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POVODNE PRACE / ORIGINAL ARTICLES

EUTHANASIA: SOME MORAL ASPECTS

Helene Watt
The Linacre Centre for Health Care Ethics, London (England)

Abstract

Paper gives an overview of arguments concerning voluntary and non-volunta-
ry euthanasia put forward in connection with debate on the Report of the Selec-
ted Committee on Medical Ethics of the British House of Lords, which has taken
place since the document’s submission (February 1994). Key words: voluntary
and non-voluntary euthanasia, competent and non-competent patients, value of
life, obligations of a doctor, rights of patients

In February 1994, a Report was brought out by the British House of Lords’ Se-
lect Committee on Medical Ethics, which was set up to examine questions rela-
ting to euthanasia and its legalization. Before I move on to a general discussion of
the topic of euthanasia, I would like to make a few comments about this Report,
as it raises a number of questions which need to be dealt with in the more general
discussion.

The Report was widely welcomed by pro-lifers as taking a stand against eutha-
nasia. Due to known or suspected euthanasiast views on the part of various mem-
bers of the Select Committee, it had been thought by many that the Report would
be found to favour euthanasia. For this reason, the Report’s condemnation of
what it describes as euthanasia came to many as a relief. However, the fact that
the Report was unanimous, despite the very different moral standpoints of Select
Committee members, raises questions both about the range of issues dealt with
by the Report and about the meaning of its recommendations. It is only because
certain issuses were not dealt with or resolved, and certain statements were
understood in different ways by Select Committee members, that an unanimous
Report of this kind was able to be produced [1].

Perhaps the most striking feature of the Report is the definition it gives of eut-
hanasia as an intervention: ‘a deliberate intervention undertaken with the express
intention of ending a life to relieve intractable suffering’. In other words, it is only
positive acts aimed at killing the patient which the Report describes as eutha-
nasia, to the exclusion of deliberate omissions aimed at killing the patient. Where-
as when it deals with positive acts the Report is rightly concerned with the inten-
tion of the agent - with whether or not he means to kill the patient - the Report
fails to address the question of omitting to act with the same intention as is pre-
sent in active euthanasia: the intention of killing the patient. This failure to recog-
nize the possibility of euthanasia by omission is particularly unfortunate in view
of the Law Lords’ judgement on the case of Tony Bland in February 1993, to the
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effect that deliberately to terminate a patient’s life by a plan-
ned series of omissions is a lawful, and sometimes obligato-
ry, part of carrying out a ‘duty of care’ for that patient.

It is true that, on the subject of ‘advance directives’ made
by a patient, the Select Committee Report says that these
must not contain requests for any unlawful intervention or
omission. However, the Report does not discuss the case of
an advance directive made with suicidal intent. Moreover,
in dealing with the treatment of competent patients, the Re-
port goes so far as to declare its ‘strong endorsement’ of the
right of the patient to decline treatment for any reason
whatsoever. In short, while the Report does make some va-
luable recommendations - for example, on the subject of
palliative care - it fails to address the question of intention
in the context of omission which is central to an understan-
ding of what is involved in euthanasia.

To return to definitions: a definition of euthanasia confi-
ned to positive acts - that is, to ‘active’ euthanasia - is seri-
ously inadequate. This is because the aim of a doctor, rather
than the means he takes to bring this aim about, is what pla-
ces his decision within some general class of acts - whether
‘euthanasia’, ‘curative treatment’ or ‘palliative care’. If the
doctor’s aim is to shorten the patient’s life, there is morally
speaking no difference (if we leave aside the question of
which will cause more suffering) between killing by means
of an intervention and killing by means of an omission. It is
euthanasia if the doctor kills the patient by giving him or
her a lethal injection, and it is also euthanasia if he omits to
feed or treat that patient, providing his intention is to bring
about death by one means or another.

If the doctor’s intention is not to bring about death, but
to do, or refrain from doing, something else, his action may
or may not be reasonable in the circumstances, but it is not
euthanasia. If, for example, a doctor gives mophine to relie-
ve pain in a terminal patient this course of action will some-
times have the side-effect of shortening the patient’s life.
Providing the doctor’s sole intention is to relieve pain, such
treatment is not euthanasia, but rather palliative care. In the
same way, if the doctor does not do something - for exam-
ple, does not carry out some treatment - his omission is not
euthanasia if the aim of the omission is not to shorten life.

The definition of euthanasia which I will use in this pa-
per is taken from a Report produced in 1982 by the Linacre
Centre for Health Care Ethics [2]. In this Report, there is
said to be euthanasia if the death of someone is brought
about on purpose in the course of his medical care, on the
grounds that it would be better for him (or at least no harm)
if he were dead. Euthanasia is, then, an act or omission cho-
sen with the aim of ending someone’s life, on the basis of
a judgement that this life is not worth living.

It is worth repeating that euthanasia, on this definition,
involves a judgment that the patient’s life is not worth li-
ving: of no value, no ‘net’ value, all things considered,
and/or a negative value. The point needs to be emphasized,
because this kind of judgment is not always easy to detect in
defences of voluntary euthanasia. Voluntary euthanasia is
normally defended with reference to the patient’s autono-
my - his or her capacity and (it may be added) right to cho-
ose the time and cause of his or her death. However, sup-
porters of voluntary euthanasia will generally require more
than a simple request from the patient for euthanasia to be
administered, in that the doctor in order to act on the pa-
tient’s request will presumbably first have to satisfy him or
herself that the patient’s life is indeed not worth living. For
example, a pro-euthanasia doctor who believed that her pa-
tient did not understand his favourable prognosis would
presumably feel obliged to refuse the patient’s request for
euthanasia. Voluntary euthanasia thus involves a situation in
which the patient says “my life has no value”, and someone
else, such as the doctor, accepts this judgement and acts in
such a way as to procure the patient’s death.

Two further considerations emerge from the fact that

euthanasia requires the one performing it to judge that the
life of the person killed is of no value. The first is that if the
patient’s life is of no value, or no “net” value, then it is hard
to see why the practice of euthanasia should be confined to
terminal cases. If the patient’s life has no value it may surely
be terminated, whether the patient is dying or not. The se-
cond consideration is that if the patient’s life has no value,
but the patient is unable to consent to euthanasia (being
unconscious, or mentally handicapped, or senile, or simply
too young), it is not clear that there is anything to stand in
the way of our Kkilling that patient, at least if the relatives
give their consent. It is therefore not surprising that many
supporters of voluntary euthanasia also support (whether
openly or discreetly) non-voluntary euthanasia. For if death
is either a benefit, or at least no harm, why should we deny
it to those who cannot request it?

In fact some recognition of this theoretical step forward
from judging some human lives to have no value can be
seen in the practice of euthanasia in the country in which it
is widely tolerated. Holland is often thought of as the home
of voluntary euthanasia; however, there is no doubt as to the
prevalence of non-voluntary euthanasia in Holland. The
Remmelink Report published in 1991 referred to a survey
on “medical decisions concerning the end of life” which had
been made in the previous year: a survey which found that
in 26.350 cases doctors had acted, or refrained from acting,
either “partly with the purpose of shortening life” or with
the “explicit purpose of shortening life” [3]. In 10.558 cases
doctors had acted, or refrained from acting, with what was
called the explicit purpose of shortening life, and of this last
group 5.450 patients had been killed without their explicit
request. It is interesting to note that when a few years ago
a Dutch doctor was accused of carrying out non-voluntary
euthanasia on patients in an old persons’ home, his reported
actions were defended by prominent members of the Dutch
Medical Association and the Voluntary Euthanasia Society,
one of whom claimed that if the doctor were sent to jail for
killing his patients doctors all over the country would feel
insecure. Clearly, if doctors in Holland have the explicit
intention of killing 5.450 patients a year without their requ-
est, the doctors involved will want to feel that they can carry
out their duties with legal immunity. They may already feel
they can carry these out with moral immunity, since once
death is seen as a benefit, or at least no harm, there would
appear to be no reason in principle - or none relating to the
patient - to deny it to those who cannot request it.

Of course, a similar position is accepted both in theory
and in practice by growing numbers of doctors in this coun-
try. Not only is abortion now permitted up to birth on groun-
ds of mental and physical handicap, but infants with mental
and physical handicaps are sometimes deprived not only of
basic medical treatment but of food, if the parents give their
consent. Infants with mental or physical handicaps may be
sedated so that they do not demand feeding, and given what
is described as “nursing care” or “custodial management”
until such time as they die. Parents will often be shocked and
confused after the birth of a handicapped child, and in the
absence of positive support may be disposed to accept what
amounts to an offer of euthanasia. Doctors may believe eut-
hanasia will benefit the parents whether or not it will benefit
the child, who will, in many cases, have a handicap no more
distressing than Down’s Syndrome.

If the life of a patient, young or old, can have no value, or
no ‘net’ value, there will be nothing in principle - or not-
hing relating to the patient - to stand in the way of killing,
not for the sake of the patient, but for the sake of the pa-
tient’s relatives. If the patient’s relatives, or even the State,
are seen as having an interest in the patient’s death, there
will be no recognition of the value of the patient’s life to co-
unt against this presumed interest on the part of other pe-
ople. Thus when Tony Bland’s case was discussed by the
media stress was laid not only on the supposed worthles-
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sness of Tony Bland’s existence in a Persistent Vegetative
State, but on the suffering this caused his parents, and the
desirability of putting an end to this suffering. While it is
certainly true that to see one’s son or daughter in a PVS can
be a cause of real suffering, it is surely remarkable that the
suffering of others should be used as an argument for end-
ing the life of an innocent person. One might also question
whether the experience of having been responsible for the
death of their son has really been beneficial to Tony
Bland’s parents, as it was predicted that it would be.

In the case of serious mental handicap in particular, it is
sometimes claimed not so much that the patient’s life is not
worth living, but that there is no life, or no “personal” life, in
the case of the patient concerned. Thus Tony Bland’s body
was described by one of the judges of his case as a “shell”
from which his soul had flown. This is despite the fact that
Tony Bland’s brainstem was functioning, that he was breat-
hing spontaneously, his heart was beating, and so on. Cle-
arly, the judge’s view was that a person was a separate entity
from a living human organism - a view which many philo-
sophers (and others) reject as incompatible with our expe-
rience of ourselves and each other as bodily beings.

Those philosophers with dualist inclinations will someti-
mes distinguish between what they regard as ‘personal’ or
‘human’life and ‘mere biological’ or ‘vegetable’ life. Howe-
ver, it can be argued that every human being has a single hu-
man life - not a vegetable life plus an animal life plus a per-
sonal life. Human life can be either healthy or unhealthy,
but it is always the life of a human being. The human being,
or person, who thinks and talks is the same human being
who breathes, sleeps and is unconscious. And whether or
not the most important part of the human being - the soul -
survives our death, the death of the human being or person
cannot be separated from the death of the living organism.

While it is sometimes claimed that a living patient is dead,
or “dead as a person”, it is perhaps more common to accept
that the patient is still alive, but to argue that his or her life
has no value. In other words, the lack of experience, or the
presence of suffering and/or handicap, can deprive some hu-
man lives of any value at all. It is the short-term capacity for
a certain kind of experience which gives value to the life. In
defending such a view, a judgement must be made as to
which capacity, and what degree of that capacity, is required
for human status. If the capacity judged to be required is one
which may exist in degrees in degrees, we must either ascri-
be higher and higher moral status to those with greater and
greater capacities, or else we must draw an essentially arbi-
trary line by which we separate “human” from “not yet” or
“no longer” human beings. In any case, after losing the rele-
vant level of capacity, a life will be taken to have lost any va-
lue it once had. On such a view, there is no fundamental,
intrinsic value to every human life. Rather, value and ‘dignity’
are features some human lives have, and others don’t.

It must be recognized that this view is a radical departure
from the traditional valuation of human life: radical both in
itself and in its implications when it is used as the basis of
law. Someone accused of killing another human being can
say: “I admit I took a human life - but it was a life with no
value”. We should note that this is not the way in which, for
example, killing in self-defence is rightly seen as justifiable.
If T kill a person who is trying to kill me, this is quite compa-
tible with my recognizing the value of the life of my aggres-
sor, which I endanger only with reluctance on the grounds
that he or she has deliberately chosen to endanger my own.
To kill a person on the grounds that his or her life has no va-
lue is to demonstrate an attitude to human life not found
elsewhere in justifiable homicide.

What, then, is the basis for rejecting killing on the groun-
ds that life has no value? The basis is the fact that human be-
ings are in possession of a fundamental human dignity
which cannot be eliminated. They have this dignity in virtue
of their nature - in virtue of the fact that they are human be-

ings, with the radical capacity of human beings to participa-
te freely in the goods appropriate to human beings: goods
such as life itself, knowledge, friendship, aesthetic experien-
ce, and so on. Clearly, not all human beings have the exerci-
sable ability to participate freely in human goods other than
life; however, all human beings have, by virtue of the fact
that they are human beings, the radical capacity to participa-
te freely in human goods other than life. A young human be-
ing acquires the ability to participate freely in further hu-
man goods by virtue of the radical capacity he or she posses-
ses from conception. And a sick or damaged human being,
who no longer has the exercisable ability to participate fre-
ely in human goods other than life nonetheless retains the
radical capacity to participate in further human goods by
virtue of his of her nature - that is to say, his or her possessi-
on of a rational human soul, or life-principle. Human bein-
gs therefore have inalienable dignity by virtue of their natu-
re, such that it is always important that they participate in
the goods appropriate to the kind of thing they are. Among
these goods is the good of life: the good of human bodily
existence. It is never something bad in itself, or a matter of
indifference that a human being is alive; the lives of human
beings have inalienable value.

The claim that human lives have inalienable value does
not signify that human lives are equal in the good things
they contain. There is no need to deny that some lives conta-
in more of certain good things than others. Some lives are,
for example, longer than others, and/or healthier, or more
creative, or more altruistic. What the claim that human lives
have inalienable value signifies is that beneath these varia-
bles there exists a fundamental value which is found in eve-
ry stretch of human existence.

The word “value” is sometimes used to refer to whatever
happens to be valued by a person. Here I am referring not to
such “subjective” values but to real, objective values. I might
value the pleasures of power and of causing pain to others,
but these pleasures - unlike the values of life, knowledge
and friendship - will do me no real, objective good. The
existence of such objective human values as life, knowledge
and friendship is something of which we are all aware: so-
mething so fundamental that we do not derive our aware-
ness of these values from our awareness of anything else.

