis on the importance of
recognizing the individual’s right to self-determination and
often on the need to reformulate guarantees of other rights
of patients.

Simultaneously, the human rights movement has gathe-
red importance in the world since 1945 when, in the Char-
ter of the United Nations, Member States reaffirmed their
faith in fundamental human rights. This was followed, on 10
December 1948, by the adoption of the Universal Declara-
tion of Human Rights and, on 4 November 1950, by the sig-
nature of the European Convention of Human Rights. Go-
vernments are more and more giving their active considera-
tion to such issues. The World Health Organization’s study
of patients’ rights in Europe shows that increasingly there
are shared principles that are being adopted in a number of
countries and which seem to be independent of the charac-
teristics of a given country’s health system. It seems timely
to give this policy trend further momentum. The present do-
cument is an attempt to formulate a set of patients’ rights
which reflects the evolving concepts and is relevant to the
context in which health care will be provided in future.

These Principles of the rights of patients in Europe have
been drafted in full awareness of the work of others who
have already been engaged in drawing up instruments spe-
cific to patients’ rights. For the most part though, such ear-
lier efforts were directed at particular groups or concerned
with specific activites in health care or approached patients’
rights from the perspective of the duties and responsibili-
ties of health care providers and establishments. The pre-
sent text is the result of an attempt to refocus these con-
cerns from the patient’s point of view as the user of and
partner in health care in all its various forms. It has been de-
liberately couched in general terms, so far as possible avoi-
ding reference to the circumstances of particular groups or
illustrative examples. It is felt, however, that this exposition
of general considerations embraces the basic principles and
concepts to be adopted when promoting and guaranteeing
patient’s rights in a particular country or other situation.
The text does not directly cover questions of implementa-
tion, since these are necessarily specific to a country or situ-
ation; it has nevertheless been drafted in the belief that the-
se guidelines can be further elaborated within countries to
suit their particular needs and circumstances.

GUIDING PRINCIPLES
In this text, the concept of health care is derived from

the principles of the World Health Assembly resolution on
health for all (HFA) (WHA30.43) and the related model of

10
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health care set out in the Declaration of Alma-Ata. Health
care thus embraces a full range of services covering health
promotion and protection, disease prevention, diagnosis,
treatment, care and rehabilitation. Accordingly, the patient
encounters a wide variety of health care providers and fulfi-
IIs a variety of roles, from sick and dependent person to
client receiving advice to consumer or customer obtaining
health products for self-administration. Furthermore, this
variety of patient roles implies a continuum of health states
from high-level wellness to permanent disability and termi-
nal illness.

In the treatment of patients’ rights, a distinction should
be made between social and individual rights. Social rights
in health care relate to the societal obligation undertaken or
otherwise enforced by goverment and other public or priva-
te bodies to make reasonable provision of health care for
the whole population. What is reasonable in terms of the vo-
lume and range of services available and the degree of so-
phistication of technology and specialization will be depen-
dent on political, social, cultural and economic factors. So-
cial rights also relate to equal access to health care for all
those living in a country or other geopolitical area and the
elimination of unjustified discriminatory barriers, whether
financial, geographical, cultural or social and psychological.

Social rights are enjoyed collectively and are relative to
the level of development of the particaular society; they are
also in some measure subject to political judgment regar-
ding priorities for development in a society.

In contrast, individual rights in patient care are more rea-
dily expressed in absolute terms and when made operational
can be made enforceable on behalf of an individual patient.
These rights cover such areas as the integrity of the person,
privacy and religious convictions. Although this text does
address social rights, the main focus is on individual rights.
The conceptual foundations for this treatment of patients’
rights are for the most part laid on a number of intergovern-
mental declarations relating to human rights and freedoms.
The intention is not to create new rights but to apply them
in one coherent, comprehensive statement to the field of pa-
tients and health care. For similar reasons the text does not
address general rights, obligations and liabilities, which are
covered by the statutes and case law of each country.

A further issue arises concerning the place of exceptio-
nal limitations to particular rights of patients. For the most
part these have been kept out of the text, in order to state
the proposed rights as clearly and simply as possible. It is
therefore pertinent to clarify here at the outset the nature of
the principal forms of limitation. Exceptions to the rights of
patients are usually anticipated in law. The guiding rule in
such exceptions is always that patients can be subjected
only to such limitations as are compatible with human
rights instruments and in accordance with a procedure
prescribed by law. In practice, this means limitations which
apply for reasons of public order, public health and other
persons’ human rights.

In some situations, the reason for restricting the rights of
the patient is an overriding interest of a third party (the so-
called ‘conflict of duties’ doctrine), i.e. the unfettered appli-
cation of the patient’s right would cause serious harm to
a third party, there is no other means to avoid the harm and
there is a reasonable expectation that the restriction would
prevent the harm. In other situations a similar justification
applies when the purpose is to avoid serious harm to the pa-
tient (the so-called therapeutic exception). As this document
addresses general principles, these exceptional limitations to
the rights of patients have mostly not been included.

PURPOSE OF THE DOCUMENT
The Principles of the Rights of Patients in Europe are

offered as a contribution to support the growing interest in
many Member States in the issues of patients’ rights. In its

scope and focus, this document seeks to reflect and express
people’s aspirations not only for improvements in their he-
alth care but also for fuller recognition of their rights as pa-
tients. In so doing, it keeps in mind the perspectives of
health care providers as well as of patients. This implies the
complementary nature of rights and responsibilities: pa-
tients have responsibilities both to themselves for their own
self-care and to health care providers, and health care provi-
ders enjoy the same protection of their human rights as all
other people. There is a basic assumption in the text that
the articulation of patients’ rights will in turn make people
more conscious of their responsibilities when seeking and
receiving or providing health care, and that this will ensure
that patient/provider relationships are marked by mutual
support and respect.

Patients should be aware of the practical contributions
they can make to the optimal functioning of the health sys-
tem. Their active participation in the diagnosis and treat-
ment process is often desirable and sometimes indispen-
sable. It is always important that they provide the relevant
health professionals with all the information required for
the purposes of diagnosis and treatment. The patient has an
essential role, the reciprocal of the provider’s, in ensuring
that the dialogue between them is carried out in good faith.

Indeed, the role patients play in the appropriate delivery
of health care should be underlined, especially in to-
day’s complex health systems which are largely supported
by collective financial mechanisms and where the economic
and equitable use of resources allocated to health care is an
objective which can be shared by health professionals and
patients alike. Equally, while patients’ participation in clini-
cal teaching must be subject to their informed consent, they
should also be aware that the competence of future profes-
sionals in part depends on patients agreeing to be involved
in their training.

IMPLEMENTATION

It is a matter for decision by countries how they might
make use of a document such as this when reviewing their
present policies on, practices in and legislative support to,
patients’ rights.

Although for the purposes of clarity of presentation
some proposals are made in a clear-cut way, the text is a set
of guidelines which could be used in policy discussions wit-
hin countries and in the formulation or reformulation, as
the case may be, of national policies, laws or official state-
ments on any or all of the issues covered. However, it is ho-
ped that this document will be of direct value to all parties,
including patient and consumer bodies involved in health
care, professional associations of physicians and of other he-
alth care providers, and associations of hospitals and other
health care establishments.

2. OBJECTIVES

Against this background, the Principles of the Rights of
Patients in Europe can be seen, in terms of content, as a do-
cument which seeks:

- to reaffirm fundamental human rights in health care,
and in particular to protect the dignity and integrity of the
person and to promote respect of the patient as a person;

- to offer for the consideration of Member States a set of
common basic principles underlying the rights of patients,
which might be used when framing or reviewing patient
care policies;

- to help patients obtain the fullest benefit from their use
of the services of the health care system, and mitigate the
effects of any problems which they may experience with
that system;

- to promote and sustain beneficial relationships between
patients and health care providers, and in particular to
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encourage a more active form of patient participation;

- to strengthen existing and afford new opportunities for
dialogue between patients’ organizations, health care provi-
ders, health administrations and wider societal interests;

- to focus national, regional and international attention
on evolving needs in patients’ rights and to foster closer
international cooperation in this field;

- to ensure the protection of fundamental human rights
and to promote the humanization of assistance to all pa-
tients, including the most vulnerable such as children, psy-
chiatric patients, the elderly or the severely ill.

3. CONCEPTUAL FOUNDATIONS

In drafting these Principles of the Rights of Patients in
Europe, the following intergovernmental instruments,
which together offer a framework and a set of basic con-
cepts which can be applied to the rights of patients, have
been taken into account:

- The Universal Declaration of Human Rights (1948),

- The International Covenant on Civil and Political Rights
19606),

- The International Covenant on Economic, Social and
Cultural Rights (1966),

- The European Convention on Human Rights and Funda-
mental Freedoms (1950),

- The European Social Charter (1961).

THE RIGHTS OF PATIENTS
1. HUMAN RIGHTS AND VALUES IN HEALTH CARE

The instruments cited in the Introduction should be
understood as applying also specifically in the health care
setting, and it should therefore be noted that the human va-
lues expressed in these instruments shall be reflected in the
health care system. It should also be noted that where
exceptional limitations are imposed on the rights of pa-
tients, these must be in accordance with human rights
instruments and have a legal base in the law of the country.
It may be further observed that the rights specified below
carry a matching responsibility to act with due concern for
the health of others and for their same rights.

1.1 Everyone has the right to respect of his or her person
as a human being.

1.2 Everyone has the right to self-determination.

1.3 Everyone has the right to physical and mental integri-
ty and to the security of his or her person.

1.4 Everyone has the right to respect his or her privacy.

1.5 Everyone has the right to have his or her moral and
cultural values and religious and philosophical convictions
respected.

1.6 Everyone has the right to such protection of health as
is afforded by appropriate measures for disease prevention
and health care, and to the opportunity to pursue his or her
own highest attainable level of health.

2. INFORMATION

2.1 Information about health services and how best to use
them is to be made available to the public in order to bene-
fit all those concerned.

2.2 Patients have the right to be fully informed about
their health status, including the medical facts about their
condition; about the proposed medical procedures, toget-
her with the potential risks and benefits of each procedure;
about alternatives to the proposed procedures, including
the effect of non-treatment; and about the diagnosis, prog-
nosis and progress of treatment.

2.3 Information may only be withheld from patients
exceptionally when there is good reason to believe that this
information would without any expectation of obvious po-
sitive effects cause them serious harm.

2.4 Information must be communicated to the patient in
a way appropriate to the latter’s capacity for understanding,
minimizing the use of unfamiliar technical terminology. If
the patient does not speak the common language, some
form of interpreting should be available.

2.5 Patients have the right not to be informed, at their
explicit request.

2.6 Patients have the right to choose who, if any one,
should be informed on their behalf.

2.7 Patients should have the possibility of obtaining a se-
cond opinion.

2.8 When admitted to a health care establishment, patients
should be informed of the identity and professional status of
the health care providers taking care of them and of any rules
and routines which would bear on their stay and care.

2.9 Patients should be able to request and be given a writ-
ten summary of their diagnosis, treatment and care on dis-
charge from a health care establishment.

3. CONSENT

3.1 The informed consent of the patient is a prerequisite
for any medical intervention.

3.2 A patient has the right to refuse or to halt a medical
intervention. The implications of refusing or halting such an
intervention must be carefully explained to the patient.

3.3 When a patient is unable to express his or her will
and a medical intervention is urgently needed, the consent
of the patient may be presumed, unless it is obvious from
a previous declared expression of will that consent would
be refused in the situation.

3.4 When the consent of a legal representative is re-
quired and the proposed intervention is urgently needed,
that intervention may be made if it is not possible to obtain,
in time, the representative’s consent.

3.5 When the consent of a legal representative is re-
quired, patients (whether minor or adult) must nevertheless
be involved in the decision-making process to the fullest
extent which their capacity allows.

3.6 If a legal representative refuses to give consent and
the physician or other provider is of the opinion that the
intervention is in interest of the patient, then the decision
must be referred to a court or some form of arbitration.

3.7 In all other situations where the patient is unable to
give informed consent and where there is no legal represen-
tative or representative designated by the patient for this pur-
pose, appropriate measures should be taken to provide for
a substitute decision making process, taking into account
what is known and, to the greatest extent possible, what may
be presumed about the wishes of the patient.

3.8 The consent of the patient is required for the preser-
vation and use of all substances of the human body. Consent
may be presumed when the substances are to be used in the
current course of diagnosis, treatment and care of that pa-
tient.

3.9 The informed consent of the patient is needed for
participation in clinical teaching.

3.10 The informed consent of the patient is a prerequisite
for participation in scientific research. All protocols must be
submitted to proper ethical review procedures. Such re-
search should not be carried out on those who are unble to
express their will, unless the consent of a legal representati-
ve has been obtained and the research would likely be in
the interest of the patient.

As an exception to the requirement of involvement being
in the interest of the patient, an incapacitated person may be
involved in observational research which is not of direct be-
nefit to his or her health provided that that person offers no
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objection, that the risk and/or burden is minimal, that the re-
search is of significant value and that no alternative methods
and other research subjects are available.

4. CONFIDENTIALITY AND PRIVACY

4.1 All information about a patient’s health status, medical
condition, diagnosis, prognosis and treatment and all other
information of a personal kind must be kept confidential,
even after death.

4.2 Confidential information can only be disclosed if the pa-
tient gives explicit consent or if the law expressly provides for
this. Consent may be presumed where disclosure is to other
health care providers involved in that patient’s treatment.

4.3 All identifiable patient data must be protected. The
protection of the data must be appropriate to the manner of
their storage. Human substances from which identifiable
data can be derived must be likewise protected.

4.4 Patients have the right of access to their medical files
and technical records and to any other files and records per-
taining to their diagnosis, treatment and care and to receive
a copy of their own files and records or parts thereof. Such
access excludes data concerning third parties.

4.5 Patients have the right to require the correction, com-
pletion, deletion, clarification and/or updating of personal
and medical data concerning them which are inaccurate,
incomplete, ambiguous or outdated, or which are not rele-
vant to the purposes of diagnosis, treatment and care.

4.6 There can be no intrusion into a patient’s private and
family life unless and only if, in addition to the patient con-
senting to it, it can be justified as necessary to the pa-
tient’s diagnosis, treatment and care.

4.7 Medical interventions may only be carried out when the-
re is proper respect shown for the privacy of the individual.
This means that a given intervention may be carried out only in
the presence of those persons who are necessary for the inter-
vention unless the patient consents or requests otherwise.

4.8 Patients admitted to health care establishments have
the right to expect physical facilities which ensure privacy,
particularly when health care providers are offering them
personal care or carrying out examinations and treatment.

5. CARE AND TREATMENT

5.1 Everyone has the right to receive such health care as is
appropriate to his or her health needs, including preventive
care activities aimed at health promotion. Services should
be continuously available and accessible to all equitably,
without discrimination and according to the financial, hu-
man and material resources which can be made available in
a given society.

5.2 Patients have a collective right to some form of repre-
sentation at each level of the health care system in matters
pertaining to the planning and evaluation of services, inclu-
ding the range, quality and functioning of the care provided.

5.3 Patients have the right to a quality of care which is
marked both by high technical standards and by a humane
relationship between the patient and health care providers.

5.4 Patients have the right to continuity of care, including
cooperation between all health care providers and/or
establishments which may be involved in their diagnosis,
treatment and care.

5.5 In circumstances where a choice must be made by pro-
viders between potential patients for a particular treatment
which is in limited supply, all patients are entitled to a fair se-
lection procedure for that treatment. That choice must be ba-
sed on medical criteria and made without discrimination.

5.6 Patients have the right to choose and change their
own physician or other health care provider and health care
establishment, provided that it is compatible with the fun-
ctioning of the health care system.

5.7 Patients for whom there are no longer medical gro-

unds for continued stay in a health care establishment are
entitled to a full explanation before they can be transferred
to another establishment or sent home. Transfer can only
take place after another health care establishment has agre-
ed to accept the patient. Where the patient is discharged to
home and when his or her condition so requires, communi-
ty and domiciliary services should be available.

5.8 Patients have the right to be treated with dignity in
relation to their diagnosis, treatment and care, which should
be rendered with respect for their culture and values.

5.9 Patients have the right to enjoy support from family,
relatives and friends during the course of care and treatment
and to receive spiritual support and guidance at all times.

5.10 Patients have the right to relief of their suffering
according to the current state of knowledge.

5.11 Patients have the right to humane terminal care and
to die in dignity.

6. APPLICATION

6.1 The exercise of the rights set forth in this document
implies that appropriate means are established for this purpose.

