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MEDICAL ETHICS AND CARE OF THE DYING
M. Petrini

Centro di Promozione e Sviluppo dell’Assistenza Geriatrica, Facolta di Medici-
na e Chirurgia “Agostino Gemelli”, Roma (Italia)

Abstract

Paper deals with some of the important ethical issues involved in the care of
dying persons in terminal care settings. It pays a special attention to the aware-
ness of dying, brain death, pain control, quality of life, proportionate use of thera-
peutic agents, advance directives, and the problem of euthanasia. It concludes,
that to provide a medical care, that alleviates pain and suffering, while respecting
the principle of the sanctity of life, and not giving place to the unnecessary, dys-
proportionate means of medical treatment, is both medically sound and consis-
tent with the dignity of each individual. Recognizing that the patient cannot be
“saved by medical science”, means to respect the limits of the physical realities
while at the same time allowing the spiritual beliefs about the life after death and
the importance of the person as an embodied spirit to be fulfilled. Care of the dy-
ing person is a de facto conversion of the health service from the utilitarian and
mechanistic to the holistic perspective. (Abstract written by the editor.)

Key words: death, dying person, brain death, terminal care, quality of life,
advance directives, euthanasia

All of us are dying. To provide the care that ensures a meaningful and comfor-
table end of life is a privilege. Success requires copmpassion, technical expertise,
and good teamwork. Medical decision making must seek to craft the best life that
is possible for patients burdened by progressive chronic disease that is expected
to be fatal.

This paper will examine the main problems that arise in terminal care. Much of
the recent discussion in Europe has been in response to events in the United Sta-
tes of America. Events that have influenced and influence today medical science
and technology has enabled health professional to prolong the lives of many who,
in another era, would have died earlier. But those who could not be restored to
health - the terminally ill - may become instead victims of the clinical technology
imposed upon them.

To speak on ethics in terminal care signifies, primarily, to evoke two princi-
ples: the first, that the patient is a person who must be helped to live through
a dramatic moment of his life in the belief that human life preserves its value inte-
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grally, even when physical conditions increasingly tend to
deteriorate. The second principle is that care means to
accompany a person to the end of his earthly life, sharing
his pain and sorrow.

This holistic therapeutic help should also be directed to
support of the family, since entire family is shaken by the ill-
ness. The ill and his family must to live through a continu-
ous adaptation to new realities, in a state of illness which
creates deep changes in the human person and in fami-
ly’s relationships.

But suffering can bias also the caregiver-patient relation-
ship. Humankind is unique in knowing that each person will
die. Yet denial mechnism effectively push back concerns
about mortality, even among caregivers. Confronting morta-
lity in patients can cause anxiety and precipitate dysfunctio-
nal defenses. Only when the physician and other caregivers
learn to confront their own fears can management of the pa-
tient be effective and patient-centered (Cobbs, Lynn, 1990).

The dying patient needs a doctor and caregivers whose
concern for the patient will be lifelong, even in the absence
of curative treatments. The effective physician allows time
to listen to the patient, as well as time to explain and dis-
cuss. Through history taking, including review of old medi-
cal records, ordinarily is essential for understanding the sto-
ry of the patients’s fast and future course of illness. The phy-
sical examination is helpful and, if done well, can help avoid
unnecessary and burdensome diagnostic interventions
(Cobbs, Lynn, 1990).

Often the care of the dying patient signifies a concept of
care that is designed to relieve suffering and alleviate
unwanted symptoms. Optimally, the dying patient is cared
for by an interdisciplinary team of professionals and concer-
ned others. The physician often coordinates and leads this
team which includes nurses, social workers, clergy, volunte-
ers, rehabilitation therapists, dietitians, and others. The qu-
ality of interaction among the team members will be reflec-
ted in the ability of that team to provide well-coordinated
services to the patient. Patient care is optimal when there
exists mutual respect among team members and fair amo-
unt of cross-training. Caring for dying people is stressful
for all involved. Even the best solutions and remedies to ill-
ness and suffering are far from perfect. Despite the most va-
liant efforts, mistakes are made, shortcomings are percie-
ved. In addition to providing more holistic and better coor-
dinated patient care, the team approach permits mutual sup-
port among team members (Cobbs, Lynn, 1990).

Awareness of dying

The are a number of variables which may significantly
influence how an individual responds to the knowledge of
death. These variables includes age, personality, disease pro-
cess, culture, sex, simultaneously occuring stress situation,
past experience with death and coping ability. The influen-
ce of societal attitudes on responses to dying is also impor-
tant. An other important factor which may influence res-
ponses to dying, is awareness of death. The patient’s respon-
ses to his own death will be influenced by how much he
knows. In the same way, caregivers will guide their action
and responses towards the patient depending upon the le-
vel of awareness which exists (Sims, 1988).

It is important that the patient and family are encouraged
to participate in decision-making. For this task, it is necessa-
ry, as far as possible, that patient and family receive adequ-
ate information and instructions so that they feel confident
in his role. This is the content of an informed consent: this
concept define exactly what the word says: information is
given to the patient and his family about a proposed treat-
ment, procedure, or course of action, that is not undertaken
until and unless the patient agrees to it. Gaining the infor-
med consent is an ethical task. Underlying to this is the prin-
ciple of autonomy or self-determination. Morally, it is diffi-
cult, if not impossible, to justify that anyone else but compe-

tent adults should make decisions for themselves (Jameton,
1977). 1t is essential to fully comprehend the ethical and le-
gal importance of the right to refuse treatment as a compo-
nent of the informed consent principle.

Now, we look into the other ethical questions, but, first
of all we have to define the concept of death itself.

Brain death

The 1968 statement of the “Ad Hoc Committee of the Har-
vard School of Medicine to Examine the Definition of Brain
Death” has given rise to a worldwide movements towards
a new conception of death: brain death. While death in the
ordinary sense is a fundamental mysterious datum in the
experience of every man and easy to “diagnose” by anyone,
“brain death” is such a highly technical notion of death that
both its theoretical discussion and its concrete verification
seem to be reserved to medical staff only (Seifert, 1992).

The term brain death was coined by the Frenchman X. Bi-
chat in 1880 - long before it had any connection with mat-
ters of organ donation after death. The pathological process
consists of the entire brain dying before irreversible cardiac
arrest, and thus before the remainder of the body. Without
medical intervention, brain death cannot readily be distin-
guished from cardiac death because only minutes elapse
between the two events. With the loss of brain function, res-
piration, which is controlled by the brain stops, among
other things. The heart, beating of its own accord, stops as
soon as the remaining oxygen has been used up. Only if,
and thus only when mechanical ventilation and other forms
of intensive care able to delay this process by hours or days
or, in some cases, by weeks or even months, is the distincti-
on between brain death and cardiac death of clear and prac-
tical importance (Angstwurm, 1992).

However, the source of much confusion is the term “bra-
in death” itself. This is an exceptionally poor term for such
a key concept, as it is susceptible to several, very different
interpretations. It can mean simply the death of an organ,
the brain, implying nothing per se about life or death at the
organismal level (Shewmon, 1992). An even worse term is
the “cerebral death”. Insofar as the cerebral hemispheres are
only the upper part of the brain, to equate the “cerebral de-
ath” with “brain death” only adds anatomical inaccuracy to
semiotic ambiguity (Shewmon, 1992). Today, the use of the
term “cerebral death” is widely criticised and rightly so as
being inappropriate and dangerous. If it is desired to state
anequivocably that death of the entire brain has occured, it
would be right to speak about the “encephalic death” or “to-
tal cerebral infarction” (Ciccone, 1991).

Death as “complete and irreversible cessation of all cen-
tral vital functions” is the best medical definition and criteri-
on of death so far available (Seifert, 1992).

Pain control

Pain is a frequent and complex symptom of the dying pa-
tient. The mind-body connection in relation to pain is cle-
arly reflected in the following definition: Pain is an abstract
concept wich refers to (1) a personal, private sensation of
hurt; (2) a harmful stimulus which signals current or impen-
ding tissue damage; (3) a pattern of responses which opera-
tes to protect the organism from harm (Sternbach, 1968).

Acknowledging that pain is personal and private affirms
that it is unique to the person experiencing it. The compo-
nents of pain are many and they are interrelated: physical,
emotional, spiritual, social, financial. Effective intervention,
therefore, is multifaceted and multidisciplinary.

Concerned support and a caring ralationship characteri-
zed by trust, empathy and respect are essential in order to
provide a safe environment in which individuals facing de-
ath can disclose their fears and work through their feelings
(Sims, 1988).

Concentration on the role of a professional knowledge
and technical excellence alone, without acknowledging
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the participation of the patient ignores and devalues the
“whole person” dimension in suffering. If pain is perceived
in isolation as a separate entity, the potential for suffering in
the dying patient is increased and the opportunities for gre-
ater understanding and relief, decreased or lost. Good pain
control requires both a sensitivity to the patient’s needs on
every level and the competence to meet them (Raiman,
1988). The fear of uncontrolled pain at death may exceed
the fears of death itself, and the relevance of past pain me-
mories and experiences allied with unspoken anxieties can-
not be ignored.

Within the limits of the pharmacological intervention, we
may to point out that most dying patients who are experien-
cing pain or other troubling symptoms, will be more comfor-
table on a regular, round-the-clock dosing schedule of me-
dication rather than treatment only after the symptoms beco-
me apparent. The goal of treatment is to suppress the sym-
ptoms and prevent their reemergence between doses. For
example, round-the-clock dosing eliminates the “pain beha-
vior” cycle, in which the pain returns as the analgesic wears
off and the patient must wait until the caregiver can respond
and until the medication takes effect. The delay heightens
anxiety and exacerbates pain (Cobbs, Lynn 1990).

The concentrated and protracted use of painkillers is not,
however, without its difficulties, since habituation usually re-
quires the dosage to be increased in order to maintain effec-
tiveness. It is worth recalling here a statement of Pope Pius
XII. that is still valid. A group of physicians had asked: “Is the
removal of pain and consciousness by means of narcotics
permitted by religion and morality to both doctor and pa-
tient even at the approach of death and if one foresees that
the use of narcotics will shorten life?” The Pope answered:
“Yes - provided that no other means exist and if, in the given
circumstances, the action does not prevent the carrying out
of other moral and religious duties (Declaration, 1980).

In this case, as is clear, death is by no means intended or so-
ught, although the risk of it is being incurred for a good reason;
although the risk of it is being incurred for a good reason; the
only intention is to diminish pain effectively by use of the pain-
killers available to medical science (Declaration, 1980).

Quality of life

Patient’s quality of life is discussed frequently as a factor
affecting life-sustaining medical decisions for the ill patient.
Many factors make determinations of quality of life difficult
to predict. The term quality of life has no obvious meaning, it
is not clear to which empirical states the term refers, nor is it
manifest how any particular person will evaluate those states.

In addition, the traditional pressures in acute care facilities
for aggressive treatment and the uncertainties of diagnosis
and prognosis make predictions of patient’s quality of life dif-
ficult. Other complicating issues include the physician’s sub-
jective values relative to the patient’s characteristics, inadequ-
ate communication between physicians and patients, and ba-
sic problems with the measurement of quality of life (Pearl-
man et al., 1985; Spitzer et al., 1981; Flanagan, 1992).

The concept of quality of life can be used responsibly
when clinicians attune their interactions with patients to
the values and goals of the patient. In these contexts, a pa-
tient’s own evaluation of the quality of his life may determi-
ne the choice of a therapeutic intervention and what is in
his best interest.