What is being claimed, then, is that there is an objective,
fundamental value to any amount of any human life, which
produces at least the prohibition of an intention to bring
about death on the grounds that life has no value. What
steps we must take (assuming we are not trying to kill the
patient) to preserve the patient’s life will depend on such
variable factors as the patient’s future health and life-expec-
tancy. If the patient has just a few days or hours to live,
I may not be obliged to do anything to prolong the pa-
tient’s life, providing I at no stage have the intention of acce-
lerating the patient’s death, whether by act or by omission.

It is not a corrollary of the value of every life that every
life must be extended by every possible means. However va-
luable my life, I cannot demand a life-saving drug costing
a million pounds an injection. Then again, I have no obligati-
on to accept means of prolonging my life which are too bur-
densome for the benefits they bring in terms of life expec-
tancy, or improvement of my condition. Once it has been de-
termined that a patient has begun to die the benefits of any
postponement of this by treatment must be carefully weig-
hed against the burdens the treatment in question may impo-
se. There is no lack of respect in providing terminal patients
with palliative care, rather than burdening them with treat-
ment which in their case will not be sufficiently effective.

If a patient is in the terminal phase of dying there will be
cases in which even feeding may be withdrawn, either beca-
use food can no longer be assimilated by the patient, or beca-
use feeding is too burdensome for the slight prolongation of
life it may achieve. If a patient is not in the terminal phase of
dying, feeding, whether by spoon, by straw or by tube, will
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always, or almost always [4], be “ordinary”, or obligatory care.

There has been much debate as to whether tube feeding
may be withdrawn not only from patients close to death, but
from patients in a persistent vegetative state. It is sometimes
argued that if a respirator may be withdrawn from a PVS pa-
tient, so too may tube feeding. There is, however, an impor-
tant difference between ventilation and tube feeding, in that
providing oxygen for other human beings forms no part of
our normal care for others (at least after the prenatal peri-
od). In contrast, providing food for those who cannot feed
themselves, due either to immaturity or to disease, does
form, from time to time, a part of our normal pattern of care.
Tube feeding is a simple extension of this normal pattern of
care. For this reason tube feeding is less likely to become an
optional means of support than is artificial ventilation. And
whereas some methods of feeding bypass more functions
than others and are therefore more ‘artificial’ than others
(for example, intravenous as opposed to tube feeding bypas-
ses not only manual feeding but also digestion) we should re-
member that spoon-feeding a person who has broken both
his arms bypasses one failed bodily function - the ability to
feed oneself manually. The fact that spoon-feeding bypasses
this function does not make spoon-feeding burdensome
care, much less high technology medicine.

Tube feeding also bypasses a failed “manual feeding functi-
on” and sometimes a failed swallowing function. (The patient
may be able to swallow but fed by tube for the convenience
of the hospital). Even where tube feeding does bypass a failed
swallowing function, as well as a failed manual feeding functi-
on, this does not mean that pouring food down a tube beco-
me at this point burdensome care and/or high-technology
medicine. Tube feeding of those who cannot feed themselves
is basic nursing care (and is often given at home).

The refusal by a competent patient both of treatment and
of basic nursing care is often discussed in terms of a need to
respect the patient’s autonomy. When we talk about autono-
my, it is important to remember the point of autonomy, or
the faculty of making rational choices, which is that we are
able to make choices which promote our own well-being
and the well-being of others. A patient who neglects to take
reasonable care of his health is making bad use of his auto-
nomy. However, since he is the primary person responsible
for promoting his well-being, the doctor may have to limit
him or herself, as long as the patient is competent, to attem-
pts to persuade the patient to accept either treatment, or ba-
sic care and feeding. In failing to override the patient’s refu-
sal, the doctor is not guilty of euthanasia, providing the doc-
tor does not co-operate with the patient in the sense that
he or she aims at the patient’s death.

In the case of a patient who is now incompetent there is
no autonomy to consider, and care and treatment should
not be withheld solely on the grounds that the patient requ-
ested this when competent - for example, by means of a “li-
ving will”. After all, the patient’s reasons for requesting the
withholding of treatment or care may have been suicidal, in
which case the doctor’s later omissions maz constitute com-
plicity in suicide. Moreover, it seems unreasonable to hold
that while a patient is competent that patient may change
his or her mind at any time, but that no change of plan, even
in the patient’s best interests, may be made by others after
loss of competence.

The doctor may, of course, withhold treatment on the gro-
unds that this treatment is, for example, too painful, or too
expensive, for the benefits it will bring. There would be no
objection to a doctor’s using a living will as evidence that
a patient would find a certain treatment particularly burden-
some. Objections would arise if the doctor were to carry out
blindly all instructions, however unreasonable - for exam-
ple, to give the patient a lethal injection, or alternatively, to
give the patient every form of treatment available, however
burdensome or futile. Whether or not doctors are legally
obliged to respect living wills and other advance directives,

there is a good case for saying that doctors have a moral obli-
gation to treat an incompetent patient according to his or
her best interests. While a competent patient has the primary
responsibility for his or her own life and health, an incompe-
tent patient should be treated not on the basic of what he or
she is thought to have wanted in the past, but on the basis of
good medicine. It is not good medicine to refuse basic care
on the grounds that the patient - perhaps many years before
- has asked that this be done. Nor is it good medicine to sha-
re the patient’s earlier intention that his or life be deliberate-
ly ended, on the grounds that this life has no dignity.

To conclude: the opponent of euthanasia holds that all
human life has dignity; that dignity (at least in one sense of
the word) is not the kind of thing a human being can gain
or lose. The dignity of the patient is acknowledged by the
provision of medical treatment where this will be sufficien-
tly beneficial, and palliative care when it will not. This digni-
ty is not respected by the choice of euthanasia, which assu-
mes that a person’s bodily existence can have no dignity or
value. The practice of euthanasia can be expected to have
a deeply harmful effect on the character of doctors, and on
their relationship even with those patients they do not yet
consider eligible for euthanasia. In contrast, doctor-patient
relations are protected by the doctor’s recognition of the
principle of respect for human life: a principle which forms
the basis not only of traditional medical ethics, but of gene-
ral human justice.
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Abstract

Paper deals with psychodynamical and ethical aspects of
counseling parents of infants with Down’s syndrome. The
conceptual framework of this paper is based upon expe-
riences obtained during a longitudinal study of develop-
mental parameters in young children with Down’s syndor-
me enrolled in a program of comprehensive care and stimu-
lation at the Developmental Evaluation Clinic of Chil-
dren’s Hospital Medical Center, Boston. (Abstr. ed.)
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Professionals working with mentally handicapped chil-
dren face the ever-present problem of how best to counsel
parents. In particular, the physician encounters a dilemma
after he has made the diagnosis of Down’s syndrome in a ne-
wborn baby. There is no completely satisfactory way to tell
parents that their child has Down’s syndrome. The most dif-
ficult task of informing parents of the diagnosis demands
tact, wisdom, compassion, and truthfulness. The physi-
cian’s ability to communicate his message in a sympathetic
and supportive manner is a vital influence on the parents’
attitude and subsequent adjustment.

Although the physician also might experience feelings of
sadness and disappointment, he must attempt to provide
assistance, counsel, and comfort and thus help the parents
in their acute distress (1).

Since in most instances the physician is the first person
consulted, he is in a unique position to establish a professi-
onal relationship with the parents, meeting their anxieties
with considered attention relative to the immediate situati-
on and also to effective long planning. Commonly the physi-
cian is looked upon as an authoritarian figure and consequ-
ently a dependent relationship evolves.

Learning that their newborn is a child with Down’s syn-
drome is an utmost traumatic experience for parents. A jo-
yously awaited event is transformed into one of catastrophe
with its inherent profound psychological threats. Nine mon-
ths and more of hopes are shattered in seconds. The fear of
failure, often a normal part of psychic anticipation of paren-
thood, here turns into reality. During this initial period of
shock disturbance of personality integration and cognitive
dysfunction become apparent and regular defense mecha-
nisms often prove ineffective. Acute anxiety, disbelief and
desperation are usually observed during these first days and
parents are beset with fantasies and fears. Later, grief, mour-
ning and intense guilt feelings prevail and parents search
within themselves for nonexistent answers “How did it hap-
pen?”, “What have I done?”, “Why has it happened to me? “,
“Why?”. A gradually developing awareness of the ‘los’, feelin-
gs of sadness and helplessness take over. Other emotional
responses are feeling of inadequacy and shame, those of re-
tribution and punishment, as well as self-pity and self-pro-
tective aggressiveness (2). Occasionally, rejection of the
child and death wishes are expressed and, not infrequently,
anger towards the physician is displayed. While some physi-
cians may be blunt and unsympathetic in their counseling,
the parents’ anger is more often generated by the “bad
news” and might not be aimed directly at the physician who
may only serve as a scapegoat.

Garrand and Richmond described the psychological
adaptation in such a crisis situation to progress in three sta-
ges: First one observes the initial emotional desorganization.
This is followed by the process of reintegration, when psy-
chological defenses become increasingly mobilized. Later,
during mature adaptation, parents can face most of the reali-
ties then with a minimum of continued stress (3). This sim-
plified concept - with time being a most important factor -
holds true in most instances. On occasion parents do not
progress to the stage of mature adaptation; but because of
preexistent psychopathology they absorb and utilize the
child and his problem in their own neurotic processes.

Although there are common patterns, each parent lives
through and adapts to this crisis in modified ways. Attitudes
are influenced by the individual parents’ strength, emoti-
onal stability, maturity, and by their previous life experien-
ces. Furthermore, cultural, educational, religious and philo-
sophical differences affect the observed emotional respon-
ses. The extent of the preoccupation with their own feelin-
gs also determines the parents’ behavior symptomatic of
stress situations and their relationship with the immediate
environment (4).

The physician should be aware of the general needs and
reactions of parents as well as the uniqueness of the particu-

lar situation with which he is confronted. To respond
appropriately to the parents’ emotions, it is helpful for the
physician to have a basic understanding of the processes of
adaptation, the symbolism of behavior in stress and an insig-
ht into the application of defense mechanisms. Reports
from the literature on crises theory describe the individu-
al’s vulnerability and accessibility to the influence of per-
sons in the immediate environment (5, 6). Rapoport empha-
sizes three aspects leading to a resolution of the crisis (5): 1.
Correct cognitive perception of the circumstances; 2. Mana-
gement of disordered affect through appropriate verbaliza-
tion and awareness of feelings; 3. Development of patterns
of seeking and using help.

In order to plan for the counseling situation effectively,
the following questions should be considered: When and
where should parents be informed? Who should talk first
with them? How should they be told? What terminology sho-
uld be used? What kind of recommendations should be made?

It is generally accepted that when parents are to assume
responsibility for making decisions they have a right to all
available information about their offspring. Consequently,
as soon as a definite diagnosis has been made, the parents
should be notified. This principle is supported by other
investigations exploring this question (7, 8, 9). As Drillien
and Wilkinson reported, a full explanation given early, with
support thereafter, appears to facilitate the mother’s accep-
tance of and adjustment to her child’s handicap (8).
Carr’s work yielded similar impressions in that parents who
were given the basic information soon after the birth of the-
ir child with Down’s syndrome in an honest and sympathe-
tic manner tended to be more satisfied (9).

Other authors have claimed, however, that telling the pa-
rents “before they have become attached to the child” may
not only prevent the formation of a close bond but also preci-
pitate early and permanent rejection (10). Keay is of the opi-
nion that nothing is gained by making the diagnosis known to
the parents immediately after the birth of their child (11).
Yet, a delay in informing the parents may well lead to misun-
derstandings and undermine their trust and confidence in
the guiding physician. If parents learn about their baby’s con-
dition from inappropriate sources, or in a distorted or incom-
plete fashion, the doctor-parent relationship is in jeopardy.
On occasion a definite diagnosis cannot be made soon after
birth, but parents should then be informed of the involved
suspicion. A prompt chromosomal analysis should provide an
answer within 4-5 days by present techniques.

The parents should have an opportunity to see the child
prior to being informed, otherwise they are frequently afra-
id to look for fear that the child’s appearance may be marke-
dly deviant and that he might have grotesque features. Sho-
uld the parents show apprehension in viewing their baby
and express fear of becoming involved with the child, it is
advisable to explore the nature of their fears since often
unrealistic fantasies regarding the diagnosis might exist.

The circumstances surrounding the first meeting with
the parents should be thoughtfully arranged to allow priva-
cy and adequate time for discussion. It would seem most
appropriate that both parents be present during the first
session as they can offer support to one another. Some phy-
sicians prefer to inform the father initially (12). Others let
the mother know of the diagnosis while still in the delivery
room. Preferably, one should avoid that one parent has to
bear the stressful load alone or even be responsible for
informing the spouse.

In the present study parents frequently commented that,
unfortunately, their obstetrician did not participate in coun-
seling them, since they had considered their relationship
with him as important. One mother stated bluntly “my baby
suffered the first rejection at the hands of the obstetrician.”
A prima gravida mother may have had no previous contact
with the pediatrician, yet a trust relationship with the obste-
trician has been established during the prenatal period.
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A coordinated effort in the initial counseling session by
both specialists would be advisable.

In stressing the physician’s role in the process of counse-
ling, he is by no means the only professional engaged in
such activities. Olshansky stated “Some physicians may not
even do a very good job in telling parents what has to be
told.” (2) Although the physician will be looked upon as the
primary source of information, he should consider utilizing
the assistance of a social worker who is likely to be better
trained in counseling parents and has more insight into fa-
mily dynamics. The social worker has a greater knowledge
of available resources and will be better equipped to pursue
careful exploration directed toward an acceptable solution
for the whole family. A team approach of social worker and
physician should lead to a more positive interdisciplinary
collaboration and will find ready acceptance by the parents.

It is also important that the nursing staff in the maternity
hospital be supportive and display sensitivity by using
appropriate terminology, supplying factual information, if
needed, and facilitating contact with their child. One mot-
her in this study talked favorably of the nurse who “let the
baby stay with me longer and let my husband hold him”.

There are others who might help a parent overcome the
loneliness and isolation: the father and mother of an older
child with Down’s syndrome will be able to share their expe-
riences in caring for such a child within the family and can
give invaluable suggestions and practical information perta-
ining to many aspects of his development and management.
Often these resource parents are apt to be more sensitive to
the concerns of new parents. Offering them one fami-
ly’s experience in resolving such a crisis provides living proof
to them that it is possible to ‘survive’such a stress situation.