6.2 The enjoyment of these rights shall be secured with-
out discrimination.

6.3 In the exercise of these rights, patients shall be sub-
jected only to such limitations as are compatible with hu-
man rights instruments and in accordance with a procedure
prescribed by law.

6.4 If patients cannot avail themselves of the rights set
forth in this document, these rights should be exercised by
their legal representative or by a person designated by the
patient for that purpose; where neither a legal representative
nor a personal surrogate has been appointed, other measures
for representation of those patients should be taken.

6.5 Patients must have access to such information and
advice as will enable them to exercise the rights set forth in
this document. Where patients feel that their rights have not
been respected they should be enabled to lodge a com-
plaint. In addition to recourse to the courts, there should be
independent mechanisms at institutional and other levels to
facilitate the processes of lodging, mediating and adjudica-
ting complaints. These mechanisms would, inter alia, ensure
that information relating to complaints procedures was
available to patients and that an independent person was
available and accessible to them for consultation regarding
the most appropriate course of action to take. These mecha-
nisms should further ensure that, where necessary, assistan-
ce and advocacy on behalf of the patient would be made
available. Patients have the right to have their complaints
examined and dealt with in a thorough, just, effective and
prompt way and to be informed about their outcome.

7. DEFINITIONS

In these Principles of the Rights of Patients in Europe, the follo-
wing terms have been used with the meaning given:

PATIENT(S): User(s) of health care services, whether healthy or
sick.

DISCRIMINATION: Distinction between persons in similar cases
on the basis of race, sex, religion, political opinions, national or social
origin, associations with a national minority, or personal antipathy.

HEATH CARE: Medical, nursing or allied services dispensed by
health care providers and health care establishments.

HEALTH CARE PROVIDERS: Physicians, nurses, dentists or other
health professionals.

MEDICAL INTERVENTION: Any examination, treatment or
other act having preventive, diagnostic, therapeutic or rehabilitati-
ve aims and which is carried out by a physician or other health care
provider.

HEALTH CARE ESTABLISHMENT: Any health care facility such as
a hospital, nursing home or establishment for disabled persons.

TERMINAL CARE: Care given to a patient when it is no longer
possible to improve the fatal prognosis of his or her illness/conditi-
on with available treatment methods; as well as the care at the
approach of death.
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DEKLARACIA O PRAVACH PACIEN-
TOV V EUROPE

EUROPSKA KONZULTACIA O PRAVACH PACIENTOV,
AMSTERDAM, 28. - 30. MARCA 1994

Svetova zdravotnicka organizicia,
Regionalna uradoviia pre Europu

O Deklaricii

Na Europskej konzulticii o pravach pacientov, ktora sa
konala v Amsterdame v diloch 28. - 30. marca 1994 pod
zaStitou Regionalnej uradovne Svetovej zdravotnickej
organizacie pre Euréopu (WHO/EURO) a s pohostinnou
podporou holandskej vlady, sa zacastnilo 60 0s6b z 36
¢lenskych statov. Cielom konzulticie bolo definovat prin-
cipy a stratégie podpory priav pacientov v kontexte re-
formného procesu zdravotnickej starostlivosti, ktory pre-
bieha vo vicSine krajin.

Konzulticia sa uskutocnila ako vyvrcholenie dlhého
pripravného procesu. V tomto obdobi WHO/EURO pod-
porovalo rozvijajice sa hnutie v prospech prav pacientov,
medzi inym aj uskuto¢niovanim Studii a prieskumov o vy-
voji prav pacientov v ramci Eur6py. Tieto Studie ukazali
spolo¢ny zdujem, i viacero trendov pristupu k tomuto pro-
blému a tieZ pritomnost normativnych iniciativ v eurdp-
skych krajinach. Poukdzali aj na vhodnost dalSej podpory
rozvijania podobnych smernic v mnohych z tychto krajin.
Vysledky $tudie boli publikované v knihe Prava pacientov
v Europe (WHO 1993). S podporou holandskej vlady a na
zaklade Sirokej konzulticie s vlidami a inymi inStitdciami
v eurdpskych krajinach pripravili technicki experti navrh
Principov prav pacientov. Predstavuju sihrnny text, ktory
moZe mat vyznam a byt uZito¢nym pri vypracovani smer-
nic o pravach pacientov v tej-ktorej krajine.

Deklardcia o pravach pacientov v Eurépe konStituuje
spolo¢ny eurdpsky rimec pre aktivity v tejto oblasti
a obsahuje principy, ktoré sa prijali na Amsterdamskej
konzulticii. Deklaracia sa ma interpretovat ako zvyraz-
nenie oprdavnenia ob¢anov a pacientov na zlepSovanie
partnerstva s poskytovatelmi zdravotnickej starostlivosti
a manazérmi zdravotnickych sluzieb v procese zdravot-
nickej starostlivosti. Dufame, Ze principy priv pacientov
prijaté Amsterdamskou konzulticiou budu solidnym za-
kladom a dynamickym prostriedkom, schopnym zlepsit
nové myslenie v procese zdravotnickej starostlivosti.

Kompletny zdznam konzulticie bude uverejneny ako
zvlastna publikdcia v priebehu tohto roka.

Kodan, april 1994

DEKLARACIA O PRAVACH PACIENTOV
V EUROPE

Eurdpska konzulticia Svetovej zdravotnickej organi-
zacie (SZ0) o pravach pacientov, ktord sa konala
v Amsterdame od 28. - 30. marca 1994, prijala pripojeny
dokument (Principy prdv pacientov v Europe: Spolocny
ridmec) ako subor principov na podporu a uplatnenie
prav pacientov v eurdpskych ¢lenskych stitoch SZO.

Stretnutie venovalo detailni pozornost zvizZeniu Siro-
kej palety moznych stratégii zaloZenych na principoch
prezentovanych v dokumente a na sucasnych skusenos-
tiach ucastnikov. Podstata tychto stratégii je uvedena
nizsie.

STRATEGIE NA PODPORU PRAV PACIENTOV

Vypracovanie stratégie na podporu prav a zodpoved-
nosti pacientov treba dokladne pripravit. Ide o to, aby sa
poOvodny umysel skuto¢ne pretlmocil do praktickej aktivi-
ty, ktord ziska podporu vSetkych zucastnenych strinok.
Takato aktivita neprichddza automaticky, ale vyZaduje si
urcity ¢as, kym dosiahne plny ucinok.

Situdcia v jednotlivych Statoch je odlisna co do legisla-
tivneho riamca, zdravotnickych systémov, ekonomickych
podmienok, socidlnych, kultirnych a etickych hodnot.
Existuju vsak isté spoloc¢né pristupy, ktoré mozno vhod-
ne prisposobit podmienkam kazdej krajiny. Povzbudzuje-
me vsetkych zainteresovanych v naSich krajinich, aby za-
cali alebo obnovili mnohoraké stratégie uplatnenia prav
pacientov, ktoré si budu vyzadovat vicsinu alebo vSetky
nasledujuce komponenty:

- zakony alebo iné predpisy, upresfiujuce prava, naroky
a zodpovednost pacientov, zdravotnickych pracovnikov
a inStitdcii zdravotnickej starostlivosti;

- lekarske a iné profesijné kodexy, charty pacientov
a podobné dokumenty, vypracované vo svetle prijatého
spolo¢ného stanoviska zastupcov obcanov, pacientov,
zdravotnickych a riadiacich pracovnikov, ktoré sa pravi-
delne reviduje podla zmeny aktualnych podmienok;

- vytvaranie spojeni medzi a vo vanutri skupin pacien-
tov a poskytovatelov zdravotnickej starostlivosti, pricom
sa reSpektuje rozdiel medzi icastou obc¢anov a pouZivate-
Tov (zdravotnickych sluzieb);

- vladna podpora zaloZenia a efektivnej ¢innosti mimo-
vladnych organizicii pracujucich na poli prav pacientov;

- nirodné kolokvid a konferencie umoznujice spolo¢-
né stretnutie zainteresovanych stranok, zamerané na vy-
tvorenie a podporu vzijomného porozumenia,

- zapojenie masovych médii pri informovani verejnos-
ti, stimulovani konstruktivnej debaty, a venovani trvalej
pozornosti pravam a zodpovednosti pacientov a pouZiva-
telov zdravotnickej starostlivosti, ako aj organom, ktoré
ich reprezentuju;

- zlepSenie vycviku v komunikicii a schopnosti argu-
mentdcie pre zdravotnickych pracovnikov, ako aj pre pa-
cientov a iné skupiny pouzivatelov zdravotnickych slu-
Zieb, aby sa dosiahol pokrok v naleZitom porozumeni
perspektiv a roli vSetkych zainteresovanych;

- podpora vyskumu zameranému na hodnotenie a do-
kumentaciu efektivnosti legislativnych a inych opatreni
a rozli¢nych iniciativ, ktoré sa uskutociiuju v rozdielnych
kontextoch réznych krajin.

MEDZINARODNE AKTIVITY

Spolupraca medzi SZO, Radou Eurdpy a Eurépskou
iniou zamerand na podporu priv pacientov sa dalej po-
silni aktivitou zacatou v dosledku tejto konzulticie. Kon-
zistentnost konkrétnych stanovisk, koordinacia stratégii
uplatnenia a pochopenie toho, ako ¢o najlepS$ie vyuZit
vlastné zdroje a kompetencie su zdkladnymi zloZkami tr-
valého eurdpskeho hnutia na rozvijanie a ochranu prav
pacientov a ich profesionalnych poskytovatelov a porad-
cov. Medzinirodné mimovlidne organizicie maju tiez
zohrat dolezita ulohu pri podpore prav pacientov.

Nadchadzajuca Regionalna konferencia SZO o zdravot-
nej politike poskytne vyznamnu prileZitost na dalSie pre-
sadzovanie prav pacientov v Eur6pe. Navrhovani Re-
giondlna konferencia SZO o systémoch zdravotnictva
v Eurépe v obdobi zmeny, ktord sa uskuto¢ni vo Viedni
v roku 1996, bude skumat aj otazky tykajice sa prav, roli
a zodpovednosti pacientov a poskytovatelov zdravot-
nickej starostlivosti. Navrhujeme SZO, aby Regionilna
uradovia zalozila vhodny mechanizmus monitorovania
vyvoja v jednotlivych krajinach a predloZila zistenia Vie-
denskej konferencii.
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PRINCIPY PRAV PACIENTOV V EUROPE:
SPOLOCNY RAMEC

UvVOD
1. VYCHODISKA

Socidlny, ekonomicky, kultirny, eticky a politicky vyvoj
v Eurépe dali vzniknat hnutiu zameranému na uplnejsie vy-
pracovanie a naplnenie prav pacientov. Podporu ziskali nové
a pozitivnejsie koncepcie tychto prav. Bolo to zc¢asti odra-
zom ustrednej polohy, ktord sa dala plnému uplatneniu kon-
cepcie reSpektovania (Tudskej) osoby a tiez poziadavky rov-
nosti v zdravi, ako cielov politiky ¢lenskych Stiatov. V dosled-
ku toho sa v sicasnosti prejavuje zvySeny doraz na podporu
individualnej volby a moZnosti slobodne ju uplatnit, a tiez
odhodlanie budovat mechanizmy na zabezpecenie kvality
starostlivosti.

Zmeny v ramci systémov zdravotnictva, akymi s ich
vzrastajuca zloZzitost, d'alej skuto¢nost, Ze medicinska prax sa
stala nebezpecnejSou a v mnohych pripadoch eSte neosob-
nejSou a odludstenejSou, pricom casto zahfna byrokraciu;
nemenej aj pokrok dosiahnuty v lekdrskej a zdravotnickej
vede a technologii, toto vSetko polozilo novy doraz na vy-
znam uznania prava jednotlivca na sebaurcenie a na potrebu
znovu formulovat zaruky i dalSich prav pacientov.

Zaroven od roku 1945, kedy v Charte Spojenych nirodov
¢lenské Staty znovu potvrdili svoje presvedcenie o zaklad-
nych ludskych priavach, vo svete narastal vyznam hnutia
Iudskych prav. Nasledovalo prijatie V§eobecnej deklaracie
Tudskych prav (10. decembra 1948) a 4. novembra 1950 pod-
pis Eurépskej konvencie o l'udskych pravach. Vlady stile viac
a aktivnejSie venuju pozornost tymto otizkam. Stidia Sveto-
vej zdravotnickej organizacie o pravach pacientov v Europe
ukazuje, Ze sa zvySuje miera spolo¢ne uzndvanych principov,
ktoré sa prijimaju v mnohych krajinich a javia sa ako nezi-
vislé od charakteristik zdravotnickeho systému tej-ktorej kra-
jiny. Zda sa, Ze je vhodné takyto trend dalej posilnit. Tento
dokument je pokusom formulovat subor prav pacientov, kto-
ry odrdza vyvijajice sa koncepcie a je doleZzity vzhladom na
kontext, v ktorom sa zdravotnicka starostlivost bude posky-
tovat v budicnosti.

Principy prav pacientov v Eur6épe boli navrhnuté pri pl-
nom uvedomeni si price tych, ktori sa v minulosti podujali
vypracovat $pecifické dokumenty o pravach pacientov. Pre-
dosl€é snahy boli vSak vicSinou smerované na urcité skupiny,
alebo sa zaoberali istymi $pecifickymi aktivitami zdravotnic-
kej starostlivosti, alebo pristupovali k pravam pacientov
z perspektivy povinnosti a zodpovednosti poskytovatelov
zdravotnickej starostlivosti alebo zdravotnickych zariadeni.
Pritomny text je vysledkom pokusu nanovo koncentrovat tie-
to zaujmy z pohladu pacienta ako pouZivatela a partnera
zdravotnickej starostlivosti v jej rozli¢nych formach. Umysel-
ne bol formulovany vSeobecne, a pokial mozZno, vyhyba sa
odvolavkam na podmienky urcitej skupiny alebo ilustrativne
priklady. Myslime v3ak, Ze toto vysvetlenie vS§eobecnych do-
vodov zahfna zakladné principy a koncepcie, ktoré treba pri-
jat pri presadzovani a zaisteni prav pacientov v urcitej kraji-
ne alebo situdcii. Text nezahffia priamo otdzKky jeho uplat-
nenia, nakolko tieto su nevyhnutne Specifické pre pre danu
krajinu alebo situdciu. Bol v8ak navrhnuty v presvedceni, Ze
uvedené smernice mozno dalej rozpracovat v ramci jednotli-
vych krajin, aby vyhovovali ich zvlaStnym potrebidm a okol-
nostiam.

VEDUCE PRINCIPY

V tomto texte je pojem zdravotnickej starostlivosti od-
vodeny z principov rezolucie Svetového zdravotnickeho
zhromazdenia o zdravi pre vSetkych (WHA30.43) a savisiace-
ho modelu zdravotnickej starostlivosti nac¢rtnutého v Dekla-
racii z Alma-Aty. Zdravotnicka starostlivost zahffia plné
spektrum sluZieb pokryvajucich podporu a ochranu zdravia,
prevenciu ochoreni, diagnézu, liecbu, oSetrovatelsku sta-
rostlivost a rehabilitdciu. Pacient sa preto stretdva s celym ra-

dom poskytovatelov zdravotnickej starostlivosti a vypliia
rozli¢né roly, od chorej a zdvislej osoby po klienta dostivajui-
ceho odporucanie pre konzumenta, alebo konzumenta ziska-
vajuceho zdravotné produkty pre vlastné pouzitie. Naviac,
spominané spektrum roli pacienta prepokladd kontinuum
zdravotnych stavov od vysokej tirovne dobrého stavu zdravia
po trvalé postihnutie a termindlne ochorenie.

Pri nardbani s pravami pacientov je potrebné rozliSovat
medzi socidlnymi a individudlnymi pravami. Socidlne prava
sa v zdravotnickej starostlivosti vztahuji na zdvizky spoloc¢-
nosti, ktoré preberd alebo presadzuje vldda a iné verejné ale-
bo sukromné inStiticie, zabezpeclit obyvatelstvu poskyto-
vanie primeranej zdravotnickej starostlivosti. Co sa povazuje
za primerané v zmysle objemu a rozsahu dostupnych sluzieb
a stupnia komplikovanosti technolégie a Specializicie, to
bude zdvisiet od politickych, socidlnych, kultirnych a ekono-
mickych faktorov. Socidlne prava suvisia aj s rovaym pristu-
pom k zdravotnickej starostlivosti pre vSetkych, ¢o byvaju
v danej krajine alebo geopolitickej oblasti, a elimindciou ne-
opravnenych diskrimina¢nych bariér, ¢i uz financnych, ze-
mepisnych, kultarnych, alebo socidlnych a psychologickych.