Using quality of life as a factor in decisions involving
life-sustaining procedures, however, can represent a crucial
ethical concern in patient care (Pearlman, Jonsen, 1985; To-
mlinson, Brody, 1988). With an informed competent patient
who is able to communicate his feelings, respect for patient
autonomy should foster respect for the patient’s attitudes
about the use of life-sustaining procedures. The underlying
rationale is that this type of patient is able to determine
what is beneficial for himself on the basis of his perceived
current or future quality of life. This situation requires that

a clinician’s subjective evaluation of the patient’s quality of
life generally be secondary to the patient’s opinions (Presi-
dent’s Commission, 1992). Ethical problems appear only
when a patient’s competency is in doubt or an incompetent
patient’s family or health care provider proposes that the pa-
tient’s quality of life does not justify a medical intervention
(Cobbs, Lynn, 1990).

Quality of life principle may be, however, used also for the
justification of euthanasia. Translated from the Greek eutha-
nasia means “easy and painless death”, but here means an acti-
on or omission that by its nature or by intention causes death
with the purpose of putting an end to all suffering.

We must firmly state once again that no one and nothing
can, in any way, authorize the killing of an innocent human
being, whether the later be a fetus or embryo, or a child, or
an adult, or an elderly person, or someone incurably ill, or
someone who is dying (Declaration, 1980).

In opposition to euthanasia there is the argument resting
on the biblical injunction “thou shalt not kill”. Respect for
body in any of its functions as an integral component of hu-
maneness is presumed, and sanctity of life, rather than quali-
ty of life, is the cardinal principle (Weber, 1993). The fear
that the logical extension of the quality of life argument will
lead to an officially accepted, involuntary, direct or active
euthanasia policy that would provide an opening wedge or
“slippery slope” for justifying decisions by the “competent”
in society to order the deaths of the handicapped, the elde-
rly, the retarded, or “unacceptables” (O’'Rave Amenta, 1986).
The caution that once society lets down its guard of psycho-
logical and social barriers or starts to equivocate on the
principle of sanctity of life, the choice of who will be allo-
wed to live and die will be based on arbitrary physical, men-
tal, or - worse - political criteria (Rothman, 1977). In truth,
most current arguments that take into account the long-
term consequences reject policies of officially approved eut-
hanasia (Lo, Jonsen, 1980). Health professionals, in particu-
lar, would have much to lose, most importantly the trust of
their patients and the public.

It is said, that if you relieve the patient’s pain and if you
can make him feel like a wanted person, which he is, then
you are not going to be asked about euthanasia (Sanders,
1969,1970). However the proportionate use of therapeutic
agents is really a problem.

The proportionate use of therapeutic agents

In our days it is very important at the moment of death to
safeguard the dignity of the person and the Christian me-
aning of life, in the face of a technological approach to death
that can easily be abused. Does this mean that all possible re-
medies must be applied in every circumstance? In the not
too distant past moralists would have replied that the use of
“extraordinary” means can never be obligatory. This reply is
still valid in principle, but it is, perhaps, less evident today
because of its vagueness, or because of rapid advances in the
treatment possibilities. For this reason some prefer to speak
of “proportionate” and “disproportionate” means. In any
case, a correct judgement can be made regarding means, if
the type of treatment, its degree of difficulty and danger, its
expense and the possibility of applying it are weighed again-
st the results that can be expected, all this in the light of the
dying person’s condition and resources of body and spirit.

The following clarifications will facilitate the application
of these general principles:

o If other remedies are lacking, it is permissible, with the
consent of the sick person, to use the most recent medical
techniques, even if these are not yet fully tested and are not
free of risk.

o It is also licit to discontinue the use of these means as
soon as results disappoint the hopes placed in them but, in
making this decision, account should be taken of the legiti-
mate desire of sick person and his family as well as the opi-
nion of truly expert physicians. The later are better placed
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than anyone else for judging whether the expense of machi-
nery and personnel is disproportionate to the foreseeable
results and whether the medical techniques used will cause
the sick person suffering or inconvenience greater than the
benefits that may be derived from them.

o It is always licit to be content with the ordinary reme-
dies which medical science can supply. Therefore, no one
may be obliged to submit to a type of treatment which, tho-
ugh already in use, is not without serious risks or is excessi-
vely burdensome. This rejection of a particular treatment or
remedy is not to be compared to suicide; it is more justly to
be regarded as a simple acceptance of the human condition
or a desire to avoid the application of medical techniques
that are disproportionate to the value of the anticipated re-
sults or, finally, a desire not to put a heavy burden on the fa-
mily or the community.

e When death is imminent and cannot be prevented by
the remedies used, it is licit in conscience to decide to reno-
unce treatments that can only yield a precarious and painful
prolongation of life. At the same time, however, ordinary
treatment that is due to the sick in such cases may not be
interrupted. There is no reason for the doctor to feel anxi-
ous in such cases as though he had not come to the aid of
a person in danger (Declaration, 1989).

Advance directives

In the anglo-saxon reality many individuals promote the
idea of living will. First, they argue that individuals have
a right to make decisions about the acceptance or rejection
of any medical treatment based on their right to privacy and
self-determination. When an individual becomes incompe-
tent to make these decisions, these rights still exist and sho-
uld be respected. Second, respecting a person’s living will
shows respect for the person. (O’'Rourke, Brodeur, 1989).

The living will is - the term was coined by Luis Kutner in
1969 - a statement of the wish to be allowed to die and not
be kept alive by artificial means or heroic measures. Signed
by persons when mentally competent, it authorizes others
to decide for them should they at some future time be una-
ble to decide themselves. Living will authorize medication
for the relief of pain and suffering even if this may shorten
life, the assumption being that supportive or comfort care
will be provided. This document may make suggestions for
appointing an agent to make binding decisions, and they
also may mention specific types of treatment that will be
objected to, e.g. mechanical respiration, cardiopulmunary
resuscitation, or nasogastric tube feeding (O’Rave Amenta,
Bohnat, 1986).

The condition of competence for health care decision
making presumes that the patient adult has the capacity to
understand relevant information, to communicate with ca-
regivers in relation to it, and to consider the various realistic
alternatives within the context of reasonably stable set of
personal values and life goals (Lynn, Osterweiss, 1985). In
some cases, because of the nature and intensity of the stress,
and owing to the types of decisions to be made, patients
may slip in and out of competence.

In all cases, whether when totally incompetent or intermit-
tently competent, if patients are determined unable to make
treatment decisions, sameone else must do those for them.
The first thing to establish is who the someone else should be
(National, 1985). Most often it is family or next of kin.

Not all people, however, agree with this assessment. Fir-
st, they argue that living will legislation in general promote
dying rather than living. Since society does not want to pro-
tect vulnerable individuals or respect those individuals who-
se “quality of life” or whose “productivity” in life is not
“acceptable”, living will provide one more mechanism by
which a “death culture” rather than a “life culture” flouris-
hes. Second, they point to the uncertainty of a living
will’s validity at the time of implementing the specific direc-
tives. Other people’s question is the validity of the living

will itself. The third problem is the questioning of the pa-
tient’s comprehensive knowledge at the time the living will
is executed. Could the individual have a clear awareness of
what could physically debilitate him and what the implicati-
ons of given therapies are for a future medical problem? If
the answer to that question is no, then the living will could
not be valid. The attempt to limit specific medical interven-
tions does not recognize the complex and ambiguous set-
ting in which medical therapies are provided and medical
decisions made. The focus is on the particular treatment,
and not on the patient’s values.

The other ethical problem of concern is the one of car-
dio-pulmonary resuscitation. The cardio-pulmonary resus-
citation procedure is designed to help a patient to live. Mo-
ral questions arise when the possibility of life is no longer
present, when the patient is suffering from a terminal dise-
ase and death is imminent, and when patient or family mem-
ber asks a “do not resuscitate” order be writen.

The “do not resuscitate” order should be looked upon as
a medical judgment made by those responsible for medical
care. The “do not resuscitate” order must be made in light of
the patient’s values and the status of his health. Thus, the
“do not resuscitate order” must be given by the physician in
light of what is good, sound medical treatment. If in the par-
ticular situation the patient in terminal condition is judged
to be dying, the prolongation of life is an ethically dyspro-
portionate and nonobligatory procedure (O’Rourke, Brode-
ur, 1989). Clearly, in some cases the resuscitation would be
an unnecessary burden for the patient or a useless medical
procedure that would not help the patient return to a more
beneficial situation (O’Rourke, Brodeur, 1989).

However, the decision “do not resuscitate” is not tanta-
mount to the abandonment of the patient. Supportive me-
asures should always be provided. There should be an ade-
quate control of pain and other symptoms, food and drink
provision, skin care, meticulous attention to hygiene, and
other necessary comfort measures.

In conclusion, dying is a part of the life process for each
individual. Helping a patient to die well, and providing me-
dical care that alleviates pain while not giving unnecessary
or nonobligatory care, can be medically indicated and con-
sistent with the dignity of each individual (OYRourke, Bro-
deur, 1989). Recognizing that the patient cannot be “saved
by medical science”, means to respect the limits of the phy-
sical realities while at the same time allowing the spiritual
beliefs about life after death and the importance of the per-
son as an embodied spirit to be fulfilled.

Care of the dying person is a de facto conversion of the
health service from the utilitarian and mechanistic one to
the holistic. Within this holistic framework, the notion of
the “good” death combines three elements: It assumes
a warm, intimate relationship with family, friends, and
care-givers; a context of open awareness in which the dy-
ing person and those important to him can communicate
openly; and a belief system that allows for the discovery of
meaning. Whithin this holistic framework “death is not the
enemy, inhumanity is” (Caroline, 1980).
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M. Petrini: Medical ethics and care of the dying/Medicin-
ska etika a starostlivost o zomierajiceho pacienta. ME&B, 2,
1995, 3, p. 1 - 6. Prica sa zaobera niektorymi zavaznymi
etickymi otazkami starostlivosti o zomierajicich v podmie-
kach termindlnej starostlivosti. Zvlastnu pozornost venuje
uvedomeniu si skuto¢nosti umierania u pacienta a zdravot-
nickych pracovnikov, dalej problému mozgovej smrti, liec-
by bolesti, kvality Zivota, proporciondlneho pouzitia lieceb-
nych prostriedkov, tzv. advanced directives (rozhodnuti
o buducej liecbe, resp. jej odmietnuti), eutanazie. Uzatvira,
Ze poskytovanie medicinskej starostlivosti, ktord zmieriiuje
bolest a utrpenie, pricom reSpektuje princip nedotknutel-
nosti fudského Zivota a nevystavuje pacienta nepotrebnym
a neproporciondlnym terapeutickym zdkrokom, je nielen
medicinsky spravne, ale zodpoveda aj dostojnosti kazdého
jednotlivca. Uznanie faktu, Ze dany pacient nemodZe byt za-
chrianeny prostriedkami “lekdrskej vedy”, znamend reSpekto-
vanie fyzickej skuto¢nosti, ako aj ponechanie priestoru pre
uplatnenie duchovného presvedcenia o Zivote po smrti a vy-
zname osoby ako vteleného ducha. Starostlivost o zomieraju-
ce osoby znamena prechod zdravotnickej starostlivosti od
utilitaristickej a mechanistickej k holistickej perspektive ¢in-
nosti. (Abstrakt redakcia.) Klticové slova: smrt, umierajiica
osoba, mozgovi smrt, termindlna starostlivost, kvalita Zivota,
eutanazia.