The initial counseling session might well be brief, witho-
ut going into details, since the troubled parents ordinarily
can assimilate only a few of the implications presented to
them (13). During this first interview an intense emotional
interchange occurs which disrupts logical thought proces-
ses and allows only a limited transfer of actual knowledge
(14). Since hope, denial, and other defense mechanisms
often help parents sustain emotionally during the period of
their adjustments, the physician’s discussion should be ti-
med to coincide with the gradually increasing parental capa-
city to master additional realities. Follow-up sessions are
mandatory in which a review of basic considerations is
made, and more details are communicated. During subsequ-
ent meetings parents also can better articulate their feelings
and formulate their questions more effectively.

The parents should be informed of the meaning of the
diagnosis. It should be explained to them why the term
Down’s syndrome is preferred over the offending misnomer
of “mongoloid, mongolism, and mongolian idiot”, which mig-
ht be more familiar to them but which conjures up unfortu-
nate stereotypes. The term retardation also needs to be expla-
ined as this is frequently interpreted to mean that the child
will be completely helpless. Physical characteristics and their
relative frequency in Down’s syndrome should be pointed
out as well as the implications of additional congenital ano-
malies which may be present. The anticipated development
of the child should be discussed, supplemented by making
available illustrated reading materials. The parents should be
advised that the motor function, mental development and lan-
guage acquisition will be retarded, but that there is considera-
ble individual variation and no definite prognostic statements
about the future can be made. Evasive answers or provision
of false hopes are no substitute for truthful empathetic gu-
idance. Parents will not respect the counselor less because
the answer to a given question is unknown.

One should emphasize that the child with Down’s syn-
drome is an individual with characteristics apart from the
“stereotype”, that he is first and foremost a child. In presen-
ting him as a human being with all the inherent rights the
physician shows a genuine concern for the child for whom

he will be providing the same general care he is giving to
other children and this endows the infant with significance
and worth. In many ways his care will be like any other
infant and he will have the capacity to be affectionate and
socially responsive. Some parents in this study mentioned
that “there is happiness in the family with a child with
Down'’s syndrome”, which, however, is difficult for parents
to conceptualize during the initial period of adjustment
when “there are no smiles.” Then parents are in need of sy-
pathetic endorsement of their human and parental compe-
tence. The critical role of parenthood should be stressed,
the chance for an infant to be nurtured and loved by caring
parents, as well as the evolving needs of the child with
Down’s syndrome as he matures and his basic human rights,
should be pointed out (15).

Many professionals find it difficult to see positives in the
child with Down’s syndrome and become apprehensive if
parents verbalize positive feelings and describe assets. They
attempt to deal with this by overemphasizing negatives. In
many situations this seems to be based on the professi-
onal’s own biases and personal value judgements. Some phy-
sicians also might fear that the parents do not fully recogni-
ze the extent of their child’s limitations. Yet, in order to care
for any child parents do need hope and encouragement to
see positive aspects to which they can relate in order to
overcome fears and anxieties. The physician should attempt
to identify and mobilize strengths which the parents reveal
in their efforts to adapt.

After the chromosomal analysis has been performed, the
results should be explained in simple terms and, accordin-
gly, genetic counseling should be offered. Information sho-
uld be provided in regard to the risk involved in future
pregnancies, and the availability of amniocentesis should be
discussed. Questions relating to the cause are inevitably ra-
ised. It is important to point out that neither mother nor fat-
her can be considered to have been at fault. Overpowering
guilt feelings can, on occasion, be destructive to future fami-
ly life or may lead to a disturbed parent-child relationship.
Furthermore, it the physician’s obligation to tell the parents
that there is no cure or effective treatment available at this
point time. They should be warned about false claims of
unconventional treatment approaches. It should be empha-
sized that professional support and appropriate educaation
will be forthcoming and should be of benefit to the child
and his family.

The impact upon family life in general and the positive as
well as negative effects on the siblings will also enter into
the discussion. Parents may wish to protect their other chil-
dren by not talking to them of the misfortune, feeling that
this will effect their social status and future of their other
children. Parents should be encouraged to inform them, sin-
ce even very young children are sensitive to their paren-
ts’s distress. Their fears might be far greater than realized by
parents and exceed the existing reality. While talking of the
birth of their child is a painful experience, since it acko-
wledges that their child is ‘abnormal’, lack of openness can
lead to further isolation of parents and promote unrealistic
concerns. Talking about this event to their children, relati-
ves and close friends often relieves distress, provides mutual
support, and allows for comfort from people with whom
the parents have close relationships. In doing so they are,
however, required to cope with attitudes and feelings of re-
latives and friends, sometimes even before they have come
to grisp with their own feelings. Parents should be made
aware of possible resources available in the community and
that there is a parents’ association for retarded children.

Giving the parents a diagnosis cannot be an end in itself.
Unless it leads to appropriate future planning, guidance and
support, it will have failed in its main objective of securing re-
alistic goals and an accepted place in the family for the child
with Down’s syndrome. Here, the physician plays a signifi-
cant role in his continuing care of the child, focusing on deve-

ME&B 2 (4) 1995

7



lopmental aspects as well as realistic adjustment of the family.

Some physicians might introduce the thought of residen-
tial placement of the child. Usually the parents are shocked
by this suggestion. On other occasions parents themselves
might ask for information in this regard, in search of alterna-
tives. Some might welcome the physician’s suggestion for
institutionalization as an opportunity ‘to escape’. Parents,
however, should know that an unqualified dictum for insti-
tutionalization will have profound and long-lasting implica-
tions for both the child and the family. The child living in
a residential facility cannot be expected to achieve and de-
velop as well as his counterpart in the home (16, 17, 18).

Less than in the past, today some physicians still recom-
mend placement of the child with Down’s syndrome witho-
ut being informed of the availability, quality and cost, not to
speak of the detrimental forces acting upon the developing
organism. The advocates of early institutionalization often
bring into the discussion as their objective the prevention
of attachment of the mother to the child, ignoring the fact
that there has already been 9 months of hope and attach-
ment to the unborn child. Other unsupported reasons for
the recommendations of residential placement include that
there is profound retardation in the child, that he will never
do anything. Some physicians might want to protect the pa-
rents, assuming that parents who do not see or touch the
baby will be less involed. It can also be noted that unrealis-
tic teaching in many medical schools decades ago which
stressed that an institution is the best place for a child with
Down’s syndrome, might be in part responsible for the
observed negative feelings of some older professionals to-
ward retarded children. Other arguments point to the child
with Down’s syndrome as a destructive force in family life,
in particular as a detrimental influence on the brothers’ and
sisters’ future. There are indications, however, that siblings
of retarded children who have been institutionalized at bir-
th are often preoccupied with unrealistic concepts of what
the absent child might be like and they may be fearful that
their parents may plan a similar fate for them if they do not
meet their expectations.

These views concerning institutionalization of children
with Down’s syndrome show little insight into the complex
situation surrounding the birth of such a child. From the
psychological point of view one might say that in many
instances institutionalization obliterates a situation that pro-
fessionals consider unbearable. Few opportunities for place-
ment are actually available since most public facilities refuse
admission of infants with Down’s syndrome.

Unless there exists a relevant and serious medical, social
and/or psychological condition, children with Down’s syn-
drome should be nurtured in a home environment. Should
the child care and involved stress create an unfavourable
atmosphere for further progress in the home and for family
integration, other alternatives such as foster home place-
ment should be explored. Yet, this suggestion might be thre-
atening to some parents as it may imply that someone else is
willing to undrtake a task which they do not dare.

It is the professional’s obligation to inform the parents
and to assist them in arriving at an acceptable realistic so-
lution; it should never be the decision of the professional
alone to place a child and he should never so influence the
parents that they feel no other choice than sending the
child to a residential facility. The physician only can offer
guidance and factual information. He cannot be a substitu-
te parent and he cannot accomplish the adaptation and
achieve the solution of parental conflict which must derive
from the parents who themselves must come to terms with
reality and their own feelings. He may offer alternative sug-
gestions in an attempt to broaden the parents’ perspective
and problem-solving repertoire, but he should encourage
the parents to independent decision making. Whatever so-
lution they finally reach after careful consideration of the
multiplicity of issues at hand, this then deserves the thoug-

htful support of the involved professional personnel.

Since institutionalization can be viewed as an irrational
recommendation and often is not available, what then sho-
uld the physician offer to the parents? The “take-the-baby-
home-and-love-him” concept, most often practiced today is
not aiding the parents who would like to know what they
can do to help their child. Because appropriate community
resources often being unavailable for infant and small chil-
dren, continuing professional support being scarce, and pla-
cement of the child undesirable, there exists an apparent
vaccuum in the provision of services for the family with
a young child with Down’s syndrome. Parents are in need of
professional guidance in relation to training techniques and
the recognition of developmental readiness. Well instructed
parents are able to provide appropriate stimulation and can
constructively engage in the teaching of the basic skills of
daily living (19). Hence, contributing to the development of
the child’s potentialities, parents experience a sense of satis-
faction which fulfills their own needs while at the same
time they respond to the child’s needs. Unfortunately there
are only a few programs for children with Down’s syndro-
me in the country where comprehensive care is provided,
including stimulation programs, education for parents, me-
dical and full supportive follow-up. Such community-based
programs are urgently needed.

Peuschel, R.: The psychodynamics of counseling parents
of infants with Down’s syndrome. ME&B, Vol. 2, 1995, No.
4,p. 5 - 8. Prica sa zaobera posychodynamickymi a etickymi
aspektmi poradenstva rodicov deti s Downovym syndro-
mom. Koncepcna osnova prispevku je zaloZena na skisenos-
tiach ziskanych pocas dlhodobého longitudinalneho sledo-
vania vyvinovych parametrov u malych deti s Downovym
syndromom zahrnutych do programu komplexnej starostli-
vosti a stimuldcie na Oddeleni vyhodnocovania psychodyna-
mického vyvinu Detskej nemocnice v Bostone. (Abstr. red.)
KIicové slova: Downov syndrom, poradenstvo rodicom,
psychodynamika a etika.
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RETROSPEKTIVA

RETROSPECTIVE

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

V maji 1992 sa uskutocnilo v Bratislave v priestoroch
Kongresového centra “Istropolis” vyznamné podujatie s me-
dzindarodnou ucastou - Medzindrodné sympozium o medi-
cinskej etike/International Symposium on Medical Ethics.
Organizdtorom 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 pohladov na viaceré konkrétne etické problé-
my sucasnej mediciny a zdravotnickej starostlivosti, mnohé
v podani vyznamnych osobnosti slovenskej a ¢eskej medici-
ny a bioetiky, i viacerych hosti zo zahranicia. Pokracujeme
v postupnom uverejiovani dostupnych textov jednotlivych
odbornych prispevkov prezentovanych na sympoziu v tejto
novej rubrike nasho casopisu. Verime, Ze tymto sposobom
asponi c¢iastocne splatime dlh voci autorom predndsok
a aktivnym tcastnikom sympozia, ako aj voci nasej lekarskej
a zdravotnickej verejnosti.*

THE EUTHANASIA DEBATE
D. Callahan

The euthanasia debate is not just another moral debate,
once in a long list of arguments in our pluralistic society. It
is profoundly emblematic of three important turning points
in Western thought. The first is that of the legitimate condi-
tions under which one person can kill another. The accep-
tance of voluntary active euthanasia would morally sanction
what can only be called “consenting adult killing”. By that
term I mean the killing of one person by another in the
name of their mutual right to be killer and killed if they fre-
ely agree to play those roles. This turn flies in the face of
a long-standing effort to limit the circumstances under
which one person can take the life of another, from efforts
to control the free flow of guns and arms, to abolish capital
punishment, and to more tightly control warfare. Euthanasia
would add a whole new category of killing to a society that
already has too many excuses to indulge itself in that way.

The second turning point lies in the meaning and limits
of self-determination. The acceptance of euthanasia would
sanction a view of autonomy holding that individuals may,
in the name of their own private, idiosyncratic view of the
good life, call upon others, including such institutions as
medicine, to help them pursue that life, even at the risk of
harm to the common good. This works against the idea that
the meaning and scope of our own right to lead our own li-
ves must be conditioned by, and be compatible with, the
good of the community, which is more than an aggregate of
self-directing individuals.

The third turning point is to be claim being made upon
medicine: it should be prepared to make its skills available to
individuals to help them achieve their private vision of the
good life. This puts medicine in the business of promoting

* Engl.: The International Symposium on Medical Ethics (May 29 - 30,
1992) was held at the Bratislava Congress Centre “Istropolis” on the occasion
of the World Pro-Life Congress, Bratislava 1992 (May 28 - 31, 1992). The
organizer of the Symposium was The Institute of Medical Ethics & Bioethics
of the Postgraduate Medical School and the Medical Faculty of Comenius Uni-
versity, Bratislava. The papers presented at the Symposium brought in a num-
ber of interesting views on many aspects of important ethical problems of
contemporary medicine and health care. Several outstanding personalities of
Slovak and Czech medicine and bioethics, as well as distinguished guests
from abroad lectured in the Symposium, attended by about 500 participants.
We continue in publishing of the available texts of papers presented at the
Symposium in this new heading of our journal (started since ME&B 3/1995).

the individualistic pursuit of general human happiness and
well-being. It would overturn the traditional belief that medi-
cine should limit its domain to promoting and preserving hu-
man health, redirecting it instead to the relief of that suffering
which stems from life itself, not merely from a sick body.

I believe that, at each of these three turning points, pro-
ponents of euthanasia push us in the wrong direction. Argu-
ments in favor of euthanasia fall into four general catego-
ries, which I will take up in turn: (1) the moral claim of indi-
vidual self-determination and well-being; (2) the moral
irrelevance of the difference between killing and allowing
to die; (3) the supposed paucity of evidence to show likely
harmful consequences of legalized euthanasia; and (4) the
compatibility of euthanasia and medical practice.

Self-Determination

Central to most arguments for euthanasia is the principle
of self-determination. People are presumed to have an inte-
rest in deciding for themselves, according to their own be-
liefs about what makes life good, how they will conduct their
lives. That is an important value, but the question in the eut-
hanasia context is. What does it mean and how far should it
extend? If it were a question of suicide, where a person takes
her own life without assistance from another, that principle
might be pertinent, at least for debate. But euthanasia is not
that limited a matter. The self-determination in that case can
only be effected by the moral and physical assistance of anot-
her. Euthanasia is thus no longer a matter only of self-deter-
mination, but of a mutual, social decision between two pe-
ople, the one to be killed and the other to do the killing.

How are we to make the moral move from my right of
self-determination to some doctor’s right to kill me-from
my right to his right? Where does the doctor’s moral wa-
rrant to kill come from? Ought doctors to be able to kill any-
one they want as long as permission is given by competent
persons? Is our right to life just like a piece of property, to
be given away or alienated if the price (happiness, relief of
suffering) is right? And then to be destroyed with our per-
mission once alienated?