Socidlne prava sa uzivaju kolektivne a maju vztah k trovni
vyvoja danej spolo¢nosti; su do istej miery aj predmetom po-
litického rozhodnutia o prioritich vyvoja spolo¢nosti.

Individudlne prdva v starostlivosti o pacienta sa naproti
tomu vyjadruju skor v absolatnych pojmoch. Ked sa uplatiiu-
ju, mozZno ich vynucovat v zdujme individudlneho pacienta.
Tieto prava pokryvaju také oblasti, ako su integrita osoby, su-
kromie, nabozZenské presvedcenie. Hoci tento text sa zaobe-
rd aj socidlnymi pravami, hlavny doraz sa kladie na individu-
alne prava. Koncepcénym zikladom pre takyto pristup k pra-
vam pacientov su najmi viaceré medzivladne deklaricie, kto-
ré sa vztahuju na ludské priva a slobody. Umyslom nie je vy-
tvarat nové priva, ale aplikovat ich v jedinom suvislom, su-
hrnnom vyjadreni v oblasti pacientov a zdravotnickej sta-
rostlivosti. Pre podobné dovody sa text nezaoberd v§eobec-
nymi pravami, povinnostami a zodpovednostou, ktoré pokry-
vaju zakony a sudna prax kazdej krajiny.

Dalsi problém predstavuje moZnost vinimoc¢ného obme-
dzenia urcitych prav pacientov. Tieto pripady sa vicSinou
z textu vynechali, aby bolo vyjadrenie navrhovanych prav ¢o
najjasnejSie a najjednoduchsie. Preto je vhodné hned na za-
¢iatku objasnit povahu hlavnych foriem obmedzenia. Vynim-
ky z prav pacientov su zvycajne predvidané zakonom. Hlavny
princip, ktory sa uplatiiuje v tychto pripadoch, hovori, Ze pa-
cientov mozno podrobit iba takym obmedzeniam, ktoré su
zlucitelné s dokumentmi l'udskych prav a su v sulade s postu-
pom predpisanym zdikonom. V praxi ide o obmedzenia, ktoré
sa uplatiuju kvoli verejnému poriadku, verejnému zdraviu
a ochrane [udskych prav inych osob.

V niektorych situdciach je dovodom obmedzenia prav pa-
cienta prevazujuci zdujem tretej strany (tzv. princip “kon-
fliktnych povinnosti”). Prichddza do tvahy, ak by neobme-
dzené uplatnenie prava pacienta spdsobilo zdvazné posko-
denie tretej strane, nie je ind moZnost ako odvratit posko-
denie a mozno primerane predpokladat, Ze dané obme-
dzenie predide vzniku poSkodenia. Podobné zddovodnenie
plati aj v tych pripadoch, ked je ucelom odvratit zdvazné
poskodenie pacienta (tzv. terapeuticka vynimka). Kedze ten-
to dokument sa zaoberd v§eobecnymi principmi, spominané
vynimoc¢né obmedzenia priav pacientov zvicsa do textu ne-
boli zahrnuté.

UCEL DOKUMENTU

Principy prav pacientov v Eurépe sa ponukaju ako prispe-
vok na podporu vzrastajiceho zdujmu mnohych clenskych
Statov o otdzKy prav pacientov. Vo svojom zdbere a zamerani
sa tento dokument snazi odrazat a vyjadrit nielen usilie I'udi
o zlepSenie vlastnej zdravotnickej starostlivosti, ale aj
o plnsie re$pektovanie svojich priv ako pacientov. V tejto
snahe ma na zreteli rovnako hladisko poskytovatelov zdra-
votnickej starostlivosti ako hladisko pacientov. To zahffia
komplementirnu povahu priv a povinnosti: pacienti maju
zodpovednost rovnako za seba samych, za svoju vlastnu sta-
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rostlivost, ako aj voci poskytovatelom zdravotnickej starostli-
vosti, a poskytovatelia zdravotnickej starostlivosti maja pra-
vo na rovnakud ochranu svojich Iudskych priav ako ostatni
Iudia. Zakladny predpoklad textu je v tom, Ze formulovanie
prav pacientov pomoze na druhej strane si lepsie uvedomit
vlastna zodpovednost, ked ¢lovek vyhladava, prijima alebo
poskytuje zdravotnicku starostlivost, ¢o zaisti, aby sa vztahy
medzi pacientom a poskytovatelom zdravotnickej starostli-
vosti vyznacovali vzijomnou podporou a tictou.

Pacienti si maju uvedomovat prakticky prispevok, ktory
mozu poskytnut pre optimalne fungovanie zdravotnickeho
systému. Ich aktivna ucast v diagnostickom a lie¢ebnom pro-
cese je ziaduca a niekedy nepostridatelnd. Vidy je dolezité,
aby poskytli prislusnym zdravotnickym pracovnikom vsetky
informadcie, ktoré su potrebné pre ucely diagnostiky a liecby.
Pacient ma podstatnu dlohu, recipro¢nu s ulohou poskytova-
tela zdravotnickej starostlivosti, aby ich vzdjomny dialég bol
skutocne vedeny s potrebnou doverou.

Ulohu, ktord zohrdvaju pacienti pri nileZitom poskytova-
ni zdravotnickej starostlivosti, je potrebné osobitne zdoraz-
nit. Zvlast prichadza do uvahy v sucasnych komplexnych
zdravotnickych systémoch, udrZzovanych prevazne kolektiv-
nymi finanénymi mechanizmami, kde efektivne a spravodli-
vé pouzitie prostriedkov pridelenych do zdravotnictva mozZe
byt spolo¢nym cielom tak zdravotnickych pracovnikov ako
aj pacientov. Podobne, hoci ucast pacientov pri klinickej vy-
uke musi byt vecou ich informovaného sthlasu, maju si tieZ
uvedomovat, Ze kompetencia buducich odbornikov do istej
miery zavisi aj od ochoty pacientov zucastiovat sa na ich vy-
cviku.

UPLATNENIE DOKUMENTU

Je vecou rozhodnutia jednotlivych krajin ako pouziju ten-
to dokument pri revizii svojej sucasnej politiky, praxe a legi-
slativnej podpory vo vztahu k pravam pacientov.

Hoci pre jasnost prezenticie textu su niektoré navrhy for-
mulované jednozna¢nym sposobom, text predstavuje subor
smernic, ktoré sa moézu pouzit pri diskusiach o pristupe
k privam pacientov v rimci jednotlivych krajin. Podobne aj
pri formulécii alebo prepractvani Stdtnej politiky, zdkonov
alebo oficidlnych vyhliseni vo veci niektorych alebo vset-
kych spominanych problémov. Predpoklada sa, Ze tento do-
kument bude mat priamu hodnotu pre vsetky zucastnené
strany, vratane organizicii pacientov a konzumentov zainte-
resovanych do zdravotnickej starostlivosti, profesijnych
organizacii lekdrov a inych poskytovatelov zdravotnicke;j sta-
rostlivosti, ako aj asocidcii nemocnic a inych zariadeni zdra-
votnickej starostlivosti.

2. CIELE

Na uvedenom zdklade mozno ¢o do obsahu Principy prav pa-
cientov v Eurdpe vidiet ako dokument, ktorého cielom je:

- zdoraznit zdkladné Tudské prava v zdravotnickej sta-
rostlivosti, zvlast ochranovat dostojnost a integritu (I'udskej)
osoby a presadzovat reSpektovanie pacienta ako osoby;

- ponuknut na zvizenie ¢lenskym Stitom subor spoloc-
nych zdkladnych principov tvoriacich zdklad prav pacientov,
ktoré mozno pouzit pri vytvarani alebo prehodnocovani
smernic starostlivosti o pacienta;

- pomoct pacientom dosiahnut ¢o najplnsi uzitok pri po-
uzivani sluzieb zdravotnickeho systému a zmenSit dosledky
problémov, s ktorymi sa m6Zu zo strany tychto systémov
stretnut;

- podporovat a udrziavat uzito¢né vztahy medzi pacienta-
mi a poskytovatelmi zdravotnickej starostlivosti, a zvldst po-
vzbudit aktivnejSiu formu ucasti zo strany pacientov;

- posilnit existujice a poskytnut nové prileZitosti dialogu
medzi organizaciami pacientov, poskytovatelmi zdravotnic-
kej starostlivosti, riadenim zdravotnictva a $ir§imi zdujmami
spolo¢nosti;

- sustredovat Statnu, regiondlnu a medzinarodnu pozor-
nost na vyvijajice sa potreby v oblasti prav pacientov a pod-
porovat uz$iu medzindrodnu spolupricu v tejto oblasti;

- zabezpecit ochranu zdkladnych Iudskych priav a podpo-
rovat humanizdciu pomoci vSetkym pacientom, vritane tych
najzranitel'nejSich, ktorymi su deti, psychiatricki pacienti,
stari alebo tazko chori ludia.

3. KONCEPCNE ZAKLADY

Pri vypracovani tychto Principov prav pacientov v Eurépe
sa vzali do uvahy nasledovné medzivlidne dokumenty, ktoré
poskytuji spolo¢ny rdmec a subor zikladnych pojmov, ktoré
mozno aplikovat na prava pacientov:
- VSeobecna deklaricia ludskych prav (1948),
- Medzindrodnd konvencia o obcianskych a politickych
pravach (1966),

- Medzindrodna konvencia o ekonomickych, socidlnych
a kultirnych pravach (1966),

- Europska konvencia o Iudskych prdvach a zdkladnych
slobodach (1950),

- Europska socialna charta (1961).

PRAVA PACIENTOV

1. LUDSKE PRAVA A HODNOTY V ZDRAVOTNICKEJ
STAROSTLIVOSTI

Dokumenty citované v uvode sa maju povazovat za Speci-
ficky platné aj pre oblast zdravotnickej starostlivosti. Preto
[udské hodnoty, vyjadrené v tychto dokumentoch, sa maju
odrazat v zdravotnickom systéme. Rovnako treba pripome-
nut, Ze ak sa vynimocne uplatiuji obmedzenia prav pacien-
tov, musia byt v silade s dokumentmi 'udskych priav a mat
pravny zdklad v zdkonodarstve danej krajiny. Dalej moZno
konStatovat, Ze nizsie Specifikované priva nesu suvztaznu
zodpovednost konat s ndlezitym zdujmom o zdravie inych,
ako aj v zdujme ich rovnakych prav.

1.1 Kazdy ¢lovek ma priavo na reSpektovanie svojej osoby.

1.2 Kazdy ma pravo na sebaurcenie.

1.3 Kazdy ma pravo na telesnu a duSevnu celistvost (inte-
gritu) a bezpecnost svojej osoby.

1.4 Kazdy md pravo na reSpektovanie svojho sikromia.

1.5 Kazdy ma pravo na re$pektovanie svojich moralnych
a kultirnych hodndt, ako aj nabozZenského a filozofického
presvedcenia.

1.6 Kazdy ma pravo na taka ochranu zdravia, akd poskytu-
ju primerané opatrenia prevencie ochoreni a zdravotnicka
starostlivost, a na moznost usilovat sa o ziskanie najvys$sej do-
siahnutel'nej irovne svojho zdravia.

2. INFORMACIA

2.1 Informadcia o zdravotnickych sluzbich a o tom, ako ich
¢o najlepsie pouZzivat, sa ma poskytnut Sirokej verejnosti, aby
prospievala vSetkym zainteresovanym.

2.2 Pacienti maju pravo byt plne informovani o svojom
zdravotnom stave, vritane medicinskych skuto¢nosti; o navr-
hovanych lekirskych vykonoch, vritane potencidlnych rizik
a prinosu kazdého vykonu; o alternativach k navrhovanym vy-
konom, vriatane dosledkov neuskutocnenia liecby; ako aj
o diagndze, progndze a postupe liecby.

2.3 Pacientovi mozno vynimocne informiciu zadrzat vte-
dy, ak je zavazny dovod predpokladat, Ze tito informdcia by
bez akéhokolvek priaznivého ucinku sposobila jeho zdvazné
poskodenie.

2.4 Informacia sa pacientovi musi ozndmit primeranym
sposobom a s ohladom na jeho schopnost jej porozumiet.
Pouzitie nezndmej technickej terminoldgie musi byt mini-
malne. Ak pacient nekomunikuje v danom jazyku, je potreb-
né zabezpecit timocenie.

2.5 Pacienti maju pravo nebyt informovani, ak o to vyslov-
ne poZziadajd.

2.6 Pacienti si maji pravo vybrat, kto (ak vobec niekto)
ma byt informovany v ich mene.

2.7 Pacienti maju mat mozZnost ziskat si dalsi [odborny]
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ndzor [na svoj zdravotny stav].

2.8 Pri prijati do zdravotnickeho zariadenia maju byt pa-
cienti informovani o mene a profesiondlnom postaveni zdra-
votnickych pracovnikov, ktori sa o nich staraju, ako aj o vSet-
kych pravidlich a beznych postupoch, ktoré sa tykaju ich po-
bytu a starostlivosti.

2.9 Pri prepusteni zo zdravotnickeho zariadenia maju mat
pacienti moznost ziadat a obdrzat pisomny suhrn svojej diag-
nozy, lie¢by a oSetrovania.

3. SUHLAS

3.1 Informovany suhlas pacienta je podmienkou kazdého
medicinskeho zasahu.

3.2 Pacient mé pravo odmietnut alebo zadrzat medicinsky
zasah. Dosledky odmietnutia alebo zadrzania takéhoto zdsa-
hu sa musia pacientovi starostlivo vysvetlit.

3.3 Ked pacient nie je schopny vyjadrit svoju volu a medi-
cinsky zdsah je urgentne potrebny, mozno jeho suhlas pred-
pokladat, pokial z predoslého vyslovného vyjadrenia vole pa-
cienta nie je zrejmé, Ze v danej situdcii by suhlas odmietol.

3.4 Ak sa vyzaduje stihlas zikonného zastupcu a navrhova-
ny zasah je urgentne potrebny, mozno tento zdsah vykonat aj
vtedy, ak nie je moZné vcas suhlas zakonného zastupcu za-
bezpecit.

3.5 Ak sa vyzaduje stuhlas zikonného zdstupcu, pacienti
(¢i uz maloleti alebo dospeli) sa musia podielat na rozhodo-
vacich procesoch do maximdilnej miery, ktora dovoluju ich
schopnosti.

3.6 Ak zakonny zdstupca odmieta dat sihlas a lekdr alebo
iny poskytovatel starostlivosti je ndzoru, ze dany zdsah je
v zdujme pacienta, musi sa rozhodnutie odovzdat sidu alebo
inej forme arbitrdZneho rozhodovania.

3.7 Vo vSetkych ostatnych situdcidch, kedy pacient nie je
schopny dat informovany sahlas a kde niet zdkonného zds-
tupcu alebo zdstupcu urceného pacientom pre takyto ucel,
maja sa prijat primerané opatrenia na zabezpecenie ndhrad-
ného rozhodovacieho procesu, beruc do uvahy to, €o je zna-
me a ¢o s najvicSou moznou istotou mozno predpokladat
o prianiach pacienta.

3.8 Suhlas pacienta sa vyZaduje pre skladovanie a pouZitie
vsetkych zloziek ludského tela. Sthlas mozno predpokladat,
ak sa maju pouzit v aktuidlnom priebehu diagnostiky, lie¢by
a starostlivosti o daného pacienta.

3.9 Informovany suhlas pacienta je potrebny na jeho
ucast v klinickej vyuke.

3.10 Informovany suihlas pacienta je podmienkou jeho
ucasti vo vedeckom vyskume. Vsetky vyskumné protokoly sa
musia predlozit na nilezité etické posudenie. Vyskum ne-
mozno vykonat na tych osobdch, ktoré nie su schopné vy-
jadrit svoju volu, pokial sa neziskal suhlas pravneho zistup-
cu a vyskum nie je hodnoverne v zdujme pacienta.