Address for correspondence: Prof. M. Petrini, M.D., Centro di Promozione e Svilup-
po dell’Assistenza Geriatrica, Universita Cattolica del Sacro Cuore, Facolta di Medi-
cina e Chirurgia “Agostino Gemelli”, Largo A. Gemelli No. 8, 00168 Roma (Italia)

RETROSPEKTIVA

RETROSPECTIVE

Medzinirodné sympézium o medicinskej etike/Internati-
onal Symposium on Medical Ethics, Bratislava, 29. - 30. 5. 1992

V maji 1992 sa uskutocnilo v Bratislave v priestoroch Kongresové-
ho centra “Istropolis” vyznamné podujatie s medzindrodnou ucastou -
Medzindrodné sympozium o medicinskej etike/International Sympo-
sium on Medical Ethics. Organizatorom sympozia, ktoré sa konalo pri
prileZitosti Svetového Pro-Life kongresu (World Pro-Life Congress,
Bratislava, May 28 - 31, 1992), bol Ustav medicinskej etiky a bioetiky
IVZ a LFUK v Bratislave. Sympozium prinieslo rad zaujimavych pohla-
dov na viaceré konkrétne etické problémy sticasnej mediciny a zdra-
votnickej starostlivosti, mnohé v podani vyznamnych osobnosti slo-
venskej a ceskej mediciny a bioetiky, i viacerych hosti zo zahranicia.
Nakolko sa zatial - z financnych a technickych dovodov - nepodarilo
vydat suhrnni publikiciu materialov sympozia, rozhodla sa redakcia
uverejiiovat postupne dostupné texty prispevkov podujatia v tejto no-
vej rubrike nasho casopisu. Verime, Ze tymto sposobom aspoii Ciastoc-
ne splatime dlh voci autorom prednasok a aktivnym ucastnikom sym-
pozia, ako aj voci nasej lekarskej a zdravotnickej verejnosti.

SIGNIFICANCE AND SCOPE OF CONTEMPORARY BIOETHICS
Daniel Callahan

It is a great pleasure and honor to be part of this Con-
gress. I have worked 25 years in the field of biomedical
ethics, and I have been fascinated by its historical unfolding.
I believe it is a social, and not merely a medical movement,
a movement that brings together political, ethical, religious,
scientific, and cultural trends.

I would like to begin by reminding you of the history of
medicine, and how out of that history the field of biomedi-
cal ethics emerged. The first phase of medicine was of cour-
se the pre-modern phase. During that phase, before science
had made its appearance, there was very little in the way of
cure, and mortality rates were high and life expectancy
short. The best that physicians could provide was care, pa-
lliation, and some diagnosis. The Hippocratic tradition,
which dominated medicine in the West, was a tradition mar-
ked by medical paternalism and a fair degree of physician
self-protection. Its values were, for the most part, its own
internal values, and not greatly affected by the external valu-
es of the public. There was a great primacy given to indivi-
dual patients welfare, a rejection of abortion and euthanasia,
but also at the same time it was a medicine marked by a fair
degree of quackery, many unproven cures, and generally
a lack of success.

The great developments in medicine began to come du-
ring the 19th and 20th centuries. By the 19th Century, medi-
cine had well begun to understand the importance of scienti-
fic research, and already mortality rates were dropping, the
origin of many diseases was understood, and progress was
being made in curing disease. At the same time, the organiza-
tion and internal control of medicine was well underway,
with the development of professional standards in many co-
untries. Scientific research was increasingly the focal point
of medical advancement, with a particular attack on infecti-
ous disease being mounted. By about 1870 or so in Europe,
there was a striking increase in life expectancy, an increase
based not so much on the medical advances as on improved
nutrition, and sanitation, but nonetheless reflective of a bet-
ter understanding of human health. Nonetheless, during this
period of an emerging scientific ethic within medicine, the
traditional ethics of medicine held sway. It was not an ethics
much affected by public values or external pressures, and
ethical problems for the most part were dealt with inside of
medicine, well apart from the public eye.

Let me move forward very rapidly in history, up to the
middle of the 20th Century. Of course during the early part
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of the 20th Century scientific medicine progressed very ra-
pidly, and the Second World War was itself a great stimulus
to medical advance. By the middle of the 1960s, a great
explosion of medical technology was underway, most of the
major infectious diseases had been conquered, and life
expectancies had significantly improved. As medicine and
health care generally became more important industries,
consuming a great deal of money and able to boast great
successes, some new moral problems began to appear.
Among the first were problems involving the use of human
subjects for research purposes without their consent. The
Nazis of course had done this during the Second World War,
but in the West the great shock for many was that otherwise
reputable researchers in democratic countries were also ma-
king use of research subjects without their consent. During
the mid-1960s a number of articles appeared in the United
States and Great Britain pointing to the abuse of research
subjects in this respect. One of the first important develop-
ments in the field of medical ethics was this increased con-
cern for research subjects, and out of that concern develo-
ped an increased concern for the related rights of patients.
At the same time, medicine in many countries was beco-
ming much more a matter of public policy and public inte-
rest. There was also a sense that medical integrity had failed
because of certain abuses.

During the 1960s, a great number of technological deve-
lopments took place to enormously stimulate the field of
medical ethics, and indeed lead to a broadening of the field
of medical ethics to encompass the general areas of social
science, biological research, and some parts of environmen-
tal science as well. The term bioethics, which emerged in
the early 1970s, was meant to cover this wider terrain. No-
netheless, the important technological developments of the
1960s were the major stimulus for the advent of contempo-
rary bioethics. They included prenatal diagnosis and genetic
counseling and screening; the advent of effective contracep-
tives, and of safe abortion; the advent of organ transplantati-
ons, beginning with the kidneys and then moving on to the
heart; the advent of kidney dialysis, and of a new definition
of death, and the widespread use of the respirator. There de-
veloped also intensive care units, coronary care units and
neonatal care units.

At the same time these technological advances were ta-
king place there was a growing public concern about the
impact of technology on human life, and there were in many
quarters in the West criticisms of those in authority, and tho-
se pretending to wield particular expertise. This attack on
authority and expertise came to include a criticism of medi-
cine as well. The media came to have a growing interest in
the burgeoning field of medicine, and also in the ethical pro-
blems that this was developing. Increasingly, the public role
of medicine became more important simply because of the
large amounts of money being spent on health care, and the
fact that many legislators had to make decisions affecting the
practice of medicine and the delivery of health care. Finally,
in many countries there was a fresh concern with moral plu-
ralism, with the relation of religion and society, and conside-
rable disagreement began to develop on the different moral
responses to the technological developments.

I would want to summarize this history by pointing to
four major developments, which began to emerge first in
the 1960s and came to fuller development with the
1970s and 1980s. Bioethics, I propose, is a function of four
major variables:

First, scientific developments within the biomedical
sciences. The bioethical discussion is fueled by the techno-
logical and scientific developments, and since the very be-
ginning of the new bioethics movement they have remained
the principal source ofstimulation and new issues.

Second, practice patterns and mores within the field of
medicine. It has become clear that, as scientific medicine
has developed, as larger and larger amounts of money, pu-

blic and private, are spent on it, this has begun to change
the role of the physician, the relationship of the psychician
and the patient, and the relationship of the medical professi-
on to society. There has certainly been some change in the
self-conception of the physician, now open to public criti-
cism, and often beset by demands for increased rights on
the part of patients. In many cases, because of restrictions
on available resources, physician authority to make some
medical and moral decisions has been limited, and may be
increasingly limited in the future.

Third, moral, social and cultural values of society. Medicine
is no longer isolated from the larger social and cultural cu-
rrents, and those currents will affect not only the allocation of
resources to health care, but also the values brought into the
health care system by physicians who live in the larger socie-
ty, by the influence of the public and public opinion, and by
the impact of legislative and other governmental decissions.

Fourth, ethical and moral theories of philosophy and reli-
gion. A final element of great importance are the reigning
moral and ethical theories within the fields of philosophy
and religion. For the most part, many of these debates are
academic in nature, but because of the widespread teaching
of biomedical ethics, access to the media and other sources
of public information, many questions that were once consi-
dered merely theoretical in philosophy and theology are
now being openly discussed by the public.

What i want to emphasize in pointing to these four major
variables is that they all work together and interact with each
other. The scientific and technical developments affect the
allocation of resources, how they are used reflect social and
cultural values, and all of these are looked at and analyzed by
theologians and philosophers, many of whom speak as much
these days to the general public as to other professionals.

I would like to identify what seem to me to have emer-
ged as the main issues in the field of bioethics. Perhaps the
central and most important issue, which really came out of
the debate in the 1960s on the use of human subjects for re-
search, is the nature of the doctor-patient relationship. Whi-
le the change has been greater in some countries than in
others, the whole question of traditional physician paterna-
lism has been raised again and again. Increasingly patients
are thought to have rights, to be able to exercise self-deter-
mination, and to have the ability and the capacity to under-
stand enough medical information to make their own deci-
sions. In the United States, patient autonomy has moved for-
ward very far, sometimes threatening the autonomy of phy-
sicians. In other countries, Central Europe for instance, the
more tradional paternalism still holds sway. Nonetheless, in
all countries there is increased recognition of the role and
importance of the patient, and of the right of the patient to
information and to some decisionmaking.

The care of the dying and the termination of treatment is
perhaps the issue of next most importance. This has come
about in great part because, in the care of the dying medici-
ne has generated some of its most difficult moral problems.
There have been issues concerning how we are to define
death, particularly in the company of machines that keep
hearts and lungs going artificially. What are we to do about
people in a persistent vegetative state, who will life much
longer now because of simple, inexpensive antibiotics than
would have been the case 20 or 30 years ago. Questions ari-
se about when to terminate treatment in the face of incre-
asingly effective technologies, technologies which often can
extend life without keeping the quality of that life at a high
level. The issue of active euthanasia and assisted suicide is
being debated in a number of countries, most notably The
Netherlands and the United States.

Another area of great importance is that of reproduction
and child bearing, and here in particular one sees the
impact of numerous technological developments not only
the capacity for couples to have or to not have children, but
also to affect the timing and spacing of their children. Incre-
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asingly, there is genetic knowledge available to the public,
and they are making a growing use of genetic counseling
and prenatal diagnosis. At the same time research is going
forward in genetic engineering that promises to give co-
uples more control not only over undesirable genetic traits,
but also may lead to the addition of some positive genetic
traits. Fetal surgical therapy and fetal genetic therapy toget-
her with in vitro fertilization, surrogate motherhood, and
the like of course also introduce not only ethical questions
but reflect great scientific advances as well.

The fourth area of great importance is that of the allocati-
on of resources. Modern health care is an enormously expen-
sive venture, and every developed country has begun to have
problems in controlling the cost of health care, occasioned
in part by an aging population, by expensive technological
developments, and by increased public demand. Inevitably,
the allocation of resources raises fundamental questions of
how much of a nation’s resources should go to health in
comparison with other social needs, who should make the
decisions, and the role of individuals in deciding their own
fate and health care. There are questions of fairness and equ-
ality of access, questions of the extent to which the gover-
nment ought to support health care, questions of the use of
cost-benefit analysis, and finally questions concerning the
goals and ends of medicine. This last issue is of special
importance, since the way we are going to define the purpo-
se of medicine and health care in the future in going to make
a great deal of difference in the allocation of resources to it.

Contemporary bioethics has seen the emergence of a num-
ber of different methodological strategies. In addition to the
traditional perspectives of the major world religions, there has
been added the work of contemporary moral philosophers,
who have added to the traditional ethics of medicine, and me-
dicine from a theological perspective, some of the more secu-
lar principles of contemporary medicine. There are a variety
of theories used now in biomedical ethics. They include an
ethics of principles, popular in the United States, principles
that encompass autonomy, justice, and beneficence.

Others, not so attracted to principles stress an ethic of
virtue, and particularly note that the tradition of medicine
has been stronger on a virtue ethics than a principle ethics.
There are those who, following Kant, stress, an ethic of rig-
hts and duties, and particularly the right of autonomy. Utili-
tarianism is a powerful force in the area of the allocation of
resources. Very broadly these days there is a great debate
about whether ethics ought to be conceived as an universal
ethics, one that will see the same principles applied across
different cultures, or the extent to which it should be con-
text dependent. In general, contemporary moral philosophy
has moved away from universal moral principles, to a gre-
ater interest in the cultural context of moral decisions.