In answer to all those questions, I will say this: I have yet to
hear a plausible argument why it should be permissible for us
to put this kind of power in the hands of another, whether
a doctor or anyone else. The idea that we can waive our right
to life, and then give to another the power to take that life, re-
quires a justification yet to be provided by anyone.

Slavery was long ago outlawed on the ground that one
person should not have the right to own another, even with
the other’s permission. Why? Because it is a fundamental
moral wrong for one person to give over his life and fate to
another, whatever the good consequences, and no less
a wrong for another person to have that kind of total, final
power. Like slavery, dueling was long ago banned on similar
grounds: even free, competent individuals should not have
the power to kill each other, whatever their motives, whate-
ver the circumstances. Consenting adult killing, like consen-
ting adult slavery or degradation, is a strange route to hu-
man dignity.

There is another problem as well. If doctors, once sancti-
oned to carry out euthanasia, are to be themselves responsi-
ble moral agents-not simply hired hands with lethal injecti-
ons at the ready-then they must have their own indepen-
dent moral grounds to kill those who request such services.
Whan do I mean? As those who favor euthanasia are quick
to point out, some people want it because their life has be-
come so burdensome it no longer seems worth living.

The doctor will have a difficulty at this point. The degree
and intensity to which people suffer from their diseases and
their dying, and whether they find life more of a burden
than a benefit, has very little directly to do with the nature
or extent of their actual physical condition. Three people
can have the same condition, but only one will find the suf-
fering unbearable. People suffer, but suffering is as much
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a function of the values of individuals as it is of the physical
causes of that suffering. Inevitably in that circumstance, the
doctor will in effect be treating the patient’s values. To be
responsible, the doctor would have to share those values.
The doctor would have to decide, on her own, whether the
patient’s life was “no longer worth living.”

But how could a doctor possibly know that or make such
a judgment? Just because the patient said so? I raise this qu-
estion because, while in Holland at the euthanasia conferen-
ce reported by Maurice de Wachter elsewhere in this issue,
the doctors present agreed that there is no objective way of
measuring or judging the claims of patients that their suffe-
ring is unbearable. And if it is difficult to measure suffering,
how much more difficult to determine the value of a pa-
tient,s statement that her life is not worth living?

However one might want to answer such questions, the
very need to ask them, to inquire into the physician’s res-
ponsibility and grounds for medical and moral judgment,
points out the social nature of the decision. Euthanasia is
not a private matter of self-determination. It is an act that
requires two people to make it possible, and a complicit so-
ciety to make it acceptable.

Killing and Allowing to Die

Against common opinion, the argument is sometimes
made that there is no moral difference between stopping
life-sustaining treatment and more active forms of killing,
such as lethal injection. Instead I would contend that the no-
tion that there is no morally significant difference between
omission and commission is just wrong. Consider in its bro-
ad implications what the eradication of the distinction
implies: that death from disease has been banished, leaving
only the actions of physicians in terminating treatment as
the cause of death. Biology, which used to bring about de-
ath, has apparently been displaced by human agency. Doc-
tors have finally, I suppose, thus genuinely become gods,
now doing what nature and the deities once did.

What is the mistake here? It lies in confusing causality
and culpability, and in failing to note the way in which hu-
man societes have overlaid natural causes with moral rules
and interpretations. Causality (by which I mean the direct
physical causes of death) and culpability (by which I mean
our attribution of moral responsibility to human actions)
are confused under three circumstances.

They are confused, first, when the action of a physician
in stopping treatment of a patient with an underlying lethal
disease is construed as causing death. On the contrary, the
physician’s omission can only bring about death on the con-
dition that the patient’s disease will kill him in the absence
of treatment. We may hold the physician morally responsi-
ble for the death, if we have morally judged such actions
wrongful omissions. But it confuses reality and moral jud-
gment to see an omitted action as having the same causal
status as one that directly Kkills. A lethal injection will kill
both a healthy person and a sick person. A physician,s omit-
ted treatment will have no effect on a healthy person. Turn
off the machine on me, a healthy person, and nothing will
happen. It will only, in contrast, bring the life of a sick per-
son to an end because of an underlying fatal disease.

Causality and culpability are confused, second, when we
fail to note that judgments of moral responsibility and cul-
pability are human constructs. By that I mean that we hu-
man beings, after moral reflection, have decided to call
some actions right or wrong, and to devise moral rules to
deal with them. When physicians could do nothing to stop
death, they were not held responsible for it. When, with me-
dical progress, they began to have some power over death -
but only its timing and circumstances, not its ultimate inevi-
tability - moral rules were devised to set forth their obligati-
ons. Natural causes of death were not thereby banished.
They were, instead, overlaid with a medical ethics designed
to determine moral culpability in deploying medical power.

To confuse the judgments of this ethics with the physical
causes of death - which is the connotation of the word kill -
is to confuse nature and human action. People will, one way
or another, die of some disease; death will have dominion
over all of us. To say that a doctor “kills” a patient by allowing
this to happen should only be understood as a moral jud-
gment about the licitness of his omission, nothing more. We
can, as a fashion of speech only, talk about a doctor killing
a patient by omitting treatment he should have provided. It
is a fashion of speech precisely because it is the underlying
disease that brings death when treatment is omitted; that is
its cause, not the physician’s omission. It is a misue of the
word killing to use it when a doctor stops a treatment he be-
lieves will no longer benefit the patient-when, that is, he
steps aside to allow an eventually inevitable death to occur
now rather than later. The only deaths that human beings
invented are those that come from direct killing-when, with
a lethal injection, we both cause death and are morally res-
ponsible for it. In the case of omissions, we do not cause de-
ath even if we may be judged morally responsible for it.

This difference between causality and culpability also hel-
ps us see why a doctor who has omitted a treatment he sho-
uld have provided has “killed” that patient while another
doctor-performing precisely the same act of omission on
another patient in different circumstances-does not kill her,
but only allows her to die. The difference is that we have
come, by moral convention and conviction, to classify unaut-
horized or illegitimate omissions as acts of “killing”. We call
them “killing” in the expanded sense of the term: a culpable
action that permits the real cause of death, the underlying di-
sease, to proceed to its lethal conclusion. By contrast, the
doctor who, at the patient’s request, omits or terminates
unwanted treatment does not kill at all. Her underlying dise-
ase, not his action, is the physical cause of death; and we
have agreed to consider actions of that kind to be morally li-
cit. He thus can truly be said to have “allowed” her to die.

If we fail to maintain the distinction between killing and
allowing to die, moreover, there are some disturbing possi-
bilities. The first would be to confirm many physicians in
their already too-powerful belief that, when patients die or
when physicians stop treatment because of the futility of
continuing it, they are somehow both morally and physica-
lly responsible for the deaths that follow. That notion needs
to be abolished, not strengthened. It needlessly and wrongly
burdens the physician, to whom should not be attributed
the powers of the gods. The second possibility would be
that, in every case where a doctor judges medical treatment
no longer effective in prolonging life, a quick and direct ki-
lling of the patient would be seen as the next, most reasona-
ble step, on grounds of both humaneness and economics.
I do not see how that logic could easily be rejected.

Calculating the Consequences

When concern about the adverse social consequences of
permitting euthanasia are raised, its advocates tend to dis-
miss them as unfounded and overly speculative. On the con-
trary, recent data about the Dutch experience suggests that
such concerns are right on target. From my own discussions
in Holland, and from the articles on that subject in this issue
and elsewhere, I believe we can now fully see most of the Ii-
kely consequences of legal euthanasia.

Three consequences seem almost certain, in this or any
other country: the inevitability of some abuse of the law; the
difficulty of precisely writing, and then enforcing, the law;
and the inherent slipperiness of the moral reasons for legali-
zing euthanasia in the first place.

Why is abuse inevitable? One reason is that almost all laws
on delicate, controversial matters are to some extent abused.
This happens because not everyone will agree with the law as
written and will bend it, or ignore it, if they can get away with
it. From explicit admissions to me by Dutch proponents of
euthanasia, and from the corroborating information provided
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by the Remmelink Report and the outside studies of Carlos
Gomez and John Keown, I am convinced that in the Nethe-
rlands there are a substantial number of cases of nonvolunta-
ry euthanasia, that is, euthanasia undertaken without the
explicit permission of the person being killed. The other re-
ason abuse is inevitable is that the law is likely to have a low
enforcement priority in the criminal justice system. Like
other laws of similar status, unless there is an unrelenting and
harsh willingness to pursue abuse, violations will ordinarily
be tolerated. The worst thing to me about my experience in
Holland was the casual, seemingly indifferent attitude toward
abuse. I think that would happen everywhere.

Why would it be hard to precisely write, and then enfor-
ce, the law? The Dutch speak about the requirement of
“unbearable” suffering, but admit that such a term is just
about indefinable, a highly subjective matter admitting of
no objective standards. A requirement for outside opinion is
nice, but it is easy to find complaisant collegues. A require-
ment that a medical condition be “terminal” will run agro-
und on the notorious difficulties of knowing when an ill-
ness is actually terminal.

Apart from those technical problems there is a more
profound worry. I see no way, even in principle, to write
or enforce a meaningful law that can guarantee effective
procedural safeguards. The reason is obvious yet almost
always overlooked. The euthanasia transaction will ordina-
rily take place within the boundaries of the private and
confidential doctor-patient relationship. No one can po-
ssibly know what takes place in that context unless the
doctor chooses to reveal it. In Holland, less than 10 per-
cent of the physicians report their acts of euthanasia and
do so with almost complete legal impunity. There is no re-
ason why the situation should be any better elsewhere.
Doctors will have their own reasons for keeping eutha-
nasia secret, and some patients will have no less a motive
for wanting it concealed.

I would mention, finally, that the moral logic of the moti-
ves for euthanasia contain within them the ingredients of
abuse. The two standard motives for euthanasia and assisted
suicide are said to be our right of self-determination, and
our claim upon the mercy of others, especially doctors, to
relieve our suffering. These two motives are typically spli-
ced together and presented as a single justification. Yet it
they are considered independently-and there is no inherent
reason why they must be linked-they reveal serious pro-
blems. It is said that a competent, adult person should have
a right to euthanasia for the relief of suffering. But why
must the person be suffering? Does not that stipulation alre-
ady compromise the principle of self-determination? How
can self-determination have any limits? Whatever the per-
son,s motives may be, why are they not sufficient?

Consider next the person who is suffering but not com-
petent, who is perhaps demented or mentally retarded.
The standard argument would deny euthanasia to that per-
son. But why? If a person is suffering but not competent,
then it would seem grossly unfair to deny relief solely on
the grounds of incompetence. Are the incompetent less
entitled to relief from suffering than the competent? Will
it only be affluent, middle-class people, mentally fit and
savvy about working the medical system, who can qualify?
Do the incompetent suffer less because of their incompe-
tence?

Considered from these angles, there are no good moral
reasons to limit euthanasia once the principle of taking life
for that purpose has been legitimated. If we really believe in
self-determination, then any competent person should have
a right to be killed by a doctor for any reason that suits him.
If we believe in the relief of suffering, then it seems cruel
and capricious to deny it to the incompetent. There is, in
short, no reasonable or logical stopping point once the turn
has been made down the road to euthanasia, which could
soon turn into a convenient and commodious expressway.

Euthanasia and Medical Practice

A fourth kind of argument one often hears both in the Ne-
therlands and in this country is that euthanasia and assisted
suicide are perfectly compatible with the aims of medicine.
I would note at the very outset that a physician who partici-
pates in another person’s suicide already abuses medicine.
Apart from depression (the main statistical cause of suicide),
people commit suicide because they find life empty, oppres-
sive, or meaningless. Their judgment is a judgment about the
value of continued life, not only about health (even if they
are sick). Are doctors now to be given the right to make jud-
gments about the kinds of life worth living and to give their
blessing to suicide for those they judge wanting? What con-
ceivable competence, technical or moral, could doctors cla-
im to play such a role? Are we to medicalize suicide, turning
judgments about its worth and value into one more clinical
issue? Yes, those are rhetorical questions.

Yet they bring us to the core of the problem of euthanasia
and medicine. The great temptation of modern medicine,
not always resisted, is to move beyond the promotion and
preservation of health into the boundless realm of general
human happiness and well-being. The root problem of ill-
ness and mortality is both medical and philosophical or reli-
gious. “Why must I die?” can be asked as a technical, biologi-
cal question or as a question about the meaning of life. When
medicine tries to respond to the latter, which it is always
under pressure to do, it moves beyond its proper role.

It is not medicine’s place to lift from us the burden of that
suffering which turns on the meaning we assign to the decay
of the body and its eventual death. It is not medicine’s place
to determine when lives are not worth living or when the
burden of life is too great to be borne. Doctors have no con-
ceivable way of evaluating such claims on the part of patien-
ts, and they should have no right to act in response to them.
Medicine should try to relieve human suffering, but only that
suffering which is brought on by illness and dying as biologi-
cal phenomena, not that suffering which comes from angu-
ish or despair at the human condition.

Doctors ought to relieve those forms of suffering that me-
dically accompany serious illness and the threat of death.
They should relieve pain, do what they can to allay anxiety
and uncertainty, and be a comforting presence. As sensitive
human beings, doctors should be prepared to respond to pa-
tients who ask why they must die, or die in pain. But here the
doctor and the patient are at the same level. The doctor may
have no better an answer to those old questions than anyone
else; and certainly no special insight from his training as
a physician. It would be terrible for physicians to forget this,
and to think that in a swift, lethal injection, medicine has fo-
und its own answer to the riddle of life. It would be a false
answer, given by the wrong people. It would be no less a fal-
se answer for patients. They should neither ask medicine to
put its own vocation at risk to serve their private interests,
nor think that answer to suffering is to be killed by another.
The problem is precisely that, too often in human history, ki-
lling has seemed the quick, efficient way to put aside that
which burdens us. It rarely helps, and too often simply adds
to one evil still another. That is what I believe euthanasia wo-
uld accomplish. It is self-determination run amok.

A: Prof. D. Callahan, director, The Hastings Center, 255 Elm Road, Briarcliff Manor, NY 10510, USA
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EUTHANASIA IN THE NETHERLANDS
H. Jochemsen

The discussion in the Netherlands about some form of le-
galisation of euthanasia in the Netherlands has been going
on for several years now. Two proposals to change legislati-
on have been presented, but neither one has been accepted
in Parliament. During the formation of the present gover-
nment it was agreed that the practice of life-terminating
action in health care would be investigated before a new
proposal for law would be presented in Parliament. This
investigation has been performed by a State Committee cha-
ired by Prof. J. Remmelink, Attorney-General at the Supre-
me Court. The results are presented in a report published
10 September 1991. The main quantitative data from this re-
port are presented in the Table 1.

