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TThhee  BBiiootteecchh  RReevvoolluuttiioonn  

Biotechnology is an age-old science in many respects. At its simplest, biotechnology
involves the use, manipulation and even creation of living organisms for humanity’s
purposes. The use of yeast in making bread and wine are applications of biotechnology,
as is the cultivation of molds for antibiotics such as penicillin. In more recent times,
recombinant DNA technology has allowed scientists to manipulate the genetic material
of organisms, starting first with bacteria and now with other, more complex organisms,
including humans. The creation of human life in the laboratory, starting with the birth
of the first in vitro fertilisation (IVF) baby in 1978, has ushered in an era where bio-
technology can be brought to bear directly on humans. 

The current revolution in the biosciences has focused our attention on new techno-
logies related to human life itself, with an idea of creating, manipulating, even control-
ling human life. Ostensibly the goal of the new technologies is to “make life better”, but
this phrase can have different meanings. One meaning is obvious: to make life easier by
improving overall health and vitality, by treating or preventing disease, by extending
the life-span or even by enhancing physical or mental abilities. A second meaning can
be taken from the phrase, however, a meaning that has more ominous overtones: the
implication that there can be an aspect of designing life, of manufacturing humans
such that this new version is an improved model. An implicit assumption is that the
designers know that what is manufactured is truly better than the original and that the
modifications will be a positive step for not only the individual, but also for the species.
However, this assumption is questionable. 

The major question that underlies concerns regarding biotechnology (and both
meanings behind the phrase make life better) involves our basic definition of human
life. What does it mean to be human? To whom do we choose to assign value? Who
decides, and who benefits? 

The major issues regarding the science and the biotechnologies are forcing us to
ask the basic question of just what it means to be human.

David A. Prentice, PhD.

D. A. Prentice, Ph.D.: The Biotech Revolution. In: Colson Ch., W., de S. Cameron, N. M. (Eds.): Human
Dignity in the Biotech Century. InterVarsity Press, Downers Grove, IL (USA), 2004, 252 pgs, p. 40 – 41
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TTHHEE  EETTHHIICCSS  OOFF  FFRRIIEENNDDSSHHIIPP  
RREECCOONNSSIIDDEERREEDD  FFOORR  MMEEDDIICCIINNEE  
PPaarrtt  II  ––  AArriissttoottllee’’ss  EEtthhiiccss  ooff  FFrriieennddsshhiipp

Mark F. Repenshek

Columbia St. Mary’s Health System, Milwaukee, WI, USA

The traditional characterization of the patient-physi-
cian relationship as a friendship has been given vast
attention in the ethics literature. [1] Negative critiques of
this view attest to the growing alienation between the
physician and the patient. [2] Aristotle’s work on the
ethics of virtue friendship offers a unique perspective on
defining the term “friendship,” thereby providing a more
robust analogy to characterize the patient-physician rela-
tionship. This more robust characterization of friendship
is grounded in the nature of the virtue friendship via
benevolence, mutual concord and beneficence.

The goal of part one of this essay is twofold: (1) to
examine the concept of friendship in Aristotle’s ethics,
relying heavily on the Nichomachean Ethics; and (2) to
recover the nuances in Aristotle’s ethics through an exa-
mination of virtue friendship. This analysis will lay the
foundation for part two of this work, which will examine
Aristotle’s ethics of virtue friendship as an appropriate
analogy for the patient-physician relationship.

SSttaatteemmeenntt  ooff  tthhee  PPrroobblleemm

The patient-physician relationship can be traditional-
ly characterized as a relationship based on healing. [3]
The inherent demands of the therapeutic relationship
are the bases for the virtues internal to the practice [4] –
virtues such as, fidelity to trust, benevolence, courage,
compassion, intellectual honesty, competence, prudence,
and self-criticism. [5] However, as authority, power, and
bureaucratization influence these “internal virtues,” the
ability to heal may not necessarily create a patient-physi-
cian relationship characterized by friendship. [6] An ina-
dequate understanding of human relationships, especial-
ly friendships, can set the stage for inadequate relation-
ships between the physician and the patient in the health
profession. [7] That is, a patient-physician relationship
characterized solely by the ability to utilize the physi-
cian’s skills to alleviate the patient’s isolated symptoms is
reduced to mere utility. [8] This essay will begin to reco-
ver an understanding of the patient-physician relation-
ship through an examination of Aristotle’s conception of
the virtue friendship in the Nichomachean Ethics. [9] 

TThhee  RRoollee  ooff  FFrriieennddsshhiipp  
iinn  tthhee  NNiiccoommaacchheeaann  EEtthhiiccss

Any discussion of a relationship between two indivi-
duals in accord with human flourishing involves a discus-
sion of friendship as an essential component of the pur-
suit of eudamonia. [10] Because, for Aristotle, friendship
is a specific relationship conceived of teleologically, [11]
a good is sought. Three specific goods pursued include:
useful good, pleasurable good, and the good of virtue.
[12] Aristotle characterizes a friendship based on utility

as essentially instrumental—one that quickly fades once
the goal has been achieved. Such relationships are estab-
lished for the purposes of some desirable end and there-
by only serve to reach that end. [13] Friendships charac-
terized by pleasure are less easily defined and are subject
to the whims and interests of those entertained by the
relationship. They too quickly fade once the pleasure or
entertainment is absent from the relationship. [14] Vir-
tue friendships, however, are a true and absolute good;
they are essential. [15] It is friendship founded upon this
last good that is friendship in the perfect sense, since, for
Aristotle, it alone comprises the essential element of
being for the sake of another. [16] 

Aristotle is quick to point out that although useful
and pleasurable friendships are incomplete and unstable,
they are still friendships. [17] These friendships are con-
ceived in a narrowly defined manner between persons,
wherein the good achieved as utility or pleasure will cea-
se as the persons cease to be helpful or pleasurable. [18]
A specific relationship, like that of the patient-physician
characterized as utility or pleasure, may be problematic
for the physician who finds it worthwhile to know his or
her patient’s conception of the good, the patient’s desi-
res and plans for realizing elements of the good, especial-
ly as the pursuit of such goods may relate to the patient’s
health. [19] Likewise, such characterization may be prob-
lematic for the patient, insofar as he or she regards as
irrelevant matters outside the narrowly circumscribed con-
text of utility or pleasure. [20] At the very least, these lat-
ter forms of friendship “instrumentalize” that which could
be a profound opportunity for human flourishing. [21]

Virtue friendship, on the other hand, when exercised
appropriately, is characterized by the excellence of each
other’s character through benevolence, mutual concord
and beneficence. [22] Persons engaged in such friend-
ships are attracted by virtue, compelled by each other’s
conception of the good, plans and means to actualize the
good and the habitual patterns of virtue directed toward the
good. [23] In order to understand the patient-physician
relationship in a model other than utility or pleasure, the
essay must further examine benevolence, mutual con-
cord and beneficence as they relate to the virtue model.

BBeenneevvoolleennccee  iinn  tthhee  MMooddeell  
ooff  VViirrttuuee  FFrriieennddsshhiipp

Benevolence or goodwill is centered on knowing an
“other self” as well as self. As stated previously, happiness
is living virtuously in proper accord with reason. A major
concern for achieving happiness, therefore, is knowled-
ge of virtue. Here, friendship widens the person’s familia-
rity with virtue. [24] That is to say, for Aristotle, the virtu-
ous friendship is one in which interest is found in ano-
ther’s virtuous action. Seeking virtue in another fosters
understanding of virtue in oneself, thus making the case
for “ ‘other selfhood’ as a source of cognitive, as well as moral
actualization for those engaged in it.” [25] In other words,
Aristotle contends that the amount of self-knowledge or
noetic insight gained from friendship is directly related
to the quality of the friendship. [26]

The implications for benevolence in terms of the vir-
tue friendship are therefore based in noetic claims. That is,
claims revealed to the individual through self-knowledge
and virtue. [27] Therefore, if a virtue friendship is for-
med, then virtue may be better understood by both per-
sons. This does imply, however, that the persons who
seek a virtue friendship have a prior awareness of what
“constitutes the best good for a human being.” [28]
Aristotle’s understanding of the term phronesis has spe-
cific relevance here. Terence Irwin translates phronesis
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as prudence, suggesting a “good sense about one’s welfa-
re,” a “practical wisdom.” [29] This necessarily notes an
understanding of ends, more specifically good ends—
hence, the obligatory relationship between phronesis
and virtue. Therefore, as one engages in the virtuous
friendship, benevolence or goodwill is understood in the
self prior to the relationship, but yet is fostered, nurtured
and brought to fruition because of the virtuous friend-
ship. [30] In other words, the virtuous friendship not on-
ly has an intimate knowledge of the good internal to self,
but also is keenly aware of the good in another such that
the virtuous friendship can be pursued. C.H. Kahn states
this dynamic more explicitly noting that virtue friends
“recognize in their common humanity and common ra-
tionality unifying principles that makes their concern for
one another possible.” [31] Thus benevolence, under-
stood in the self as well as in the “other self” as a unifying
principle among friends, is necessarily a prerequisite for
the virtue friendship. How this dynamic relates the self
and the “other self” toward mutual flourishing in the vir-
tue friendship is revealed in Aristotle’s understanding of
mutual concord.

MMuuttuuaall  CCoonnccoorrdd  iinn  tthhee  MMooddeell  
ooff  VViirrttuuee  FFrriieennddsshhiipp

Aristotle’s use of the term “concord” reference a set
of conditions in which action should take place among
persons or states in order to function peaceable, thereby
allowing minimal interference in the affairs of the indivi-
duals pursuing happiness. [32] It is a means by which to
foster a general well-being of a community.

Among virtue friends, the good is noticed in another
reflecting on one’s own awareness of their journey
toward the good. Mutual concord is the state of harmony
in which the mutual search for the good among virtue
friends can be exercised peaceably—allowing for persons
to work together toward eudaimonia. Aristotle stresses
the importance of mutual concord most directly with
regard to civic friendship. [33] He does so to articulate
the necessary cooperation that persons of virtue must
posses in order to elect leaders, make political decisions,
or draft treaties. [34] However, of significance to this
essay is the role of mutual concord within virtue friend-
ship. Namely, the context mutual concord creates to
allow the virtues to manifest.

Recall virtue friendship requires a certain level of self-
understanding of benevolence before one can search it
out in others. This is also true of mutual concord. Con-
cord with oneself is narrowly construed, that is, coopera-
ting with oneself; concord with others necessitates mutua-
lity, that is, an active participation toward cooperation.
More explicitly, cooperation will only work if the friend-
ship is characterized by certain virtues (e.g., trust, genero-
sity); these virtues then manifest themselves when mutual
concord creates the effective context to do so. [35] 

While virtue friendship is characterized by benevo-
lence and mutual concord, a final component remains.
That is, virtue friendship characterized only by benevo-
lence and mutual concord does not articulate a method
by which one shares purpose with another toward a
common good—hence, the need for beneficence.

BBeenneeffiicceennccee  iinn  tthhee  MMooddeell  
ooff  VViirrttuuee  FFrriieennddsshhiipp

Aristotle defines beneficence within the context of a
virtue friendship in specific manner. Beneficence implies
good will for the sake of another essentially, that is, deve-

loping the good of another as an end. In other words, be-
neficence is acting essentially for the sake of an end and
accidentally for the sake of the means. [36]

Aristotle views such virtue friendship as a practical
necessity for life. [37] For humanity not only envisages its
ultimate end in terms of an association, but also relies,
whether consciously or not, on association with others
for the fullest possible flourishing of daily life. [38] That
said, an understanding of how one is to act out shared goods
and purposes is not clear. For example, Paul Schollmeier’s
account of Aristotle’s friendship leaves out the manner
by which “good friends [are to] act with the intention of
advancing the happiness of one another.” [39] Scholl-
meier’s read of Aristotle implies that this is simply what
is done by good friends. His circular reasoning omits
how virtuous friends act toward achieving the good.