Ako vynimka z poZziadavky, aby ucast vo vyskume bola
v zdujme pacienta, mOZe sa nesvojpravna osoba zuacastnit
observa¢ného vyskumu, ktory neprind$a priamy prospech
pre jej zdravie, za podmienky, Ze tito osoba nevyjadruje
(vod¢i tomu) Ziadne namietky, Ze riziko a/alebo zataz st mini-
malne, Ze vyskum mi vyznamnu hodnotu a Ze nie su k dispo-
zicii Ziadne alternativne metddy alebo vyskumné subjekty.

4. DOVERNOST A SUKROMIE

4.1 V3etky informacie o zdravotnom stave pacienta, jeho
ochoreni, diagnoze, progndze a liecbe, ako aj kazda dalsia
informdcia osobného charakteru sa musia povazovat za do-
verné, a to aj po jeho smrti.

4.2 Doverna informicia sa m6ze oznimit len vtedy, ak pa-
cient k tomu udeli svoj vyslovny suhlas, alebo ak je to umoz-
nené zikonom. Sthlas mozno predpokladat, pokial ide
o oznidmenie informdcie inym poskytovatelom zdravotnickej
starostlivosti [zdravotnickym pracovnikom] zucastnenym na
jeho liecbe.

4.3 Vsetky osobne identifikovatelné udaje o pacientovi
musia byt ndleZite chranené. Ochrana udajov musi byt pri-
merand sposobu ich uchovavania. Rovnako chrineny musi

byt aj kazdy Tudsky materidl, z ktorého mozno identifikova-
tel'né udaje ziskat.

4.4 Pacienti maju pravo pristupu k svojej zdravotnej doku-
mentdcii, k technickym zdznamom a ku vSetkej d'alSej doku-
menticii a ziznamom tykajucim sa ich diagndzy, liecby a oSe-
trovania. Maju tiez pravo obdrzat kopiu svojej dokumenticie
a zdznamov, alebo ich casti. Z tohto pristupu sa vylucuju uda-
je tykajuce sa inych osob.

4.5 Pacienti maja pravo pozadovat opravu, kompletizaciu,
vypustenie, objasnenie alebo aktualiziciu osobnych a medi-
cinskych udajov, ktoré sa ich tykaju a st nepresné, neiplné,
nejednoznacné alebo zastaralé, alebo ktoré nie si vyznamné
pre ucely ich diagnodzy, liecby alebo oSetrovania.

4.6 Zasah do sukromia alebo rodinného Zivota pacienta
nie je pripustny. Takyto zasah moZno vykonat vtedy a len vte-
dy, ak pacient nielen udeli k nemu svoj vyslovny suhlas, ale
ak ho sucasne mozno povazovat za potrebny pre pacientovu
diagnozu, lie¢bu a oSetrovanie.

4.7 Medicinske zasahy mozno vykonat iba vtedy, ak sa na-
lezite reSpektuje sukromie jednotlivca. To znamend, Ze dany
vykon mozno uskutocnit iba v pritomnosti tych osob, ktoré
su potrebné pre jeho vykonanie, pokial pacient nesihlasi
alebo nepozaduje inak.

4.8 Pacienti prijimani do zdravotnickeho zariadenia maji
pravo ocakavat také vecné vybavenie zariadenia, ktoré zaisti
ich sukromie, a to zvlast vtedy, ked im zdravotnicki pracov-
nici poskytuju osobnu starostlivost, vykondvaju vySetrenia
alebo lie¢bu.

5. STAROSTLIVOST A LIECBA

5.1 Kazdy md pravo na poskytnutie zdravotnickej sta-
rostlivosti, ktord je primerand jeho zdravotnym potrebdm,
vratane preventivnej starostlivosti a ¢innosti zameranych na
podporu zdravia. Zdravotnicke sluzby maja byt k dispozicii
priebezne. Maju byt dostupné pre vSetkych spravodlivo, bez
diskrimindcie a podla finan¢nych, [udskych a materidlnych
zdrojov, ktoré mozno v danej spolo¢nosti dat k dispozicii.

5.2 Pacienti maju kolektivne pravo na urciti formu svojej
reprezenticie na kazdom stupni zdravotnickeho systému vo
veciach suvisiacich s planovanim a vyhodnocovanim [zdra-
votnickych] sluzieb, vratane rozsahu, kvality a fungovania
poskytovanej starostlivosti.

5.3 Pacienti maju pravo na takua kvalitu starostlivosti, kto-
rd sa vyznacuje sucasne vysokou technickou drovfiou a hu-
mannym vztahom medzi pacientom a jej poskytovatelmi
[zdravotnickymi pracovnikmi].

5.4 Pacienti majui pravo na kontinuitu starostlivosti, vrata-
ne spoluprice medzi vSetkymi poskytovatelmi zdravotnickej
starostlivosti a zdravotnickymi zariadeniami, ktori/€é sa mozu
podielat na ich diagnostike, liecbe a starostlivosti.

5.5 V okolnostiach, ked sa zo strany poskytovatelov [zdra-
votnickej starostlivosti] musi robit vyber medzi potencidlny-
mi pacientami na urcity druh liec¢by, ktory je dostupny iba
v obmedzenej miere, vietci pacienti maji pravo zucastnit sa
v spravodlivom vyberovom postupe tykajucom sa tejto lie¢-
by. Vyber musi byt zaloZeny na medicinskych kritéridch
a vykondvany bez akejkolvek diskrimindacie.

5.6 Pacienti maju pravo si vybrat a zmenit svojho lekira,
alebo iného poskytovatela zdravotnickej starostlivosti
[zdravotnickeho pracovnika], ako aj zdravotnicke zariadenie,
za predpokladu, Ze je to zlucitelné s fungovanim daného
zdravotnickeho systému.

5.7 Pacienti, u ktorych uZ nie si medicinske dovody pre
dal$i pobyt v zdravotnickom zariadeni, maju pravo na do-
kladné poucenie pred ich prekladom do iného zdravotnicke-
ho zariadenia alebo pred prepustenim domov. Preklad sa
mozZe uskutocnit iba vtedy, ak dané zdravotnicke zariadenie
suhlasilo s prijmom pacienta. Ak je pacient prepustany do-
mov a jeho zdravotny stav to vyzZaduje, musia byt k dispozicii
potrebné komunitné a domice sluzby.

5.8 Pacienti maji pravo na dostojné zaobchddzanie v su-
vislosti so svojou diagndzou, liecbou a oSetrovanim, ktoré sa
maju poskytovat s reSpektovanim ich kultary a hodnot.

5.9 Pacienti maju pocas trvania [zdravotnickej] starostli-
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vosti a liecby pravo na podporu zo strany svojej rodiny, pri-
buznych a priatelov, ako aj pravo na duchovnu podporu a ve-
denie v kazdom case.

5.10 Pacienti maju prdavo na ulavu vo svojom utrpeni v su-
lade so sucasnym stavom [medicinskeho] poznania.

5.11 Pacienti maju pravo na humannu termindlnu sta-
rostlivost a pravo umriet dostojne.

6. UPLATNENIE

6.1 Uplatnenie prav predloZenych v tomto dokumente
predpoklada, Ze sa vytvoria na tento ucel primerané pros-
triedky.

6.2 Uplatnenie tychto prav musi byt zaistené bez diskrimindcie.

6.3 Pri uplatneni tychto priv moZno pacientov podrobit
iba takym obmedzeniam, ktoré su v sulade s dokumentami
[udskych prav a s postupom uréenym podla zikona.

6.4 Ak pacienti nemo6Zu uplatfiovat prava predlozené
v tomto dokumente sami, maju sa [tieto] uplatnit prostred-
nictvom ich priavneho zastupcu, alebo osoby, ktort pacient
na tento ucel urcil; pokial pravny ani osobny zdstupca nebol
urceny, je potrebné uplatnit iné spésoby zastupovania [tych-
to pacientov].

6.5 Pacienti musia mat pristup k takym informaciam a po-
radenstvu, ktoré im umozni uplatnit priava predlozené v tom-
to dokumente. Ak su pacienti ndzoru, Ze ich prava neboli res-
pektované, musi sa im umoznit podanie staznosti. Okrem
pristupu k sidom, musia existovat nezdvislé mechanizmy na
arovni zdravotnickych zariadeni a na inych drovniach, na
ulahcenie procesov podavania, sprostredkovania a posudzo-
vania staznosti. Tieto mechanizmy musia okrem iného zabez-
pecit, aby informadcie, ktoré sa tykaju staznosti, boli pre pa-
cientov dostupné, a aby bola pre pacientov k dispozicii neza-
visld osoba na konzulticie o voIbe najvhodnejSieho postupu
v danom pripade. Tieto mechanizmy maju dalej zaistit, kde je
to potrebné, pomoc a pravne zastupovanie v zaujme pacien-
ta. Pacienti maju pravo na dokladné, spravodlivé, efektivne
a promptné vySetrenie a posudenie svojich staznosti, ako aj
na informdaciu o ich vysledku.

7. DEFINICIE

V tychto Principoch prav pacientov v Eurépe sa pouzili
nasledovné terminy s tymto vyznamom:

PACIENT(D): pouzivatel(lia) zdravotnickych sluzieb, zdra-
vy/i alebo chory/i.

DISKRIMINACIA: rozliovanie medzi osobami v podob-
nych pripadoch na zdklade rasy, pohlavia, nidboZenstva, poli-
tického nidzoru, nirodného alebo socidlneho poévodu, v sua-
vislosti s nirodnou mensinou alebo osobnou antipatiou.

ZDRAVOTNICKA STAROSTLIVOST: lekirske, oSetrovatel-
ské alebo suvisiace sluzby vykondvané poskytovatelmi zdra-
votnickej starostlivosti a zdravotnickymi zariadeniami.

POSKYTOVATELIA ZDRAVOTNICKE]J STAROSTLIVOSTI:
lekari, sestry, dentisti alebo ini zdravotnicki pracovnici.

MEDICINSKY VYKON: kazdé vysetrenie, lie¢ba alebo iny
ukon majuci preventivny, diagnosticky, liecebny alebo reha-
bilitacny zdmer, ktory vykonava lekar alebo iny poskytovatel
zdravotnickej starostlivosti.

ZDRAVOTNICKE ZARIADENIE: kazdé zdravotnicke zaria-
denie, ako nemocnica, dom opatrovatel'skej sluzby alebo za-
riadenie pre [zdravotne] postihnuté osoby.

TERMINALNA STAROSTLIVOST: starostlivost poskytovana
pacientovi, ked uz nie je mozné zlepsit fatilnu [velmi zlu]
prognozu jeho ochorenia/stavu dostupnymi liecebnymi me-
todami; ako aj starostlivost pri pribliZeni sa smrti.

Z anglického originilu preloZil MUDr. Jozef Glasa.

(Pozn. prekladatela: Slova v [ ] zatvorkdch boli vloZzené do
textu prekladu kvoli lepSiemu porozumeniu. Preklad nepre-
Siel jazykovou upravou.)

Z KONGRESOV A KONFERENCII

CONGRESSES & CONFERENCES

AKCNY PROGRAM MEDZINARODNE]J KONFE-
RENCIE O POPULACII A ROZVOJI V KAHIRE

Program of Action of the International Conference on Popu-
Iation and Development (ICPD), Cairo (Egypt), 5 - 13 Sep-
tember 1994

J. Glasa
Ustav medicinskej etiky a bioetiky, Bratislava

Akokolvek rozpornou a nezrozumitelnou sa mohla javit
kdhirskd konferencia menej zasvitenému pozorovatelovi,
predsa vsetci ucastnici i vSetky viac alebo menej ohranicené
a proti sebe stojace “tdbory” sa uplne zhodli v jednom: bola
konferenciou vskutku historickou. Hlavnym dokumentom,
okolo ktorého sa tocili vSetky rokovania v Hlavnom vybore,
v mnohych dohadovacich vyboroch, ba este viac v nepre-
hladnom zikulisi konferencie, bol 105-strainkovy podrobny
materidl s nazvom “Akcny program Medzinarodnej konfe-
rencie o populdcii a rozvoji” (Program of Action of the Inter-
national Conference on Population and Development
(ICPD) (dalej PA-ICPD)). V tomto prispevku sa pokuasime
poukdzat na niektoré problémy obsiahnuté v tomto dolezi-
tom medzinarodnom dokumente i na to, ako boli reflektova-
né a (niektoré z nich) rieSené pocas rokovani Hlavného vy-
boru ICPD. Poktsime sa byt ¢o najstrucne;jsi, mnohé tu mo-
Zeme len spomenut, ¢i naznacit. Je zrejmé, Ze podrobnejSia
analyza jednotlivych problémov a s nimi spojenej réznoro-
dej argumentdcie daleko presahuje priestor vymedzeny to-
muto prispevku.

Navrh PA-ICPD bol pripraveny na predchidzajicich za-
sadnutiach Pripravného vyboru ICPD a schvileny na jeho
poslednom zasadnuti v New Yorku v aprili 1994 ako konec-
ny podklad pre rokovanie konferencie. Text ndvrhu PA-
ICPD predstavoval materidl, ktorého obsah na cca 90% odsu-
hlasili delegacie vsetkych clenskych Stitov OSN. Ostatny
text - uvedeny v zitvorkich - mal byt predmetom posudenia
a rokovani v priebehu konferencie. V dosledku zivaznych
rozporov, ktoré sa prejavili pocas pripravy PA-ICPD, neboli
prave vychodiskové Casti dokumentu, t.j. Preambula a najmi
Principy vobec diskutované pocas zasadnuti pripravného
vyboru a ponechali sa na diskusiu a postudenie priamo ICPD.
PA-ICPD pozostiva zo 16-tich kapitol. V kratkosti k ich obsa-
hu a niektorym problémom, ako sa objavili pocas rokovani.

Prvi kapitola - Preambula - predstavuje ivod k dokumen-
tu. Spolu s nasledujticou kapitolou (Principy) popisuje
v kratkosti zakladné vychodiskd a medzinirodné aktivity na
arovni OSN, ktoré ICPD predchadzali. Pocas rokovani bola
Preambula podstatne skritend a mnohé formulicie vecne
i Stylisticky prepracované. Vyrazy v hranatych zatvorkach
boli upravené v sulade s vysledkami rokovania ICPD.

Pocas rokovani delegati kritizovali priliSny optimizmus
preambuly a zvolili skOr vecnejsi a triezvejsi ton prijatych for-
muldcii. Viaceré delegicie poukdzali na to, Ze sa z textu prak-
ticky vytratil aspekt rozvoja a vSetka pozornost sa venovala
otizkam kontroly populicie. Cinska delegicia upozornila na
posun (zniZenie) odhadu vzrastu svetovej populdcie v prie-
behu jedného roka podla predlozenych projekcii OSN (z 93
mil. pokles na 86 mil. prirastku obyvatelov sveta ro¢ne).

Druhi kapitola - Principy - obsahuje formulaciu princi-
pov, z ktorych delegiti ICPD mali vychddzat pocas svojich
rokovani na konferencii a dopracovani PA-ICPD. Podstatna
cast - dohromady 15 formulovanych principov - predstavuje
citicie predchiddzajicich dokumentov OSN. Na viacerych
miestach vSak navrh predstavoval pokus o podstatnua ino-
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véciu pristupu - aZ po formulaciu a definiciu novych odbor-
nych pojmov (“reproductive health, sexual health, fertility
regulation”) a zdsah do problematiky ludskych prav (“repro-
ductive rights”, “right to the highest attainable standard of
the sexual and reproductive health”).

V diskusii sa i druha kapitola podstatne skratila. ICPD
zdoraznila, Ze nie je konferenciou, ktord by mala definovat
nové ludské prava. Sporny termin “sexual and reproductive
health (care)” bol nahradeny terminom “reproductive
health (care), including family planning and sexual health”.
Delegiti zdoraznili princip suverenity jednotlivych Stitov
pri implementacii PA-ICPD, ktora ma byt v sulade s legislati-
vou tej-ktorej krajiny a medzinarodne uznanymi Standardmi
Tudskych prav. Ma reSpektovat socidlne a kultarne, ako aj na-
bozenské tradicie danej krajiny. V pripade vychovy mlideze
sa opit zdoraznili a potvrdili priva a povinnosti rodicov,
ktoré v povodnom navrhu chybali. Zapracovali sa aj formu-
lacie zdOraznujice vyznam a poslanie rodiny.

Tretia kapitola - Vzijomné vztahy medzi populiciou, udr-
Zate[nym ekonomickym rastom a udrzatenym rozvojom -
obsahovala hodnotenie vztahov medzi sicasnym a projiko-
vanym popula¢nym vyvojom v roznych oblastiach sveta (vy-
spel€ krajiny, rozvojové Krajiny, krajiny “with economies in
transition” - medzi ktoré bola zaradend spolu s inymi stredo
avychodoeuropskymi Statmi i Slovenska republika) a ekono-
mickym rastom, chudobou a znehodnocovanim ZzZivotného
prostredia.