Both the committee and the Underminister of Health
Care concluded from these figures that in the Netherlands
there is a “civilised practice of euthanasia”. They pointed out
that while 9000 people ask for euthanasia only 2300 get it.
Some concern was expressed about the 1000 cases of unre-
quested termination of life. But on the basis of the answers
of the responsible physicians, it was concluded that the
life-terminating actions in these cases should be interpre-
ted as help in dying.

Civilised practice?

We do not think that these results give any reason for
optimism with respect to the practice of euthanasia in the
Netherlands. We will just make a few observations with our
main criticism.

1. In the course of the debate in The Netherlands eutha-
nasia has been defined as the active killing of a patient at his
or her request by a physician, traditionally called voluntary
euthanasia. The main argument in favour of the acceptation
of euthanasia, was the respect for the autonomy of the pa-
tient as it manifests itself in a free request for euthanasia.
These data however indicate that the free request in practi-
ce is not the decesive reason for physicians to perform eut-
hanasia. Of the 9000 people who asked for euthanasia ‘only’
2300 get it. On the other hand, 1000 people who have not
asked their physician to terminate their lives, actually have
their lives terminated.

2. The conclusion of the committee that in these 1000 ca-
ses one should speak of ‘care-in-dying’, is not convincing.
For if this had been the case, then the physicians who repor-
ted these 1000 cases would have mentioned them under the
heading of intensification of pain and symptom treatment
with the explicite aim to hasten death. But in those 1000 ca-
ses apparently they distinguished their action from intensifi-
cation of paintreatment. Furthermore, about a quarter of the
patients was competent to a certain extent, but the physi-
cian had nevertheless not discussed with the patient the po-
ssibility of terminating the patient’s life. The figures also
show that about 20% of those patients had a life expectancy
longer than 1-4 weeks, and that 8% had a life expectancy of
more than one month.

3. It is unclear how the intensification of pain and sym-
ptom treatment and the forgoing of life-saving medial treat-
ment with the implicit or explicit aim to hasten the death of
the patient should be interpreted. In about 30% of these ca-
ses the attending physician indicated that this decision
implicated a shortening of life by more than one week.
Intensification of pain- and symptom treatment and forgo-
ing medical treatment can be good medical practice, even
when this may imply a certain shortening of life. The impor-
tant question is whether the physician choose for proporti-
onal pain- and symptom treatment and whether or not he
initiated proportional life-sustaining treatment. However,
the questions in the inquiry focussed on the intention of the
physician, not on the proportionality of his medical treat-

ment. Therefore, it is unclear whether, and if so in how
many cases of these two groups of patients, the physician
actually provided disproportional medical treatment aiming
at the shortening of the patientYs life. The figures of the
life-expectancy of those patients at least suggests that in
a considerable percentage the latter has been the case. Fur-
thermore it should be noted that in 20-30% cases in which
paintreatment was intensified and or life-supporting treat-
ment was forgone, with the implicit of explicit intention to
hasten death, the physician had not consulted the - fully
competent - patient. Here again we see that in medical
practice the autonomy principle is not the decisive factor in
the decisions of the physician. Therefore, this principle can-
not constitute a solid basis for the acceptation and legalisati-
on of euthanasia.

4. The results also indicate that 65-75% of the physicians
after performing euthanasia falsely certify as death by natu-
ral causes, even though the risk to be persecuted if one has
observed the requirements for careful medical practice is
almost zero. This shows that the physicians are very reluc-
tant to have their life-terminating actions controlled by jus-
tice and that it is unknown whether in the large majority of
cases of life-terminating actions the requirements for care-
ful medical practice are observed.

Proposal for legalisation

The proposal of the present Cabinet (Lubbers III) for a le-
gal regulation of the euthanasia issue very much leans upon
the report of the Remmelink Committee in the unjustified
optimistic interpretation of the committee itself. With its
present proposal the cabinet wants to maintain the gover-
nment’s responsibility for the effective protection of human
life, but at the same time wants to consider the wish of pa-
tients to die in dignity and to shorten unbearable suffering.
These two values can be reconciled by the opening that the
Dutch Supreme Court has given in accepting the possibility
that the physician who has committed euthanasia can, in ca-
ses of objectively established emergency, rightfully appeal to
a ‘state of necessity’ or mental force majeure. This reasoning
makes it necessary that justice will be able to test the physi-
cian’s acts with regards to life-terminating actions and that
these actions remain punishable. Therefore, the cabinet pro-
poses to give an already existing reporting procedure a basis
in law. This procedure entails that a doctor who has termina-
ted a patient’s life, must inform the coroner who inspects the
body externally and takes from the attending physician a re-
port containing the relevant data (history, the patient’s requ-
est, possible alternatives, consultation with a second physi-
cian, intervention etc.). This report, together with the evalu-
ation of the coroner, is given to the public prosecutor who
then must judge whether the intervention was contrary to
the Penal Law and its interpretation in jurisprudence.

We want to give our criticism of this proposal in a few
observations.

1. This regulation is justified by referring to:

a) the acceptance of euthanasia in medical ethics and in
jurisprudence,

b) the acceptable practice of life-terminating actions in
medical practice.

However:

- internationally seen euthanasia is not accepted in medi-
cal ethics but remains a highly controversial issue,

- the so-called acceptability of euthanasia practice in
The Netherlands is defended with a misinterpretation of the
data of the Remmelink report, as argued above.

2. It is so that Dutch Penal Law provides the possibility of
appealing to ‘a state of necessity’ when a punishable act has
been committed (Art. 40, Penal Law). However, by definiti-
on this state of necessity can be described in general terms
only. In each particular case it is up to the judge to determi-
ne whether appeal is justified or not. However, in the case
of euthanasia it is clear that in jurisprudence the require-
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ments for careful medical practice function as a description
of a situation in which the physicians appeal to YnecessityY
will be accepted. So, in fact, this article about necessity is
used to systematically overrule the unambiguous article in
Penal Law that forbids euthanasia (ar. 293). Combined with
the fact that the physician who reports the life-terminating
action and describes the circumstances under which it has
been performed, is the attending physician himself, this le-
ads to the conclusion that it is unlikely that the cabinetYs
proposal will maintain an effective protection of human life.

3. In the light of the results of the committee Remmelink
the cabinet’s proposal must be considered inadequate in its
description of the life-terminating actions that must by re-
ported by the physician. The actions that must be reported
are euthanasia, aid-insuicide and life-terminating actions
without a request. Euthanasia is defined as: the intentional
termination of the life of a patient at his request by a physi-
cian. On the other hand, in agreement with the committee
Remmelink and others the proposal describes certain acti-
ons of physician that should not be considered as eutha-
nasia. It concerns: a) not beginning or stopping a treatment
at the request of the patient, b) forgoing a treatment that is
medically useless, ¢) pain- and symptom treatment with, as
a possible side-effect, a hastening of death.

It remains unclear how the intensification of pain-treat-
ment and forgoing treatments with the explicit aim to shor-
ten life must be considered. Should they by reckoned to the
just mentioned actions that are not euthanasia, or as forms
of euthanasia? The cabinet’s proposal does not give an
answer to this question. Therefore, it is not clear whether
these actions should be reported. However, in practice the
difference between these actions and euthanasia seems to
be unclear. It must be assumed, therefore, that in practice
physicians will perform very few life-terminating actions
which they themselves will classify as euthanasia and there-
fore will report. Most life-terminating actions, even if it
concerns the intentional shortening of the life of a patient,
will remain invisible for justice. This supports our conclusi-
on drawn in our former observation.

4. At one point the cabinet’s proposal moves away from
the position of the committee Remmelink. As indicated
above this committee interpretes the 1000 reported cases
of the termination of the life of a patient without a request,
as aid-in-dying and therefore as part of normal medical
practice. The cabinet does not agree with this position. It
stresses the necessity of control of these life-terminating
actions. Therefore, the intentional termination of the life of
a patient without the patient’s request must be reported in
the same way as euthanasia. The unrequested killing of
a patient by the physician is not (yet) be accepted in juris-
prudence and therefore every case of such and action sho-
uld be brought before court, to give the judge the opportu-
nity to give his opinion.

In itself we appreciate that the cabinet does not take over
the view of the committee Remmelink with respect to the
unrequested killing of a patient. However, by including these
actions in the regulation procedure of euthanasia the cabinet
at least suggests that these two kinds of actions can morally
and juridically be put at the same level. In its proposal the ca-
binet clearly leaves open the possibility that the intentional
termination of the life of a patient without a request, and in
practice this will often concern incompetent patients, will
be accepted in jurisprudence just the same way as euthanasia
is. It should be noticed in this context that the euthanasia is
accepted in jurisprudence with referral to the acceptance of
it by the medical profession and that this profession mean-
while has also accepted the termination of the life of incom-
petent patients under certain circumstances. It is not unlike-
ly therefore that jurisprudence will accept these actions as
well, with referral to the necessity article. Here again the Go-
vernment fails to provide effective protection of human life,
but leaves the decision about the life of certain groups of pa-

tients far too much in the hands of the medical profession.

During the debate in Parliament about this proposal
(april 1992) this apparent equalisation of requested and
unrequested life-terminating actions, was the point criti-
cized mostly, also by those parties who favour the legali-
sation of requested euthanasia. On the other hand it must
be admitted that the cabinetYs proposal is more true to
medical practice in which the request often is not the de-
cisive factor for the physician to terminate the life of
a patient.

In conclusion: considering the findings published by the
committee Remmelink and by others - that the majority of
life-terminating actions remain unnotified and invisible for
justice, - that there is a broad range of actions of physicians
that very possibly include the intentional killing of patients,
but that are not reported and not controlled,it must be fe-
ared that a practice of terminating patientYs lives has alre-
ady run out of control and that the present proposal of the
cabinet will just consolidate this practice. With this state of
affairs, that has risen because of the policy of prosecution of
the Government during the last decennium, no effective
protection of the lives of patients can by provided any lon-
ger by the government. (This is not to suggest that the lives
of all patients are in risk in The Netherlands.) It should by
added that it will be hard to change this situation. Any
attempt to realise this should work at least at the following
points: a) improve the quality and the possibilities of pallia-
tive care, b) try to bring about a change in the predominant
ethical position in health care with respect to the respecta-
bility and protectability of every human being, ¢) execute
a careful, adequate and strict policy of investigation and, if
necessary, of prosecution of every case in which it is suspec-
ted that an intentional disproportional life-terminating me-
dical action has taken place.

Table 1.: The main quantitative data from the report of the
committee “Onderzcek medische praktijk inzake euthanasie”
(Investigation of medical practice with regards to euthanasia)

Death cases in The Netherlands 129.000 (100)
Requests for euthanasia (termination of

life at request of the patient) 9.000 (7)
Euthanasia applied 2.300 (1,8)
Aid in suicide 400 (0,3)
Life-termination without a request 1.000 (0,8)

Intensification of pain-and symptom treatment; 22.500
of these:

- 6% with the explicit aim to hasten death
- 30% also with the aim to hasten death

- 64% at least taking into account the
probability that death would be hastened 14.400 (11,3)

1.350 (1)
6.750 (5,2)

Not starting or stopping a treatment
(including tube-feeding)

- at the request of the patient

- without a request of the patient
Of the later group:

- 16% with the explicite aim to hasten death 3.600 (2,8)
- 14% also with the aim to hasten death 4.275 (3,3)
- 65% at least taking into account the

probability that death could be hastened  14.625 (11,4)

5.800 (4,5)
22,500 (17,5)

(All figures are valid for a period of a year. Between brackets
is given the percentage of the total number of death cases.)

A: Prof. Dr. H. Jochemsen, Centrum voor medische ethiek, Prof. Dr.
G. A. Lindeboom Instituut, Oude Kerkweg 100, Postbus 224, 6710
BE Ede, The Netherlands
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EUTANAZIA V PONATI PRAVA V CSFR

V. Keseg

Tazky udel pre lekdra je pritomnost pri neodvratitelnom,
pomalom umierani chorého, najmi ked predlZovanie Zivota
je spojené s utrapami. Rozvoj mediciny priniesol prostried-
ky, ktoré umoziiuji predlZovanie Zivota, ale nie vZdy bez utr-
penia. V pripadoch predlZovania Zivota v utrapdach, vznika
dilema z pohladu na Zivot chorého - byt eSte, a ¢i uz dalej
nebyt? Preto s takou nastoj¢ivostou sa uz desatrocia vyslovu-
ju uvahy medicinske, filozofické a privne, ktoré maja v po-
nimani eutandzie vyznam de lege ferenda, lebo vicSina prav-
nych poriadkov nema pre eutanaziu pravnu upravu. Otizky
suvisiace s eutanaziou sa bezprostredne dotykaju lekirskej
praxe a preto su v sustredenom profesionalnom ziujme le-
karskych kruhov. Svojou podstatou su to otdzky pravne,
v ktorych sa prirodzene nachddzajua aj nazory filozofické
a v nich najmi etické. Preto zimer sledovania v tomto pris-
pevku je pravna problematika eutanizie.

Stanoviskd a nazory vyjadrované na eutandziu s rozpor-
né. Tie, Co za urcitych okolnosti pripustaju upustenie od Zi-
vot udrzujucich prostriedkov v termindlnom $tidiu choroby
alebo pripustaju miernenie bolesti chorého s beznadejnou
prognodzou na Zivot s pouZzitim bolest tlmiacich davok vedu-
cich k skriteniu Zivota chorého, ¢asto argumentuji s pra-
vom cloveka na smrt. Tymto vSak nemoZno argumentovat,
lebo objektivne priavo neobsahuje pravo na smrt, ani nemo-
Ze obsahovat. Pravo chrani zdujem jednotlivca a spolo¢nosti
tym, Ze vymedzuje subjektivne opravnenia a pravne povin-
nosti. Predmetom privnej ochrany st najmi zakladné lud-
ské prava a slobody, politické, hospodarske, sociilne a kul-
tarne prava. Najdolezitej$im je pravo kazdého na Zivot, ktory
je najvyssia hodnota pre ¢loveka. Proti Zivotu stoji smrt ako
poznana biologickd nevyhnutnost. Smrt ako zapor Zivota nie
je hodnotou, tak ako zdpor osobnej slobody - nesloboda,
Tudskej dostojnosti - nedostojnost, obcianskej rovnosti - ne-
rovnost, atd... preto ani koncepcia [udskych prav, ktoré su
predmetom VSeobecnej deklaracie, medzinirodnych paktov
a pravnych poriadkov do subjektivnych priv nezahriiuju
pravo na Zivot protire¢ivu smrt ako Iudské pravo na fu.
S protirec¢ivostou ponimania smrti ako subjektivneho prava
na fiu, suvisi aj pravne neprijatelné ponimanie samovrazdy
ako prava na fiu, obsahom subjektivneho priava nemoze byt
ani posSkodenie vlastného tela alebo zdravia, tak ¢asto hlasa-
né ako pravo disponovat sim sebou. KedZe nie je na to pra-
vo, tak samovrazda, resp. pokus samovrazdy, poSkodenie
vlastného tela alebo zdravia st protipravne, i ked nie su san-
kcionované, pokial poskodenie seba samého nesleduje ne-
sposobilost na plnenie pravnej povinnosti.