James Bernard Murphy struggles too with this nuance
in Aristotle’s characterization of friendship noting that
although altruism is a part of friendship, it is not such in
totality. [40] Beneficence is not merely acted out, it is
guided by virtue, both internally and externally recogni-
zed. Murphy points out the inadequacy of friendship
seen as pure altruism, stating:

Aristotle’s analysis takes us beyond egoism and altruism
when he says that true friendship cannot be reciprocal altru-
ism because I could wish the good for another and the other
could wish good for me but we would not be friends unless
we both are aware of and acknowledge our mutual good-
will—otherwise, we would have a mere coincidence of unre-
quited friendship. [41]

Virtue friendship then, seen as differing from mere
mutual altruism, utilizes the self-awareness of benevolen-
ce in mutual concord to coordinate activities such that
these activities move toward a mutually recognized good.
Therein, the experience of cooperation guides both to
happiness. True friendship, therefore, begins as a search
for the good in another in order to broaden the depth
and scope of one’s own understanding of virtue. [42] As
activities continue between persons amidst the friend-
ship, goods develop internal to the friendship itself,
goods that would not have come to fruition in any other
way. [43] True friendship, then, experiences goods onto
itself flowing from a self-awareness of benevolence when
persons act in mutual concord with each other.

In this manner, benevolence, mutual concord, and be-
neficence necessarily act in harmony to allow distinct
and individual persons to come together in friendship. In
other words, when one recognizes virtue in oneself and
can establish mutual concord to engage another person
peaceable, beneficence will have a telos by which to
guide action. Stated more succinctly, Murphy notes:

Virtues alone make it possible for two quite different and
separate persons to open themselves up—or better, to let
down their guard—to a degree of communion that would
otherwise be far too risky. In the intimate mutuality of
friendship, we are extraordinarily vulnerable to harm by a
partner who is unjust, intemperate, dishonest, or selfish…For
those who have acquired the proper virtues, the goods com-
mon to friends…are their own reasons for acting. [44]

Friendships that include benevolence, mutual con-
cord and beneficence are then seen as an opportunity
for human flourishing through participation in a good
common to all persons.

Part one of this essay asserts it is this understanding
of friendship that most appropriately provides an analo-
gy to the patient-physician relationship. To this end, part
two of this essay will make two concomitant claims: (1)
that the ends of medicine provide the teleology that cha-
racterizes the strengths of the patient-physician relation-
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ship when viewed as a virtue friendship; and (2) this te-
leology informs the virtues internal to the health care prac-
tice—namely, the good or virtuous physician is the one
who is of goodwill, in mutual concord with his or her
patient, directed by the patient’s health and flourishing.
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AAbbssttrraacctt

RReeppeennsshheekk,,  MM..  FF..::  TThhee  EEtthhiiccss  ooff  FFrriieennddsshhiipp  RReeccoonnssii--
ddeerreedd  ffoorr  MMeeddiicciinnee..  PPaarrtt  II  --  AArriissttoottllee’’ss  EEtthhiiccss  ooff  FFrriieenndd--
sshhiipp..  MMeedd..  EEtthh..  BBiiooeett..,,  VVooll..  1133,,  22000066,,  NNoo..  11--22,,  pp..  22  --  55..

Use of the term friendship to characterize the patient-
physician relationship has been strongly criticized in
articles in the medical literature. Critiques have sought to
undermine use of this analogy by strongly cautioning
against friendship between patients and physicians, others
have blamed a health care system that no longer affords
physicians time for a friendship to develop, others see
the model as simply unhelpful. Sensitive to these critiques,
part one of this two-part essay examines a nuance in
Aristotle’s understanding of virtue friendship via benevo-
lence, mutual concord and beneficence. Part two of this
essay will apply Aristotle’s model of virtue friendship to
the patient-physician relationship to argue this model
warrants reconsideration as a valid analogy. 

KKeeyywwoorrddss:: Aristotle, friendship, virtue, patient-physi-
cian relationship
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Použitie pojmu priateľstvo na charakterizovanie vzťa-
hu medzi pacientom a lekárom sa v medicínskej literatú-
re často kritizovalo. Viacerí sa snažili znevážiť túto analó-
giu varovaním pred priateľstvom medzi pacientmi a le-
kármi, iní v tejto súvislosti kritizovali súdobé systémy
zdravotníctva, ktoré už neposkytujú lekárovi dosť času na
to, aby sa priateľstvo mohlo rozvinúť, ďalší považovali ten-
to model za úplne neužitočný. Uvedomujúc si tieto výhra-
dy, autor v prvej časti práce bližšie skúma Aristotelovo chá-
panie cnosti priateľstva prostredníctvom benevolencie,
vzájomného súladu (concordia) a beneficiencie. 

KKľľúúččoovvéé  sslloovváá:: Aristoteles, priateľstvo, cnosť, vzťah pa-
cient – lekár
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TTHHEE  EETTHHIICCSS  OOFF  FFRRIIEENNDDSSHHIIPP  
RREECCOONNSSIIDDEERREEDD  FFOORR  MMEEDDIICCIINNEE
PPaarrtt  IIII  ––  AApppplliiccaattiioonn  
ttoo  tthhee  PPaattiieenntt--PPhhyyssiicciiaann  RReellaattiioonnsshhiipp

Mark F. Repenshek

Columbia St. Mary’s Health System, Milwaukee, WI, USA

Part one of this two-part essay examined the concept
of friendship in Aristotle’s ethics, relying heavily on the
Nichomachean Ethics and recovered the nuances in Aris-
totle’s ethics through an examination of virtue friend-
ship. To that end, part one offered a more robust charac-
terization of friendship grounded in the nature of the vir-
tue friendship via benevolence, mutual concord and be-
neficence. Part two of this essay will apply Aristotle’s mo-
del of virtue friendship to the patient-physician relation-
ship to argue this model warrants reconsideration as an
appropriate analogy for the patient-physician relation-
ship while drawing a distinction between “friendship”
and “friendship-like” behavior.

TThhee  CCoonnttrriibbuuttiioonn  ooff  AArriissttoottllee’’ss  EEtthhiiccss  
ooff  FFrriieennddsshhiipp  ttoo  tthhee  PPaattiieenntt--PPhhyyssiicciiaann  
RReellaattiioonnsshhiipp

Proposing the model of friendship as an analogy for
the patient-physician relationship emphasizes the physi-
cian’s character as trustworthy, wise, good-willed, loyal
and of an unwavering integrity guided by the teleology
of his/her patient’s health. [1] That is, the parameters of
the patient-physician relationship are qualified in some
sense by the nature of the physician as expert; however,
this expertise is in turn governed by the patient’s symp-
toms and hope of relief. [2] The dynamic of friendship
therefore may be appropriate given that the patient-phy-
sician relationship bespeaks shared activity. In other
words, friendship in this sense creates a normative fra-
mework that orders the moral good of the relationship in
accord with the goals specific to the patient-physician
relationship—the good of health. [3] Friendship governs
the shared activity such that participants mutually com-
mit to the goal, understand their individual efforts

toward this end, and agree to participate fully to the ex-
tent they each understand the commitment and goal. [4] 

It is also important to highlight the implications of
using the word “analogous.” An analogy is inherently mo-
re different than similar to the object it seeks to describe.
[5] Therefore, this essay does not suggest that patients
and physicians be friends as this term is popularly un-
derstood, but rather that the nature of the relationship
fosters friendship-like behavior. That is, behavior motiva-
ted by the common pursuit of healing. [6] To this end
this essay will utilize Aristotle’s construction of the virtue
friendship—benevolence, mutual concord, and benefi-
cence—to demonstrate its contribution to an understan-
ding of the nature of the patient-physician relationship.
In order to demonstrate this contribution the essay will
relate each of the characteristics of Aristotle’s virtue
friendship and its corresponding good within the pa-
tient-physician relationship—namely, the good of the
patient, the good of a social nature to medicine, and the
good of health for human flourishing, respectively.

BBeenneevvoolleennccee  aanndd  tthhee  GGoooodd  ooff  tthhee  PPaattiieenntt

To begin a discussion on the contribution of Aristo-
tle’s ethics of friendship to the nature of the patient-physi-
cian relationship, it must first be established that there is
in fact a relationship. Namely, one must address the mat-
ter of whether there is a social dynamic to the patient-
physician relationship. This essay makes the claim such a
relationship does exist by recognizing that a patient
seeks health through certain means judged prudent by
the patient himself or herself. [7] The physician, in turn,
is the expert whose training and licensing is directed
toward the explicit purpose of health. [8] The context
for practicing medicine, then, demands a patient and a
physician engage in a relationship that will be organized
around these circumstances. [9] Therefore, the patient is,
at the very least, necessary and central to the practice of
medicine in general and additionally may be primary to
other concerns. [10]

Moving from the patient-physician relationship un-
derstood as a social relationship to one characterized by
benevolence necessitates understanding a patient’s illness,
as well as the patient’s vulnerability and anxiety related
to the encounter. That is, benevolence moves the re-
lationship from a presentation of medical knowledge to
alleviate symptoms to a consideration of treatment or cu-
re within the interests of the one who is ill. As such, good
medical decisions serve to restore, “to the extent possible,
those human capacities eroded by illness” with a conside-
ration of the means used and ends served. [11] Under-
stood this way, the relationship between the patient and
the physician is characterized by a delicate balance be-
tween the patient’s vision of the good life and the reality
of his or her illness. [12] Here, the patient, as the central
concern of medicine, demands benevolence on the part
of the physician because all events surrounding the clini-
cal encounter relate to the good of the patient’s health.
[13] Yet, to understand how specific events are ordered
toward this end, this essay considers mutual concord wit-
hin the patient-physician relationship.

MMuuttuuaall  CCoonnccoorrdd  aanndd  tthhee  SSoocciiaall  NNaattuurree  
ooff  MMeeddiicciinnee

Recall that Aristotle’s use of the term “concord” refe-
rences a set of conditions in which action should take
place among persons in order to function peaceably. [14]
Application of this term to the social nature of medicine,
as utilized in Aristotle’s construction of a virtue friend-
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ship, recognizes mutual concord is an expectation of
both the physician and the patient. Mutual concord the-
refore sets the context for understanding the social dyna-
mic of medicine and its ability to function virtuously.

The array of activities inherent to the practice of me-
dicine (e.g., diagnosis, prognosis, counseling, and educa-
tion) require that persons engage in relationship. [15]
Diagnoses, sound therapy and the use of medical techno-
logy require engagement with the patient in terms of
disclosure, consent and compliance. Mutual concord high-
lights the cooperation that must be present for virtue
friendship to manifest toward specific ends. As such, un-
derstanding the relationship between mutual concord
and the relational nature of medicine means the same
must be true of the patient-physician relationship. That
is, where a virtue friendship is understood to be charac-
terized by trust, wisdom, goodwill, loyalty and unwave-
ring integrity, so too this holds true for the patient-physi-
cian relationship. 

In this way, mutual concord as the context for under-
standing the relational dynamic of medicine (i.e., the pa-
tient physician relationship) demands the patient be truth-
ful (e.g., disclosing accurate and pertinent information to
the physician); collaborative (e.g., meeting compliance re-
commendations from the physician); and trustworthy (e.g.,
avoiding threatening the physician with lawsuits and
meeting financial obligations regarding insurance and pay-
ment). [16] In turn, mutual concord demands the physician
be truthful (e.g., disclosing to the patient his or her skill
with regard to a specific illness as well as proper diagno-
ses and prognoses); collaborative (e.g., committing a cer-
tain visible compassion and loyalty to the good of the pa-
tient as well as to his or her health); and trustworthy (e.g.,
articulating a commitment to serving the needs of the
sick patient as primary to other dimensions of his or her prac-
tice). [17] What remains however, is how the patient-
physician relationship acts out shared goods and purposes
to enable human flourishing. This final component will be
addressed by exploring the relationship between benefi-
cence and the good of health for human flourishing. 