Delegiti kritizovali pesimisticky a prili§ jednoznacny ton
navrhu a poukdzali na to, Ze najvicsim bohatstvom a zdrojmi
kazdého ndroda je jeho populicia. Pripomenuli aj neudrza-
telnost sucasnych foriem a rozsahu spotreby obyvatelstva
v rozvinutych krajindch, ktord mnohondsobne prekracuje
spotrebu na obyvatel'a v krajinach rozvojovych.

Stvrtd kapitola - “Rovnost pohlavi, rovnost a “empower-
ment” Zien - je venovana problematike sticasného stavu a Zia-
duceho pokroku v otizke postavenia a prav Zien, problému
diskrimindcie deti Zenského pohlavia (uzZ prenatilne - selek-
tivny abort, i postnatdlne - nipadne vysoka postnatdlna
amrtnost dievcat v niektorych krajinach), ako aj zodpoved-
nosti muzov a ich vicSej participacii na rieSeni otdzok plano-
vania rodicovstva.

Piata kapitola - Rodina, jej roly, zloZenie a Struktiira - bola
venovand otizkam roznych foriem rodiny existujicim v su-
casnosti ako aj moznostiam socidlnej a ekonomickej pomoci
rodindm. V diskusii sa zdoraznil vyznam manzelstva ako zak-
ladu rodiny. Viaceré, najmd moslimské Stity presadzovali vy-
nechanie terminu “other unions - iné zvizky” (i pre poukaz
na homosexudlne zvizky a ich legislativne presadzovanie
v poslednych rokoch).

Siesta kapitola - Rast a Struktiira populicie - obsahuje roz-
bor globalnych demografickych udajov. Obsahuje zvlistne
podkapitoly venované detom a mladezi, starym [udom a po-
stihnutym osobam.

Siedma kapitola - Reprodukcné prava, [ sexudlne] a repro-
dukcné zdravie [a planovanie rodicovstva]. Obsahuje vela
protire¢ivych pojmov a vyrazov. Cast z nich stvisi s proble-
matikou umelého potratu, najmi s jeho zahrnutim do slu-
Zieb ,starostlivosti o reprodukc¢né a sexuadlne zdravie”, ako aj
so snahou definovat novy - viac individualisticky pristup
k tymto sucastiam I'udského zdravia, aZ po oblast dotykajicu
sa problematiky l'udskych prav. V tejto Casti sa nachddzaji aj
podkapitoly o prevencii sexudlne prenosnych ochoreni, vra-
tane HIV/AIDS, dalej o udskej sexualite a vztahoch pohlavi,
o adolescentoch. V poslednej menovanej narazila na odpor
snaha zabezpecit uplnd anonymitu a volny pristup k sluz-
bam “reprodukcéného a sexuilneho zdravia” (najmi ‘pora-
denstvo’ a antikoncepcia, vratane umelého potratu), s vylu-
¢enim vplyvu rodicov. Delegiti v suhlase s predchidzajtci-
mi dokumentami OSN (napr. Chartou prav dietata) zdoraz-
nili prava i povinnosti rodi¢ov pri vychove deti podla svoj-
ho presvedcenia, a to i v oblasti vychovy k manzelstvu a ro-
dicovstvu, resp. vychovy ‘sexudlne;j’.

Osma kapitola - Zdravie, morbidita a mortalita. Popri ana-
Iyze uvedenych javov v celosvetovom meradle (vratane niek-
torych novych negativnych tendencii v “krajinach s ekono-
mikou v prechode”, medzi ktoré spolu s inymi byvalymi “so-
cialistickymi” krajinami patri aj Slovenska republika) obsa-
huje tato cast i paragraf 8.25 venovany priamo problematike
umelého potratu. Tento paragraf, pripraveny v dvoch odlis-
nych verzidch - jednej ‘relativne’ extrémnej, pozadujice;j
priamo zakotvenie “prava na potrat” ako zakladného ludské-
ho priva s naslednou reviziou legislativy ¢lenskych krajin
OSN a v druhej “kompromisne;j” - pripravenej najmi Europ-
skou uniou, sa stal jednym z mnohych “jablk sviru” serviro-
vanych na konferencii. ‘Extrémna’ verzia sa na ICPD vObec
nediskutovala. Kompromisni verzia 8.25 obsahovala viaceré
vyjadrenia a terminy (napr. “safe/unsafe abortion” - “bezpec-
ny/rizikovy potrat”, vyraz “need for abortion” - “potreba
potratu”, “fertility regulation” (metody zahfnajice aj umely
potrat) v kontraste s “family planning” (terminologicky pria-
mo nezahffiajice umely potrat), atd.), ktoré sa v kompliko-
vanej debate problematizovali i vyjasfiovali. DoleZité bolo
vystipenie zdstupcu Svetovej zdravotnickej organizicie
(§ZO), ktory potvrdil, Ze termin “fertility regulation” podla
pracovnej definicie SZO skuto¢ne zahfia umely potrat. Ko-
necnd verzia tohto kontroverzného paragrafu zdoraziuje, Ze
“umely potrat v Ziadnom pripade nemozno uplatiiovat ako
metodu plinovania rodicovstva”, dalej potrebu “citlivého
poradenstva Zenam” a starostlivosti o Zenu v pripade
komplikicii a ndsledkov umelého potratu, ako aj nutnost
predchadzania neZelanym tarchavostiam, aby sa vyskyt ume-
1ého potratu znizil na minimum.

Deviata kapitola - Distribiicia populdcie, urbanizdcia
a vonutornd migrdcia. Popri hodnoteni javov uvedenych
v ndzve kapitoly, ktoré nevyvolalo vicsie diskusie, obsahuje
kapitola i odsek o osobich nitene premiestnenych v rimci
danej krajiny (“internally displaced persons”). Pri rieSeni
tohto problému sa hladalo stanovisko zarucujice re$pekto-
vanie suverenity danej krajiny pri poZiadavke efektivnej po-
moci a zvladnutia neraz taZivej a komplikovanej situicie
tychto osob.

Desiata kapitola - Medzinirodna migrdcia. Obsahuje
problematiku dokumentovanej (legilnej) a nelegilnej medzi-
narodnej migracie, ktora - najma vzhladom na prebiehajtice
vojenské konflikty v roznych oblastiach sveta - predstavuje je-
den z najzavaznej$ich humanitirnych medzinidrodnych pro-
blémov. Temer neprekonatelnym kamefiom urazu sa stala
poziadavka umoziiovat a napomahat zjednotenie migriciou
rozdelenych rodin, ktord uz predstavuje - ako “pravo dietata
vyrastat v uplnej rodine” - ludské priavo uznané v predcha-
dzajach dokumentoch OSN. Rozpor medzi zainteresovanymi
krajinami sa podarilo vyrieSit kompromisom az po dlhotrva-
jucej debate s rekordnou ucastou re¢nikov a prici zvlastnej
dohadovacej komisie. Podla predsedajiceho Hlavného vybo-
ru ICPD iSlo o situdciu, ktora mohla zavaznym spdsobom
ohrozit cely priebeh i samotny tspech konferencie.

Jedenista kapitola - Populicia, rozvoj a vzdelanie. Zdoraz-
fluje vyznam vzdelania, vratane neinStituciondlneho vzdeld-
vania a vhodného vyuZitia masovokomunikac¢nych
prostriedkov.

Dvanista kapitola - Technologia, vyskum a rozvoj. Obsa-
huje problematiku vyskumu v oblasti demografie, socio-
logie, ekonomie, mediciny a biotechnologii, ktory ma dopad
na oblast populacie a udrzateIného rozvoja.

Trindsta kapitola - Aktivity na niarodnej (Statnej) tirovni
a Strndsta kapitola - Medzinirodni spoluprica. Obe kapitoly
rieSia predovSetkym finan¢né zabezpecenie populacnych
programov v rozvojovych krajinidch a v ‘krajinach s ekono-
mikou v prechode’ (t,j. programov populacnej ‘kontroly’) na
nirodnej i medzindrodnej urovni. Ide o pomerne velké
sumy financii, z ktorych vSak 2/3 musia dat samotné cielové
krajiny tychto programov. Chybajicu 1/3 by mali réznou
formou doplnit rozvinuté krajiny, resp. medzindrodné orga-
nizdcie a inStitacie. Odhad potrebnych nakladov na progra-
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my v oblasti “reprodukc¢ného zdravia”, vratane “planovania
rodicovstva”, “zdravia matky” a prevencie sexudlne prenos-
nych chordb, ako aj zdkladné aktivity potrebné na zber
a analyzu populac¢nych tidajov je nasledovny: v roku 2000
pojde o 17.1 miliardy USD, v roku 2005 o 18.5 miliardy USD,
v roku 2010 0 20.5 miliardy USD a v roku 2015 o 21.7 miliar-
dy USD.

Pitndsta kapitola - Partnerstvo s mimovladnym sektorom.
Zdoraziuje vyznam, postavenie a tlohy mimovladnych orga-
nizacii, ktoré svojimi aktivitami maja napomadhat realizaciu
a presadzovanie populac¢nych programov v jednotlivych kra-
jindch. Dokument sa pokusil zvysit prestiz a vplyv tychto
organizacii v medzinairodnom meradle.

Sestndsta kapitola - Aktivity po skonceni ICPD (follow-
up). Stanovuje rozli¢né aktivity na regionalnej, nirodnej
a medzinarodnej urovni, ktoré maji zabezpecit realizaciu
Ak¢ného programu ICPD a jej kontrolu.

Ziverom je potrebné poznamenat, Ze tento velmi strucny
vypocet niektorych problémov obsiahnutych v Ak¢nom pro-
grame ICPD zdaleka nie je Giplny. Priestor tohto prispevku ne-
dovolil dobre rozvinut niekedy protikladnt argumenticiu ty-
kajicu sa spomenutych problémov, ba ani celkom dobre desi-
frovat problemati¢nost niektorych terminov, ¢i vyjadreni. Ki-
hirskd konferencia, podla nedavneho vyroku ceského pre-
miéra Viclava Klausa - “po dlhych a ostrych debatach prijala
nakoniec menej hrozivé formuldcie”, o zaiste treba hodnotit
pozitivne. Avsak tzv. “kahirsky proces” sa zatvorenim brin
konferencie v Kahire zdaleka neskondil - dostal sa len do jed-
nej zo svojich dalSich vyvojovych fiz. Co v dalsom prinesie
pre rieSenie popula¢nych problémov a pre vyvoj ludske;j civi-
lizacie na nasej planéte - to ukdze uz najblizsia budicnost.

(Literatdra u autora.)

Program of Action of the International Conference on
Population and Development (ICPD), Cairo (Egypt), 5 - 13
September 1994, J. Glasa, ME&B, Vol. 1, 1994, No. 5- 6, p. 19
- 21. Author, the member of the Slovak governmental dele-
gation to the International Conference on Population and
Development (ICPD), held in Cairo (Egypt) on September 5
- 13, 1994, gives an overview of the broad scope of different
problems contained in the key document of ICPD - The Pro-
gram of Action of ICPD, together with some remarks on
how some of them were discussed and solved in debates of
the Main Committee and its working groups during the con-
ference.

Pozn. Dr. J. Glasa bol ¢lenom delegicie Vlady Slovenskej re-
publiky na Medzinarodnej konferencii o populicii a rozvoji
(ICPD) v Kihire.

o Svoj Zivot zasvitim sluZbe udskosti.

¢ Svoje povolanie budem vykonivat svedomito
a dostojne.

o Zdravie pacienta bude mojim prvoradym ziuj-
mom.

o Zachovim vSetkymi dostupnymi prostriedka-
mi vdZnost a vzneSené tradicie lekirskeho povo-
lania.

o Nedopustim, aby zdujmy niboZenstva, nirod-
nosti, rasy, politickej strany alebo spolocenského
postavenia sa postavili medzi moju povinnost
a modjho pacienta.

o Zachovam uplny re$pekt voci ludskému Zivotu
od okamihu pocatia; ani pod nitlakom nepouZijem
svoje lekirske vedomosti v rozpore so zikonmi
Tudskosti.

Zenevsk4 deklaricia (WMA (SAL), 1968, 1994)

LISTY REDAKCII

LETTERS TO THE EDITOR

SOME REFLECTIONS ON THE INSTRUCTION IN
MEDICAL ETHICS

R. Pullmann

Department of Biochemistry of the Martin’s Faculty Hos-
pital, Martin (Slovak Republic)

Sir,

The instruction in medical ethics and bioethics has
undergone a dramatic development over the last two deca-
des. Biomedical ethics came of age in 1970s. The growth of
knowledge on one hand has been an outcome of marked de-
velopment of philosophical disciplines, that have formed
a great deal of the new background of bioethics. On the
other hand, the rapid and intensive development of biologi-
cal and medical sciences as well as new biomedical techno-
logies have posed previously unthought-of problems and
ethical dilemmas infront of the medical personell. The
biomedical technology of the 1980s has progressed so ra-
pidly, that wherever we turn, we are faced with novel and
highly complex ethical quandaries.

The development of philosophical disciplines has been
accompanied by developments underwent by religious
communities and their teachings as a reflection of the chan-
ging world. Hand-in-hand with these developments we are
experiencing a growth in legal and civil consciousness.
Ethics has ceased to be exclusively the matter of a doctor,
and since the methods of modern analytical philosophy are
applied, ethics in the classical sense grows into the bio-
ethics, acquiring a pluralistic and interdisciplinary charac-
ter. In addition to the problems considered by the “old” tra-
ditional ethics, bioethics deals with completely new ques-
tions, such as ecological ethics, etc., and it prefers the use of
methods of the modern philosophical enquiry.

Contemporary medical ethics represents an application
of bioethics to the modern medicine and health care. In
contrast to the traditional medical ethics (characterized par-
tially by the Hippocratic Oath) which has been formed and
formulated almost exclusively by doctors - present moral
philosophy, theology, and jurisprudence participate in the
formulation of bioethical theories, and, which seems to be
a marked novelty, also an opinion of patients begins to play
an important role.

Some older ethical codices, declarations and memoranda
need some completition and replenishment to represent
a sound reflection of contemporary ethical problems. This
makes their validity and practical use limited to certain de-
gree. One of the major reasons seems to be that contempo-
rary medical practice (or health care) - in some contradic-
tion to the past - is becoming increasingly a matter of team-
work, which is also reflected by the professional heteroge-
neity of the medical personnel (doctors, psychologists, natu-
ral scientists, engineers, etc.) and various levels of its educa-
tion. It is quite natural, that these groups are in numerous
mutual interactions and they wish to participate, directly or
indirectly, in the formulation of the moral standards. These
interactions are joined by patients themselves, who project
various civic rights into the relationship patient - medical
staff. Patient’s feelings and expectations are reflecting his or
her preferrences, which on one hand are shattering the tra-
ditional doctor’s paternalism, on the other they make a con-
tribution to the plurality of opinions and have a feedback
effect on medical staff. The secularization of the society and
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ongoing change of the hierarchy of values have brought
about several new phenomena, such as the efforts to legali-
ze an active euthanasia.

Contemporary upsurge of modern biomedical technolo-
gies and molecular medicine (which brings with e. g. revo-
lutionary changes in intensive care, transplantation, gene
engineering and therapy, diagnostic tools and therapeutic
interventions - including new drugs) contributes to further
differentiation of opinion within the medical community as
well as the patients> public. Physicians are being increa-
singly forced into the roles of “economic gatekeepers” - de-
ciding which patient should receive an expensive diagnos-
tic procedure or therapy. Besides the moral challenges of
the newest biomedical technologies, doctors still remain fa-
ced by older and equally deep ethical problems connected
with medicine as a profession and health care as a specific
human activity.

At the same time it could be seen that the fundamental
philosophical questions, such as those about the nature of
man and his dignity, his origins and his destination, about
what makes mans life specifically human, about the begin-
ning and end of life, about the flow of time and the biologi-
cal clock (frozen human embryos), question on whether
a human embryo or an irreversibly unperceiving human
with arteficially maintained vital functions are still to be
considered living human beings, is an anencephalus a hu-
man being, what is to be considered quality of human life
and its dignity, is there an inferior and a superior quality of
human life, can inferior quality, if it exists, be sacrificed to
achieve temporarily superior quality (transplantation of
embryonal tissues or cells produced by genetic engineering
to the patients with various defects, e. g. Parkinson's dis-
ease), the problem of obtaining of some somatic genes or
pluripotent cells, the question of “animals’ rights”, and many
others, occupy today the minds of a considerable part of the
medical community.