In summary, I would say that the great change from the
traditional medical ethics to the contemporary biomedical
ethics comes down to something like the following. There is
a shift from a narrow doctor-centered individual ethics ca-
rried out within the privacy of the profession, to an incre-
asingly public enterprise, involving contributions from all
social segments, and along with these contributions great
tensions because of different values and perspectives broug-
ht by the different actors. Increasingly and inevitably biome-
dical ethics will become a public, legal, and political issue, if
only because the issues rarely can be contained narrowly
within professional ethics, but also because biomedical
ethics has a public impact and generates public interest.

Perhaps the most important thing that has happened wit-
hin the field of medicine, providing a setting for bioethics,
might be called the democratization of medicine. There is
a growing interest in greater equality between doctor and
patient, and greater equality and access to health care. There
is an enormous concern about the place of pluralism in mo-
dern health care, and how we are to reconcile competing
moral values. There is certainly a competition for power

and influence among different interest groups within medi-
cine and health affairs. The role of the public is important,
not only is providing money for health care systems, but
also for their role in courts and legislatures.

To me the most exciting and important development in
the field of biomedical ethics is to see the way in which the
field has moved from the periphery of medicine to its very
center. Twenty or 25 years ago, when contemporary bioet-
hics was just beginning to come into existence, it was tho-
ught very much a fringe activity, of interest only to a few,
and dealing with one or two moral dilemmas that were be-
ing generated by contemporary medicine. It was not consi-
dered a mainstream activity, and for the most part ordinary
phisicians - trained in the positivist tradition of contempo-
rary medicine - scorned or ignored the subject altogether.
However, it has become increasingly clear that the questi-
ons raised by bioethics touch on the very goals and purpo-
ses of medicine itself. One can not ask about the terminati-
on of treatment, the use or legitimacy of contraceptive met-
hods, genetic techniques, without asking what medicine is
all about. At the same time, there is a growing recognition
within the field of medicine that many issues once thought
to be purely medical or scientific, now have a significant
moral component. To me the great revolution in medical
ethics came with the recognition that so called medical de-
cisions almost always contain a moral element as well. Once
that was recognized, the stage was set for contemporary bi-
omedical ethics. Increasingly, bioethics will be at the center
of debates in medicine, and many of these debates are going
to turn on the future role, goals and ends of medicine.

A: Prof. D. Callahan, director, The Hastings Center, 255 Elm Road, Briarcliff
Manor, NY 10510, USA

ETIKA V KAZDODENNEJ PRAXI LEKARA
A. Bajan

Pod lekarskou etikou sa ¢asto prezentuje predstava rie-
Senia problémov spojenych napriklad so situdciami udrzo-
vania zivota pri permanentnom vegetativnom stave, rozho-
dovanie o eutandzii, o pozadi transplanticie orgianu, ktory je
nedostatkovy, o realizacii tzv. medicinskych indikicii pre
umel€ prerusenie gravidity.

To su iste nemalé problémy medicinskej etiky, vyZadujice
zdvazné rozhodnutia a postoje, so zavaznym dopadom. Okrem
nich v3ak existuje cely rad dalSich etickych problémov, vysky-
tujuicich sa v kazdodennej praxi lekdra, ktoré nemusia byt tak
vysoko profilové, mozu mat vSak vyrazny dopad pre chorého
preto, Ze zahrfiuju bezprostrednu osobnu komunikiciu a jed-
nanie s chorym ako subjektom. S ¢lovekom, s vlastnymi pred-
stavami hodnot, s vlastnymi perspektivami Zivota.

Z celej palety etickych problémov tejto kategorie, rad by
som sa dotkol jedného z najcastejSich a najbeznejsich v kaz-
dodennej lekdrskej praxi a to je informdcia, resp. rozhovor
lekdra s chorym o jeho chorobe. Vynira sa tu cely rad ota-
zok. Povedat pacientovi vSetko o jeho chorobe, o situdcii
v ktorej sa nachadza? Povedat mu to dnes, prave teraz, alebo
¢akat na prihodny moment vo vyvoji choroby, alebo vyckat
vhodna situdciu? Povedat mu to autoritativne, vSetko o diag-
néze a prognodze, alebo povedat len niektoré skutocnosti
a ostatné ponechat na pacienta, aby si utvoril zavery sim?

V celej historii mediciny a lekdrskej praxe sa stretivame
v tomto pohlade s postojmi, ktoré mozno rozdelit do dvoch
zakladnych skupin. Jeden stavia na predpoklade, Ze chory
ma o svojom skuto¢nom stave vediet ¢o najmenej. Dovody,
ktoré sa uvadzaju pre tento postoj, su viaceré: lekir nemoze
vzdy s naprostou istotou vediet, ¢i je nim stanovena diagno-
za naprosto spriavna. Z praxe modzeme potvrdit, Ze chory
moze reagovat na oznimenie pravdy depresivne, zufale, ba
i suicidiom. Druhy postoj stavia na predpoklade, Ze pacient
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md poznat svoj stav. Zdovodnuje sa tym, Ze tento postoj je
urcitym prejavom ucty k pacientovej osobnosti a oznamenie
pravdy v nom vzbudi silu k prekondvaniu svojej choroby.

Zda sa, Ze nie su jednoznacne presvedcivé ani dovody pre
zamlCovanie pravdy, ani dovody pre bezohladné informo-
vanie chorého. Usudzujeme, Ze eticky pristup vyZaduje hla-
dat a nachadzat urcita strednu cestu, ktoru volime individu-
alne, na zdklade komplexného chipania chorého ako osob-
nosti, s prihliadnutim na aktudlnu situdciu a semaaticko-
-psychicky stav pacienta. Pritom sa snazime poskytnut tol-
ko informaciii a tol'ko pravky, aby sa chory mohol zoriento-
vat v situdcii. Vel'mi bude pritom pochopitelne zilezat na
charaktere ochorenia. Iny musi byt pristup pri prognosticky
priaznivom ochoreni, iny pri malignom charaktere ocho-
renia. Su chori, ktori plnt pravdu o chorobe s nepriaznivou
progndzou znesu, vyrovnavaji sa s flou. Vicsinou, podla dl-
hodobej praxe, ide o pacientov veriacich, pozerajtcich na
smrt ako na prirodzené zakoncenie jednej fazy Zivota a pod-
I'a toho pravdu od lekdra prijimaja. V praxi sa stretivame ne-
raz aj s takou skutoc¢nostou, Ze chory nechce vediet pravdu
o svojej chorobe. Nie st vynimkou v tomto smere ani zdra-
votnicki pracovnici. Je potrebné aj tento postoj reSpektovat
a v tomto zmysle volime aj nds pristup k nemu.

Povinnost informovat chorého, podat mu vysvetlenie, vy-
plyva nielen z etickych ale i z pravanych zdsad. Pravne zasady
ale nemo7u zabezpecit vsetko, o je potrebné pozadovat
v rozsahu nasho svedomia. Z etického hladiska ide teda pre-
dovsetkym o to, akd ma byt td nasa informdcia, alebo akd ma
byt pravda, ktorua treba chorému oznimit, do akej miery ho
informovat o postupe, o prognoze jeho choroby. Predov3et-
kym charakter naSich informacii, nisho vysvetlenia choré-
mu nemoZe byt nebezpecnejsi ako choroba sama. To zname-
nd, Ze nase vysvetlenie nemusi byt uplné, vyCerpavajice, ak
mame pred sebou chorého, pre ktorého by tito informacia
mohla znamenat zhorSenie existujuceho stavu. Je mnoho raz
tazké odhadnut, ako ma byt informacia formulovand aspon
natol'ko, aby ju bol chory schopny prijat a spracovat.

Pri ochoreni s nepriaznivou, Zivot ohrozujicou progno-
zou, by informacia nemala poskodit predovsetkym psychicky
stav chorého. To znamena, Ze lekir musi volit taky spdsob,
ktory re$pektuje realnu osobnost chorého a miera infor-
mdcie sa prisposobuje danej skuto¢nosti. Mnohorazy, v praxi
u nasich chorych s malignymi procesmi sa osvedcuje systém
postupného davkovania pravdy, pri ktorom sa chorému dava
urcity Casovy priestor pre adapticiu a spracovanie informa-
cii. Optimadlna situdcia, i ked zriedkava je vtedy, ak chory sa
nedozaduje vysvetleni, ale sa zveri s plnou doverou lekarovi.

Poukdzali sme iba na jeden usek medicinskej etiky vSed-
ného dia. Aj ked sa nevyznacuje dramati¢nostou blesko-
vych rozhodnuti v niektorych kritickych situdcidch napri-
klad urgentnej mediciny, st to predsa len rozhodnutia ne-
lahké. Vychadzaju z etickej perspektivy, v ktorej vystupuje
lekar ako osobnost, ktord hlboko zasahuje do Zivotnych osu-
dov a perspektiv druhého c¢loveka. Preto si myslime, Ze tieto
pristupy nemo6zu mat charakter ndhodnosti, automati¢nosti
alebo mechanickej rutiny. Tak ako mnohé in€ skuto¢nosti
v medicine, i tu dochddza k individualnym rozhodnutiam,
ktoré testuju lekdrov postoj k tymto etickym principom
vSedného diia. Musia sa preto stat jeho neoddeliteInou su-
castou prave tak, ako vSetky iné rozhodujuce postupy v kaz-
dodennej prici s pacientom.

A: Prof. MUDr. A. Bajan, DrSc., Pneumologick4 klinika UTRCH a IVZ, Krajin-
ska ul., 825 56 Bratislava - Podunajské Biskupice

PRAVA PACIENTOV V NASICH PODMIENKACH
S. Bezakovi, L. Soltés

Jednou z najdolezitejSich Tudskych potrieb je zdravie.
Kazdy ¢lovek nesie osobnu zodpovednost za svoje zdravie

a ma tieZ pravo na rozhodovanie v otizkach svojho zdravia.
Rovnako ma pravo na pomoc spolo¢nosti, aby si svoje
zdravie udrzal, naruSené zdravie znovu ziskal, prip. sa adek-
vitne vyrovnal so skuto¢nostou, ktord ho presahuje. Ako nds
upozoriiuje Prof. Gormally, nesmieme nikdy zabudat na zra-
nitelnost pacienta, jeho bezbrannost a odkazanost. Strata
zdravia predstavuje ndrocnu Zivotnu situdciu. Pacient ma
pravo na odbornu pomoc, ale potrebuje rovnako naliehavo
pocit istoty a dovery, Ze sa stretne s odbornym i l'udskym
pristupom v takej miere, Ze jeho dostojnost, sebatcta a auto-
noémia nebudu ohrozené. Dnes, ked je dovera k lekdrovi
i k sestre mnohokrat radikdlne naruSend, je nutné urobit
vSetko pre obnovu dovery pacienta. Jednou z ciest a zaru-
kou tejto obnovy je i prijatie a schvalenie prav pacientov.

Poskytovanie zdravotnickej starostlivosti je primdrne za-
lezitost etickd, potom medicinska, organiza¢na, ekonomic-
ka. Spolo¢nost md povinnost zarucit pravo na kvalitnu sta-
rostlivost zaloZent na etickych zdsadich. V zmysle Zenev-
skej dohody ma zarucit zdkladné Tudské prava, to znamend,
dat Tudom to najlepsie, o im patri, ak berieme do tvahy
Tudsky Zivot, dostojnost a jedinecnost I'udskej osoby. Fede-
rilne zhromazdenie CSFR v janudri 1991 ratifikovalo Listinu
zakladnych ludskych prav a slobod. V tejto nadviznosti,
v zmysle skusenosti vyspelych demokratickych spoloc¢nosti,
ale predovSetkym z hladiska sicasného postavenia pacien-
tov u nas, je naliehavé zaoberat sa ulohou a formulovat prai-
va pacientov.