BBeenneeffiicceennccee  aanndd  tthhee  GGoooodd  ooff  HHeeaalltthh  
ffoorr  HHuummaann  FFlloouurriisshhiinngg

Aristotle characterizes beneficence as a shared sense
of good will for the sake of another. Virtue friendship uti-
lizes this concept to recognize the good of another as an
end in itself as a mutual good. [18] For the patient-physi-
cian relationship, this is the shared good of restoring the
patient’s health. [19] This structure of the patient-physi-
cian relationship highlights a concept of human flou-
rishing to “organize important moral goods and ideals
which physicians and patients…strive to attain.” [20]
Although the virtue friendship model is the ideal analo-
gy, not all patient-physician relationships will approxima-
te this model. Yet, beneficence here will minimally order
the interests of the physician toward that of restoring the
patient’s health. [21] In other words, it is at this point
where the patient’s interests and goals converge with the
physician’s clinical decision. [22] That clinical decision in-
volves more than simply applying a biological remedy to
a symptomatic ailment. Beneficence, understood in the
context of the patient-physician relationship, does not
resort to this “biological reductionism,” but rather seeks
to treat disease in the context of the whole person. [23]

Obligations to the individual patient’s health, to foster
his or her flourishing, orient beneficent clinical deci-
sions in a profoundly personal manner. As such, efforts
must be made to “assure that the patient understands
alternatives, burdens and benefits, costs, chances of suc-
cess, [and] limitations of the procedures or treatment”

[24] in the context of the individual patient’s values, de-
sires, beliefs and interests. Such a position enables the
physician to understand both the patient’s illness and the
illness’ effect on the patient’s ability to flourish. [25] This
reinforces advocating a patient-physician model diffe-
rent than that of utility or pleasure—where utility and
pleasure fail to recognize the medical profession “as a
unique vocation and a way of life dominated not by self-
interests but by care and benevolence.” [26]

Beneficence coordinates the medical relationship by
highlighting the inherent good of the patient in a relatio-
nal context to further the good of health for human flou-
rishing. Relating Aristotle’s discussion on the role of friend-
ship in the Nicomachean Ethics to the patient-physician
relationship, it is in the exercise of acting virtuously that
the patient and the physician acquire virtue within. [27]
As such, as both acquire virtue within, trust, cooperation,
and truthfulness develop outwardly and dynamically amidst
the shared good of the patient’s health. Therefore, as the
relationship develops and a deeper understanding of
these virtues is communicated within the patient-physi-
cian relationship, an understanding of the patient’s health
and ability to flourish may be deepened. [28] This dyna-
mic becomes a shared context in which the good of hu-
man health and flourishing is the reason for acting bene-
ficently within the patient-physician relationship; that is,
the properly acquired virtues, common to the patient
and the physician, are the reason for acting. [29] 

The contribution of Aristotle’s ethics of friendship to
the patient-physician relationship—in the context of
benevolence, mutual concord and beneficence—keeps in
focus the telos of medicine, namely, the good of health
and human flourishing. Moreover, using the analogy of
virtue friendship to describe this unique relationship crea-
tes certain obligations on the part of both the patient
and the physician to ensure their virtuous effort toward
this same end. Many efforts to critique this model have
failed, for these critiques have not adequately apprecia-
ted the distinction between friendship and friendliness.
That is to say, the virtuous friendship model—acting as an
analogy for the patient-physician relationship—does not
seek to claim patients and physicians should become vir-
tuous friends, but rather that they should engage in the
pursuit of health as virtuous friends would do. In this
manner, medicine preserves its teleology, addresses the
good of the patient, recognizes the relational dynamic of
medicine, and highlights the necessary virtuous charac-
ter of the medical professional.

The argument that Aristotle’s conception of the virtue
friendship serves as an appropriate analogy for the pa-
tient-physician relationship is aided by a foundational
claim that a human person cannot attain a full and per-
fect life alone, therefore one naturally moves into socie-
ty. Aristotle argues from this premise that the human
being is naturally a political animal, since his or her full,
natural perfection as an individual is attained, not alone,
but in society. Friendship is therefore not something that
one can dismiss but something one naturally needs for
full perfection. Consequently, the patient-physician rela-
tionship seen as analogous to friendship appears not as
something that restricts the free development of the indi-
vidual, but as the indispensable means of bringing the
human person to full perfection in times of illness.

Further analysis clarifies the analogy drawing on a
specific form of friendship, that is, virtue friendship. He-
re, benevolence, mutual concord, and beneficence ope-
rate in a unique manner to serve the good of the patient,
the inherent social nature of medicine, and the good of
health for human flourishing, respectively. This effort
serves to define more clearly how the patient-physician
relationship ought to operate, what ends it should serve,
and what obligations fall on both patient and physician. 
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transformation of health care system and other major,
unprecedented and complicated ‘transition’ processes fi-
nally taking the country to the full membership of the Eu-
ropean Union (May 1, 2004). 

Since the very beginning, the idea of ethics commit-
tees in general was strongly supported by the Ministry of
Health (MH) SR: ethics review was deemed necessary for
an optimisation and supervision of the ongoing health
care reform processes. Therefore, the Central Ethics Com-
mittee (CEC) was founded at MH SR in autumn 1990. 

At the same time, in the reform atmosphere that follo-
wed the ‚Velvet Revolution‘, several informal working
groups on medical ethical issues were formed at the
Faculties of Medicine, as well as in the teaching hospitals,
research institutes, and also within several member
societies of the Slovak Medical Association (SMA – asso-
ciation of scientific medical societies in SR), and the
Slovak Medical Chamber (SMC – professional association
of physicians in SR). 

Those groups were, later on, transformed into the
‚hospital‘, research (‚institutional‘), or mixed-type ethics
committees (ECs). The "know-how" support for these
ethics review and advisory bodies was provided mostly
by CEC: by means of consultations, informal recommen-
dations and professional guidance. No reporting or hie-
rarchical relationships were introduced. In June 1992,
the „Guidelines on Establishment and Work of Ethics
Committees in Health Care Facilities and Biomedical
Research Institutions“ (Guidelines) were elaborated by
CEC, and published in the form of MH‘s recommenda-
tion. The Guidelines asked for and gave a specific guidan-
ce on the establishment and work of local ECs, both of a
hospital, research (‚institutional‘) or mixed type (English
translation of the Guidelines available). 

Legal developments were started by several partial
amendments of existing health legislature based on the
Law No. 20/1960 on health care. The new health law was
adopted in 1994 (Law No. 277/1994 on Health Care).
Together with subsequent legislature, it helped to create
a new legal milieu for medicine and health care in SR.
The next period of extensive legal developments was
connected with Slovakia’s accession processes to EU as
well as with a profound, almost ‘revolutionary’ transfor-
mation of the whole health care system in SR. 

The “reform health legislation”, approved in Septem-
ber 2004 by the Slovakian parliament, consisted of 7 brand
new laws. Further amendments and several other laws
passed by the parliament later completed the most profo-
und legal transformation of health care related legislatu-
re ever seen in SR. The most important for ethics com-
mittees’ issues were two of the mentioned laws: the Law
No. 576/2004 Coll. on health care and the Law 140/1998
Coll. on drugs and medical devices as later amended (see
below). 

Establishment and work of local ECs in Slovakia con-
tributed to the positive moral atmosphere and overall
progress of the health care system reform, especially
through their awareness building and local education
activities directed toward health care professionals and
to the general public. Their role in institutional policy
development and ‚clinical ethics consultation‘ service has
been so far limited. A clear appreciation of ECs‘ contribu-
tion has been witnessed in review of clinical research, in-
cluding clinical trials of new drugs, especially in promo-
ting and contributing to the observance of GCP and rela-
ted international ethical standards. 

Thus, the first 15 years of ECs’ existence in Slovakia
may be seen as a period of many positive achievements,
and building of the foundations for the more structured
developments provided for by the recently approved le-
gal backing.

AAbbssttrraacctt

RReeppeennsshheekk,,  MM..  FF..::  TThhee  EEtthhiiccss  ooff  FFrriieennddsshhiipp  RReeccoonnssii--
ddeerreedd  ffoorr  MMeeddiicciinnee..  PPaarrtt  IIII  --  AApppplliiccaattiioonn  ttoo  tthhee  PPaattiieenntt--
PPhhyyssiicciiaann  RReellaattiioonnsshhiipp..  MMeedd..  EEtthh..  BBiiooeett..,,  VVooll..  1133,,  22000066,,
NNoo..  11--22,,  pp..  66--99.. Use of the term friendship to characterize
the patient-physician relationship has been strongly criti-
cized in articles in the medical literature. Critiques have
sought to undermine use of this analogy by strongly cau-
tioning against friendship between patients and physi-
cians, others have blamed a health care system that no
longer affords physicians time for a friendship to deve-
lop, others see the model as simply unhelpful. Sensitive
to these critiques, part one of this two-part essay exami-
ned a nuance in Aristotle’s understanding of virtue friend-
ship via benevolence, mutual concord and beneficence.
Part two of this essay applies Aristotle’s model of virtue
friendship to the patient-physician relationship to argue
this model warrants reconsideration as a valid analogy. 

KKeeyywwoorrddss:: Aristotle, friendship, virtue, patient-physi-
cian relationship

AAbbssttrraakktt

Použitie pojmu priateľstvo na charakterizovanie vzťa-
hu medzi pacientom a lekárom sa v medicínskej literatú-
re často kritizovalo. Viacerí sa snažili znevážiť túto analó-
giu varovaním pred priateľstvom medzi pacientmi a le-
kármi, iní v tejto súvislosti kritizovali súdobé systémy
zdravotníctva, ktoré už neposkytujú lekárovi dosť času na
to, aby sa priateľstvo mohlo rozvinúť, ďalší považovali
tento model za úplne neužitočný. Uvedomujúc si tieto vý-
hrady, autor v prvej časti práce bližšie skúmal Aristotelo-
vo chápanie cnosti priateľstva prostredníctvom benevo-
lencie, vzájomného súladu (concordia) a beneficiencie. V
druhej časti práce autor aplikuje uvedený Aristotelov mo-
del na vzťah lekára a pacienta, pričom argumentuje v
prospech jeho nového zváženia ako hodnotnej analógie.   

KKľľúúččoovvéé  sslloovváá:: Aristoteles, priateľstvo, cnosť, vzťah
pacient – lekár

CCoorrrreessppoonnddeennccee  ttoo//KKoorreeššppoonnddeenncciiaa:: Mark F. Repenshek,
Ph.D., Columbia St. Mary’s Health System 
e-mail: mrepensh@columbia-stmarys.org

NNAATTIIOONNAALL  RREEGGUULLAATTIIOONN  
OOFF  HHEEAALLTTHH  CCAARREE  EETTHHIICCSS  CCOOMMMMIITTTTEEEESS  
––  SSLLOOVVAAKK  RREEPPUUBBLLIICC  [[11]]

Jozef Glasa, Katarína Glasová

Institute of Medical Ethics and Bioethics n.f., Bratislava,
Slovak Republic 

11..  AAnn  oouuttllooookk  ooff  tthhee  rreecceenntt  ddeevveellooppmmeennttss  
ooff  cclliinniiccaall  eetthhiiccss  ssuuppppoorrtt  sseerrvviicceess  
iinn  tthhee  SSlloovvaakk  RReeppuubblliicc  ((11999900  ––  22000055))

The “Velvet Revolution” of November 1989 marked a
brand new start for the development of bioethics in Slo-
vakia (SR), which was taking place amidst the profound

KRÁTKE PRÍSPEVKY
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22..  LLeeggaall  pprreerreeqquuiissiitteess

The new health legislation (the Law No. 576/2004 Coll.
on health care; which has entered into force on January
1, 2005) does ask all inpatient health care facilities in SR
to have ECs established to deal with the ethical problems
connected with the health care provision. It also asks the
regional health authorities (the whole SR is divided into
8 regions with their own political/municipal/self-gover-
nance structures) to establish “regional” ethics commit-
tees for the same purpose, i.e. to oversee and deal with
ethical problems of health care, public health and biome-
dical research at the territory of their respective regions. 