Pre pravne uvahy o eutandzii nie si premisou “pravo na
smrt”, ani “pravo na samovrazdu” nielen preto, Ze nie su na to
opravnenia, ale je nezmyselné o nich uvaZovat aj preto, Ze
v obsahu pojmu eutanazia je skratenie Zivota konanim inej
osoby, teda ide o domahanie priva pre toho, kto umyselne
chorému skriti Zivot, inak povedané - usmrti ho. V snahach
o legaliziciu pripustnosti eutandzie je v ivahach diferencova-
nost a to - usmrtenie na Ziadost chorého a bez ziadosti, aktiv-
nej eutandzie od pasivnej. Ziadost chorého na skritenie Zivo-
ta pravne je vlastne privolenim na konanie toho, kto to ma
urobit. Zdsadne je takéto privolenie pravne neprijatelné. Vse-
obecne neplati “nulla iniuria est, quae in volentem fiat”,
a teda nemoZe sa vylucovat protipriavnost privolenia. U¢inok
privolenia vylucujuci protipravnost sa viaZe len na také pri-
volenie, ktoré€ je zaloZené na opravneni povolujiceho. Ako
uZ bolo skor uvedené pravu na Zivot je protirecivé poni-
manie zbavenie vlastného Zivota ako prava, ¢loho dosledkom
je, Ze niet ani opravnenia na to, aby ¢lovek mohol dat sthlas
inému na zbavenie jeho Zivota. K tomuto zakladnému a prav-
ne rozhodnému stanovisku k privoleniu sa pridruzuje pro-
blém pravnej relevancie prejavu vole chorého nachadzajice-
ho sa v upornej bolesti alebo v stave bliZiacemu sa k agonii.

Nie je potrebné tu SirSie zdovodiiovat, Ze clovek v takychto
stavoch sa uz neovlada, jeho psychika je narusend, pravne vy-
jadrené je to nepricetnost. Prejav vole teda nemoze byt prav-
ne relevantny. Podla toho, ¢i ide o ¢innost, ¢i necinnost, ho-
vori sa o eutandzii aktivnej alebo pasivnej. Jedna i druha je
konanie subjektu umyselne zamerané na ciel - zbavenie Zi-
vota nevyliec¢itelne chorého, nachddzajiceho sa v utrpeni.
V zddvodnovani pripustnosti eutandzie sa pouZivaji aj argu-
menty hldsajuce, Ze vyhoviet Ziadosti chorého nie je usmr-
tenie ale poskytnutie pomoci pri umierani, Ze deontologické
pravidla pozaduju od lekdra, aby nepredlzoval Zivot chorého
v utrpeni, ale ho ukondil, o nema vyt, ¢i nemdze byt hodno-
tené€ ako protipravne konanie, lebo v tom nie je nebezpec-
nost pre spolo¢nost, skritenie zZivota v takychto pripadoch
nie je v rozpore s medicinskou etikou ani pravom, je to hu-
manitna tloha medicinskej starostlivosti, a pod..

Deontologické pravidld, aby mohli mat svoje uplatnenie,
nesmu odporovat privu, a etické nizory, ¢i pravidla viac ale-
bo menej v spolocnosti uznavané, maji svoj zavizny dosah
len v tej Casti, ktoru recipuje pravo. Pravo chraniac Zivot [ud-
skej bytosti sticasne zakazuje zbavit ju Zivota. Umyselné zba-
venie Zivota iného cloveka, vyjadrované ¢i uz ako skratenie
Zivota, pomoc zomriet alebo inak, vZdy je usmrtenim so skut-
kovymi znakmi trestného ¢inu vrazdy. Vysledok je jeden -
usmrtenie. To, ¢im sa ¢asto dovodi, Ze je rozdiel medzi vraz-
dou z nenavisti, pre ziskanie majetkového prospechu, a me-
dzi usmrtenim z utrpnosti nevyliecitelne chorého, nie je roz-
diel skutkovy, usmrtenie ako dosiahnuty vysledok konajtice-
ho subjektu je objektivne rovnaky, rozdiel je len v motive,
ktory je subjektivnou strankou pachatelovej ¢innosti. Motiv
ma vplyv na stupefl nebezpecnosti ¢inu pre spolocnost. Ne-
bezpecnost ¢inu je ur¢ovand najmi vyznamom chraneného
zaujmu a dal$imi zdkonom urcenymi prostriedkami, ale mo-
tiv nevylucuje nebezpecnost ¢inu, posobi len na jej stupen.
Dovodenie rozdielnostou pohnttky na usmrtenie z Gtrpnosti
od inej pohnutky na usmrtenie so ziverom, Ze pohnttka pre
eutandziu robi z nej ¢in bez nebezpecnosti pre spolocnost je
pravne neprijatel'nd. Z toho, Ze eutanazia ma skutkové znaky
¢inu nebezpecného pre spolo¢nost je Ziaduce sa eSte zaobe-
rat podmienkami pre zodpovednost za takyto ¢in. Ak konaju-
ci subjekt dosiahne vysledok - usmrtenie - kauzalny nexus je
dany, ak tento vysledok nemad suvislost s inou pri¢inou. Je
hrubou chybou dovodit tym, Ze vysledok - smrt neodvratne
by musela nastat z povodnej pri¢iny - chorobného stavu. Po-
sobenie priciny veducej k smrti z chorobného stavu sa nedo-
vfsilo vo vysledku, lebo zasiahla druha pric¢ina - eutanazia,
ktora spdsobila tento vysledok priamo a bezprostredne, teda
pric¢innd suvislost dosiahnutého vysledku - smrti - je v rozvi-
nujti pricinnej retaze suvisiacich javov v eutanazii.

Konanie v pri¢innej suvislosti so smrtou je ¢in nebezpec-
ny pre spolo¢nost, preto pravo ho zakazuje - nikoho nemoz-
no zbavit Zivota. Eutandzia ako spravanie zbavujuice Zivot ¢lo-
veka nachddzajiceho sa v utrapich je tak v rozpore s objek-
tivnym pravom - je to protipravne udské spravanie. Pri eu-
tandzii su tak naplnené objektivne zodpovednostné kate-
gorie, pricinnd suvislost a protipravnost. KedZe ide o proti-
pravnost represivne sankcionovanu niet zodpovednosti bez
zavinenia, ktoré ako subjektivnu zodpovednostnu kategoriu
prichodi tu tieZ rozobrat. Pre usmrtenie, ¢im, ako uz bolo po-
vedané, je aj eutanazia, je potrebné umyselné zavinenie. Ak
konajuci subjekt chcel sposobom uvedenym v zikone poru-
Sit alebo ohrozit ziujem chrineny zikonom, t.j. chcel vysle-
dok - smrt, je umysel priamy ako forma zavinenia, ktord je
v aktivnej eutandzii. V pasivnej eutandzii konajici subjekt
omisivne kona tak, Ze sposobi porusenie pravom chrinené-
ho zaujmu, v danom pripade smrt, zavinenie a to umyslom
priamym, lebo tento protipravayvysledok v objektivhom po-
znani konajiceho subjektu nema alternativu, omisivne ko-
nanie pricinnostne vedie len k smrti, teda chce tanto vysle-
dok, ktory je ako jedine mozny aj dosiahnuty.

Zaver: Proti legalizicii eutanazie stoja zasadné pravne
prekazky. Eutandzia, ako Tudské spravanie umyselne zbavu-
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juce Zivota chorého nachadzajiceho sa v utrapach, man vset-
ky skutkové znaky usmrtenia ako ¢inu nebezpecného pre
spolocnost,ktory v jeho podstate nemozno priavne diferen-
covat od trestného ¢inu vrazdy. Motiv pre eutanaziu moze
mat vyznam len pre stupen nebezpecnosti ¢inu pre spoloc¢-
nost, ale usmrtenie sa nemoze stat pravom. Pravo na Zivot
nemozno menit a suspendovat, bola by to dekadencia a de-
humanizicia prieciaca sa l'udskému chdpaniu. Priznat pravo
na rozhodovanie o dalsom Zivote chorého je nepredstavitel-
né aj ¢o do dosledkov, ku ktorym by to viedlo.

A:JUDr. V. Keseg, Subkatedra zdravotnickeho prava IVZ, Limbova 12, 833 03 Bratislava

UVAHA O EUTANAZII
M. Fritzmann

Etymologicky vyznam slova eutanizia (eu-dobra, thana-
tos-smrt, boh smrti) znamena dobrt smrt. Po¢as obdobia
Tudskych dejin sa postupne vyvinul idedl “spoluumierania”
zavrSenia Zivota v rodine, v kruhu svojich najblizS§ich milova-
nych a milujicich. Najlepsia pripava na dobra smrt je pri-
prava cnostnym Zivotom. Preto sa Sokrates nezachvel, ked
mu bola podana ¢asa s jedom, lebo hlas svedomia “jeho da-
imonion” mu bol posvitny a hodnotou nadovsetko. UZ v sta-
roveku bola dobre znama urcita ambivalentnost lieku, z kto-
rého, ak sa zneuZije, stava sa jed. Preto uz Hippokrates vo
svojej prisahe zakotvil zakaz podania lieku v inom tmysle,
ako je liecebny, a to aj vtedy, ak by sa sim pacient domahal
podania smrtelného prostriedku.

Duchovny aspekt eutandzie ako dobrej smrti neskor roz-
vinulo krestanstvo vo forme ocistenia duSe ako pripravy na
pokojnua smrt. Medicinsky pokrok vytvoril na hranici Zivota
a smrti mnohé situacie, ktoré predtym neboli myslitelné.
Dobre je zndmy napr. apalicky syndrom, kedy medicinskou
technikou sa dd udrzat funkcia dychania alebo aj krvného
obehu pri ireverzibilne odumretej mozgovej kore. Proces
umierania je manipulovany. D4 sa v niektorych pripadoch
spomalit aZ zastavit, alebo naopak urychlit imyselnym pri-
padne neumyselnym navodenim smrti.Vznikli tym mnohé
$pecifické medicinske, etické, pravne a deontologické pro-
blémy na hranici Zivota a smrti.

Zivot i umieranie prebieha na trojjedinej Grovni soma-
to-psycho-sociilnej. Obvykle umieranie na rovine socidlnej
a psychickej zacalo ovela skor, nez sa dostavila agonia. Vizne
chory pacient bol chorobou vytrhnuty z pracovného kolekti-
vu a dalSich spolo¢enskych a rodinnych kontaktov, kde mal
svoje postavenie i poslanie. Casto sa ocitd v izoldcii anonym-
ného nemocni¢ného prostredia, pre ktoré€ je vlastna masi-
néria diagnosticko-terapeutickych algoritmov a pacient-clo-
vek uzZ existuje len ako pripad, diagnéza alebo choroba. Na
socidlnej smrti ma svoj podiel aj Iahostajnost pribuznych,
znamych a spolupracovnikov, ktori nechcu byt konfrontova-
ni s utrpenim a umieranim, lebo nemaju tieto otizky porieSe-
né, a preto reaguju tnikom. Clovek postihnuty zavaznym
ochorenim obvykle reaguje kaskadou psychickych stavov.
Tieto su do zna¢nej miery uniformné a pacient ich individu-
alne dotvira pecatou svojej osoby. Sokratovskd vyrovnanost
je aj dnes vzicnostou. Vyslednou fiazou psychického boja pa-
cienta moZe byt nielen zmierenie sa so situdciou, ale aj rezig-
ndcia, pripadne nezmierenie-vzbura pacienta. VSetky tieto si-
tudcie nezvlidnutej bolesti vo forme strachu, uzkosti, de-
presie, beznddeje az zufalstva predstavuju psychicka smrt pa-
cienta. Psychosocidlne mftvy pacient si ¢asto nepraje zit ani
fyzicky. Tuto deSperitnu situdciu sa modze snazit riesit ina-
dekvatne unikom vo forme suicidia alebo eutanazie.

Eutanazia aktivna alebo priama vo forme aktivheho usmr-
tenia pacienta pod zamienkou bezcennosti Zivota umieraju-
ceho alebo skratenia muk umierania, je mimo diskusie lekar-
skej etiky, moralky i prava. V tejto podobe napliia skutkovt
podstatu trestného ¢inu umyselného usmrtenia ¢love-

ka-vrazdy. Neobstoji ani alibi sihlasu pripadne poZiadanie
samotného pacienta o eutandziu. N4S pravny poriadok zaru-
¢uje obcanovi pravo rozhodovat o vlastnej integrite. Vylucu-
je vsak konanie, ktoré je nezluciteIné so spolo¢ensky uzni-
vanymi hodnotami, ktorymi je aj zdravie a Zivot obc¢anov.
Nas pravny systém neuzndva pravo dispozicie nad vlastnym
Zivotom, resp. pravo na “vlastnu smrt”.

Preto neakceptuje ani testamentarne pravo na “vlastna
smrt”, ktorého sa doZaduju urditi obc¢ania. V praxi sa obcas
stretavame so Ziadostou pacienta o “milosrdnu injekciu ale-
bo pilulku”. Urcite by boli tieto Ziadosti CastejSie, keby tito
zvriatend moZnost bola redlna. Som v$ak toho nazoru, Ze vic-
$ina tychto Ziadosti o “milosrdni injekciu” ma demonsStrativ-
ny podton. Vychiddza pritom z analégie, Ze pacient, ktory
chce skutocne spachat suicidium, vic¢sinou o tom nehovori
otvorene. Tieto situdcie by vSak mali byt pre nds varovanim,
Ze pacient zlyhdva v psychickej kompenzicii a vyZaduje si
vacsiu starostlivost. Eutandzia sa da uskutocCnit aj nepria-
mo-pasivine umyselnym odmietnutim prospesnej liecby.
Predstavuje potom lie¢ebny postup non lege artis a tiez je
trestnd. Z moralneho aspektu je isty rozdiel v tom, 1/ ¢i sa
eutandzia deje aktivne alebo pasivne, 2/ ¢i sa ukoncuje Zivot
druhého alebo vlastny Zivot (suicidium), 3/ ¢i sa deje bez su-
hlasu alebo so sihlasom osoby, na ktoru sa vztahuje.