V naSich podmienkach az dosial pojem “priva pacienta”
zostava uplne novym, neznimym, tak z hladiska svojho vy-
znamu, ako i obsahu, ale hlavne jeho dopadu na uroven
a kvalitu vztahov medzi zdravotnikmi a pacientami. Je ne-
vyhnutné, na jednej strane akceptovat pravo na Zivot, ako
vSeobecnu dohodu. Rovnako dodleZité, na strane druhej je
uznat a zabezpedit, aby ludsky Zivot mohol pokracovat
v optimalnych podmienkach.

Pacienti vSade na svete trpia tizkostou casto len preto, Ze
im nikto nevysvetli, ¢o ich ¢akd v najblizsej budicnosti. Cas-
to tdpu v neistote a v neinformovanosti. Stavaja sa zavisli, ne-
isti, dezorientovani, pretoZe im ani lekar, ani sestra nedoda
odvahy, ba ani neposkytne prilezitost nahlas formulovat svo-
je obavy, alebo nevyslovené otazky. NardZajui na bariéry,
ohranicené autoritou lekdra, na bariéry neschopnosti pre-
krocit nevyknuté spOsoby spravania sa, bariéry neschopnos-
ti orientovat sa v potrebach pacientov, na neschopnost
empatie, na povrchné chipanie nirokov vlastnej role lekara,
alebo sestry.

Z hladiska medzinirodne platnych humanitirnych prav,
t.j. acty k Zivotu, dostojnosti a jedine¢nosti l'udskej osoby
bez ohladu na narodnost, rasu, vierovyznanie, farbu pleti,
vek, pohlavie, politicku alebo socidlnu prisluSnost, pristupu-
jeme k naliehavému rieSeniu priv pacientov v nasich pod-
mienkach. Patri sem predovsetkym:

o eticka kvalita zdkladného vztahu zdravotnicky pracov-
nik - pacient,

o praktické aspekty diagnostickych, terapeutickych a oSe-
trovatel'skych vykonov a postupov,

e postavenie pacienta v medicinskom vyskume a biome-
dicinskom experimente.

A7 dosial sa zdravotnicki pracovnici stavaju k pravam pa-
cienta najmenej tromi odliSnymi sposobmi:

1. Na zéaklade prirodzeného mravného zdkona. Podla
neho ich konanie je zhodné s mordlnymi normami. Sua si hl-
boko vedomi naliehavej, kategorickej a absolitnej povinnos-
ti voci pacientovi, vyplyvajicej prave z prirodzeného mrav-
ného zakona.

2. Na zdklade dobrovolnosti, ndhodilosti, alebo vybero-
vosti. Tito konaju viac intuitivne, nie na baze vautorného za-
kotvenia mordlky. Vnatorny hlas svedomia, spoloc¢ne s las-
kou k I'udom, povySeny na eticky imperativ, konat povin-
nost - znamend konat mravné dobro, ich neriadi tak, aby po-
skytovali sluzby s porozumenim a s ohladom na potreby
T'udskej osoby vo vsetkych jej dimenzidch.
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3. Ignoruju prava pacientov ako zakladné I'udské prava.
Spravajua sa Casto chladne, l'ahostajne, Casto netaktne, odmie-
tavo, stdva sa, Ze ponizuju pacientov.

To je dovod na intenzivnu diskusiu o pravach a postaveni
pacientov, ako i vonkajiej i vautornej strinke profesionilne;j
etiky zdravotnickeho povolania. Pre zdravotnickych pracov-
nikov zostiva naliehavou potreba uvedomit si a reSpektovat
to, Ze telesné, psychické, socidlne a spiritudlne aspekty v sta-
rostlivosti o pacienta musia byt vzajomne uzko prepojené.
V zaujme pacientovho zdravia, pohody, ¢i dokonca preZitia,
je bezpodmienecne potrebna holistickd zdravotnicka, a naj-
mi holistickd oSetrovatel'skd starostlivost, ako ju odddvna
poskytuju reholné sestry. Odbornost, pravo a etika musia
byt v spojeni v takej miere, Ze lekari, sestry a ostatni zdravot-
nicki pracovnici budu schopni lepsie pochopit a chranit
hodnoty l'udskej existencie.

V tomto zmysle predkladime navrh prav pacientov. Ako
vychodisko ndm slazia prava pacientov vypracované Ame-
rickym zdruZenim nemocnic, ziskané na zaklade spoluprice
s nezdvislou americkou nadiciou Project HOPE - “udia - Tu-
dom”, s ktorou Institat pre dalSie vzdelavanie pracovnikov
v zdravotnictve uzavrel “Dohodu o spoluprici na rozvoji
zdravotnickych sluzieb a vzdelavania v zdravotnictve”.

Priva hospitalizovaného pacienta (nivrh)

1. Pacient ma pravo na ohladuplnd, humannu, vysoko od-
bornu starostlivost, poskytovant s porozumenim kvalifiko-
vanymi pracovnikmi.

2. Pacient ma pravo na uplnu, zrozumitelnu, taktne vyslove-
nu a jemu pochopitel'nt informaciu od lekara, tykajicu sa jeho
zdravotného stavu, diagnostického, alebo terapeutického po-
stupu, alebo prognozy. Pacient ma pravo poznat meno lekara,
zodpovedného za jeho liecbu, ako i mend sestier a dalSich
zdravotnickych pracovnikov, ktori ho liecia alebo oSetruju.

3. Pacient ma pravo na informacie od lekira potrebné na
to, aby mohol vyjadrit svoj informovany suhlas pre zacatie
dalsieho diagnostického, alebo terapeutického postupu,
s vynimkou stavu pohotovosti ohrozenia zivota. Pacient ma
privo na informdcie v pripade, Ze existuju lekarsky vyznam-
né dovody na zmenu starostlivosti. Suc¢asne ma pravo na
informdcie o alternativnych diagnostickych, alebo terape-
utickych postupoch, ako aj o rizikich, ktoré su spojené s lie-
¢ebnym postupom. Pacient ma priavo vediet meno osoby
zodpovedne;j za diagnostické a liecebné postupy u neho.

4. Pacient ma pravo odmietnut liecbu v rozsahu povole-
nom zakonom, sucasne ma pravo byt informovany o zdra-
votnych ndsledkoch takéhoto rozhodnutia.

5. Pacient md pravo na sukromie. Rozhovory o chorobe,
informdcie, vySetrenia, liecba st doverné a mali by sa usku-
tocniovat doverne. V suvislosti s vySetrenim, oSetrenim
a liecbou pacient ma priavo na reSpektovanie sukromia
a osobnej dostojnosti. Pritomnost d'alSich osob a to i v stvi-
slosti so vzdelavanim, mozZe byt pripustna len so sihlasom
pacienta.

6. Pacient ma pravo na informdcie o existencii profesio-
nalnych vztahov menovite medzi zdravotnickymi pracovnik-
mi, ktori ho liecia.

7. Pacient ma pravo ocCakavat, Ze vSetky informdcie, spra-
vy a zaznamy tykajtce sa jeho lie¢by budu povazované za do-
verné a to i v pripade spracovania pocitacom.

8. Pacient ma pravo na vysvetlenie a radu v pripade ne-
Standardného liecebného postupu, alebo medicinskeho vy-
skumu. AZ po pisomnom informovanom suhlase sa moze pa-
cient zapojit do vyskumu. Pacient ma pravo kedykolvek, bez
vysvetlenia, bez udania pric¢iny, ukoncit alebo odmietnut
ucast na vyskume.

9. Pacient ma pravo na plynuly priebeh liecby. Ma pravo
vopred vediet o mieste a ¢asovom rozvrhu vySetreni, poznat
meno lekara, ktory je mu v konkrétnom case k dispozicii. Po
prepusteni z nemocnice ma pravo ocakivat, Ze nemocnica
urd¢i dalsi postup liecby, ako i primeranu starostlivost, podla
toho, €o si vyZaduje povaha ochorenia.

10. Pacient ma pravo na to, Ze nemocnica primeranym
sposobom zabezpeci dalSiu starostlivost zodpovedajicu
jeho stavu, potrebam a poZiadavkam. Ak je to z lekdrskeho
hladiska nutné a mozné, pacient moze byt premiestneny do
iného astavu len po tom, ako ziska uplné informdcie a vy-
svetlenie o potrebe premiestnenia a po predchidzajucom
suhlase inStiticie, kam ma byt premiestneny.

11. Pacient na vlastnu ziadost, alebo na Ziadost pribuz-
nych ma pravo na duchovni pomoc, utechu a zaopatrenie
podla svojho vierovyznania.

12. Pacient ma pravo byt informovany o zamys$lanom pre-
pusteni z nemocnice najmenej jeden den vopred, ma pravo
na konzulticiu s lekarom a na v¢asné oznamenie o prepuste-
ni osobe, podla jeho vlastného vyberu.

Zostava alohou etickych komisii, odbornej zdravotnickej,
ako i laickej verejnosti poznat, osvojit si a zvnutornit, interi-
orizovat prava pacientov a zaclenit tieto do lie¢ebného
a oSetrovatel'ského procesu ako jeho integralnu sucast. Po-
pri tom zostdva pred vSetkymi zdravotnickymi pracovnikmi
naliehava povinnost a uloha, cielavedome vychovavat a viest
I'udi k vedomiu ich vlastnej dostojnosti, sebatcty, auto-
noémie, aby si bol kazdy ¢lovek vedomy svojich prav, a aby
kazdy, pokial je toho schopny, ak nie, tak jeho zastupca, upl-
ne prirodzene Ziadal, narokoval si poskytovanie sluZieb
s ohl'adom na vlastna dostojnost, sebatictu a autonomiu. Pa-
cient musi sim zostat manazérom vlastného zdravia.

A: Dr. S. Bezakova, IVZ, Limbova 12, 833 03 Bratislava

PRAVA HOSPITALIZOVANEHO DIETATA
L. Soltés

Pokroky a uspechy pediatrie, tak v prevencii ako aj diag-
nostike a liecbe nezmenili vela na skuto¢nosti traumatizacie
dietata v pripade jeho ochorenia. Tato traumatizicia dietata
chorobou sa mo6zZe eSte zndsobit diagnostickymi a terape-
utickymi postupmi a najmi hospitaliziciou. Preto stile viac
prenikaji do nasej kazdodennej praxe pediatra psychologic-
ké a etické postupy zamerané na humaniziciu pediatrickej
starostlivosti.

Vseobecne mozeme konStatovat, Zze deti v nemocnici,
zv1ast dlhodobe hospitalizované trpia mnohymi emoc¢nymi
poruchami, ktoré maja svoj povod v podstatne zmenenych
podmienkach prostredia dietata, v odluceni od rodicov a ro-
diny a v roznych formach uzkosti a strachu, ktoré dieta v ne-
mocnici sprevadzaju a ktoré ani nevie prejavit alebo preja-
vuje len nepriamo.

Tieto reakcie sa moZu zmiernit alebo i zvyraznit vplyvmi
vychadzajucimi z vlastnej osobnosti dietata alebo z rodinné-
ho a nemocni¢ného prostredia. Iste neplati len pre dieta, Ze
choroba alebo i ind trauma jedného c¢lena rodiny vplyva na
inych c¢lenov rodiny. Tento vplyv je vSak vo vztahu dietata
a jeho rodicov ¢i rodiny ovela emotivnejsi. Rodicia vedome,
alebo casto i nevedome prendsaju svoje emocné reakcie na
dieta a to tak v kladnom ako i zipornom zmysle. Ak predsta-
vuja rodicia osobnosti vyrovnané s dobrym vztahom a dove-
rou voci zdravotnickemu zariadeniu, buda poésobit viac po-
zitivne na dieta pocas jeho choroby a hospitalizicie ako i na
cely proces uzdravovania.