Ministry’s of Health regulation on ethics committees
is under preparation (to be issued under the new law). It
is supposed that it will require the registration of ethics
committees, and thereby also their fulfilling of certain
criteria, newly reset by it (e.g. detailed requirements con-
cerning statutes, membership, education and training of
ethics committees members, etc.). 
TTaabbllee  11 Text of §5 of the Law No. 576/2004 Coll. on 

Health Care

EEnngglliisshh  ttrraannssllaattiioonn

§§  55  DDeeaalliinngg  wwiitthh  eetthhiiccaall  qquueessttiioonnss  
ccoonnnneecctteedd  wwiitthh  hheeaalltthh  ccaarree  pprroovviissiioonn

(1) Ethical questions arising in connection with
provision of health care and ethical acceptability of
biomedical research projects (§ 2 ind. 12) are revie-
wed by an independent ethics committee (further on
„ethics committee“).

(2) Ethics committee is established by
a) ministry of health to review ethical questions ari-

sing in connection with provision of the health care,
including those of biomedical research,

b) self-governing region to review the ethical ac-
ceptability of biomedical research projects and ethical
questions arising in connection with provision of the
outpatient health care, 

c) health care provider that provides inpatient health
care to review the ethical acceptability of biomedical
research projects and ethical questions arising in con-
nection with provision of the inpatient health care. 

(3) Ethics committee consists of a minimum of five
members; those are health care professionals, represen-
tatives of other professions, whose qualification is requi-
red for the work of the ethics committee, and persons
without a professional qualification for the work of a health
professional or the work in biomedical research. There
is also a member nominated as a representative by the
professional organizations of health care professionals.

The number of members without a professional qua-
lification for the work of a health professional or the
work in biomedical research should not exceed the
simple majority of all members of the ethics committee. 

(4) The members of ethics committee are obliged to 
a) report to the authority that has established the

ethics committee all facts that could constitute or actu-
ally constitute a conflict of interest in the case of re-
view of a particular project; if a member of ethics com-
mittee finds himself or herself in the conflict of inte-
rest, he or she must not take part in the ethics commit-
tee’s review and approval of this project,

b) keep confidentiality concerning all facts about
which they learned in connection with their work as
the ethics committee’s members; the obligation of
keeping confidentiality is waived in cases, where the
information is revealed after the person concerned has
consented to this effect.

(5) Ethics committee must keep records about its
activities, minutes from its meetings, its conclusions,
opinions and recommendations. The authority that has
established the ethics committee is obliged to secure
keeping these documents on file for 20 years. 

(6) Ethics committee issues its opinions in a writ-
ten form, in each opinion it must provide justification
of its conclusion. For the adoption of an opinion of the
ethics committee, the two-thirds majority of all of its
members is necessary. 

(7) The activities of an ethics committee are gover-
ned by its statutes. The statutes are issued by the autho-
rity that establishes the ethics committee. 

(Translation by J. Glasa)

OOrriiggiinnaall  tteexxtt  iinn  SSlloovvaakk

§§55  PPoossuuddzzoovvaanniiee  eettiicckkýýcchh  oottáázzookk  
pprrii  ppoosskkyyttoovvaanníí  zzddrraavvoottnneejj  ssttaarroossttlliivvoosstti

(1) Etické otázky vznikajúce pri poskytovaní zdra-
votnej starostlivosti a etickú prijateľnosť projektov bio-
medicínskeho výskumu (§ 2 ods. 12) posudzuje nezá-
vislá etická komisia ďalej len „etická komisia“).

(2) Etickú komisiu zriaďuje
a) ministerstvo zdravotníctva na posudzovanie etic-

kých otázok vznikajúcich pri poskytovaní zdravotnej
starostlivosti vrátane biomedicínskeho výskumu,

b) samosprávny kraj na posudzovanie etickej prija-
teľnosti projektov biomedicínskeho výskumu a etic-
kých otázok vznikajúcich pri poskytovaní ambulantnej
starostlivosti,

c) poskytovateľ ústavnej starostlivosti na posudzo-
vanie etickej prijateľnosti projektov biomedicínskeho
výskumu a etických otázok vznikajúcich pri poskytova-
ní ústavnej starostlivosti.

(3) Etická komisia má najmenej piatich členov; skla-
dá sa zo zdravotníckych pracovníkov, z pracovníkov
iných profesií, ktorých odbornosť sa vyžaduje pre čin-
nosť etickej komisie, a z osôb bez odbornej spôsobilos-
ti na výkon zdravotníckeho povolania alebo v oblasti
výskumu. Členom každej etickej komisie je aj zástupca
menovaný stavovskými organizáciami v zdravotníctve.

Počet členov etickej komisie bez odbornej spôsobi-
losti na výkon zdravotníckeho povolania alebo v oblasti
výskumu nesmie presiahnuť nadpolovičnú väčšinu
všetkých členov etickej komisie.

(4) Členovia etickej komisie sú povinní 
a) oznámiť zriaďovateľovi etickej komisie skutoč-

nosti, ktoré predstavujú alebo by mohli predstavovať
konflikt záujmov v prípade konkrétneho posudzované-
ho projektu; ak člen etickej komisie je v konflikte záuj-
mov, nesmie sa zúčastniť na posudzovaní a na prijímaní
stanoviska etickej komisie k takémuto projektu,

b) zachovávať mlčanlivosť o všetkých skutočnos-
tiach, o ktorých sa dozvedeli pri výkone svojej funkcie;
povinnosť mlčanlivosti sa nevzťahuje na prípady, ak
tieto skutočnosti oznamujú so súhlasom toho, koho sa
týkajú.

(5) Etická komisia je povinná viesť záznamy o čin-
nosti, zápisnice z rokovaní, závery, stanoviská a odpo-
rúčania. Zriaďovateľ príslušnej etickej komisie je po-
vinný zabezpečiť ich uchovávanie počas 20 rokov.

(6) Etická komisia vydáva svoje stanoviská v písom-
nej forme; v každom stanovisku je povinná uviesť odô-
vodnenie jeho záveru. Na prijatie stanoviska etickej ko-
misie je potrebná dvojtretinová väčšina všetkých čle-
nov komisie.

(7) Činnosť etickej komisie upraví štatút, ktorý vydá
zriaďovateľ príslušnej etickej komisie.
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The most important provisions of the Law 576/2004
– from the point of view of ECs established in the health
care facilities and at the level of the regional health auth-
orities in SR – are contained in §5 (the full English trans-
lation given in TTaabbllee  11). 

The other most relevant questions are dealt with pri-
marily in the following paragraphs of the law (given here
as mere examples):

§2 – important definitions (e.g. health care, health
care intervention, good care, biomedical research, health
care provider, outpatient and inpatient health care provi-
sion, etc.);

§6 – informed consent issues (quite detailed treat-
ment), 

§11 – rights of persons and their obligations with
regard to health care (rather extensive paragraph contai-
ning also the list of patients’ rights), 

§26 – 34 – biomedical research (rather extensive treat-
ment of the issues involved in biomedical research re-
view and authorization in SR, including the provisions
concerning informed consent, vulnerable groups and
research in emergency situations); 

§35 – 39 – provisions concerning organ, tissue and cell
transplantations (procurement, storage and use of human
organs, tissues and cells for transplantation purposes);

§40 – sterilization.
The specific legal provisions concerning drug clinical

trials (CTs) are given in the Law. No. 140/1998 Coll. on
drugs and medical devices. These include provisions
with regard to CTs’ scientific and ethical review, authori-
zation or notification procedures before the competent
state authorities, as well as the provisions concerning the
application of the Good Clinical Practice standards. 

33..  TThhee  pprreesseenntt  ssiittuuaattiioonn  iinn  SSRR    
aanndd  oouuttllooookk  ffoorr  tthhee  ffuuttuurree

Clinical ethics support services at local or regional
level are still scarce in SR. The outline of existing structu-
res (ethics committees) is given in TTaabbllee  22.. There are no
single-working “ethics consultants” appointed in the hos-
pitals or other health care facilities in SR. 

At present, there are (“local”) ECs established at the
major hospitals and at the medical research institutes
that provide also the highly specialized inpatient medi-
cal/health care (approximate number of ECs for the who-
le country: 40-50; more accurate data are so far missing). 

They occasionally (so far quite rarely) take on the
consultation of ethically difficult cases, or, even more sel-
dom, reviewing and providing advice on local/regional
health policies (e.g. they are required to review occasio-
nally the ‘compassionate’ use of new drugs not yet ‘regis-
tered’ (i.e. given an marketing authorization) in SR). 

The same is basically true with regard to (“regional”)
ECs established by the regional health authorities in 8
SR’s regions. These ECs are supposed to review and give
advice on ethical issues connected with outpatient medi-
cal/health care. 

The Central Ethics Committee, located at the Ministry
of Health, has been much involved in the preparation
work on the regulation, and the accompanying guideli-
nes. It also was very active in drafting of the new health
legislation mentioned above (especially the chapters on
informed consent, ethics committees, biomedical re-
search, transplantation, etc.). It has also been very suppor-
tive in developing, or re-activation of ECs’ system through-
out the country (e.g. by organising annual meetings of
ECs (since 2002), contributing to the journal “Medical
Ethics & Bioethics”, providing consultations and guidan-
ce on difficult cases (either in writing, or as telephone

consultations), starting a web page for ECs within its
own web page hosted by the server of the Ministry, etc.). 

Ethics support in clinical practice is felt being a
necessary pre-requisite, and of growing importance, for
the development and reform of the Slovakia’s health care
system, which is still struggling nowadays with results of
the profound transformation undertaken during past
recent years. It is becoming to be spotted on the horizon
of needs of clinicians and health care administrators. 

The publication of the pending ministerial regulation
on ECs should provide a more comprehensive legal bac-
king for further development of “clinical” ECs and impro-
vement of quality of their work. In this process, educa-
tion and training of ECs’ members and ECs’ users is of
paramount importance, as well as the recognition of the
role, responsibility and potential for help of, and part-
nership in action with ECs by health care professionals,
and also by the society in SR in general (especially by the
patients and their relatives). 

44..  HHeeaalltthh  ccaarree  pprrooffeessssiioonnaallss’’  eedduuccaattiioonn  
aanndd  ttrraaiinniinngg  iinn  cclliinniiccaall  bbiioo//eetthhiiccss

UUnnddeerrggrraadduuaattee  lleevveell  

Medical ethics is taught as a compulsory discipline at all
3 faculties of medicine in Slovakia (only in one of them,
however, a specialized department has been established (Bra-
tislava)). Ethics is also a compulsory discipline within the
education and training of nurses and other health care pro-

TTaabbllee  22 Ethics committees’ system in SR with regard to 
clinical ethics support services

TTyyppeess  ooff  eetthhiiccss  ccoommmmiitttteeeess  aanndd  tthheeiirr  ttaasskkss  wwiitthh  rreeggaarrdd
ttoo  cclliinniiccaall  eetthhiiccss  ssuuppppoorrtt

EEtthhiiccss  CCoommmmiitttteeee  ooff  tthhee  MMiinniissttrryy  ooff  HHeeaalltthh  
((ffoorrmmeerrllyy  ““CCeennttrraall””))  

– conceptual work, legislation review and drafting, 
– advisory role for state institutions  

(parliament, government),
– consulting and advisory help to “regional” 

and “local” ethics committees, 
organization of annual national meetings of ethics 
committees’ members, 

– health policies ethical review, 
– opinions on concrete ethical issues, 
– only seldom review of concrete cases 

(upon the request of the minister). 