Nemozno hovorit o eutanazii tam, kde sa nepouZiju vset-
ky - aj ked' dostupné - liecebné postupy, ktorymi by sa ne-
dosiahlo predizenie Zivota, ale len predizenie umierania.
Ked uz neodvolatel'ne zacal proces umierania, dalSie lieceb-
né vykony by prakticky len nerozumne predlZovali utrpenie.
Nepouzitie liecebnych opatreni vo fize ireverzibilného
umierania potom neznamena zabitie, resp. postup non lege
artis, ale len odstranenie umelych prekdzok procesu smrti.
Uzakonenie “prava” na eutandziu by pochovalo étos zdravot-
nickeho stavu a ohrozilo by nutnu doveru pacientov k leka-
rovi. Bola by to akasi vyzva, aby tito skupina l'udi (pacienti)
uvizila, ¢i nema poziadat o “sluzbu” eutanazie. Tym by sa po-
silnil uz aj tak nebezpecny trend obklopit tychto Iudi social-
nou smrtou. Ak by sa eutandzia stala zikonne garantovanym
pravom, rozpadlo by sa lekarstvo - rovnako ako u legalizova-
nych potratov - na dva $pecificky protichodné smery.
Z nich jeden by Zivotu sliZil a ochrafioval by ho i v najtaz-
Sich chvilach, druhy by bol ochotny na pozZiadanie zabijat.
Nas pravny poriadok by mal ochranovat Zivot rovnako pocas
celej jeho existencie. Najviac ochrany si vyZaduja ‘najslabsie’
obdobia Zivota, t.j. Zivot na svojom zaciatku a konci.

Dovoldvanie sa priava na “vlastnt smrt” je motivované
strachom pred bolestou, utrpenim a predlzovanim muk pri-
padnym pouzitim medicinskej techniky. Je skor emo¢nym
odporom ako rozumovou tvahou. Podla Hiringa prianie eu-
tanazie nie je skuto¢nym rozhodnutim pre vlastnt smrt, ale
zafalym vykrikom po vicsej pozornosti a ucinnej pomoci.

Zdravotnicky pracovnik, ktory nema vyrieSenua otazku
smrti, sa velmi nerad konfrontuje s umieranim. Zikonite re-
aguje unikom. NemoZe s pacientom nadviazat pravdivy a lds-
kavy vztah. Tendencia o minimalny kontakt s pacientom
vedie k zdecimovaniu starostlivosti. S pacientom sa zaobcha-
dza ako so “Zivou mftvolou”, s ktorou sa iba manipuluje pod-
Ia naSich potrieb. Neosobny, chladny vztah zdravotnikov
prehlbuje socialnu izolaciu a socidlnu smrt. Nie vZdy je to
len nezrelost a neochota zdravotnikov. V behu nasich pra-
covnych povinnosti nam casto zostava len mdlo ¢asu k preci-
tenej praci, k nadviazaniu hlbokého vztahu medzi lekirom
a pacientom. Vytvorili sme si mnohé normy pre medicinske
vykony, ale zabudli sme primerane znormovat vykony du-
cha. Vieme, Ze variabilita je tu najvicSia, ale napriek tomu
v dostupnej literatire som nasiel len jedno jediné doporu-
¢enie. Podla neho oSetrujuci lekar by mal byt denne 1 hodi-
nu v kontakte s tazko chorym pacientom. Nie zriedka sme
svedkami tzv. medicinskej smrti, kedy lekdr zaklinacou for-
mulkou “uZ sa nedd nic robit”, piSe bodku za akoukol'vek
medicinskou starostlivostou. Opusta pacienta vtedy, ked ho
tento najviac potrebuje. Lekdr ma dve neodmyslitelné po-
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vinnosti vo¢i pacientovi. Uloha liecitela automaticky vyplyva
z povolania lekara. Druhou, nie menej dolezitou tlohou, je po-
slanie lekara byt pacientovi oporou a sprievodcom v obdobi
umierania. Obcas sa objavuju nemoralne hlasy ludi, v¢itane
zdravotnikov, o bezcennosti Zivota trpiacich pacientov. Tato
skupina samozvanych sudcov si uzurpuje pravo vynasat ortiel
o tom, Ze zivot tychto tazko chorych pacientov nema zmysel.
Nemdme mordilne pravo posudzovat hodnotu Zivota druhych,
aj ked je to Zivot akokol'vek velmi postihnuty. Lekdr musi mat
na pamiti eSte jednu dolezitu skutocCnost. Je fiou subor adap-
tacnych mechanizmov, ktorymi sa organizmus sim chrani
pred utrpenim pocas umierania. Termindlne u vaZnych ocho-
reni dochddza k milosrdnému utlmu-letargii CNS. Svoj vy-
znam maju aj endogénne opioidy (endorfiny, enkefaliny) se-
cernované v CNS, ktoré maju silny analgeticky a euforizujuci
ucinok, ako to pozname po exogénnom podani opidtov. Su se-
cernované v stresovych situdcidch, ku ktorym patri aj umie-
ranie. Hovorime tieZ o “prirodzenej eutanazii’. Kazdy nedomy-
sleny liecebny vykon by mohol nepriaznivo vplyvat na priebeh
umierania a navodit zI€ umieranie (dystandziu, kakotandziu).

Pravo zomierajiceho na pravdu a lasku

Dovera a pravdivost medzi lekdrom a pacientom je zakla-
dom pre uspesnu liecbu i pre dostojné sprevadzanie nemoc-
ného v poslednej faze Zivota. Vela prac sa zaoberalo otdzkou
informovanosti pacienta o jeho smrtel'nej chorobe. Hoci nie
je k dispozicii jednoduchy ndvod na tato zloZita otazku, tiez
mozno vytusit jej idedlne rieSenie. Nie kazdy je schopny prijat
pravdu o sebe a to nielen o smrtelnom ochoreni. Pravda po-
tom posobi ako najvicsie “ndsilie”. Toho, kto vSak je schopny
pravdu prijat, aj ked' je ako tazkd, pravda oslobodzuje. Ak ma
byt pacientovi povedand pravda o smrtelnej chorobe, pred-
pokladd to hlboky vztah dovery a najvyssiu schopnost vci-
tenia. PIni pravdu moZe povedat len ten, kto ma rad. Vtedy sa
dialog stava ritudlom v tajomnej 13. komnate pravdy a lasky.
Vstup do 13.komnaty vSak predpoklada prejst spolu s pacien-
tom tych predoslych 12, pocinajic somatickymi tazkostami,
cez jeho psychické problémy, determinovanie vychovou, ro-
dinou, spolo¢nostou az po danosti ducha. Teda vSetkym tym,
¢o mdzeme zhrniif pod pojem perignéza. Zivot v pravde ne-
existuje bez lasky. Prava ldska na jednej strane vyZaduje hlbo-
ku pravdivost, na druhej strane vie trpezlivo ¢akat a vycitit,
kedy je pacient pripraveny, aby vnutorne prijal dalsi dusok
pravdy. Zivot je postupné odkryvanie pravdy a lasky, a to plati
najmi pre obdobie umierania. V termindlnom obdobi je pa-
cient emotivne mimoriadne otvoreny pre empatickl pritom-
nost lekara, inych zdravotnikov i svojich pribuznych. Je vel'mi
vnimavy na verbdlne i metakomunikacné signaly. Byt oporou
a sprievodcom umierajucemu je profesiondlnou a morialnou
povinnostou lekdra. VyZaduje to osobnu zrelost lekara, ktory
dokadze pochopit podstatu dokonania aj pre vlastny Zivot. Le-
kar ma nielen konStatovat exitus, ale ma byt pri umierajicom
pacientovi. (Je to tieZ podla u nds platnej vyhlasky o lieceb-
no-preventivnej starostlivosti.)

Povodny vyznam pojmu eutandzia ako vysoko humdnne;j
starostlivosti o zomierajucich bol neskor zhanobeny medicins-
ky, eticky i pravne neprijatelnymi formami eutandzie. Je ten-
dencia tento pojem rezervovat len pre tieto negativne formy
eutanazie. Preto niektori autori zaviedli pojem benemortazia,
ktory by bol renesanciou pozitivnej formy eutanazie, ako vyra-
zu maximdlnej medicinskej, ludskej i duchovne;j starostlivosti
o umierajucich. Moja prednaska sa chyli ku koncu. Nechcel
som fou nic¢ definitivne vyriesit, ale len Cosi naznacit. S otdz-
kou zmyslu Zivota a smrti nemozno byt raz navzdy hotovy.
Toto je nasa prvoradd a velkolepa uloha zadand ndm na cely
Zivot. Smrt moze mat definitivne vyrieSenu len ten, kto fou
dokazal stato¢ne prejst, a teda uz nie je medzi nami. Nechcel
som ani lekarsku obec deklarovat a rozdelit ju na dokonalych
a nedokonalych. Nikto z nds nie je v tychto otizkach bezna-
dejny pripad. Budem rad, ak si vSetci aspoil Ciasto¢ne uznime
svoju nedokonalost, ktord bude pre nds vyzvou do dalSej pra-
ce na sebe a v prospech pacientov. Aby pravda a laska vitazila
aj vo vztahoch k nasim pacientom i k ndm samym.

A: MUDr. M. Fritzmann, CSc., Interné oddelenie NsP, 958 01 Partizinske
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MORALNE TRIEDY V SKOLE, MORALNE DETI: PRISTUP
KONSTRUKTIVIZMU

Miria Glasova

Katedra psychologie a patopsychologie Pedagogickej
fakulty Univerzity Komenského v Bratislave

V oktobri tohto roku sme v ramci spolo¢ného projektu
Pedagogickej fakulty Univerzity Komenského v Bratislave
a Schindlerovho College of Education University of Nor-
thern Iowa (ndzov projektu: “Orava Project - A Slovak Repu-
blic/University of Northern Iowa Collaborative National
Education Restructuration Program”) sledovali uplatiovanie
pedagogického konstruktivizmu v praxi tamojsich ziklad-
nych 8kol. Je to pristup inSpirovany psychologickou teoriou
Jeana Piageta a pracou Zenevskej psychologickej Skoly. Roz-
vija sa v Spojenych $titoch od 60. rokov ako vyrazny proti-
pol tradicného direktivneho pedagogického pristupu, ktory
ma korene v asocianizme a americkom behaviorizme.

KonSstruktivisticky pedagog vnima Ziaka ako aktivny orga-
nizmus, ako autonomneho cinitela viastného rozvoja. Snazi
sa prisposobit pedagogicky pristup vyvinovej urovni po-
znania konkrétneho Ziaka. Neregistruje mechanicky jeho
chyby, ale patra po ich povode v spdsobe rozmyslania, hl'ada
“logické” zdroje omylov. Pedagogicka prax vychddza z toho,
¢o ziak uz zvladol a vytvira zodpovedajice podmienky
a podnety v prostredi stimulujice dalsi proces poznania,
ktoré vSak zavisi od vlastnej aktivity a zaujmu Ziaka. Cielom
tu teda nie je “vybavenie vedomostami”, ale podporenie roz-
voja vyssej kvality myslenia a mordlneho usudzovania. Za-
ujem a osobné zaangaZovanie Ziaka ho vedie k aktivnemu
hladaniu zmyslu toho, ¢o vnima a zaziva, sim teda konstru-
uje svoje vlastné poznanie (DeVries, Kohlberg [1]).

Dolezitym je tu potom hladanie takych sposobov vycho-
vy a vzdelavania, ktoré by realne reflektovali spominanu
kognitivnu uroven Ziaka. Tento pristup, vychadzajic z potre-
by vzbudit aktudlny zdujem Ziaka, bohato vyuziva hru, tvori-
vé experimentovanie a spolupracu, ¢o sa vsak neuskutoc¢iiu-
je Zivelne, ale je planovité a starostlivo Strukturované. Podla
Piageta porozumiet znamend vlastne objavit, vynajst (ako
uvidza vo svojej knihe z roku 1948/1973: “To understand is
to invent”, cit. podla DeVries a Kohlberg [1]). KonStruktivis-
ticki pedagoégovia smeruju vo svojej praci k formovaniu my-
sle a rozvijaniu pozndvania u Ziakov, namiesto toho, aby ju
jednoducho zapliali hotovymi poznatkami. Tieto myslienky
sa osobitne uplatiiuju v pristupe k etickej vychove (De Vries
aZan [2]).

Vo vztahu k etickej vychove vSeobecne prevldda tradi¢ny
nazor, Ze deti by mali zaZit autoritu, aby vedeli neskor exis-
tovat v $irSej spolocnosti. Tento ndhlad sa v§ak dostiva do
rozporu so zdkladnou myslienkou slobody v rdmci spravo-
dlivého spolocenského systému. Konformita, podriadenost
voci autorite, nie je pravou socializaciou v slobodnej spolo¢-
nosti, ale skor pripomina socializiciu pre vizensku atmosfé-
ru. Aj v mnohych $koldch, Zial, vlidne ovzdusie podobné to-
talitnej spolocnosti (sloboda je tu potlacovana a neexistuje
redlna moznost dozadovat sa prava u autorit, prava spoluroz-
hodovat, odmeny su viazané na poslusnost voci autorite,
o trestoch sa rozhoduje byrokraticky, niekedy aj za minimal-
ny priestupok proti pravidlam...). Co je potom socio-moril-
na atmosféra triedy z pohladu konstruktivizmu?

KonSstruktivistickd socio-morilna atmosféra je atmosfé-
rou komunity, vzijomného spolocenstva, danou vy$sim
stupfiom socio-mordlneho rozvoja Ziakov (De Vries, Zan,
[2]). Ucitelia uznavaju pravo ziakov na ich vlastné city a ni-
zory. NezneuZivaju zbytocne svoju moc, autoritu pouzivaji
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rozumne a citlivo. Takto umoZznuji detom, aby postupne zo
seba budovali osobnosti s vlastnym presved¢enim, ktoré
vsak nehladia len na svoj vlastny nizor, ale reSpektujua aj dru-
hych vo vzijomnom dialogu.