The medical personnel will not be able to avoid these,
and similar questions and shift the responsibility to some-
one else. What would be the outcome (what decision would
be taken) of different attitudes of individual members of the
medical team? The answers to many of the above-mentioned
questions are decisive for further attitudes.

What then are the targets of bioethical instruction and
what should be its purpose ?

a) First of all, to define and designate ethical aspects of
everyday’s practice, and where possible, to define clearly
what is to be considered an ethical, and what a specifically
medical problem. In other words - to cultivate a sense for
differentiating values. This aspect is of paramount importan-
ce, as there exists traditionally a tendency to camouflage
ethical problems and present them as medical ones, and
vice versa. It is, however, true that the borderlines between
medicine and ethics are sometimes very difficult to define,
which is caused by the very essence of medicine.

b) Work out a logical philosophical conception and for-
mat instructions for solutions.

©) Acquaint the medical personnel with the rights of pa-
tients, also with the rights of patients (probands) as rese-
arch subjects of clinical research.

d) Increase the sensibility of ethical perception and
apprehension of the hierarchy of values and fundamental
preferences and formation of a moral “mirror of the soul”.

One could summarize by saying that bioethical teaching
is a form of education of medical personnel towards a more
moral approach. Bioethicists are trying to teach people the
methods of making ethical decisions.

In a pluralistic democratic societies bioethics cannot give
consistent and universally valid instructions for solutions of
every problem, acceptable for all strata of patients and he-
alth care personnel. On the other hand not even perfect
knowledge of bioethics is a guarantee of moral behaviour.
This contradiction is likely to grow in the near future, as can

be seen, e.g. in the transplantation practice, whether in
obtaining cells, tissues and organs, or in their application.
Because bioethics is a relatively new discipline, the vast ma-
jority of physicians, nurses (also scientists) have not been
educated in it, in particular in our country (Slovakia).

Teaching of bioethics in a post-totalitarian society is mar-
ked by some specific features. These concern all four sphe-
res, i.e. teaching staff, students and subject-matter, as well as
methodology. The pluralist approach makes it evident, that
the instruction of medical ethics cannot be left, in an under-
graduate teaching, to the “re-trained” former marxist philo-
sophy teachers. It seems practical, at present, to invite prac-
ticising doctors, researchers, theologians, and lawyers (after
some self-education and formation period) to participate in
teaching activities. (In perspective, naturally, also a new ge-
neration of philosophers, after it is grown up enough for
the task...) We find it also appropriate, as seen at many uni-
versities in the world, that the common introductory cour-
ses are organized for the students of various humanities
groups (medicine, law, philosophy), however, this approach
faces difficulties in establishing a good cooperation among
faculties or universities.

Doctors participating in the instruction of biomedical
ethics are supposed to posses also a highly professional, up
to date standard of knowledge in medicine, or their particu-
lar discipline, not only a good understanding of ethics. The
traditional image of a lecturer, as a highly honourable, wise,
retired university teacher (professor) passing his lifetime
experience and summarizing his carreer - now as a specialist
in ethics, is irretrievably lost. Postgradual instruction in me-
dical ethics emphasizes even more understanding of the pro-
fessional aspect, and requires even a certain specialization.

From the point of view of the instructors it seems neces-
sary to realize an important aspect: the resulting reality from
the previous orientation of the society, characterized by uni-
tarianism and standardization, brought about by application
of a unitary philosophical system. Its projection into the
everyday’s activities of a medical personnel has been mani-
fested in strong paternalism (characteristic of classical me-
dical ethics). Strong, totalitarian paternalism, almost annihi-
lating the autonomy of a patient in all circumstances, was
characteristic for the ethics of a totalitarian society.

Although discussions are held about justification of some
degree of paternalism, this approach does contain a danger,
namely, that many ethical problems are not identified as
such, but rather as medical ones. Doctors then tend to claim
for themselves an exclusive right to offer a solution on the
strength of their experience from the practice. The doctors
find it difficult to accept that also other members of medical
personnel, and even a broad lay community, have a say in
questions of medical ethics. The impact of such an
approach can be seen in various allegations about the end of
medical ethics.

Discussions about strong or weak paternalism and its jus-
tification are in fact discussions about the basis of bioethics
or medical ethics and to what extent the importance of phi-
losophical sciences and of analytical philosophical tradition
can be accepted. In evaluating the sources of today’s bio-
ethics we encounter the question of the position of the law
and its practical application. An emerging new legal system
does not necessarily mean that the legal norm become auto-
matically and completely part of legal practice in the society
under transformation. Relicts of previous legal conceptions
persist. Lack of confidence to the mainstays of bioethics, to
the modern philosophy and reluctant restructuring of the
legal system of the society are projected into the present-
day status of public opinion and legal awareness. The afore-
mentioned facts are augmented by the equally important
factor, namely, that many bioethical aspects from medical
practice are automatically transferred to the emerging socie-
ty as cut-and-dried instructions. It is often forgotten, that the
birth of bioethics, of its principles, took place within
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a broad public discussion in medical as well as lay circles,
and thus became a matter of public and civic interest. This
exchange of opinions enriched both the medical circles as
well as the current and potential patients. This exchange of
opinion was enabled by an upsurge of medicine and techno-
logy on the one hand, and the development of civic rights
and freedoms on the other. Deletion of such discussions
when adopting some a priori given, ready bioethical posi-
tion for medical practice can weaken the civic sense and
interest in bioethics with possible negative effects on the
further development of bioethics in our country.

Of no lesser importance is the formal aspect of teaching
of biomedical ethics. The development and availability of
a new teaching equipment brings up several untraditional,
effective teaching methods. Undergraduate instruction,
ideally, is graded into several years of study (and, if possible,
taught in basics for various humanities together). Further
progress is more differentiated, but various models have in
common the tutorial discussions, teaching in small groups
with a patient-oriented approach. In some countries the
ethical aspects of a given discipline are taught within that
discipline. This is true mainly for gynaecology, pediatry, me-
dical genetics and neurology.

In postgraduate teaching an emphasis is given to the orga-
nization of postgraduate courses for small groups, more ge-
neral in content as well as a higly specific ones; and also tuto-
rial discussion classes in the form of clinical - ethical confe-
rences (involving case studies of concrete patients). Well
functioning ethics committees in the health care institutions,
with an optimal structure and well-defined spheres of activi-
ty, are evidence and simultaneously a pre-requisite of lively
interest in bioethical issues. People (general public), and
health care workers as well, need to be given an understan-
ding, that bioethics is a living, progressive discipline, going
on every minute, every day, together with a rapid progress of
contemporary medicine and biomedical sciences.

(Literature by the author.)
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MATERIALY Z KURZOV UMEB

e A DOCTOR MUST always bear in
mind the obligation of preserving human
life.

e A DOCTOR OWES to his patient com-
plete loyalty and all the resources of his
science. Whenever an examination or tre-
atment is beyond his capacity he should
summon another doctor who has the ne-
cessary ability.

e A DOCTOR SHALL preserve absolute
secrecy on all he knows about his patients

because of the confidence entrusted in
him.

International Code of Medical Ethics (WMA)

MATERIALS FROM COURSES OF IMEB

International Course on Medical Ethics, Bratislava, IMEB - PMI,
June 24 - 27,1992 (2)

BASIC ISSUES IN MEDICAL ETHICS

K. F. Gunning

World Federation of Doctors who Respect Human Life,
Rotterdam, Holland

A. BASIC TERMS AND PRINCIPLES

I think that ethics can be defined as the study of right or wrong
behaviour, behaviour that is good or evil for the individual man and
for humanity. An ethics or ethical system is a specific set of rules
indicating what is good. There are professional ethical systems,
such as Medical Ethics, which are valid only for the members of
a profession. An ethics for society as a whole is called general.

As there are different opinions about what is right or wrong be-
haviour, I think we must distinguish between different types of
ethics, according to what will be achieved by a specific behaviour;
according to what is the aim or the result of this behaviour. In some
cases a specific type of behaviour is consciously choosen in order
to reach a specific aim (winning the Olympics). In other cases
a specific behaviour leads to certain results which are not intended
(contracting a disease). In some cases a specific behaviour is the re-
sult of a certain (religious) conviction, giving results that are not
intended either.

The aim of this study is to investigate whether there is a basic
ethics, whether there are some basic principles on which a universal
and objectively good but restricted ethics can be based, an ethics
that is valid (universal) and acceptable (objective) for each society
all over the world, and which ought to be included in every more
specific ethics, such as e. g. Christianity offers. Such a religious
ethics may be far more elaborate and go deeper, but as not all people
are Christians, this ethics can not be called objective and universal,
as non-christians will not regard it as valid and acceptable.

Medical ethics is a professional type of ethics, showing the doc-
tor which type of behaviour is good, or at least is agreed upon by
the whole profession. Such a type of professional ethics is usually
part of a general type of ethics. Thus we can speak of a Christian
medical ethics, and so on. If we must conclude that there is a basic
ethics which is universal and objectively good, then this medical
ethics is only acceptable if it includes this basic ethics.

B. HISTORY AND PRESENT SITUATION OF MEDICAL
ETHICS WORLDWIDE

B.1. Hippocrates

As far as I know, medical ethics has first been described by the
Greek physician, Hippocrates, who summed up the doctor’s duties
(towards God, his teachers and colleagues, and his patients) in the
so-called Hippocratic Oath. The last duty is described as follows
(Encyclopaedia Britanica, 1961):

“The regimen I adopt shall be for the benefit of my patients
according to my ability and judgment, and not for their burt or for
any wrong.”

“I will give no deadly drug to any it be asked of me, not will I coun-
sel such, and especially I will not aid a women to procure abortion."

“ Whatsoever house I enter, there will I go for the benefit of the
sick, refraining iron all wrongoing or corruption, and espacially
from any act of education of male or female, of bond or free.”

“ Whatsoever things I see or hear concerning the life of men, in
my attendance on the sick or even apart therefrom, which ought
not to be noised abroad I will keep silence thereon, counting such
things to be as sacred secrets”.

In this oath the benefit of the patient and his houshold, without
discrimination is the central theme. The patient’s life and dignity
are to be respected and the treatment given must be aimed at his
well-being. Killing, either before or after birth, with or without the
patient’s request, is strictly rejected. We must add, that Hippocrates
also warned against treating a disease which is “overpowering”. The
so-called “acharnement therapeutique” (inexorable treatment),
which may cause people to ask for legalized authanasia, is not regar-
ded as good medical practice.

Hippocrates realised that a doctor has the power to kill or to
cure. The patient receiving a drug can not know for which purpose
the doctor really intends to cure him is : to make the doctor swear
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that he will use his knowledge only for the benefit of the patient.
That is the reason why the oath was conceived. As the individual pa-
tient’s well-being and respect for his life are the central theme or
aim of the type of behaviour the Hippocratic Oath prescribes, this
oath is an expression of a kind of ethics which I like to call Humani-
tarian Ethics.

B.2. “Life unworthy to be lived”

In the early 1920’s in Germany a lawyer Karl Binding and a psy-
chiatrist Alfred Hoche published a book entitled “Legalizing the
Destruction of Life Unworthy to be Lived”. They said that idiots and
demented people should be killed, as “their lives are absolutely sen-
seless” and “for their families and for society they are a terrible bur-
den...”. The authors describe another kind of ethics, which allows
killing a patient, dependent on his usefulness for society, and the
sense or value or quality of his life (the highest quality, apparently,
has the person who is healthy, handsone and strong). I therefore
like to call this ethics the Utilitarian Ethics.

This kind of thinking became reality in 1939, when Hitler ordered
his personal physician “to extend the authority of certain doctors, to
be designated by name, in such a way that patients, who, humanly
speaking and upon post critical judgment of their condition, are incu-
rably ill, can be granted a merciful death”. On the basis of this order
over 100.000 German psychiatric patients were killed in the gas-
chambers, that were specially designed for this purpose on the
instructions of 12 professors in psychiatry designated for this task.

When after the Second World War physicians were put on trial
because they had cooperated with this euthanasia-program, they
appealed against their conviction citing this order signed by Hitler
on September 1, 1939. This appeal was rejected on the ground that
there is a Law superseeding all laws and to which all laws must con-
form: the Natural Law. “One of these deeply and inextricably rooted
rules of law is the sanctity of human life and the individual’s right to
life “. (Bandgericht Frankfurt an Main, March 21, 1947, 4Kls 7/41)

This “natural law” is based on the same basic principles as huma-
nitarian ethics, but the former term may cause confusion which is
avoided by using the later term. It is clear that humanitarian and uti-
litarian ethics are incompatible.

B.3. The Geneva Declaration

Because doctors had cooperated, not only in Germany, and not
only with these pass-killings but also with mutilating and lethal
experiments on human beings, in 1948, the World Medical Associa-
tion, in order to prevent recurrence, decided to rephrase the Hip-
pocratic Oath in modern language, adopting the so-called Geneva
Declaration, that read as follows:

“At the time of being admitted as a member of the Medical Pro-
fession:

I solemnly pledge myself to consecrate my life to the service of
humanity;

I will give my teachers the respect and gratitude which is their due;

I will practice my profession with conscience and dignity;

The health of my patient will be my first consideration;

I will respect the secrets which are confined to me;

I will maintain by all means in my power the honour and the no-
ble traditions of the medical profession;

My colleagues will be my brothers;

I will not permit considerations of religion, nationality, race, par-
ty politics or social standing to intervene between mu duty and my
patient;

I will maintain the utmost respect for human life from the time
of conception;

Even under threat, I will not use my medical knowledge contra-
ry to the laws of humanity;

I make these promises solemnly, freely and upon mu honour.”

It is clear that this declaration is also an expression of humanita-
rian ethics.

B.4. The Universal Declaration and the European Convention
on Human Rights

In the same year, December 10, 1948, the General Assembly of
the United Nations, for similar reasons as the doctors had, pro-
claimed the Universal Declaration on Human Rights. The first right
mentioned in this document is: “Everyone has the right to life, liber-
ty and security of person.” (Art.3)

On November 4, 1950, this right to life was guaranteed by the
member-nations of the Council of Europe, when they decided to
enforce these rights collectively in the European Convention for

the Protection of Human Rights and Fundamental Freedoms. In Art.
2 we read: “Everyone’s right to life shall be protected by law.”

B.5 Humanitarian ethics
The preamble to the Universal Declaration starts: “Whereas re-
cognition of the inherent dignity and of the equal and inalienable

rights of all members of the human family is the fundation of free-
dom, justice and peace in the world....”. Inherent dignity means that
this dignity is inextricably connected with being human, and inalie-
nable rights are rights which cannot be taken away by anyone, not
even by the person himself. So the preamble explains that it is
impossible to reach a free, just and peaceful world, unless we recog-
nize that dignity is inseparable from being human (which includes
the unborn child) and that certain human rights cannot be taken
away and not even given away by the person himself.

As the individual’s wellbeing, regardless of the quality of the life
or his usefulness to the society, is the aim of the type of behaviour
both the Universal Declaration and the Geneva Declaration (the
rephrasing of the Hippocratic Oath) prescribe, both can be seen as
an expression of an ethics which I have called Humanitarian Ethics.
Only the preamble of the Universal Declaration describes the aim
this kind of behaviour will achieve: a just, free and peaceful world.

B.6. Utilitarian ethics

What will be the result of the kind of ethics that is based on no-
tions such as usefulness to society and quality of life, which I have
called Utilitarian Ethics? As a matter of fact, contrary to what the
World Medical Association and the United Nations had hoped in
1948, this ethics was not abandoned. After an incubation period of
several decades, it has manifested itself again as a tough opponent
to humanitarian ethics, and during the last 20 years in Western Eu-
rope, it has gradually been eroding and even replacing humanita-
rian ethics.

Utilitarian ethics was already described in September 1970 in an
editorial in California Medicine, the official organ of the California
Medical Association. According to this editorial everyone’s quality
of life will eventually be judged by doctors, and those who do not
meet certain medical standards will be removed. The editorial pre-
dicts that besides birth control we will also have death control.