EEtthhiiccss  ccoommmmiitttteeeess  aatt  mmaajjoorr  hhoossppiittaallss  
aanndd  iinnppaattiieenntt  ccaarree  rreesseeaarrcchh  iinnssttiittuutteess  ((““llooccaall””))

– review of and advice on ethical issues arising in con-
nection with provision of the inpatient health care,

– review of the ethical acceptability of biomedical re-
search projects (including drug clinical trials proto-
cols) to be conducted at the hospital or research 
institute.

EEtthhiiccss  ccoommmmiitttteeeess  eessttaabblliisshheedd  
bbyy  rreeggiioonnaall  hheeaalltthh  aauutthhoorriittiieess  ((““rreeggiioonnaall””))

– review of and advice on ethical issues arising in con-
nection with provision of the outpatient health care 
in the region,

– review of the ethical acceptability of biomedical re-
search projects (including drug clinical trials proto-
cols) to be conducted or co-ordinated in the region’s 
territory.



AAbbssttrraacctt

GGllaassaa,,  JJ..::  NNaattiioonnaall  RReegguullaattiioonn  ooff  HHeeaalltthhccaarree  EEtthhiiccss
CCoommmmiitttteeeess  ––  SSlloovvaakk  RReeppuubblliicc..  [[PPrreeddppiissyy  oo  eettiicckkýýcchh  kkoo--
mmiissiiáácchh  vv  zzddrraavvoottnníícckkeejj  ssttaarroossttlliivvoossttii  ––  SSlloovveennsskkáá  rreeppuubbllii--
kkaa..]]  MMeedd..  EEtthh..  BBiiooeett..,,  VVooll..  1133,,  22000066,,  NNoo..  11  ––  22,,  99  ––  1122.. Paper
outlines more than 15 years of development of ethics re-
view services within the health care system in the Slovak
Republic (SR). Though the emphasis was put so far main-
ly on the ethics committees (ECs) established to review
projects of biomedical research (including drug clinical
trials), clinical ethics, since the very beginning, has been
the part of ECs’ deliberations and work. In 1992, this was
reflected in the first national guidelines for ECs’ pub-
lished by the SR Ministry of Health. New health legisla-
tion (especially the law No. 576/2004 Coll. On health
care), which has been approved in 2004, requires all hos-
pitals in SR to have an EC established to give advice on
ethical problems connected with provision of health ca-
re, as well as provides for the establishment and work of
regional ECs to support, among their other duties, the work
of ECs in a particular region (SR is divided altogether
into 8 territorial regions). 

KKeeyy  wwoorrddss:: clinical ethics, ethics committees, health
care

AAbbssttrraakktt

Práca referuje o viac než 15-ročnom vývoji inštitúcií
zdravotníckej etiky v Slovenskej republike (SR). Hoci v
doterajšom období sa dôraz kládol najmä na etické komi-
sie (EK) založené na posudzovanie projektov biomedi-
cínskeho výskumu (vrátane klinického skúšania liekov),
problémy klinickej etiky boli od samého začiatku súčas-
ťou rokovania a práce EK. Túto skutočnosť odrážali aj pr-
vé smernice na založenie a činnosť EK vydané Minister-
stvom zdravotníctva SR v roku 1992. Nová zdravotnícka
legislatíva (najmä zákon č. 576/2004 Z.z. o zdravotnej sta-
rostlivosti), prijatá v roku 2004, požaduje, aby všetky
nemocnice v SR mali etickú komisiu na posudzovanie
etických problémov spojených s poskytovaním zdravot-
nej starostlivosti, a zároveň vyžaduje založenie regionál-
nych EK, ktoré okrem iných povinností majú napomáhať
činnosti EK v rámci daného regiónu (územie SR je roz-
delné do 8 regiónov – vyšších územných celkov (VÚC)).

KKľľúúččoovvéé  sslloovváá:: klinická etika, etické komisie, zdravot-
nícka starostlivosť 

CCoorrrreessppoonnddeennccee  ttoo:: Assoc. Prof. Jozef Glasa, MD, PhD.,
Slovak Medical University; Institute of Medical Ethics and
Bioethics n.f., Limbová 12, 83303 Bratislava, Slovak Re-
public, e-mail: jozef.glasa@szu.sk
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fessionals, in advanced studies in nursing (M.A., PhD.), and
in the study of public health (MPH, PhD.). Corresponding
curricula have been developed and are being stepwise
state-accredited within the state accreditation process of
the universities and faculties (provided for in the law). 

Teaching activities usually comprise lectures, discus-
sions, small groups activities, and essay writing. Some
education materials (texts, textbooks) were produced in
Slovak language. The students from abroad, enrolled into
the international university programmes, are usually
taught in English.

PPoossttggrraadduuaattee  lleevveell

The availability of training in clinical ethics for health
professionals already in practice is still insufficient.
There are no specific training programs at the hospital
level for doctors, nurses, or other health care workers
(2). Seldom lectures, seminars, or small conferences are
held in university teaching hospitals settings, or within
the activities of the Institute of Medical Ethics and Bio-
ethics in Bratislava (in 1991, postgraduate courses in me-
dical ethics started at the Postgraduate Medical Institute,
where the first country’s Chair of Medical Ethics was
established; these very well attended, popular events, at-
tracting health professionals from all around the country). 

In the recent years, a steady progress is being made in
the continuous medical education field, where lectures
on bioethics are frequently included into the programs
of specialized courses of various medical disciplines, and
courses for nurses. The courses on Good Clinical Practi-
ce are held regularly at the Slovak Medical University
(since 1996). Specific education for members of ethics
committees is being prepared and should be offered soon
(2006). It is to be required by the new, pending ministe-
rial regulation on ethics committees. 

NNootteess

((11))  LLiisstt  ooff  sseelleecctteedd  rreeffeerreenncceess  oonn  tthhee  ttooppiicc (more information &
literature by the author): 11.. Glasa J, Clinical ethics support –
Slovak republic. In: Glasa J. (Ed.) Ethics Support in Cli-nical
Practice. Status Quo and Perspectives in Europe. Procee-dings of
the Council of Europe Multi-lateral Consultative Confe-rence,
Bratislava, Nov. 18 – 19, 2004, Med. Eth. Bioet., Vol. 11, 2004,
Suppl. 1, 24 pgs, p. 20 – 21. 22.. Glasa J. Ethics committees [HECs
/IRBs] and health care reform in the Slovak Republic: 1990 – 2000.
HEC Forum, 2000; 12 (4): 358 – 366. 33.. Glasa J. Bioethics and the
challenges of a society in transition: The birth and development
of bioethics in post-totalitarian Slovakia. Kennedy Inst. Ethics J.,
2000; 10 (2): 165 – 170. 44.. Glasa J, Bielik J, Ďačok J, Glasová M,
Porubský J. Ethics committees in the Slovak Republic. In: Glasa J.
(Ed.) Ethics Committees in Central and Eastern Europe. Charis –
IMEB Fdn. for Council of Europe, Bratislava, 2000, 266 pgs, p.
229 – 238. 55.. Glasa J, Bielik J, Ďačok J, Glasová H, Mojzešová M,
Porubský J. Bioethics in the period of transition. Medical Ethics
& Bioethics, 1999; 6(1 – 2): 4 – 8. 66.. Glasa J, Holomáň J, Klepa-
nec J, Šoltés L. Ethics committees and achievement of good clinical
practice. Thérapie, 1996; 51: 369 – 372. 77.. Glasa J. The ethical
considerations in GCP, informed consent and ethics committees.
In: Holomáň J, Glasa J, Bechtel PR, Tiribelli C; eds. Liver and
Drugs '94. Progress in Hepato – Pharmacology, 1995; 1: 67 – 73.
88.. Slovak Ministry of Health (Bratislava). Guidelines for ethics
committees in health care facilities and biomedical research insti-
tutions. (English translation). Medical Ethics & Bioethics (Bratis-
lava), 1994; 1(2): 6 - 8. 99.. Glasa J. Medical ethics and bioethics in
the Slovak Republic (1990 - 1992). Int. J. Bioethics, 1993; 4: 228 – 230.
1100.. Glasa J. Zriadenie etických komisií v rezorte MZ SR. (Establish-
ment of ethics committees within the Department of Health SR.)
In: Glasa J; ed. Contemporary Problems of Medical Ethics in
Central Europe. Charis, Bratislava (Slovakia), 1992, 128 pages, p.
80 – 82. [in Slovak]

((22)) Results of the study undertaken under the “European Hospi-
tal-based Bioethics Education Program” (EHBP) – the Project of 5th

Framework Program of the European Commission, in 2003 (de-
tails by the author). 

Človek túži vždy po novom obdarovaní životom, 
aby mohol vyčerpať, čo mu okamih dáva i berie. 

Nechce sa vzdať toho, čo ho napĺňa a najradšej by 
bol nekonečný a bezhraničný, aby mu život 

patril úplne a bez konca. 

Večná blaženosť je radosť bez konca, 
šťastie bez tieňa, 
láska bez hraníc, 

plný život bez ochabnutia, 
činorodosť, ktorá je zároveň dokonalým pokojom 

a uvoľnením od všetkého napätia. 
To je bytie, o ktoré človeku v tomto živote ide.

Edith Stein, 1891-1942
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PPRRIIOORRIITTIISSIINNGG  OOFF  WWHHOO  TTAARRGGEETTSS  ––
––  PPRROOGGRRAAMM  „„HHEEAALLTTHH  FFOORR  AALLLL  
IINN  2211 sstt CCEENNTTUURRYY““..   
TThhee  vviieewwss  ooff  mmeeddiiccaall  ssttuuddeennttss

Vojtech Ozorovský, Ladislav Badalík 

Institute of Social Medicine and Medical Ethics, Faculty of Me-
dicine, Comenius University, Bratislava, Slovak Republic

The education of health professionals should be desig-
ned in accordance with health needs of the society and
aimed at ensuring that they acquire the necessary knowled-
ge. The education of health professionals at different
levels should be strongly interlinked to create a continuous
process. The strategies and content of education at diffe-
rent levels and branches should be defined accordingly.

In this paper, authors report on their repeated evalua-
tion of the attitudes of different groups of students of the
Faculty of Medicine, Comenius University in Bratislava,
to the targets of the WHO strategy “Health for all in the 21st

century” (1, 2, 3, 4, 5).

MMaatteerriiaall  aanndd  mmeetthhooddss

The sample of 17 students (English speaking foreign
students) of the 4th class of general medicine studies at
the Faculty of Medicine, Comenius University in Bratisla-
va took part in a workshop and case study (Harward’s
type) organized by the Institute of Social Medicine and
Medical Ethics. Students were from 8 different countries
(Norway 3, Greece 6, Spain 2, Sweden 1, United Arab Emi-
rates 1, Kuwait 2, Canada 1, and Libya 1). The work in work-
shop was organized in 4 stages: 1. Forming, 2. Storming,
3. Norming, Performing. Among various other tasks at
the workshop, each participant was asked to select for
himself/herself three targets of those of the WHO strategy
“Health for all in the 21st century” and to link them to the fol-
lowing categories (prioritize): 1. the most important, 2. very
important, 3. important. After a thorough group discussion
(2 hours) a consensus statement of the group was repor-
ted by a designated the reporter in the plenary session.