Ked potom hovorime o morilnych detoch, nemime na
mysli deti, ktoré maja v acte pravidla kvoli autorite alebo
pre ziskanie vyhod. Poslusnost, motivovani strachom z tres-
tu alebo z tuzby po odmene, ktord neprameni z vadtornych
pohnttok, alebo poslusnost plyntica z obdivu a niaklonnosti,
nemusi byt primeranym motivom pre morilne spriavanie
a nestaci pre plny rozvoj osobnej mordlky. Ziaci by mali po-
stupne rozpoznat, Ze moralne principy nie su arbitrirnymi
pravidlami, ale st zakorenené v univerzilnom idedli (ktory
by bolo moz7né zhrnit v zlatom pravidle: “Ciit druhym to, ¢o
chces, aby c¢inili druhi tebe.”). Morilne deti chapu “dusu”
pravidla, nie si vo svojom spravani povrchne prosocidlne.
Ked ucime Ziaka len urcitym spdésobom sprdvania, ignoruje-
me ufho citovy zdzitok potreby spravat sa mordlne. Je mo-
rilne, Ze dieta pomaha druhému (len) preto, aby ziskalo po-
chvalu ucitela? KonStruktivisticky pedagdg neodmenuje
vonkajSie spravanie, ale vyzdvihuje, ked dieta vykonalo nie-
¢o, ¢o bolo prijemné pre druhych, alebo im prospelo. Je tiez
dolezité, aby sa dieta naucilo uvedomovat perspektivu, po-
hlad toho druhého. To je prvy krok k vzdjomnej tolerancii
a uprimnosti vo vztahoch.

Takyto pristup k etickej vychove vSak vyZaduje stilu pre-
menu a osobnostny rast ucitela. Tradi¢ny ucitel sa musi
oslobodit od niektorych svojich pristupov a budovat u seba
nové pedagogické stratégie. De Vries, Kohlberg [1] ich zhf-
naju v nasledovnych podstatnych bodoch zmeny: 1) od
instrukcie ku konstrukcii - ucitel sa nema natolko sustredo-
vat na sposob inStrukcie a obsah, ktory sprostredkuje, ale na
rozmyslanie, “konStrukciu dietata”, moZnosti jeho rozvoja
a formovania, 2) od posiltiovania k ziujmu - pedagog nezdoraz-
fluje posilnenia v procese ucenia deti pasivne odpovedajicich
na vonkajsie podnety (odmeny a tresty), ale sustreduje sa na
motiviciu v uceni prostrednictvom zdujmu dietata, 3) od po-
slusnosti k autonomii (alebo od donucovania k spoluprici) -
kde sa dieta neorientuje na ucitela ako jediny zdroj informacii
a pravidiel spravania, ale je autonémnou, sebaregulujicou by-
tostou, sustred'uje sa na vlastné konanie a vzijomné vztahy
s druhymi ako hlavny zdroj poznania a dovod spravania.

Ucitelove vztahy k detom podstatne ovplyviiuji socio-
moralnu atmosféru triedy ako celku. Konstruktivisticky pe-
dagog sa snazi 1) o spoluprdcu s detmi tym, Ze podla moz-
nosti minimalizuje vlastna autoritu, reSpektuje rovnocenné
postavenie deti v ich pravach a zodpovednosti, 2) podporu-
je spolupricu medzi detmi tym, Ze u nich rozvija emoc¢nu
rovnovihu a zdolavacie mechanizmy, buduje vzdjomné po-
rozumenie a pomaha rozliSovat morilne hodnoty (tamtiez).

V konStruktivistickej triede nevlddne direktivne vydobyté
ticho, ale je to Zivy organizmus, kde je staly pracovny ruch
a v ramci volnych spoloc¢enskych vztahov sa prirodzene vy-
skytuju konflikty. Deti sa v nich snaZia orientovat a aktivne
ich riesit, ak je to potrebné, aj s pomocou dospelej autority.
De Vries, Zan [2] uvadzaju 17 praktickych principov rie-
Senia konfliktnych situdcii pri prici s detmi predskolského
a mladsieho skolského veku:

1) zostani pokojny a ovladaj svoje reakcie,

2) uvedom si, Ze konflikt patri detom,

3) doveruj v schopnost deti vyriesit si svoje konflikty,

4) preber zodpovednost za fyzicka bezpecnost deti,

5) pouzivaj neverbilne metddy na upokojenie,

6) rozlisuj, akceptuj, zhodnot odlisné niahlady a preZi-
vanie konfliktu detmi,

7) pomoZ pomenovat detom ich city, vyslovit potreby
vo vzijomnom pocuvani,

8) formuluj, vyjasni problém,

9) umoZni navrhnut rieSenia,

10) ponukni riesenia, ked deti nenavrhuja svoje vlastné,

11) vyzdvihni hodnotu spolo¢nej dohody, ale dovol ju aj

odmietnut,

12) rozvijaj u deti neosobné formy rieSenia polemik, ked
je rieSenie arbitrarne,

13) nenaliehaj na vyrieSenie konfliktu, ak medzitym on
ochladol zaujem,

14) pomihaj pri uvedomovani si osobnej zodpovednosti
v konfliktnej situacii,

15) ponukni moznosti primeranej nihrady vzniknutej
ujmy,

16) podporuj napravu vzijomnych vztahov, neved vSak
deti k neuprimnosti,

17) ved deti k samostatnému rieSeniu konfliktov.
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STAROSTLIVOST O RIZIKOVE RODINY
VO VELKEJ BRITANII

Miria Glasova

Katedra psychologie a patopsychologie Pedagogickej
fakulty Univerzity Komenského v Bratislave

Prva detskd psychologicka klinika vo Velkej Britanii, zalo-
Zend v roku 1927, ktord sa nachddza vo vychodne;j ¢asti Lon-
dyna (Tower Hamlets Health District, do ktorého spada aj
zname “Icle of Dogs”) dnes nesie meno svojho zakladatela,
doktora Emanuela Millera - Emanuel Miller Centre for Fami-
lies and Children. Ako vidiet uz z jej nazvu, poskytuje v su-
casnosti rovnocenne svoje poradenské, diagnostické a tera-
peutické sluzby nielen samostatne detskej klientele, ale aj
detskému pacientovi a jeho rodine ako neoddelitelnému
celku. Do centra prichddzaju rodiny a deti s pomerne Siro-
kou paletou problémov, ktoré su ¢asto pritomné ako problé-
my deti znepokojujice rodi¢ov a pracovnikov inych institu-
cii. BeZne sa u deti vyskytuju také problémy, ako je enuréza,
poruchy spanku, poruchy nalad a afektov, separacné tazkos-
ti, rusivé spravanie, psychosomatické poruchy; u adolescen-
tov mozu byt pritomné osobitne antisocidlne aktivity, krade-
Ze, vdychovanie prchavych, resp. abuzy inych litok, problé-
my v sexudlnej oblasti, tulanie a uteky z domu; ale vyskytuji
sa aj pridruzené psychologické a vaznejSie psychopatologic-
ké problémy u postihnutych deti ai.

Pracovnici centra - dvaja psychiatri, jeden klinicky
psycholog, jeden detsky psychoterapeut a traja socidlni
pracovnici s vysokoSkolskym vzdelanim v odbore psychiat-
rie - zabezpecuju komplexnu diagnostiku a terapeuticku
intervenciu, poskytuju tiezZ konzulta¢né sluzby inym inSti-
ticiam (S8koliace a doSkolovacie pracovisko pre medi-
kov, lekarov, psychologov a socidlnych pracovnikov).

Praca s klientom zacina ivodnym interview s celou rodi-
nou, vychadzajic z principu, Ze kazdy jednotlivy problém
(dietata) v skutocnosti ovplyviiuje a vztahuje sa na rodinu ako
celok, i jej zivotny Styl. Sihrnné vySetrenie a dalsi plan inter-
vencie zavisi od viacerych faktorov - ako je charakter vlast-
ného problému, postoje klienta ale i rodinnych prislusnikov,
zapojenie inych zariadeni a odbornikov. Kone¢nym cielom
intervencie, kde sa kombinuje individualna s rodinnou, pri-
padne skupinovou terapiou, je navodit zmenu v spravani,
resp. prezivani klienta a rodiny ako systému.
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Multidisciplindrny tim centra intenzivne spolupracuje
v ramci osobitnych tyZzdennych kazuistickych worksho-
pov, kde sa spolocne riesia komplikované pripady. Prak-
ticky sa tu vytvara priestor pre pozitivne stretnutie aj tzv.
protichodnych terapeutickych pristupov (odliSné zame-
ranie psychoterapeutického vycviku jednotlivych odbor-
nikov), kedZe prvoradym je vZdy aktualne rieSenie prob-
Iému klienta, a nie polemika o najlepSom, prestiZnom
sposobe intervencie.

Rodinnu terapiu vedie vZdy dvojica terapeutov a mo-
Zu sa jej tiez zucasnit aj dal$i odbornici, resp. Skolenci
(,one-way screen®). V praxi sme zaznamenali dosledné
dodrziavanie etickych principov, ked kolegovia sledujici
terapiu prerusili interview, aby sa nezabudlo informovat
rodinu o pritomnosti pozorovatelov. Terapeuticky kolek-
tiv centra priebezne sleduje efektivnost tzv. ,brief solu-
tion workshopu®, tj. terapeutickych sedeni s vybranymi
rodinami, s pouzitim ,brief solution“ terapie (De Shazer
[1]). Jedna sa o psychoterapeuticky pristup, ktory sa
sustred'uje na to konanie a prezivanie klienta, ked priz-
naky problému boli niZSej intenzity, alebo sa nevyskyto-
vali (Co robil klient, ked sa citil lep§ie?). Primarnym je
hladanie rieSeni pri minimalnej sustredenosti na prob-
1émy, pre terapeuticku intervenciu je charakteristicka
tzv. ,solution talk®: otazky podla moznosti zamerané na
pritomnost a budicnost, do minulosti orientované vyni-
mocne, viaziice sa na predoslé  lepsie obdobia“, na cas
bez pritomnosti problému. Otazky a intervencie su for-
mulované v pravdepodobnostnej rovine, ide o hladanie
Lvynimiek“ a podporu pozitivnych rezerv u klienta (Geor-
ge, Iveson a Ratner [2]).

Osobitnd pozornost sa venuje rodine s postihnutym.
Starostlivost a sluzby rodine tvoria kompaktny, detailne
prepracovany a presne fungujici systém, kde je dobre
prepojena zdravotnicka, Skolska, socidlna, aZ po komunal-
nu urovei sluzieb ([3], [4]).

Uvedené vystizne dokumentuju Hlavné principy
rozvoja a riadenia sluZieb pre rodiny s detmi so
zvlaStnymi potrebami, z ktorych vychadza rozsiahly lon-
dynsky projekt multidisciplindrneho charakteru - ,Under
Five Project” - zamerany na v¢asnu podporu rodin s
detmi so zvlaStnymi potrebami (Cameron a Sturge-Moore
(5D:

1. Hlavaym zaujmom sluZieb by malo byt, aby vycha-
dzali nielen zo zdravotnych a vychovnych potrieb dietata,
ale komplexne z potrieb deti a ich rodin ako celku.

2. Maximana vaznost by sa mala prikladat vSetkym
¢lenom rodiny ako tym, ktori maju najdolezitejsiu tlohu
v pomoci dietatu so zvlaStnymi potrebami. Malo by sa s
nimi zaobchadzat zdvorilo, dostojne, ¢estne a s porozu-
menim.

3. Kazdy profesional by mal v praci s rodi¢mi vystupo-
vat v partnerskom, a nie povyseneckom, paternalistic-
kom vztahu.

4. Tie zdroje a schopnosti, ktoré rodina vlastni, by sa
vzdy mali podporovat a dalej rozvijat, a nikdy nie potli-
¢at. Malo by sa vynalozit vSetko usilie preto, aby sa pod-
porila jej sebaddvera a kompetencia.

5. Kazdy profesional by mal pozorne nacuvat rodine a
formulovat zavery na zdklade podrobného rozhovoru s
rodinou, davajuc takto priestor pre jej individualitu,
potreby, hodnoty, sily, nazory a skisenosti.

6. Rodicia by mali mat vZdy plny pristup k informa-
ciam, kedykolvek ich potrebuji, aby ich mohli podla
potreby pouzit.

7. U profesionilov pracujucich v tejto oblasti sa vyZa-
duje explicitny psycho-socidlny vycvik hlavnych psycho-
logickych a komunikac¢nych zruénosti.

8. Vzijomnym vztahom medzi organiziciou sluzieb a
rodinou by sa mala venovat plna pozornost. Mala by
zahfnat urcenie konkrétnej osoby bud z dobrovolnych
alebo Statutarnych sluzieb, ktora by mohla, ak je to po-

trebné, uzko spolupracovat s rodinou pri pravidelnom
poskytovani psychologickej, socidlnej alebo inej pod-
pory.

9. Podpora a pomoc by sa mala poskytnit okamZite,
akonihle sa ukdze podozrenie, alebo sa stanovi diagnéza
u dietata vyZadujiceho zvlastne potreby. Ak je to pre rod-
inu prijateIné, mala by nasledne nepretrzite pokracovat.

10. Starostlivost by mala posiliiovat Siroka retaz do-
brovolnych a Statutirnych ponuk rodine dostupnych
sluzieb, ktoré by pomdhali naplfiat jej psychologické,
vychovno-vzdelavacie, medicinske, praktické i materidlne
potreby. VSetky ponuky by mali mat zodpovedajicu pub-
licitu, zabezpecenie zdrojov, organizaciu a koordinaciu.

11. Sluzby by mali byt organizované na Zivej multidis-
cipliniarnej baze a nemali by dominovat len predstavy jed-
nej alebo dvoch profesii, ale mali by zahfnat zastipenie
rodicov na vSetkych trovniach planovania, organizicie a
rozhodovania. Medzi dobrovolnymi a Statutarnymi sluz-
bami by mala existovat spolupraca, pricom ich rola by
mala byt jasna a vzijomne sa dopliiujica.

12. Kazdy obvod by mal vypracovat podrobny poli-
ticky materidl, vymedzujici ciele sluZieb, ich zabezpece-
nie a organizaciu, s urcenim pravidelného sledovania a
hodnotenia toho, do akej miery sa uvedené ciele dosahu-
ju. Tento informacny materidl by sa mal pravidelne aktu-
alizovat.
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I will maintain by all the means in my power the honour and the noble
raditions of the medical profession;

I will not permit consuderations of religion, nationality, race, party pol-
itics or social standing to intervene between my duty and my patient;

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

World Medical association - Declaration of Geneva
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