Ale podobne moze posobit na dieta i samotné zdravotnic-
ke zariadenie, v ktorom sa choré dieta nachadza a to nielen
svojou odbornou uroviou, ale i organiziciou chodu zaria-
denia a humaniziciou celkovej starostlivosti o choré dieta
na zmiernenie traumatizujuicich vplyvov choroby a hospita-
lizacie dietata alebo i naopak.

Preto neprekvapuji v poslednych rokoch snahy defino-
vat prava hospitalizovaného dietata, ktoré by tieto humani-
za¢né aspekty starostlivosti o choré dieta v nemocnici defi-
novali a sicasne by zavizovali zdravotnickych pracovnikov
k ich uplatiovaniu. Uvedomujeme si pritom, Ze Ziadna char-
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ta prav hospitalizovaného dietata nemdze vyriesit emocné
problémy hospitalizované€ho dietata a Ze vzdy bude zalezat
na etickej urovni lekdrov a sestier, ich vychove a vedeniu,
ako sa tieto prava budu realizovat v praxi, aby sa tak zabez-
pecilo optimilne prostredie pre harmonicky rozvoj osob-
nosti dietata i pocas jeho hospitalizacie.

Charta prav hospitalizovaného dietata bola vypracovani
a schvalend na prvej europskej konferencii o hospitalizova-
nych detoch v r. 1988. Medzi hlavné zasady tejto charty prav
hospitalizovaného dietata patri dovod hospitalizicie dietata.
Dieta sa ma hospitalizovat iba vtedy, ak starostlivost, ktora
jeho aktudlny stav vyZaduje, nie je mozné dobre zabezpecit
doma a v ambulantnej starostlivosti.

Dieta v nemocnici ma vidy mat pri sebe svojich rodicov
alebo ich zastupcov. Dokonca sa vyZaduje od zdravotnika,
aby sam navrhol a podporoval rozhodnutie rodicov zostat
s dietatom a to bez ekonomickej ujmy zo straty zarobku.

Rodicia, a podl'a mentdlnej trovne a veku i dieta, maju
pravo byt informovani o priebehu choroby a to zrozumitel-
nym a pravdivym sposobom ako i o vSetkych rozhodnutiach
tykajucich sa vySetrovania a liecby.

Dieta ma byt chranené pred zbyto¢nymi vySetreniami, vy-
skumom alebo i liecbou. Pre navstevnikov detskych oddele-
ni by nemali platit Ziadne obmedzenia, pokial by neboli
v rozpore s aktudlnymi a objektivnhymi zdujmami dietata.
Deti by sa nemali hospitalizovat na oddeleni dospelych
a mali by mat podmienky k vyucovaniu, hrim a odpocinku.
Vybavenie detského oddelenia nibytkom, vymalovanim
a vyzdobou by malo celkove dieta stimulovat a byt v stulade
s jeho potrebami. Starostlivost o dieta v nemocnici vyZaduje
tieZ zo strany oSetrujuceho persondlu osobitny takt a pocho-
penie s reSpektovanim sikromia dietata. K tomu je treba
primerane vyskolenych pracovnikov, ktori st schopni a pri-
praveni odpovedat na fyzické, emocné i socidlne potreby
dietata a jeho rodiny.

NajcastejSou namietkou pre zavedenie tychto zdsad na
detskych oddeleniach je ich nedostatocné priestorové a per-
sondlne vybavenie. AvS§ak mnohé priava hospitalizovaného
dietata vyzaduju len dobra volu a ochotu zmenit zabehané
praktiky uzavretej prevadzky detskych oddeleni.

Ak sme sa rozhodli na tomto fore hovorit o pravach hos-
pitalizovaného dietata a niektorych aspektoch suvisiacich
s hospitalizaciou deti, boli sme vedeni snahou, aby zabezpe-
¢enie zdkladnych potrieb dietata a to tak telesnych, ako aj
duSevnych a socialnych, napriek jeho chorobe a hospitalizi-
ciam, nerusilo harmonicky vyvoj dietata a prispelo rovna-
kym dielom k jeho genetickym danostiam, k plnému rozvi-
nutiu jeho osobnosti: stat sa vyrovnanym a zodpovednym
dospelym.

A: Prof. MUDr. L. Soltés, DrSc., UMEB, Limbovi 12, 833 03 Bratislava

MEDICINSKA ETIKA - MORALNY KODEX ALEBO AJ
ZMENA VZTAHU K CLOVEKU?

M. Nemcekova, A. Hanzlikova

Na tych, ktori poskytuju pomoc v chorobe, ulahc¢uju bo-
lest inym a zmiernuja duSevné utrpenie, sa kladii mimoriad-
ne mordlne poZziadavky. V naSej sticasnosti, popri rieSeni
ekonomickych, politickych a inych spolo¢enskych otazok sa
dostala do centra pozornosti potreba humanizicia medzi-
Tudskych vztahov. Ak pocitujeme nedostatok humannosti vo
vsetkych oblastiach nasho Zivota, o to citlivejsie si ich uvedo-
mujeme v zdravotnictve. S tymto uzko suvisi zdujem o teore-
tické otazky etiky, ako aj praktické morilne problémy kazdo-
denného Zivota, co moZeme povazovat za prejav tejto potre-
by - zmenit dany nevyhovujuci stav. Na druhej strane sa stre-
tdvame s urcitym podcenovanim zloZitosti tychto problé-
mov a so zjednoduSujucimi predstavami, Ze Ziadice zmeny
spravania takmer automaticky zabezpeci prijatie zodpoveda-

jucich etickych kodexov (lekdrov, sestier, ¢i zdravotnikov).

Morilny kodex, ktory vyjadruje ciele a hodnoty povolania
povazujeme za dolezity, urcenie jeho obsahu vyZaduje po-
znat to, ¢o od povolania oc¢akdva spoloc¢nost, aku doveru do
neho vklada. V morilnom kdédexe by sa mala odrizat cela fi-
lozofia povolania, teda v naSom pripade oSetrovatelstva.

V dejindch etiky, ktord podla Aristotela je “praktickou fi-
lozofiou”, sa pravidelne opakuje dilema: Je ¢lovek mravny,
ak plni povinnost (kodexy, normy), alebo je mravnost usilim
o dobro, ktoré vychddza z porozumenia, lasky a tcty k clove-
ku? VSetky nedemokratické systémy v dejindch ludskej spo-
lo¢nosti (v akom sme donedavna dlhé roky zili), davali pred-
nost normativizmu, podriadeniu sa povinnosti. Morilne ko-
dexy tu boli na to, aby ospevovali navonok vnutorne zdevas-
tovanu moralku. Je vidiet, ze kodex mravného spravania ma
vyznam len v slobodnej demokratickej spolo¢nosti, kde sice
naznacuje normy spravania, ale vyZaduje zvnutornenie jeho
obsahu, slobodné rozhodnutie sa mu podriadit.

Z tychto dovodov je potrebné polozit si niekol'ko otizok.
Na zidklade akych vychodisk mézeme morilnu normu slo-
bodne vanutorne prijat a riadit sa iou v zloZitej Struktire I'ud-
skej ¢innosti a v spletitych medziludskych vztahoch? Na zi-
klade ¢oho ziskame uctu k ¢loveku a jeho udskej dostojnos-
ti? Cim pacientovi neuskodime a ako mu pomdzeme? Staci
pre porozumenie ¢loveku a jeho Zivotnym problémom ko-
dex? Je moZné nim zarudit aj lasku, privetivost a dobrotu
srdca, ktora popri lieCebnej starostlivosti chori potrebujua?

Clovek uskutoctiuje svoju ¢innost na ziklade urcitej sku-
senosti, jednak vonkajsej, ktord je zaloZena na preferencii ro-
zumu a vedeckého poznania, ale v Zivote sa spravidla riadi aj
skusenostami vnutorného prezivania, hladanim osobnostné-
ho zmyslu ludskej existencie a Zivotnych hodnot. Vonkajsia
skusenost, ktord chape svet ako sumu predmetov a veci, pri-
nasala viac uZzitku, najmi materidlneho, preto novoveka civi-
lizicia jednostranne preferovala racionalitu a vedecké po-
znanie. Intelektualizmus, podla H. Bergsona “praca ducha za
studena”, sa stal v poslednom storoci vSeobecnym pristu-
pom cloveka k svetu i k sebe samému. Medicina, ktord je
vzdy parcidlnou sucastou urcitej kultary, nemohla byt ne-
poznacena touto paradigmou. A tak na$a civilizicia, ktora
okrem raciondlne - kritického myslenia, vychadzala z kres-
tanskej tradicie, odsunula jeden zo zdkladnych principov
krestanstva - nesebecku, sebaprekonavajicu lasku. Ak hovo-
rime o morilnom kodexe sestry a lekdra, moZe byt inSpiruju-
cim podobenstvo z Biblie o rozsievacovi a Stvorakej pode:
“..USami budete pocuvat, ale nebudete rozumiet, a ocami
budete pozerat, ale nebudete vidiet. Lebo otupelo srdce to-
muto l'udu...”. Slovo (ale aj norma) ako zrno moZe padnit na
okraj cesty, na skalu, do tfnia. Len zasiate do dobrej pody
prinesie uzitok (Mt.13, 14-23).

Veda nemoze odpovedat na vSetky problémy ludského Zi-
vota, osobitne Zivota ohrani¢eného a sputaného chorobou,
jeho existencidlnych otdzkach hladania nového zmyslu,
o jeho duchovnej dimenzii. Ochorenim a vstupom do zdra-
votnickeho zariadenia sa ¢lovek nemeni na biologicky
objekt oSetrovatelskej starostlivosti, i ked, Zial, je vicSinou
takto chapany. Naopak, chronicita, ¢i nevyliecitelnost ocho-
renia ho poznadi nielen somaticky, ale prehibi jeho psychic-
ké, sociilne i duchovné problémy. Preto urodni pdda pre
normu konania je porozumenie ¢loveku. Ucta k jeho Tudskej
dostojnosti sa mdZe utvdrat len v jednote raciondlneho po-
zndvania a porozumenia ¢loveku. Len na zaklade celostného
pristupu k pacientovi moze zdravotnik uspokojovat jeho
materidlne i duchovné potreby.

Ludské konanie, vritane oSetrovatel'skej starostlivosti, je
urcované aj mnohymi mimomordlnymi Cinitel'mi. Aj to je do-
vod, preco humanizicia zdravotnickej starostlivosti nemoze
spocivat len v prijati morilnych kédexov.

Predpokladame, Ze dal$imi faktormi premeny medzilud-
skych vztahov v systéme starostlivosti o chorého c¢loveka
budu:

1. Zmeny ekonomické. Materidlno - organizacné zlep-
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Senie podmienok oSetrovatel'skej starostlivosti v zariade-
niach Statu, ale aj vytvorenie novych socidlnych vizieb v pri-
vatizovanom systéme zdravotnickej starostlivosti. Lekdr
i sestra budu mat klienta v chorom.

2. Legislativne upravy, ktoré€ juristicky zabezpecia prava
pacientov, ale aj ochranu zdravotnikov. Téma prav je osobit-
nou problematikou.

3. Prijatie moralnych kédexov pre ¢innost zabezpecujicu
starostlivost o ¢loveka. Je to dolezitd, ale nepostacujuca pod-
mienka.