RReessuullttss

The group of 17 medical students from 8 different
countries was able to reach the following consensus with
regard to prioritizing, from their perspective, the impor-
tance of the targets set in the WHO strategy “Health for
all in the 21st century”:

1. Out of 21 targets of the WHO program, the target No. 4 
“Health of young people” was evaluated as the “most 
important” (“By the year 2020, young people in the region
should be healthier and better able to fulfil their roles in
the society. In particular: a) Children and adolescents
should have better life skills and the capacity to make
healthy choices. b) Mortality and disability from violence
and accidents involving young people should be reduced
by at least 50 %.”) 

2. At the second place, as “very important”, the target 
No. 12 “Reducing harm from alcohol, drugs and tobacco”
was picked up („By the year 2015, the adverse health
effects from the consumption of addictive substances
such as tobacco, alcohol and psychoactive drugs should
have been significantly reduced in all member states. In
particular: 12.1. In all countries, the proportion of non-
smokers should be at least 80% in over 15-years-olds and
close to 100% in under 15-year-olds. 12.2. In all countries,
per capita alcohol consumption should not increase or

exceed 6 litres per annum, and should be close to zero in
under 15-year-olds. 12.3. In all countries, the prevalence
of illicitpsycho-active drug use should be reduced by at
least 25% and mortality by at least 50%).

3. In the third place, as “important”, the target No. 19 
“Research and knowledge for health” was seen by the stu-
dents (“By the year 2005, all member states should have
health research, information and communication systems
that better support the acquisition, effective utilization,
and dissemination of knowledge to support health for all.”).

DDiissccuussssiioonn

The prioritising results achieved in our relatively
small multinational group of students of medicine clearly
cannot be generalized. However, we were pleased to see
the interest and vigour the students exhibited when en-
gaging in the discussion. They were bringing in their
experience and also their more-less “lay” knowledge of
the health problems present in their respective commu-
nities. We believe it was at least a good motivating exerci-
se for these bright young people. 

Our next positive experience was the very fact of rea-
ching a consensus in this rather heterogenic group of young
people. Even if dealing with rather complex and difficult
subject – medically, culturally, or even emotionally. 

The weight, which the students were able to give to dif-
ferent priorities, should be seen with regard of their back-
ground and prevailing interests. On the first sight, the
chosen “top priority” may seem selfish. However, it also
could be seen as a valid, prospective looking mental exer-
cise, prioritizing prevention and good foundation for fu-
ture health in productive age and, later on, also in a healthy
aging. It is perhaps not a big surprise that these young
adepts of contemporary and future medicine were most-
ly in a strong belief in research and medical knowledge. 

Last, quite an obvious observation, does tell us that
students change over time – new generations bringing in
different positions, fresh thinking and new attitudes. At
least this could be seen in comparing the present results
with those of our previous surveys among the medical
students of similar age. The targets, evaluated as the
“most important”, were: No. 11 - Healthier living, No. 2 -
Equity in health, No. 3 - Healthy start in life and No. 17 -
Funding health services and allocating resources. No one
was picked up by their peers, just one year younger.
Qualitative research (QR) consists of a family of approa-
ches to understanding human social activity. It is gro-
wing in popularity in the health related fields (6). 

In ccoonncclluussiioonn, it may be observed that the issue of
prioritizing the targets concerned with medial practice,
health care and public health are of important interest to
the medical students. The students are able to engage
actively in lively discussions on these topics, while they
are also able to reach consensus on these complicated
and culturally/historically charged issues when working
in a discussion group. Besides of the active learning and
abilities developing benefit to students stemming from
the teaching approach described in our paper, this “men-
tal exercise” is also useful for planning of the teaching
strategy for medical students and may well be used as a
motivational and activization tool in undergraduate tea-
ching of social medicine and ethics.

RReeffeerreenncceess

11.. Badalík, L., Ozorovský, V., Takáčová, Z., Mojzešová, M.:
Hodnotenie významnosti cieľov programu SZO Zdravie pre všet-
kých v 21. storočí z pohľadu poslucháčov predmetu Master of
Public Health. Med. Etika Bioet., 11, 2004, N0 1-2, p. 6-7. 22..
Badalík, L., Ozorovský, V., Chandogová, E.: Ako vnímajú študenti
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4. ročníka Lekárskej fakulty Univerzity Komenského v Bratislave
priority stratégie SZO Zdravie 21. In: Zborník príspevkov z ve-
deckej konferencie 31. dni zdravotnej výchovy Ivana Stodolu.
Bratislava, 2004, pp. 69-70. 33.. Badalík, L., Ozorovský, V.: Zdravie
pre všetkých v 21. storočí, priorita cieľov podľa študentov sto-
matológie. Lek. obzor, 54, 2005, No. 1, 25 – 26. 44.. Ozorovský, V.,
Badalík, L.: Zdravie pre všetkých v 21. storočí, priorita cieľov –
podľa študentov rôznych študijných odborov. In: I.M. Tomo, Ľ.
Danišovič: Príspevok k výskumu štruktúr organizmu. Slovenská
biologická spoločnosť SAV, Bratislava, 2005, 57 – 59. 55.. Ozorov-
ský, V., Badalík, L., Dobiášová, E., Vojteková, I.: Priorita cieľov
stratégie Zdravie pre všetkých v 21. storočí podľa študentov
dennej formy ošetrovateľstva. Revue ošetrovateľstva a laboratór-
nych metodík, 11, 2005, No. 3, 190 – 191. 66.. Frankel, R.: Book
Review of: Qualitative Research in Practice, Editors Sharan
B. Meriam and Associates, San Francisco, The Network Towards
Unity for Health, Vol. 24, No. 2, December 2005, 11 – 12.

AAbbssttrraacctt

OOzzoorroovvsskkýý,,  VV..,,  BBaaddaallííkk,,  LL..::  PPrriioorriittiissiinngg  ooff  TTaarrggeettss  ooff
WWHHOO  PPrrooggrraamm  „„HHeeaalltthh  ffoorr  aallll  iinn  tthhee  2211sstt CCeennttuurryy““::  TThhee
VViieewwss  ooff  MMeeddiiccaall  SSttuuddeennttss..  [[CCiieellee  PPrrooggrraammuu  SSZZOO  „„ZZddrraa--
vviiee  pprree  vvššeettkkýýcchh  vv  2211..  ssttoorrooččíí““: Názory študentov medicí-
ny.] MMeedd..  EEttiikkaa  BBiiooeett..,,  1133,,  22000066,,  NNoo..  11  ––  22,,  1122  ––  1144..
Authors report the results of a small survey among the
foreign medical students of the 4th class attached to the
Faculty of Medicine, Comenius University in Bratislava,
concerning their subjective evaluation of the relative im-
portance of the targets set in the WHO strategy “Health
for all in the 21st century”. Altogether 17 English spea-
king students from 8 countries of the 4th class took part
in the workshop and case study (Harward’s type). Of the
21 targets, the highest priority was given by the students
to the target No. 4 – Health of the young people, which
was followed by target No. 12 – Reducing harm from al-
cohol, drugs and tobacco, and target No. 19 “Research and
knowledge for health”. Besides the other learning bene-
fits to students, the teaching approach described in the
paper is useful also for education planning purposes, and
it may be used as a motivational and activization tool in un-
der-/post-graduate teaching of the social medicine and ethics. 

KKeeyy  wwoorrddss:: WHO Strategy – Health for all in the 21st

Century, targets, prioritising, views of medical students.

AAbbssttrraakktt

Autori referujú o výsledkoch prieskumu zameraného na
postoje zahraničných študentov 4. ročníka Lekárskej fa-
kulty Univerzity Komenského v Bratislave ohľadom ich sub-
jektívneho hodnotenia relatívnej dôležitosti cieľov Prog-
ramu SZO „Zdravie pre všetkých v 21. storočí“. Spolu 17 an-
glicky hovoriacich študentov z 8 krajín sa zúčastnilo špe-
ciálneho workshopu a prípadovej štúdie (Harwardského ty-
pu). Z 21 cieľov spomínaného programu študenti konsenzom
najvyššiu prioritu priradili cieľu č. 4 – „Zdravie pre mladých
ľudí“, na druhom mieste bol cieľ č. 12 – „Zníženie poško-
denia alkoholom, drogami a tabakom“ a na treťom cieľ č. 19
“Výskum a poznanie pre zdravie”. Okrem konkrétneho prí-
nosu pre vzdelávanie zúčastnených študentov sa aktívny
spôsob vyučovania, spomínaný v článku, ukazuje užitoč-
ným aj pre plánovanie iných edukačných aktivít a môže
slúžiť ako motivačný a aktivizačný prostriedok pri pre-/a
postgraduálnej výuke sociálneho lekárstva a medicínskej
etiky. 

KKľľúúččoovvéé  sslloovváá:: Program SZO – „Zdravie pre všetkých
v 21. storočí“, ciele, priority, názory študentov medicíny.

AAddrreessaa//AAddddrreessss  ffoorr  tthhee  ccoorrrreessppoonnddeennccee::  MUDr. Vojtech
Ozorovský, CSc., Lekárska Fakulta UK, Sasinkova 2, 813 72
Bratislava, Slovak Republic 
e-mail: vojtech.ozorovsky@ fmed.uniba.sk

CCOOUUNNCCIILL  OOFF  EEUURROOPPEE  
COMMITTEE OF MINISTERS

RReeccoommmmeennddaattiioonn  RReecc((22000066))44  ooff  tthhee  CCoommmmiitt--
tteeee  ooff  MMiinniisstteerrss  ttoo  mmeemmbbeerr  ssttaatteess  oonn  rreesseeaarrcchh
oonn  bbiioollooggiiccaall  mmaatteerriiaallss  ooff  hhuummaann  oorriiggiinn

Adopted by the Committee of Ministers on 15 March
2006 at the 958th meeting of the Ministers' Deputies 

The Committee of Ministers, under the terms of Artic-
le 15.b of the Statute of the Council of Europe, 

Considering that the aim of the Council of Europe is
the achievement of greater unity between its members
and that one of the methods by which this aim is pursued
is the maintenance and further realisation of human rights
and fundamental freedoms; 

Considering that one of the aims of the Convention
for the Protection of Human Rights and Fundamental
Freedoms (ETS No. 5) is the protection of private life; 

Considering that the aim of the Convention on Hu-
man Rights and Biomedicine (ETS No. 164, hereinafter
referred to as „the Convention“) and of its Additional
Protocol concerning biomedical research (CETS No.
195), as defined in Article 1 of both instruments, is to
protect the dignity and identity of all human beings and
guarantee everyone, without discrimination, respect for
their integrity and other rights and fundamental free-
doms with regard to the application of biology and me-
dicine; 

Considering that progress in medical and biological
sciences, in particular advances obtained through biome-
dical research, including research using biological mate-
rials donated in a spirit of solidarity, contributes to sa-
ving lives and improving their quality; 

Conscious of the fact that the advancement of biome-
dical science and practice is dependent on knowledge
and discovery which necessitates research on human
beings and research involving the use of biological mate-
rials of human origin; 

Stressing that such research is often transdisciplinary
and international; 

Taking into account the current and planned deve-
lopment of collections and banks of biological materials
at national level; 

Taking into account national and international pro-
fessional standards in the area of biomedical research
and the previous work of the Committee of Ministers
and the Parliamentary Assembly of the Council of Europe
in this field; 

Convinced that biomedical research that is contrary
to human dignity and human rights should never be car-
ried out; 

Stressing that the paramount concern should be the
protection of the human being whose biological materials
are removed, stored or used for research; 

Recalling that research on biological materials should
be carried out freely subject to the provisions of this re-
commendation and the other legal provisions ensuring
the protection of the human being; 

Emphasising that the interests and welfare of the
human being whose biological materials are used in re-
search shall prevail over the sole interest of society or
science; 

Affirming that particular protection shall be given to
human beings who may be vulnerable in the context of
research; 

DOKUMENTY / DOCUMENTS
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ii. Non-identifiable biological materials, hereafter
referred to as „unlinked anonymised materials“, are those
biological materials which, alone or in combination with
associated data, do not allow, with reasonable efforts, the
identification of the persons concerned. 