Already today unborn children with a handicap are aborted be-
cause their life’s quality is too low and their usefulness is not equal
to their costs to society. Today experiments are allowed with babies
produced by IVF (in vitro fertilization). In Holland we now have
euthanasia with and without request of the patient, and even one
case has been reported where treatment was stopped against the
patient’s will.

B.7. The Dutch example

This prediction in California Medicine looked absurd in 1970. Is it
still absurd? In September last year, in my country, Holland, a go-
vernment-sponsored committee produced a report on the practice of
euthanasia. A summary of this report was published in the medical
journal The Lancet. Reading the report for the first time one comes to
the conclusion that euthanasia is applied ‘only’ 2,300 times a year.

But on October 29, 1991, The Lancet published an article from
my hand (The Lancet, Vol. 338; Oct. 29, 1991, page 1010) explai-
ning that on careful reading the report leads to the conclusion that
on a total mortality of 130.000 persons per year in Holland, the doc-
tor had intended to end the patient’s life in almost 20.000 cases.
The astonishing difference is explained by a three-fold restriction
the committee puts on the term euthanasia: only if death is the re-
sult of (1) a lethal drug, (2) applied by a doctor (3) at the explicit
request of the patient, it is called euthanasia. Thus, a 400 cases of
assisted suicide, where the lethal drug is prescribed by the doctor
but taken by the patient himself, and 1000 cases where the drug
was administered without the patient’s explicit request, were not
called euthanasia. And the almost 16,000 cases (80% of the total
number). Where no lethal drug was given but a therapeutic drug
was either overdosed or withdrawn with the explicit or implied
intention to end the patient’s life, were called “normal medical
practice”. And in almost 12.000 cases, that is almost 60% of the total
number, there was no explicit request by the patient to have his life
ended.

I want to make clear from the outset, that I am sure almost all
these doctors were convinced they were doing something good for
their patients. That is why we simply must stick to the rule that
a doctor is never alloved to kill a patient. Once you accept killing as
a means to solve problems, you will always find new situations whe-
re killing sens to be the solution. Today you allow Kkilling at the re-
quest of the patient who is suffering unbearably, tomorrow you kill
one without a request, then you kill not because the patient is suffe-
ring but because be looks so awfull or because you think his life no
longer has meaning, etc. And even if you yourself are strictly addhe-
ring to the rule that killing on request is not allowed, you find that
your colleagues have already gone much further. The Hippocratic
ethics which says “never kill” is a strong support for the doctor.
Once you allow a doctor to kill, ethics becomes elastic, always allo-
wing what you want to be allowed. The Dutch example shows what
will happen in any country where killing is accepted.

As a motive for applying euthanasia is given in most cases:
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unbearable suffering. This means that the doctor is at his wits’ end
and does not know how to deal with the patient’s problems. Can
you believe that in a modern country like Holland this situation
occurs 20.000 times a year? If that were true, Dutch medicine wo-
uld be the very worst in the world.

In November last year our government introduced a bill, which
enables a doctor to commit euthanasia without being persecuted.
The bill changes the law in such a way that the doctor who commits
euthanasia or assists a suicide should notify the coroner and give
him a report. The coroner inspects the body externally and gives
the report to the public prosecutor. If the report seems acceptable
the prosecuter. If the report seems acceptable the prosecuter may
decide not to prosecute the doctor. This means that we can predict
already today what will happen. For, as the chief witness, the pa-
tient himself, is no longer alive, the report is the only document the
prosecutor can base his judgment on, and so nobody can be expec-
ted to witness against himself, the report will always be acceptable
and no doctor will ever be punished. Morever, the cases of overdo-
sing or withholding treatment, even with the intention to kill the
patient, will not be reported at all, as the government considers the-
se cases to be “normal medical practice”.

Of course, killing is not part of medicine, but its opposite. And if
patient asks to be killed, the doctor should kill his pain, not end his
or her life. So Holland has indeed become a very dangerous coun-
try, as patients may have their lives ended without their request and
without knowledge of the authorities. The doctor thus has become
a powerful man, able to decide on life or death.

B.8. The European Parlament

But is the rest of Europe safe? In all our countries voices are
raised to allow doctors to kill without fear of prosecution. In the Eu-
ropean Parliament in Strasbourgh a resolution is presented which
demands that under certain circumstances an explicit request of
a patient to have his life ended “should be satisfied without thereby
involving any breach to respect for human life.” Yet our countries
have signed the European Convention on Human Rights, of which
Art. 1 says: “Everyone’s right to life shall be protected by law.” Is it
possible to protect someone’s life and at the same time allow it to
be destroyed?

I do hope we will soon have one United Europe, of which all our
countries will be participants. But what kind of Europe will it be?
Will Europe follow the Dutch example, or will we stick to the Euro-
pean Convention on Human Rights?

The big question is: should each man’s life be protected? And
that value depends on the type of ethics we choose, humanitarian
or utilitarian. Can science help in this choice?

C. ETHICS AND SCIENCE

How can it be explained that utilitarian ethics has made its re-
entry as a real threat to humanitarian ethics? Utilitarian ethics is
supported by the materialistic assumption that only matter exists,
which means that there is no fundamental difference between man,
animal and thing. If we can dispose of a cow or a car when they are
no longer useful, why not of a useless person? Then indeed the va-
lue of human life is decided by a market mechanism. In many uni-
versities we are told that this materialistic concept of man, which
leads to the acceptance of utilitarian ethics, is supported by science.
My next question is: Is this conclusion really justified?

Scientific research asks for objective proof. Objective means:
perceptable to our physical senses. And because these senses are
only sensitive to physical stimuli, we will never discover anything
alse but matter with this method. So there are two possibilities: 1.
Matter alone exists; that is the assumption of materialism; 2. Next to
matter there is another reality, usually called spiritual; this concept
may be called realism. Neither assumption can be proven scientifi-
cally, as neither the existence nor the non-existence of spiritual re-
ality can be demonstrated objectively. Both assumptions are equally
scientific or equally speculative.

C.1. Materalism and realism

According to the materialistic concept man is a purely physical
being, consisting only of a body, which means that mental events
such as consciousness, thinking and the experience of pain and joy
must be regarded as mere physical phenomena which are a product
of the brain.

According to the realistic concept a person is a spiritual-physical
unity, of which the spiritual aspect as long as the physical aspect is
alive, from conception until death. Consciousness and communica-
tion are faculties of the spirit, which can be expressed by means of
the brain, because the human brain is sensitive to spiritual influence.
The presence of these faculties can only be ascertained, however,
when the brain is sufficiently developed to allow communication.
But nobody can prove that these faculties are absent before that

moment.On the contary, we must assumme that the embryo is a per-
son from conception, as its whole development is aimed at building
a communication apparatus, which would be senseless if there were
not a person to use it. Recently is has been demostrated that certain
areas of the cerebral cortex can be activated by a willed intention (J.
C. Eccles: “Evolution of the Brain, Creation of the Self”, Routledge,
London, 1989, p. 187). This founding cannot be explained by mate-
rialistic theories but it supports the realistic assumption that the hu-
man mind can use the brain to express thoughts.

Our conclusion must be that science cannot decide whether the
materialistic or the realistic concept is true, which would mean that
either utilitarian or humanitarian ethics is supported by the scien-
ce. The most one can say is that modern brain research does not
support the materalistic idea that thoughts are products of the
brain, but that it gives more credit to the realistic assumption that
the brain can be activated by spiritual influence. The choice betwe-
en the two types of ethics depends on what kind of future we want.
Do we want to see our own lives and those of our children protec-
ted by the law, or protected only when we are useful to others or
wanted by them?

C.2. An universal and objective basic ethics

If science cannot decide which ethics is objectively good, that
does not mean that it is impossible to find such ethics. Summarizing
what has been said above, I believe we can say that there is an objec-
tively good basic ethics, the ethics I have called humanitarian. It is an
ethics which is good for every individual and which helps to build
a society that is good for all people, a just, free and peaceful society,
where everyone can grow and develop his own specific capacities.

Utilitarian ethics, on the contrary, is not good for everyone; it is
only useful to a restricted group of people; the healthy and strong.
For the weak and sick it is not good but lethal. So it can not called
objectively good. According to my opinion “Respecting human life and
dignity” is one of the basic principles for an ethics, which can be called
universal and objectively good, as it is valid universally and acceptable
(objective) for each society all over the world. This basic ethics should
be an integral part of every more specific ethical system, such as medi-
cal ethics or Christianity. Christian ethics is an outstanding example of
humanitarian ethics, which is objectively good, but not objective in the
sense that it is also valid and acceptable to non-christians. Let us see
how these basic principles can be applied in practice.

D. RESPECT FOR THE UNBORN

When we talk about the duty to respect the unborn, the first
question to be asked is, whether the unborn is a human being from
the moment of conception. Is the human zygote a human being?
We have just seen that we must approach this questions from two
points of view - materialism and realism.

Regarding the physical aspect of the zygote there is complete
agreement: biology shows that each living being belongs to one
species, according to the genetic material it contains, and that it can
never change from one species to another, as all its life the genetic
material remains the same. The zygote is a living being with the ge-
netic material of man. So realism and materialism agree that the zy-
gote is a human being and remains the same living being until the
moment of his death. If human life must be respected it must be
respected from conception.

If, however, only a human person is to be respected, then the
two points of view differ. If materialism is right, then there is no
thought, no consciousness, no personhood if there is no well-functi-
oning brain, such as in the human zygote. If, however, Eccles theory
is true, then we must assume, as we have seen above, that the zygo-
te is already a person. As neither of the two theories can be proven,
we must give the embryo the benefit of the doubt and respect his
life and dignity. Abortion, producing dispensable embryos by IVF
and experiments with embryos should strictly be icebidden.

E. THE PATIENT IN PROLONGED COMA

E.1. An utilitarian document

In 1985 the Royal Dutch Medical Association (KNEG) has nomi-
nated the ,Committee on Accepptability of Life-Ending Treatment”,
which was charged the task to investigate: ,Life-ending Treatment of
Incompetent Patients’s.” The term ,life-ending treatment” is chosen
in order to distinguish between deliberate killing of patients who
are not able to ask for death themselves, and euthanasia, which in
Holland is defined as ,a deliberate killing of a patient at his/her own
request”. This Committee recently produced its second report on
,Treatment of Patients in Prolonged Coma”. It is important to know
about this report, as it advocates life-ending instead of life-saving me-
asures in cases of prolonged coma, and suggests, that doctors who
refuse to cooperate should be urged to hand over the treatment of
comatose patients to others who are more willing to do so.
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E.2. What is coma?

Coma is decribed as “a state of complete loss of consciousness
from which the patient cannot be aroused by the most powerful sti-
mulation”. Of course we must keep in mind that the patient is com-
pletely unable to communicate, because no voluntary movements
are possible. The problem with what we call unconsciousness is,
that the bystanders cannot detect any sign of consciousness, but
this does not mean that the patient is not aware of what is going on.
Sometimes the patient who recovers from coma can tell exactly
what was done during his ‘unconsciousness’. But as long as the pa-
tient is still in coma, the examining doctor usually is unable to say
whether he is or is not aware of himself or his surroundings.

Oddly, the committee on the one hand denies the existence of
conscious perception during the comatose state, but on the other
hand it does not want to exclude the possiblity that the patient suf-
fers, possibly even severely. But suffering implies the existence of
conscious perception, whereas consciousness does not necessarily
mean that the patient suffers. If all causes of pain (bedsores, absces)
are carefully treated, there is no reason to assume the existence of
somatic pain. On the contrary, the patient may appreciate any lo-
ving care he receives, especially when he is treated as if he were
understanding everything.

E.3. The Persistent Vegetative State

In English literature we find the term “Persistent Vegetative Sta-
te” being defined as a syndrome, usually beginning two to four
weeks after the initial coma, when the patient regains a wake-sleep
rhytm and is arousable in the sense of eye-opening on stimulation or
spontaneously, without any sign of cognition. The word vegetative is
used to indicate the fact that the vegetative functions of the brain-
stem are still functioning after the damage to the cerebral cortex.
Unfortunately the committee translates this term as “vegetating sta-
te”, suggesting that the patient is no longer a human being but just
a plant, so that there is no sense in trying to save his life. In fact, as
the condition is characterized by the unability to respond to exter-
nal stimuli, a better name would be Prolonged Non-responsive State.

E.4. The prognosis of coma

The main reason, however, why the committee considers life-sa-
ving treatment to be unwarranted after a certain period, is the fact
that the patient may be severely handicapped for the rest of his life,
when he recovers from coma, especially nontraumatic coma. This is
often a great burden for the family. The committee complains that too
many doctors refuse to let the patient die, and urges these collegaues
to hand over their patient to a doctor who is willing to end his life.

Yet the report mentions that handicapped patients recovering
from coma only seldom ask for euthanasia, and that some of these
patients, who have signed a written will that they would want to be
killed in the case of coma, were very grateful afterwards, that their
doctor had ignored their will. If the committee wants to compel
doctors to these patients, this would actually not only be done
without any request of the patient, but even against his/her will!

E.5. The incidence of coma in Holland

The report estimates the number of people who stay in coma
more than 6 hours at 500 per year (population 15 million). Of the-
se, 10% are still in coma after 1 month, and after 1 year 1,5% are still
in coma when the cause was traumatic and 0,4% when non-trauma-
tic, whereas 45% and 85% respectively then have died.

E.6. What about the law?

The report mentions a number of possible life-ending treat-
ments: abstaining from treatment, stopping a treatment, stopping
the administration of food and fluids, direct killing. Only the last
possibility is considered to cause unnatural death, which means
that the doctor can not issue a death certificate and therefore has to
notify the coroner. All the other possiblities are not regarded as
causing death, if the doctor does not have intention to kill but to
stop a treatment which is medically senseless. So the doctor can
issue a certificate of natural death, which means that he avoids any
interference from legal procedures. And as this line of action is
applicable in any case of an incompetent patient, we may expect
a steady increase of incompetent patients being starved to death.

It is unthinkable that the committee has not realized these con-
sequences. Probably few of those, who lately have accepted a utili-
tarian line of thought, have asked what would be the results. But it
is a horritying picture of the future. And if we take account of the
editorial in California Medicine, which predicts that eventually the
doctors will decide who is allowed to live, then we in Holland have
indeed almost reached the final stage of death-control next to birth-
control. Human society then will be put on a paar with a cattle-bre-
eding farm.

The hour is late, but if we all realize that we have to choose bet-
ween humanitarian and utilitarian ethics, there is hope that the pre-

sent development may be stopped and that freedom, justice and
peace may still once become a reality all over the world.

F. FINAL CONCLUSIONS

These are examples to show the importance of distinguishing
between humanitarian ethics, which respects human life and digni-
ty from conception until death regardless of development, age or
condition, and utilitarian ethics, which judges the patient’s quality
of life and usefulness to society as criteria to decide whether to save
or end his or her life.

In my opinion it can be said that humanitarian ethics is the basic
ethics we are looking for, as it is universal and objectively good.
Only ethics which include this basic humanitarian ethics is univer-
sally acceptable. Utilitarian ethics, on the contrary, is objectively
wrong, as it excludes those who do not meet certain standards and
denies the possiblitity of a patient’s growth in certain conditions.

“Respecting human life and dignity” should be the basic of both
general ethics (see Universal Declaration on Human Rights) and
medical ethics (Hippocratic Oath and Geneva Declaration of the
World Medical Association). Starting from this basic principle, we
should be able to elaborate an ethics for each field of human activi-
ty and concern: medicine, environment, international relations,
media, etc. This is too much for one person to achieve, as no one
can be familiar with every profession, and no one can speak for
each culture and religion. Yet it must be regarded as our aim, an
aim for which we need the teamwork of many professionals from
all parts of the world.
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ITALY
1. SITUATION OF DRUG ABUSE IN THE YEAR 1991

1.1. Drug abuse

We do not have accurate figures on the total number of drug users
in Italy, especially if we wish to have a global estimate including soft-
drugs users (cannabis). Heroin users in Italy are approximately
130,000-170,000. Drug addicts treated at public health centres during
1991 were approx. 90,000; 35% of these were first-treated. The majori-
ty of drug addicts is being treated at public health centres. Out of 5
drug addicts, 4 are treated at public health centres and 1 is treated at
private specialized centres.

1.2. Description of drug users and type of use

The most popular substance among drug addicts treated at health
centres is heroin (91%), injected intravenously followed by cannabis
(4%). Only 1,5% of them use cocaine as chief substance. The largest age
class of drug addicts is that ranging from 26 to 29 years. The average age
of the drug addicts who died of overdose or AIDS is higher than that of
addicts undergoing treatment at health centres.