4. Za najdolezitejsi faktor humanizacie povazujeme zmenu
medicinskeho myslenia. Prekondvanie organocentrickej pa-
radigmy, redukujicej ¢loveka na biologicku rovinu jeho Zivo-
ta, ako aj abstraktnych sociologizujicich pristupov k nemu.
Vysoka profesionalita je podmienend celostnym pohladom
na c¢loveka. VyZaduje nielen zvlidnut a neustile zdokonalo-
vat technicku a lieCebnu stranku o3etrovatel'stva, ale aj zdra-
votnika ako bytost otvorenu trpiacemu. Podla G. Marcela je
to schopnost osobnosti byt so mnou cela, ked ju potrebujem.

5. Zmeny vzdelavania (obsahové aj formilne)

a) okrem vysokej odbornosti medicinskej a oSetrovatel-
skej, klast pri vyuke doraz na ziskavanie praktickych navykov
Ziaduceho spravania prostrednictvom etickych cviceni, psy-
chologickych hier a réznych modelovych situacii. To umozni
sebapozndvanie, formovanie pozitivnych osobnostnych vlas-
tnosti, schopnost empatie, vZivanie sa do problémov inych
a tym rozvijanie samostatnej tvorivej ¢innosti v procese do-
zrievania profesiovej stranky osobnosti zdravotnika.

b) osobitne by sme chceli poukizat na potrebu nicviku
komunikativnych schopnosti, roznymi formami a tiroviiami
komunikacie, v samostatnom vyucovacom predmete.

¢) z formdlnych zmien sa ukazuje nutnym posunut hrani-
cu, kedy sa jedinec rozhoduje pre oSetrovatel'ské povolanie.
Vychodiskom by malo byt ukoncené vseobecné stredoskol-
ské vzdelanie, na ktoré by nadvizoval graduovany systém za-
kladného pomaturitného Stadia cez vysokoskolské bakalar-
ske, magisterské a doktorandské Stidium. Pri vybere na po-
volanie by bolo vhodné prihliadat na osobnostné vlastnosti,
hodnotovu orientaciu, ziskané vychovou od utleho detstva.

d) je samozrejmostou, Ze humanneho ¢loveka moZeme
vychovat len v humanizovanom systéme Skolstva.

Zaverom chceme zdoraznit, Ze moralka je vZdy urcitym
vztahom k ¢loveku (k inému i k sebe samému). Moralne zod-
povednd osobnost, ktora sa riadi svedomim, je schopnd ro-
zoznavat dobro a zlo na zaklade rieSenia mravnych konflik-
tov a vnutornej skusenosti. Len Tudsky bohata osobnost si
dokdze vytvorit k trpiacemu c¢loveku vztah neponiZujuceho
milosrdenstva a pomo6ze mu prekondvat pocity uzkosti, osa-
motenia, bezmocnosti a straty zmyslu Zivota.
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ETICKE PROBLEMY V DIALYZACNEJ LIECBE
A. Kovac¢

Morilne a etické principy a pravidld reguluja Zivot spo-
lo¢nosti a uplatiiuju sa v roznych oblastiach spolo¢enského
Zivota pocnuc rodinou a kolou aZ po zamestnanie, nabo-
Zenstvo, sexualitu, a pod.. Principy tvorby mordlnych pravi-
diel vychddzali zo zakladnych potrieb ¢loveka a to jednak te-
lesnych (jedlo, majetok, zdravie) ako aj psychickych (sebare-
alizacia, kariéra, moc a pod.). V priebehu vyvoja spolo¢nosti
sa tieto principy menili. Tak napr. v otrokarskej spolo¢nosti
bolo “moralne” zbit alebo aj zabit otroka, nie je to dovolené
ale naopak odsudeniahodné v modernej spoloc¢nosti.

Dnes$né humanistické pravidld mordlky a etiky moZno
zhrnut do 3 zakladnych principov: 1. princip neposkodenia
(nezabijes, nepokradnes, atd’.), 2. princip pomoci (pomOct
inému, hlavne slabym a chorym), 3. princip uznania a pod-
riadenia sa tymto pravidlam. Praktické uplatiiovanie tychto
zakladnych principov je potom zavislé od prevlidajaceho
svetonazoru spoloc¢nosti a jedinca. V lekarskej a zdravotnic-
kej moridlke sa uplatiiuju takisto vSetky 3 ziakladné principy.
Lekdr a zdravotnik podriaduju svoje konanie predovSetkym
pravidlu prikazujicemu pomoct chorému cloveku.

V oblasti dialyza¢nej lie¢by dochddza k dvom hlavaym
rozporom medzi poZiadavkami moralky a konanim lekdra:

A) poskytnutie pomoci (liecby) v podmienkach obme-
dzenych ekonomickych moznosti,

B) rozpor medzi druhym a prvym principom, t.j. ked po-
skytnutie liecby a udrZovanie zivota (princip pomoci) vedie
k tak vyraznym odchylkam od “normilneho” Zivota, Ze sa sta-
va zdrojom utrap (porusenie principu neposkodenia).

Ad A) Pri poskytovani dialyzacnej lieCby sa vo vicSine
zemi sveta stretavame so selekciou pacientov v dosledku ne-
dostatoc¢nej kapacity. Dialyzacna liecba je totiZ vel'mi naklad-
na, t.¢. cca 400 000 K&s na jedného pacienta ro¢ne, takZe ne-
amerny podiel finan¢énych zdrojov pripadd na pomerne
mala skupinu pracovne nevykonnych alebo praceneschop-
nych pacientov. Preto rozsah liecby poskytovanej v jednotli-
vych zemiach je priamo umerny ich ekonomickej sile. Po-
kial' v SR sa poskytuje liecba cca 180-tim pacientom na mi-
liéon obyvatelov, zipadoeurépsky priemer je medzi 300 az
400 pacientov/mil. obyvatelov, kdeZto v Japonsku sa lieci
viac ako 700 pacientov/mil. obyvatelov. PretoZe incidencia
novych pripadov pacientov s oblickovym zlyhanim je 60-80
pacientov/mil. obyvatelov ro¢ne a uz lieceni pacienti dlho-
dobo preZzivaju, prakticky vSade prekracuje pocet pacientov
kapacitu dialyzacnej lieCby. Nedostane preto pomoc kazdy,
kto by ju potreboval. Lekari vypracovali kontraindikacie dia-
lyzacnej liecby, teda podmienky, pri ktorych sa nemdze ale-
bo nemusi uskutocnit (Tab. 1.).

Z tabulky je zrejmé, Ze pri nemoznosti napojenia pristroja
na obeh pacienta (nemoZnost a.v. fistuly alebo jej zlyhanie)
sa hemodialyza nedd vykonat. Problematické sa stavaju pri
individudlnom rozhodovani relativne kontraindikacie, napr.
slepi diabetici s rendlnym zlyhanim moézu dalej Zit ovSem za
podmienok slepoty, ustavicného pichania inzulinu a zavislos-
ti na dialyza¢nom pristroji. Okrem tychto medicinskych kri-
térii sa dostiva lekdr do moralnych rozporov pri posudzova-
ni dvoch rovnakych pacientov, napr. dvoch mladych Zien,
z ktorych jedna ma malé€ dieta, je vSak k dispozicii len jedno
dialyza¢né miesto. Tdto okolnost uz vSak vlastne nie je medi-
cinskym ale sociidlnym prvkom. Jednym z kritérii v tychto
pripadoch by mohlo byt ¢asové poradie: “kto pride skor, ten
bude zaradeny do liecby”. Tak sa ovSem mozZe stat, Ze sa prij-
me 70-rocny diabetik a neprijme mlada Zena s dietatom. Zo-
hladiiovanie veku je v3ak tieZ rozporné, mlady pacient je sice
“perspektivny”, stary pacient vSak oponuje: “cely Zivot som
pracoval a teraz nemam dostat liecbu? Ten druhy este ni¢ ne-
spravil”. V podmienkach dostato¢nej kapacity vSetky tieto
uvahy odpadaji a vyber sa stiva nepotrebnym. Z uvedeného
vyplyva, Ze pacient Ziada pomoc, lekar ju chce poskytnut, ale
nemoZe. Vinnik sa neda nijst, pretoze “vinna” je vlastne cela
spolocnost, lebo nevyriba dostatok prostriedkov pre zabez-
pecenie liecby. V jednotlivom konkrétnom pripade vSak ne-
prijatie do lieCby znamena smrt jednotlivca a poruSenie
oboch zikladnych mordlnych principov. Nastastie mdéZme
v sucasnosti konstatovat, Ze v poslednych troch rokoch sa po-
Cet dialyza¢nych stredisk a tym aj dialyzacna kapacita znacne
zvysili. Pokial v r. 1988 bolo v SR len 7 dialyza¢nych stredisk,
t.C. existuje v SR 21 stredisk a pocet dialyzovanych pacientov
sa zdvojnasobil (t.¢. 920 pacientov).

Pri akutnej dialyzacnej liecbe sa tito problematika nevys-
kytuje, pretoZze sa zdsadne poskytuje liecba vSetkym, ktori ju
potrebuju. Vyiati st len pacienti so skuto¢nymi medicinsky-
mi kontraindikdciami, ako je napr. Sokovy stav, nemoznost
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cievneho pristupu, viacorgdnové zlyhanie, a pod.. Aj vo vy-
spelych Statoch s dostatkom dialyzac¢nej kapacity sa stretava-
me s druhym okruhom mordlnych problémov a to je poskyt-
nutie pomoci - udrzanie Zivota dialyzou - ovSem za cenu
znacénych obmedzeni v telesnom, psychickom, pracovnom,
rodinnom i sexudlnom zZivote pacienta, ktoré sa mozu stat
tak vyraznymi, Ze znamenaju utrapy a tym vlastne posko-
denie pacienta.

Ad B) Zivot pacienta v chronickej dialyza¢nej lie¢be pri-
nasa so sebou cely rad obmedzeni. Vyplyva to zo samotnej
liecby, ktora trva 4-5 hodin, zvic¢sa 3x tyzdenne. Znamena
to ¢asové straty, vo vac¢Sine pripadov priceneschopnost, na-
mdhavé cestovanie do strediska, bolestivé vpichy do a.v. fis-
tuly. Sama lie¢ba byva spojend s dyskomfortom. Sprievodna
malokrvnost vedie k zniZeniu telesnej i sexudlnej aktivity.
ZniZenie zarobku predstavuje aj ohrozenie zabezpecenia pa-
cienta i jeho rodiny. Trpia tym najmid muzi, ktori stracaju
chorobou dominantné postavenie v rodine. Zivot ¢loveka sa
zmenil na existenciu systému clovek-stroj. Napriek tomu sa
vicsina dialyzovanych pacientov adaptuje na novua Zivotnu
situdciu dobre, psychicky ich drzi vedomie zachovania Zivo-
ta a nadeje na aspesnu transplanticiu. Moralne problémy sa
vyskytuja v dvoch oblastiach:

a) U pacientov, ktorych adapticia nie je dobrd, ktori ne-
spolupracujui, ktori pocituju obmedzenia Zivota ako tryzei
a nedokdzu sa zmierit so svojim osudom. V ich ociach sa le-
kar stava skor stelesnenim a zdrojom utrpenia, skor Skod-
com ako pomocnikom. Prejavuje sa to Castymi konfliktami,
lekar a sestry dokdZzu stdle tazSie presvedcit pacienta, Ze mu
chcu dobre, ked' jemu je zle. Niektori pacienti nachadzaju
vychodisko v suicidiu (napr. navodenim hyperkaliémie po
poZiti jedla bohatého na draslik).

b) U pacientov s komplikdciami, hlavne bolestivymi, ale-
bo veducimi k d'alSim obmedzeniam Zivota. Prikladom mdze
byt kostna choroba s bolestami kosti, obmedzenim pohybli-
vosti, pripadne s neutiSitelnym svrbenim. Inym prikladom
je srdcové zlyhanie veduce k dychavici alebo mozgova po-
razka veduca k jednostrannému ochrnutiu. Poskytovanie
dalSej pomoci (liecby) sa tu stava predlZzovanim utrap
a vedie k dalsim komplikaciam a tym poskodeniu pacienta
a teda k rozporu s principom “neposkodit”. Zastavenie liec-
by sa na druhej strane rovna poruseniu principu “pomodct”
a pribliZuje sa k problematike eutanazie.