CCHHAAPPTTEERR  IIII  
GGeenneerraall  pprroovviissiioonnss  

AArrttiiccllee  44  ––  CCooddeess  ooff  ggoooodd  pprraaccttiiccee  
Member states should promote the establishment of

codes of good practice to ensure compliance with the
provisions of this recommendation. 

AArrttiiccllee  55  ––  RRiisskkss  aanndd  bbeenneeffiittss  
1. The risks for the persons concerned and, where ap-

propriate, for their family, related to research activities,
in particular the risks to private life, should be minimi-
sed, taking into account the nature of the research activi-
ty. Furthermore, those risks should not be disproportio-
nate to the potential benefit of the research activities. 

2. Possible risks for the individuals in the same group
as the person concerned should also be taken into consi-
deration in this context. 

AArrttiiccllee  66  ––  NNoonn--ddiissccrriimmiinnaattiioonn  
Appropriate measures should be taken, in the full ran-

ge of research activities, to avoid discrimination against,
or stigmatisation of, a person, family or group. 

AArrttiiccllee  77  ––  PPrroohhiibbiittiioonn  ooff  ffiinnaanncciiaall  ggaaiinn  
Biological materials should not, as such, give rise to

financial gain. 

AArrttiiccllee  88  ––  JJuussttiiffiiccaattiioonn  ooff  iiddeennttiiffiiaabbiilliittyy  
1. Biological materials and associated data should be

anonymised as far as appropriate to the research activi-
ties concerned. 

2. Any use of biological materials and associated data
in an identified, coded, or linked anonymised form should
be justified by the researcher. 

AArrttiiccllee  99  ––  WWiiddeerr  pprrootteeccttiioonn  
None of the provisions of this recommendation should

be interpreted as limiting or otherwise affecting the pos-
sibility for a member state to grant a wider measure of
protection than is stipulated in this recommendation. 

CCHHAAPPTTEERR  IIIIII  
OObbttaaiinniinngg  bbiioollooggiiccaall  mmaatteerriiaallss  ffoorr  rreesseeaarrcchh  

AArrttiiccllee  1100  ––  OObbttaaiinniinngg  bbiioollooggiiccaall  mmaatteerriiaallss  
ffoorr  rreesseeaarrcchh  

1. Biological materials should be obtained for re-
search in accordance with the provisions of this chapter. 

2. Information and consent or authorisation to obtain
such materials should be as specific as possible with
regard to any foreseen research uses and the choices avai-
lable in that respect. 

AArrttiiccllee  1111  ––  IInntteerrvveennttiioonnss  oonn  aa  ppeerrssoonn  
An intervention should only be carried out to obtain

biological materials for storage for research purposes if it
complies with the Additional Protocol concerning bio-
medical research (CETS No. 195, 2005). 

AArrttiiccllee  1122  ––  RReessiidduuaall  bbiioollooggiiccaall  mmaatteerriiaallss  
1. Biological materials removed for purposes other

than storage for research should only be made available
for research activities with appropriate consent or autho-
risation, or in accordance with the provisions of Article
22 paragraph 1.ii. 

Recognising that every person has the right to accept
or refuse to contribute to biomedical research and that no
one should be forced to contribute to it; 

Stressing the importance of appropriate and transpa-
rent governance of biological materials stored for re-
search purposes; 

Stressing that population biobanks developed on the
basis of donations of biological materials made in a spirit
of solidarity should not be monopolised by small groups
of researchers; 

Resolving to take such measures as are necessary to
safeguard human dignity and the rights and fundamental
freedoms of the individual with regard to biomedical
research on biological materials of human origin, 

Recommends that the governments of member states
adapt their laws and practices to the guidelines contained
in appendix to this recommendation and promote the es-
tablishment of practice guidelines to ensure compliance
with the provisions contained in this appendix; 

Entrust the Secretary General of the Council of Euro-
pe to transmit this recommendation to the governments
of the non-member states of the Council of Europe which
have been invited to sign the Convention on Human Rights
and Biomedicine, to the European Community and to the
international organisations participating in the work of
the Council of Europe in the fields of bioethics. 

AAppppeennddiixx  ttoo  RReeccoommmmeennddaattiioonn  RReecc((22000066))44  

GGuuiiddeelliinneess  

CCHHAAPPTTEERR  II  
OObbjjeecctt,,  ssccooppee  aanndd  ddeeffiinniittiioonnss

AArrttiiccllee  11  ––  OObbjjeecctt  
Member states should protect the dignity and identity

of all human beings and guarantee everyone, without dis-
crimination, respect for their integrity, right to private
life and other rights and fundamental freedoms with re-
gard to any research governed by this recommendation. 

AArrttiiccllee  22  ––  SSccooppee  
1. This recommendation applies to the full range of

research activities in the health field involving the remo-
val of biological materials of human origin to be stored
for research use. 

2. It also applies to the full range of research activities
in the health field involving the use of biological mate-
rials of human origin that were removed for a purpose
other than that mentioned in the previous paragraph;
this includes material removed for a previous research
project. 

3. This recommendation does not apply to embryonic
and foetal tissues. 

4. The use of biological material of human origin may
be accompanied by the use of associated personal data. 

AArrttiiccllee  33  ––  IIddeennttiiffiiaabbiilliittyy  ooff  bbiioollooggiiccaall  mmaatteerriiaallss  
Biological materials referred to in Article 2 may be

identifiable or non-identifiable: 
i. Identifiable biological materials are those biological

materials which, alone or in combination with associated
data, allow the identification of the persons concerned
either directly or through the use of a code. 

In the later case the user of the biological materials
may either:

a. have access to the code: the materials are hereafter
referred to as „coded materials“; or 

b. not have access to the code, which is under the
control of a third party: the materials are hereafter refer-
red to as „linked anonymised materials“. 
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personal data, which may include or be linked to genea-
logical, medical and lifestyle data and which may be regu-
larly updated; 

iv. it receives and supplies materials in an organi-
sed manner. 

2. Population biobanks should meet the requirements
set out in this chapter in addition to those of chapter IV. 

3. Member states should consider applying the provi-
sions of this chapter to collections that have some, but
not all, of the characteristics specified in paragraph 1. 

AArrttiiccllee  1188  ––  IInnddeeppeennddeenntt  eexxaammiinnaattiioonn  
A proposal to establish, or to convert a collection to, a

population biobank should be subject to an independent
examination of its compliance with the provisions of this
recommendation. 

AArrttiiccllee  1199  ––  OOvveerrssiigghhtt  ooff  ppooppuullaattiioonn  bbiioobbaannkkss  
1. Each population biobank should be subject to inde-

pendent oversight, in particular to safeguard the inte-
rests and rights of the persons concerned in the context
of the activities of the biobank. 

2. Regular audits should be conducted of the imple-
mentation of procedures on access to, and use of, samp-
les. 

3. Procedures should be developed for the transfer
and for the closure of a population biobank. 

4. Population biobanks should publish reports on
their past and planned activities at least annually, or
more frequently if appropriate. 

AArrttiiccllee  2200  ––  AAcccceessss  ttoo  ppooppuullaattiioonn  bbiioobbaannkkss  
1. Member states should take appropriate measures to

facilitate access by researchers to biological materials
and associated data stored in population biobanks. 

2. Such access should be subject to the conditions laid
down in this recommendation; it may also be subject to
other appropriate conditions. 

CCHHAAPPTTEERR  VVII  
UUssee  ooff  bbiioollooggiiccaall  mmaatteerriiaallss  iinn  rreesseeaarrcchh  pprroojjeeccttss  

AArrttiiccllee  2211  ––  GGeenneerraall  rruullee  
Research on biological materials should only be un-

dertaken if it is within the scope of the consent given by
the person concerned. The person concerned may place
restrictions on the use of his or her biological materials. 

AArrttiiccllee  2222  ––  IIddeennttiiffiiaabbllee  bbiioollooggiiccaall  mmaatteerriiaallss  
1.i. If the proposed use of identifiable biological mate-

rials in a research project is not within the scope of prior
consent, if any, given by the person concerned, reasonab-
le efforts should be made to contact the person in order
to obtain consent to the proposed use. 

ii. If contacting the person concerned is not possible
with reasonable efforts, these biological materials should
only be used in the research project subject to indepen-
dent evaluation of the fulfilment of the following condi-
tions: the research addresses an important scientific inte-
rest; the aims of the research could not reasonably be
achieved using biological materials for which consent
can be obtained; and there is no evidence that the person
concerned has expressly opposed such research use. 

2. The person concerned may freely refuse consent
for the use in a research project of his or her identifiable
biological materials, or withdraw consent, at any time.
Refusal to give consent or the withdrawal of consent should
not lead to any form of discrimination against the person
concerned, in particular regarding the right to medical
care. 

2. Whenever possible, information should be given
and consent or authorisation requested before biological
materials are removed. 

AArrttiiccllee  1133  ––  BBiioollooggiiccaall  mmaatteerriiaallss  rreemmoovveedd  aafftteerr  ddeeaatthh  
1. Biological materials should not be removed from

the body of a deceased person for research activities with-
out appropriate consent or authorisation. 

2. Biological materials should not be removed or sup-
plied for research activities if the deceased person is
known to have objected to it. 

CCHHAAPPTTEERR  IIVV  
CCoolllleeccttiioonnss  ooff  bbiioollooggiiccaall  mmaatteerriiaallss  

AArrttiiccllee  1144  ––  PPrriinncciipplleess  aapppplliiccaabbllee  ttoo  aallll  ccoolllleeccttiioonnss  ooff
bbiioollooggiiccaall  mmaatteerriiaallss

1. The person and/or institution responsible for the
collection should be designated. 

2. The purpose(s) of a collection should be specified.
The principles of transparency and accountability should
govern its management, including access to and use and
transfer of its biological materials and disclosure of infor-
mation. 

3. Each sample of biological material in the collection
should be appropriately documented, including informa-
tion on any relevant consent or authorisation. 

4. Clear conditions governing access to, and use of,
the samples should be established. 

5. Quality assurance measures should be in place, in-
cluding conditions to ensure security and confidentiality
during storage and handling of the biological materials. 

AArrttiiccllee  1155  ––  RRiigghhtt  ttoo  cchhaannggee  tthhee  ssccooppee  ooff,,  oorr  ttoo  wwiitthh--
ddrraaww,,  ccoonnsseenntt  oorr  aauutthhoorriissaattiioonn

1. When a person has provided consent to storage of
identifiable biological materials for research purposes,
the person should retain the right to withdraw or alter
the scope of that consent. The withdrawal or alteration
of consent should not lead to any form of discrimination
against the person concerned, in particular regarding the
right to medical care. 

When identifiable biological materials are stored for
research purposes only, the person who has withdrawn
consent should have the right to have, in the manner fo-
reseen by national law, the materials either destroyed or
rendered unlinked anonymised. 

2. Where authorisation has been given on behalf of a
person not able to consent, the representative, authority,
person or body provided for by law should have the rights
referred to in paragraph 1 above. 

4. Where a person on whose behalf authorisation has
been given attains the capacity to give consent, that per-
son should have the rights referred to in paragraph 1
above. 

AArrttiiccllee  1166  ––  TTrraannssbboorrddeerr  fflloowwss  
Biological materials and associated personal data should

only be transferred to another state if that state ensures
an adequate level of protection. 