1.3. Drug addiction and HIV/AIDS

The estimated average prevalence of HIV seropositives among Ita-
lian drug addicts treated at public health centres is around 40%.

Among the 11.609 AIDS cases reported in Italy by December 31,
1991, drug-abuse related cases were 7637 equal to 67% to which we
should add paediatric cases of heterosexual infection.

2. NATIONAL COMMITTEE FOR THE COORDINATION
OF THE ANTI-DRUG POLICY

Law No. 162 of June 26, 1990, provides for the setting up of the Na-
tional Committee for the Coordination of the Anti-drug Policy, chaired
by the Minister for Social Affairs appointed by delegation of powers of
the President of the Cabinet of Ministers. The Committee is composed
by 11 Ministers and by the Deputy of State to the Cabinet of Ministers.
The Communittee also formulates organizational rules concerning the
responsibilities of the Ministers and the cooperation of Italy with inter-

ME&B 1 (5 - 6) 1994



national bodies, as well as the formulation of policies to assists develo-
ping countries producing base substances for drugs.

In order to better harmonize the decisions of the different Minis-
tries, the Committee of Ministers - whose responsibilities are guiding
and promoting a general policy for prevention and action against the
illicit production and distribution of narcotic drugs and psychotropic
substances at national and international level - coordinates actions and
decides criteria for allocating resources from the National Fund for the
anti-drug action, for the prevention and rehabilitation of drug addicts.

3. THE NATIONAL LAWS

3.1. Basic approach of the national legislation

The new law has made the anti-drug set of laws more comprehensi-
ve through integrated actions aiming at the prevention of both illicit
trafficking and consumption, as well as the rehabilitation of drug users
and suppression of illicit conducts. As for the latter aspect, this law is
based on three fundamental criteria:

1) drug use is considered illicit;

2) detailed description of illicit drug trafficking offences;

3) types of sanctions and punishments.

3.2. Legislation. Punishments and sanctions for drug use,

possession and selling

The Italian law punish the possession of illicit drugs for personal
use. Only administrative punishments are allowed if the dose is lower
than the “daily average dose” (1) determined by the Ministry of Health.
The anti-drug law aims at avoiding the exclusion of drug users and drug
addicts from social life for the sake of their rehabilitation. Therefore,
measures have been adopted to create a wide-scope programme to re-
habilitate drug users and addicts starting with counselling interwiews
to dissuade them for the bad doing; followed by the offer to enter a the-
rapeutic programme and, only when there is no positive response, the
application of sanctions.

The system of sanctions for drug users is based on innovatory con-
cepts; one of the penalties is the temporary disqualification of the dri-
ving licence, of the gun licence, of the passport or equivalent travel do-
cuments and of the stay permit in the case of foreigners; the prohibi-
tion to obtain such dokuments; the seizing of their vehicles; the obliga-
tion to work free for the community; various types of prohibitions to
frequent certain places; the obligation to report to the police office on
a regular basis. When the drug user or addict does not comply with the
sanctions imposed on him, he can be imprisoned for a period up to
three months or must pay a fine up to 5 million Italian lire (approx.
4,000 dollars).

[(1) “The daily average dose” has been determined on pragmatic
and pharmacotoxicological basis by taking into account the maximum
dose over 24 hours according to the Italian Pharmacopeia and the com-
position of the street drug illicitly supplied. The new anti-drug law has
taken this concept into consideration in order to distinguish illicit con-
duct of trafficking from the personal use of drugs.]

3.3. Practical application of the legislation

In the first period of enforcement, the anti-drug legislation has had
positive results although some difficulties in the interpretation of the
law were encountared.

4. INFORMATION, EDUCATION, PREVENTION

4.1. General principles

The new anti-drug body of legislation envisages a first aspect
concerning prevention and the need to remove the accuses of the
youth’s discomfort. Therefore, priority should be given to a series of
actions both in the schools and colleges, where the personality of
young people is formed; as well as in the central and local offices of the
Education Department. Important tasks are given to the Military De-
partment and to its Health Service. Other actions and programmes are
envisaged at the level of regions and local authorities.

A commission of experts has been set up to analyze projects, aiming
at preventing and rehabilitating drug addiction habit, submitted by the
public administration, the Regional administration and the municipali-
ties; and it must also decide on the funding of such programmes. Priori-
ty is given to projects concerning persons at risk as well as educational
environments (family, school, youth associations), and dissemination
campaigns for the public opinion formation are envisaged.

4.2. Organization and policy of the services responsible

for the information on drug abuse

The Ministry of Health decides the approach to be given to drug abu-
se prevention activities. The Public Services for drug addicts carry out
information and dissemination activities especially designed for young
people. To this end, an ordinance of the Ministers of Health and Social
Affairs established an increase in the staff of the above mentioned servi-
ces directly proportional to the number of young people living in a gi-
ven area. The Ministry of Defence organizes at military academies and
schools, as well as at military health schools, information courses on the

damages caused by the use of narcotic drugs and psychotropic substan-
ces, alcohol and tabacco. These courses are part of the health education
programme for conscript soldiers to whom additional information is gi-
ven on the crime phenomenon connected to drug trafficking.

4.3. Organization and policy of services responsible

for education in schools

Provincial Education Authorities, together with the Public Services
for drug addicts are setting up information and counselling centres for
high-school students where the same students participate directly and
actively.

The above-mentioned information activities, together with other
forms of education which have already proved being succesful, help
the young people to develop self-esteem and the capacity to take decisi-
ons consciously by using specific educational instruments.

4.4. Organization and policy of services responsible for other
prevention activities (with the audience, the groups at risk,
the use of mass-media, etc.).

10 billion Italian lire (about 8 million dollars) per year have been
allocated to develop information campaigns on the negative effects on
health deriving from the use of narcotic and psychotropic substances,
on the significance and seriousness of the criminal phenomenon of
trafficking such substances, to be realized through public and private
radio and TV networks and also through newspapers, magazines and
posters.

4.5. Prevention of HIV infection among drug users

Prevention of HIV infection among drug users is carried out:

a) at the local level: by the Public Services for drug addicts on the
subjects being treated at the said Services and Therapeutic Communi-
ties, by means of HIV test, health information, counselling, periodic
check-ups, addressing to specialist centres for early pharmacological
treatments (AZT) and immunological check on seropositives.

b) at the national level: by the Ministry of Health, by means of cam-
paigns addressing drug addicts and “pionneering” training courses for
staff at the Services for Drug Addicts;

¢) by marketing self-occluding syringes with the aim to replace tho-
se being presently used.

4.6. Evolution of current programmes and possible new proposals

The Ministry of Health is developing training programmes for “ou-
treach workers”, i. e. people who can perform a general preventive
action and addicts who do not reach specialized centres.

5. TREATMENT AND REHABILITATION

5.1. General principles for treatment and rehabilitation policy

Any user of narcotic and psychotropic substances:

a) may request to the Public Services for Drug Addicts to joint free
therapeutical and socio-rehabilitative programmes;

b) he/she will be granted anonymity, upon request;

¢) the Public Services staff is obliged to keep confidentiality;

d) workers who need treatment have the right to retain their jobs
during the rehabilitation treatment for a period no longer than 3 years;

e) drug-addicted prisoners are granted treatment to be provided by
the Public Services within the prison.

The rehabilitation policy is based on the Therapeutic Communities for
socio-rehabilitation and reintegration; and specific yearly contributions.

5.2. General organization of services

Over 500 public services (for drug users and addicts) operate on
the national territory. The new anti-drug legislation envisages a further
increase in the number of the Public Health Centers. The number of
operators working within each of these public services is established
on the basis of the number of drug addicts being treated at the same
time over the same period. A medical doctor, a psychologist, a social
worker, a nurse and vocational teacher schould be part of the staff.

Public Services for drug addicts will be kept open for at least 12
hours a day every week day and 6 hours on holidays. Futhermore, they
should coordinate their activities with family advisory bureaus, with
centers for the treatment of AIDS and other infectious diseases, with fo-
rensic services, with test laboratories and other types of health centres.

Private residential and semi-residential centres for drug addicts
treatment and rehabilitation work together with Public Services.

5.3. Types of treatment

Each Public Services Center is a reference point for drug addicts and
their families since it plays a supporting and counselling role. Moreover
it shall provide psychological treatments, and pharmacological treat-
ments (within its framework, also treatment with methadone should be
provided at Public Health Centres to people addicted to opiates where
other treatments have proved unsuccessful.

5.4. Assessment of the current programmes and possible proposals
It is also envisaged to make assessment of the effectiveness of the
actions carried out. The methods to be used are still being studied.
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E.C.COUNTRIES

1. INTRODUCTION

The definition of drug policies and the setting up of appropriate
actions reflect the socio-cultural and political context at various levels.
In this respect in each Member State, national, regional and local levels
have their own competence in the field of drug demand reduction.
Most of the Member States involve each level with specific responsibili-
ties. In most Member States policies and general guidelines for drug de-
mand reduction are established at national level, while the implementa-
tion of actions in prevention, treatment and rehabilitation is the res-
ponsibility of regional or local bodies. There is a trend towards decen-
tralization even in Member States where such responsibilities are not
clearly distributed.

National support and coordination are often considered essential
for the establishment of general policies. There is a willigness to keep
a balance between local innovative acitivities and the necessity to have
a minimum coordination of policies. The sources of funding and their
allocation reflect the distribution of responsibilities between the nati-
onal, regional and local levels. In some Members State the levels of go-
vernment funding are enhanced by the substantial countributions
made by the non-governmental sectors. In several of them the levels of
funding have shown a substantial increase in recent years, in a number
of cases due to the additional threat of AIDS.

The level and trends of drug use, when looked at in comparison,
must be considered with caution, since each Member State use diffe-
rent methodologies and definitions for data collection. In some cases
trends cannot be ascertained within some Member States, since non
consistent data collection has been performed over a period of time.
Member States stressed the difficulty of estimating the total number of
drug users since many do not seek help, nor do they come into contact
with the authorities. According to the limited data available on the
number of drug users registered, many of Member States have expe-
rienced an increase in the numbers in recent years. In some Member
States there are reports of stabilization in the overall number of users,
in particular for heroin. This probably reflects the overall changing pat-
tern of supply and demand, and the type of drug use. Health-based indi-
cators on drug users applying for a treatment and drug related deaths
show an increasing trend of drug-related problems in most Member
States. In a number of Member States, there is a clear indication that the
average age of the drug-using population is increasing, heroin and poly-
drug use remain the main problems; there is evidence in some Member
States that the use of cocaine and new drugs is increasing; however this
is not substantiated at present by health data.

2. LEGAL ASPECTS

Regarding the legal framework of drug demand reduction in Mem-
ber States, four aspects are to be pointed out: legal provisions regar-
ding drug possession or use, and the consequences for drug users; re-
gulations and practices concerning compulsory detoxification and
treatment; volunatry detoxification and treatment, and substitution
treatments; special provisions related to the prevention of HIV
transmission and AIDS. There is a constant adaption process of legisla-
tion and regulations in response to a complex and changing situation.
In most Member States the legal privisions favour the therapeutic
approach for drug users. This may be voluntary or compulsory, and it
is, when compulsory, an alternative to prison. There is, however, in cer-
tain Member States a tendency to increase the penalties for drug po-
ssession for a personal use. More recently, the awareness of the role of
intravenous drug use as a risk behaviour for HIV infection has been
emphasized in the legislation of many Member States, the public health
aspects of drug misuse. Two examples can be mentioned in this res-
pect: the substitution treatments on one hand, in particular onvolving
methadone, which are increasingly approved in some Member States
for pilot experiments where methadone was not avaiable for normal
medical treatments; and on the other hand, the liberalization of the sa-
les of syringes to take into account the new risk of HIV transmission
and AIDS. Needle exchange programmes still remain limited.

3. PREVENTION

Member States have made numerous efforts to deal with the drug
abuse problem. As a common factor for most Member States the
increasing recognition of the need to develop coordinated, continuous
and structured preventive actions can be highlighted responding to
a rapidly evolving situation.

Guidelines for prevention activities include:

- the importance of a broader framework of prevention measures in
which various culture, health and social problems are addressed,;

- the need for a comprehensive approach to the drug abuse prob-
lem, covering a range of different environments simultaneously, taking
into account the risk factors and including illicit and licit drugs;

- the importance of adapting interventions to local needs and cir-
cumstances;

- the integration of drug education into general health education
school programmes;

- the emphasis on the promotion of a healthy life style and avoiding
risk behaviours;

- the need for factual, objective, non-dramatized and non-fear raising
information;

- the importance of the responsibility of parents and leading figures
as positive role models;

- the training of educators, youth workers, and health professionals.

There are two approaches concerning the use of mass media in
information campaigns. Some countries consider them as being not
very effective in carrying out prevention interventions, while others
have recently launched such campaigns.

4. TREATMENT AND REHABILITATION

Most Member States have treatment structures with services ran-
ging from hospital and community based medical facilities, outpatient
centres, and therapeutic communities to self help groups. The average,
diversification and decentralization of services varies considerably bet-
ween the countries; both formally structured institutions with profes-
sional staff, and loosely organized voluntary assistance provide these
services.

Member States report the need to continue striving for better, more
diversified and increased number of the treatment possibilities. An
important factor conditioning treatment policies is the role of intrave-
nous drug use as a risk factor for HIV transmission. This fact has
prompted many Members States to have flexible approaches to substi-
tution treatments and syringe availability, as well as to try reaching
drug users in their environments, and to make a help available to them
without the requirement of a drug-free lifestyle as the first goal.

The balance between health and social services in the approaches to
the care of drug users is different between the Member States; while in
some of them the emphasis is on the social approaches with the collabo-
ration of the health care when needed, in the others the trend is to
include the treatment of substance abuse into the general health care
system with the collaboration of social services. Finally, in some Mem-
ber States the Menthal Health Care system also plays an important role.

Most Member States report a need for better adapted services aimed at
individuals with specific problems: prisoners, AIDS patients and HIV posi-
tive persons, drug using pregnant women, children of drug users, etc..

5. MANPOWER TRAINING

Most Member States report a recent increase in awareness of the
urgent need for adequately trained personnel for the prevention and
treatment of drug abuse. Up to the moment, the most common
approach to the manpower training has been sporadic and/or of short
duration and sometimes outside normal structures. Interdisciplinary
courses for professionals and, a few cases, continuous trainig has been
provided. Some Member States have produced resource informa-
tion/training materials for physicians, pharmacists, teachers and pa-
rents. Several member States have structured, regular university and
post-graduate studies for trainig and specialization in substance abuse.
The need to develop permanent programmes is recognized by a num-
ber of Member States, and in some instances, the planning is well
underway. Examples of such plans are: the integration of substance
abuse training into the university curricula of teachers, health profes-
sionals and psychologists, university and postgraduate trainig on sub-
stance abuse; and continuing education systems for professionals invol-
ved in prevention and treatment.

6. CONCLUSIONS

Member States are deeply aware of the importance of drug demand
reduction programmes and the need to develop them as an essential
element in an overall drug policy. The approaches to drug demand re-
duction are continually and often rapidly evolving in E.C. States; fur-
thermore a large variety of approaches is being explored. Member Sta-
tes consider it important to introduce and improve evaluation prog-
rammes. They emphasize the importance of a broader framework of
prevention measures in which various cultural, health and social prob-
lems are adressed, and for a comprehensive approach to drug abuse
problems, covering a range of environments simultaneously, and ta-
king into account risk factors and including illicit and licit drugs. Mem-
ber States stress the need to have a variety of different treatment meth-
ods for drug users available. They consider a clear need for developing
of comparable data collection systems on drug demand reduction.
They recognize the need for increased support and coordination of re-
search efforts. Adequate funding and manpower resources allocation
are fundamental to ensuring that drug demand reduction (prevention,
treatment and rehabilitation) is carried out effectively.
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1. Rukopisy maju byt napisané v spisovnom slovenskom ale-
bo anglickom jazyku na kvalitnom papieri formatu A4 (60 zna-
kov, 30 riadkov na jednu stranu), najlepsie elektrickym pisacim
strojom alebo laserovou tlaciarfiou pocitaca.
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vodné prace a prehlady su pred prijatim na uverejnenie recen-
zované.

9. Redakcia si vyhradzuje pravo vykonat na rukopise (vrata-
ne jeho ndzvu) nevyhnutné redakéné upravy, skratit ho, alebo
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