Mordlne a etické problémy su v oblasti chronickej dialy-
zacnej lieCby a s flou suvisiacej transplanticie obliciek vel'mi
vyrazné, dosahuju hranic medzi Zivotom a smrtou a sa svo-
jim spdsobom jedine¢né. Uplatnenie principov lekarskej eti-
ky sa dostdva prinajmenej z¢asti do rozporu s moralkou spo-
lo¢nosti, ktord umoziiuje produkciu a nahromadenie velké-
ho bohatstva, zarovenl v§ak prideluje len jeho zlomok pre
pomoc chorym. Lekarska moralka je diametralne odliSna od
morilky vojenskej, na ucely ktorej sa vSak celosvetove vyda-
vaji neimerné prostriedky mnohondsobne presahujice po-
treby dialyzy, transplantdcie, prevencie a liecby chorob.
Ostava dufat, Ze sucasné snahy o odzbrojenie povedu k pre-

s x

rozdeleniu prostriedkov na humanistické ticely.

Tab. 1: Kontraindikicie hemodialyzacnej liecby
(podra]J. Erbena, 1987)
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A) Absolitne kontraindikicie B) Relativne kontraindikicie
1. malignita so zlou prognézou
2. tazka celkova arteriosklerdza
3. Cerstva mozgova prihoda
s lateralizdciou
4. dlhotrvajuca srdcova
dekompenzicia
5. nedostupnost a.v. fistuly
s problematickou femoralnou
alebo subklavidlnou kanylaciou
6. tazka kachexia
7. chronicky etylizmus
s postihnutim pecene
8. cirh6za pecene

1. rozdiel medzi biologickym
stavom organizmu
a skuto¢nym vekom

2. immobilni chori

3. neschopnost dostatoc¢nej
spoluprice

4. Casto recidivujuca vredova
choroba duodéna

5. slepi diabetici

6. chori s karcindmom
bez metastiz

PORUCHA RASTU U DETI - BIOETICKY PROBLEM
E. Mathéova, M. Paskova

Psychosocidlne problémy, ktoré suvisia s nizkou telesnou
vyskou jedinca st vizne. Dieta malého rastu je vystavené
stresom pre agresiu a manipuldciu ev. socidlnu izolaciu uz
v ramci detského spoloc¢enstva. V dospelosti ma pocit diskri-
mindcie a psychosocidlnej deprivicie ¢asto po cely Zivot.
Liecba poruch rastu dietata je preto integrovanym bioetic-
kym problémom v zmysle zachoviavania daru Zivota a jeho
kwvality.

Priciny zaostavania rastu u deti su rozne: nedostatoc¢na
vyZiva, poruchy geneticky podmienené, chronické ocho-
renia (chronicka renalna insuficiencia, coeliakia, atd’.), defi-
cit rastového hormonu. Spravna a véasni diagnostika a adek-
vatna terapia tychto porich mdze ucinne prispiet k zlep-
Seniu rastovej krivky dietata. Terapeutické postupy su rozne
v suvislosti s roznymi pri¢inami zaostdvania rastu u deti:
kontrola vyZzivy, u chronickych ochoreni, ako je chronicka
renalna insuficiencia a coeliakia, ide o dlhodobé monitoro-
vanie kalcium-fosfitovej homeostizy. Deficit rastového hor-
monu (growth hormone - GH) je jednou z najzivaznejSich
pricin poruch rastu v detskom veku, ktorého liecba spociva
v dlhodobej suplementacii GH (2).

Biosynteticky rastovy hormon - rekombinantny somato-
tropin (thGH) je vysoko ucinny a ¢isty prepardt, ktory sa za-
¢al podavat detom v roku 1985. Je to polypeptid molekulo-
vej hmotnosti 22 000 zloZeny z retazca 191 aminokyselin.
Medzinirodné kooperativne Studia (1) ukazali, Ze podavanie
rhGH defom s deficitom rastového hormonu vedie k Statis-
ticky vyznamnému ndrastu telesnej vysky za rok a upravuje
rastovu krivku. Terapia s GH je finan¢ne ndkladna (priblizne
200 000 K¢s/1 dieta a rok) a je preto v popredi celosvetové-
ho zdravotnickeho a etického usilia aplikovat suplemen-
taciu GH na principe socidlnej spravodlivosti.

V zmysle tychto iniciativ sa v sicasnosti zacala i u nas
v tomto roku v Cesko-Slovensku liecba s RH u deti s poru-
chami rastu pre hormonalny deficit. Vyznamnym doplnkom
etiopatogenetickej lieCby poruch rastu deti je vytvorenie
podmienok pre spravnu socidlnu interakciu, pomocou psy-
chickej a emociondlnej podpory zo strany zdravotnikov psy-
chologov, socidlnych pracovnikov, ale najmi rodicov a bliz-
kych pribuznych a okolitych detskych spolocenstiev.

Integrovana bioeticka zdravotnicka starostlivost o deti
s poruchami rastu je v sulade so zidkladnymi pravami deti
v zmysle “Eurépskej charty chorych deti”. Choré dieta vSak
nema byt ponimané len ako biologicky objekt medicinskej
starostlivosti. Prava chorého dietata kodifikované v normach
a bioetickd analyza v tejto suvislosti maja byt zikladnym vy-
chodiskom k plneniu principov mravnosti a humanneho
asilia v zmysle ucty a lasky k ¢loveku.
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PLANOVANE PODUJATIA

FORTHCOMING EVENTS
MEDZINARODNE PODUJATIA/INTERNATIONAL EVENTS
SLOVENSKO/SLOVAKIA

o Clovek medzi Zivotom a smrtou (A Man between Life
and Death), an interdisciplinary conference with internati-
onal participation, Martin (Slovakia), December 7 - 9, 1995.
Témy/Topics: * Medicinske a oSetrovatel'ské aspekty staros-
tlivosti o nevylieCiteIne chorého a zomierajiceho pacien-
ta/Medical and nursing aspects of the care of incurably or
terminally ill patients * Etické, psychologické a priavne
aspekty nevyliecitelne chorého a zomierajuceho pacienta
a cloveka vobec/Ethical, psychological and legal aspects of
incurably or terminally ill patients * Otazky utrpenia, umie-
rania a smrti vo filozofii/Problems of suffering, dying and
death in philosophy * NiboZensky a teologicky pohlad na
“posledné veci” ¢loveka/Religious and theological view of
the “last things” of a man * Problematika nevyliecitelne cho-
rého Cloveka a obraz smrti a zomierania v literatiire a ument,
vo folklore a Tudovej tradicii/Problems of incurably ill and
the picture of death and dying in literature and arts, in fol-
klor and folk tradition * Smrt a zomieranie ako predmet de-
mografie a socioldgie/Death and dying - view of demograp-
hy and sociology * Prihl4sky/Applications: Ustav oSetrovatel-
stva JLF UK, Sklabinska 26, 037 53 Martin, Tel: 0842/38167.

EUROPA/EUROPE

o Allocation of Resources and Choicews in Health Care,
October 12 - 15, 1995, Sant Cugat del Valés, Spain.

¢ Inner City Psychiatry, October 20, 1995, London, Uni-
ted Kingdom.

o 4th Forum of the Ethics of Caring in Paediatric Practi-
ce, October 26, 1995, London, United Kingdom.

¢ Medical Ethics in a Multicultural Society, November 21,
1995, London, United Kingdom.

o Paediatrics, Ethics and Law, November 24, 1995, Lon-
don, United Kingdom.

o Euthanasia: Towards a European Consensus? Novem-
ber 24 - 25,1995, Brussels.

« Randomised Controlled Trials: Ethical and Legal Issues,
November 28 - 29, 1995, London, United Kingdom.

¢ The Moral and Spiritual Implications of Medical Tech-
nology, November 28, 1995, London, United Kingdom.

« Ethical Issues in PVS, December 8 - 9, 1995, Bonn, Ger-
many.

« Journées annuelles d’Ethique, January 26 - 27, 1996,
Paris, France.

OVERSEAS/ZAMORIE

o Values of Health Care: Diverse Perspectives, October
12 - 15, 1995, San Diego (USA).

o Sixth International Congress on Ethics in Medicine,
October 22 - 25,1995, New York (USA).

¢ Dilemmas in Decision Making, November 2 - 3, 1995,
Morristown, New Jersey (USA).

« Ethical Issues in the Protection of Human Subjects, No-
vember 13 - 14, 1995, Baltimore (USA).

o Health care Ethics in a Multicultural Society, November
23 - 25,1995, Vancouver, Canada.

Further information available from the Editor./Dalsie
informacie na adrese redakcie.

AKTIVITY A AKCIE UMEB/ACTIVITIES OF IMEB

PLANOVANE KURZY KATEDRY MEDICINSKEJ ETIKY
IVZ V SK. ROKU 1995/1996

o Workshop: Etické komisie. 9. 12.1995 (zmena termi-
nu!), Bratislava.

¢ Workshop: Etické problémy v onkoldgii. 15. 12. 1995,
IVZ Bratislava.

o Zikladny kurz medicinskej etiky. 8. 2. - 9. 2. 1996, IVZ
Kosice.

o Workshop: Etické problémy transplanticii. 27. 4. 1996,

IVZ Bratislava.

Na planované kurzy sa mozno prihlasit obvyklym spdso-
bom (cestou personidlneho utvaru Vasho pracoviska, pripad-
ne priamo na adrese UMEB - Katedra medicinskej etiky IVZ,
Limbova 12, 833 03 Bratislava).

MEDZINARODNE AKCIE

« International Conference: “Patients and Carers”. (V spo-
lupraci s/in collaboration with International Association of
Law, Ethics and Science), 13. - 14. 10. 1995, Bratislava, kon-
takt/contact address: Dr. J. Klepanec, Prof. L. Soltés, UMEB -
Katedra medicinskej etiky IVZ, Limbova 12, 833 03 Bratisla-
va, Tel: (+42-7)374560/ext. 222, or 223.

OZNAMY REDAKCIE

NEWS FROM THE EDITOR

¢ Z finan¢nych a organiza¢nych dévodov casopis ME&B
v roku 1995 vychadza $tvrtroéne. Povodna cena predplatné-
ho sa nezvy3uje. Prosime o liskavé ospravedlnenie onesko-
reného vydania tohto ¢isla ¢asopisu (technické dovody).

- For financial and organizational reasons the ME&B jour-
nal is published as a quarterly in 1995. The price of sub-
scription remains unchanged. Editors apologize for the de-
lay of publishing of this issue of the journal (technical re-
asons).

o Casopis ME&B si moZno objednat na adrese redakcie.
Formular objednavky uverejiujeme. V pripade, Ze tihrada
predplatného presahuje Vase sti¢asné moZnosti a mite zi-
ujem o odber ¢asopisu, uvedte tiito skuto¢nost na vyplnenej
objednévke: budeme sa usilovat zasielat Vim casopis aj
v roku 1995 zdarma!

- The ME&B journal can be ordered directly through the
redaction. The subscription formular published in this
issue. 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)!

o Upozoriiujeme na moznost inzercie, resp. uverejnenia
reklamy. BlizSie informacie na adrese redakcie.

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