CCHHAAPPTTEERR  VV  
PPooppuullaattiioonn  bbiioobbaannkkss  

AArrttiiccllee  1177  ––  SSccooppee  ooff  cchhaapptteerr  VV  
1. A population biobank is a collection of biological

materials that has the following characteristics: 
i. the collection has a population basis; 
ii. it is established, or has been converted, to sup-

ply biological materials or data derived therefrom for mul-
tiple future research projects; 

iii. it contains biological materials and associated 
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AArrttiiccllee  2233  ––  UUnnlliinnkkeedd  aannoonnyymmiisseedd  bbiioollooggiiccaall  
mmaatteerriiaallss  

1. Unlinked anonymised biological materials may be
used in research provided that such use does not violate
any restrictions placed by the person concerned prior to
the anonymisation of the materials. 

2. Anonymisation should be verified by an appropriate
review procedure. 

AArrttiiccllee  2244  ––  IInnddeeppeennddeenntt  rreevviieeww  
1. Research should only be undertaken if the research

project has been subject to an independent examination
of its scientific merit, including assessment of the impor-
tance of the aim of the research, and verification of its
ethical acceptability. National law may additionally requi-
re approval by a competent body. 

2. Member states should apply the provisions concer-
ning ethics committees contained in chapter III of the
Additional Protocol concerning biomedical research
(CETS No. 195, 2005) to the review of research within
the scope of this recommendation. 

3. Review procedures may be adapted to the nature
of the research and the extent to which the persons con-
cerned could be identified from their biological mate-
rials or associated data. 

AArrttiiccllee  2255  ––  CCoonnffiiddeennttiiaalliittyy  aanndd  rriigghhtt  ttoo  iinnffoorrmmaattiioonn  
The principles of chapter VIII (confidentiality and right to

information) of the Additional Protocol concerning bio-
medical research should be applied to any research pro-
ject using biological materials and associated personal data. 

CCHHAAPPTTEERR  VVIIII  
RRee--eexxaammiinnaattiioonn  ooff  tthhee  rreeccoommmmeennddaattiioonn

AArrttiiccllee  2266  ––  RRee--eexxaammiinnaattiioonn  ooff  tthhee  rreeccoommmmeennddaattiioonn  
This recommendation should be re-examined not

more than five years after its adoption, notably in the
light of the experience acquired in the implementation
of its guidelines. 

Text of the Recommendation is taken from the official web page of
Council of Europe at http://www.coe.int, where also Explanatory
Report to the Recommendation could be found and downloaded.

DDiiaaggnnóózzaa::  DDoowwnnoovv  ssyynnddrróómm
MM..  ŠŠuussttrroovváá  aa  kkooll..,,  SSppoollooččnnoossťť  DDoowwnnoovvhhoo  ssyynnddrróómmuu  nnaa  SSlloo--
vveennsskkuu,,  BBrraattiissllaavvaa,,  22000044,,  224400  ssttrráánn,,  IISSBBNN  8800--88004466--225599--33

Monografia kolektívu renomovaných autorov pod
vedením Prof. MUDr. Márie Šustrovej, CSc., lekárky a jed-
nej z vedúcich a zakladateľských osobností odborných,
organizačných aj svojpomocných aktivít smerovaných do
oblasti starostlivosti a pomoci pre deti i staršie osoby s
Downovým syndrómom na Slovensku, ako aj pre ich
rodiny a najbližších, je neobyčajná svojím obsahom i for-
mou spracovania. Už pri prvom otvorení – a aspoň tro-
chu citlivom, ne-povrchnom vnímaní čitateľa – táto milá,
múdra kniha vyžaruje hlbokú účasť, a nebojím sa povedať
– ozajstnú, precítenú a prebolenú lásku a úctu voči všet-
kým, ktorým je určená: predovšetkým rodičom, priateľom,
známym a iným osobám, ktoré sa o tieto deti a mladých i
starších dospelých dnes obetavo starajú – i pre tých, ktorí
im chcú akokoľvek v ich úsilí pomáhať. Ukazuje a doku-
mentuje i nevšednú lásku a podporu, bezpodmienečné
prijatie týchto zvláštnych malých i starších detí „s jedným
naviac-chromozómom“. So všetkými ich zvláštnosťami, oso-

bitnými potrebami i problémami. Úplné a bezpodmieneč-
né prijatie a rešpektovanie ich dôstojnosti, individuality,
osobnosti; ich nenahraditeľnej hodnoty ako ľudských by-
tostí, plných života a schopných prijímať i rozdávať lásku
nezištnú a úprimnú; a preto bytostí, prinášajúcich do na-
šich suchých, uponáhľaných a vyprahnutých dní nádej. 

Mimoriadne kvalitná je táto vskutku ojedinelá publi-
kácia z odborného hľadiska. Prináša najnovšie poznatky,
zasadené do uceleného, komplexného pohľadu na prob-
lematiku Downovho syndrómu vo všetkých jej podstat-
ných aspektoch a rozmeroch – počnúc molekulárnymi,
genetickými a medicínskymi poznatkami, cez podrobný
rozbor vývinu a špecifických potrieb detí s Downovým
syndómom od narodenia až do dospelosti a jednotlivých
dôležitých aspektov i zložiek optimálnej pomoci a kon-
krétnej starostlivosti, až po otázky etické. Výnimočnou
črtou knihy je vnútorná konzistentnosť celého textu, je-
ho jasnosť a zrozumiteľnosť i pre ľudí bez hlbšieho medi-
cínskeho vzdelania („laikov“). Nové pohľady a užitočné
informácie však v monografii nájde a ocení aj odborník. 

Kniha je veľmi pekne, netradične spracovaná po gra-
fickej stránke, doplnená vhodne usporiadanými grafmi a
tabuľkami, ako aj bohatou, vydarenou fotodokumentáciou.

I keď ide o výsostne odborný – a navyše veľmi prak-
ticky ladený a orientovaný text, čitateľ sa miestami „poza-
budne“ a pristihne sa akoby vtiahnutý do deja prebiehajú-
ceho v pozadí. Do spleti rozmanitých a neopakovateľ-
ných ľudských osudov a úsilí, nezištných obetí, dokladov
ozajstnej ľudskosti a hĺbky priateľstva i každodeného
odriekania – poskytovaného a odovzdávaného bez veľkých
slov, očakávania vďaky, či akéhokoľvek zvláštneho uzna-
nia. Všetkému tomuto, a ešte mnohému inému, kniha
vydáva nevtieravé, ale o to zreteľnejšie a dojímavejšie sve-
dectvo (a možno vnímavému čitateľovi občas vypadne na
potlačený papier aj nejaká tá dobrá, oslobodzujúca slza...). 

Kniha je veľmi potrebnou príručkou pre rodičov, prí-
buzných a všetkých, ktorí akýmkoľvek spôsobom pomá-
hajú a starajú sa o osoby s Downovým syndrómom. Mali
by si ju prečítať aj všetci zdravotníci (lekári a sestry), ako
aj príslušníci iných „pomáhajúcich profesií“, ktorí sú ob-
čas, či častejšie s touto problematikou konfrontovaní (po-
môže im zaujať primerane orientované, kvalifikované sta-
novisko – na ktorom niekedy „až existenciálne“ záleží...).
Myslím však, že vzhľadom na hlboký humánny akcent a
posolstvo knihy (i užitočné a kvalitne spracované infor-
mácie patriace celkom iste k „všeobecnej informovanos-
ti“ a patričnému vzdelaniu ľudskému i občianskemu) by
ju mala obsahovať i každá dobrá rodinná knižnica. Táto
nádherná kniha i svedectvo o naozajstnej ľudskosti by to-
tiž mohla pripomenúť nám všetkým – i našim deťom, tie
najkrajšie a najhlbšie ľudské i „večné“ hodnoty, ktoré
môžu život človeka i ľudských spoločenstiev urobiť na-
ozaj hodnotným a šťastným. Deti a mladí dospelí s Dow-
novým syndrómom – i ľudia, ktorí ich prijali a nezištne sa
o nich starajú, či rôznym spôsobom ich podporujú a im
pomáhajú, takto dennodenne prispievajú k tomu, aby
sme v našom uponáhľanom a občas i dôkladne zamota-
nom živote práve na to najpodstatnejšie nezabudli... a ve-
deli odvážne a autenticky „prekračovať prah nádeje“. 

DDoocc..  MMUUDDrr..  JJoozzeeff  GGllaassaa,,  CCSScc..
ÚÚMMEEBB  nn..ff..,,  BBrraattiissllaavvaa

RECENZIE / BOOK REVIEWS

Kto je už tak ďaleko, že spoznal hranice vlastného rozumu, 
ten sa už na nikoho nebude pozerať zvrchu. Získa jednoduchú 

a prirodzenú ľudskosť, nepredstieranú hlbokú skromnosť, 
ktorá prechádza nenútene a bez zábran všetky medze. 
Svoj rozum bude používať tak, ako stolár používa ruku 

a hoblík - a keď bude môcť svojou prácou druhým pomôcť, 
ochotne tak urobí.

Edith Stein, 1891-1942
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ÚÚvvoodd  ddoo  ššttúúddiiaa  ddeemmooggrraaffiiee
JJ..  BBrreezzáákk,,  LLúúčč,,  BBrraattiissllaavvaa,,  11..  vvyydd..,,  22000055,,  228800  ssttrráánn,,  
IISSNNBB  8800--77111144--449966--77

Veľmi potrebná a originálna monografia predstavuje
viac, ako púhy úvod do problematiky štúdia demografie,
ako autor skromne uvádza v názve i úvodnej kapitole. Ide
o ojedinelý a veľmi vydarený pokus poskytnúť v našich
podmienkach ucelený a prakticky orientovaný prehľad
demografickej problematiky pre všetkých záujemcov o
serióznu orientáciu v týchto zložitých otázkach a v ich šir-
ších súvislostiach. 

Aktuálnosť témy podčiarkujú aj závažné dôsledky de-
mografických procesov, ktoré začali v rozvinutých (i roz-
vojových) krajinách Európy a sveta v minulom storočí – a
v súčasnosti predstavujú základné existenčné problémy
života a budúcnosti (post)moderných spoločností týchto
krajín (a tiež významnú agendu ich vlád, parlamentov i
medzivládnych organizácií a inštitúcií – až po úroveň
OSN). Pritom účinné riešenia týchto postupne nahroma-
dených (a pomerne dlho ignorovaných alebo nesprávne
chápaných) problémov sú na hraniciach (ak nie už mimo
hraníc) možností súčasných spoločností. Vyžadovali by si
podstatné zmeny v sociálno-ekonomickej, ale predovšet-
kým v kultúrnej a mravnej oblasti (ako sa pri rozličných
príležitostiach a vo svetle práve náležite domyslených a
správne interpretovaných výsledkov štúdia demografic-
kých procesov zreteľne ukázalo). 

Zodpovedná spoločnosť, zvlášť jej „intelektuálna vrst-
va“ a zodpovední verejní predstavitelia nesmú (a dnes
vlastne už ani nemôžu) tieto skutočnosti a procesy nevi-
dieť (a dúfajme aj – neriešiť). Dnes aplikované riešenia,
opatrenia, programy a sociálno-kultúrne zmeny, ktoré by
si vyžadovali nové strategické myslenie a komplexné
zvládnutie problematiky na jej teoretickej i aplikačnej úrov-
ni, a ktoré by si v našej súčasnosti vyžadovali zásadné a
nemalé investície (materiálne i ľudské) a tiež výraznú
zmenu vzorcov individuálneho i spoločenského správania
(vrátane správania sexuálneho a reprodukčného), však
môžu priniesť svoje plody a úžitok až v dlhodobejšom
horizonte, skutočne až pre „život a šťastie budúcich gene-
rácií“. Táto „zodpovednosť voči budúcnosti“ sa však ne-
zriedka v dnešných spoločenstvách a spoločnostiach pri
ich orientácii na aktuálny konzum (všetko len tu a teraz!),
výkon a „produktivitu“, stále viac vytráca a akoby ani neo-
čakáva. Budúcnosť dnešných národov, štátov i spoločen-
stiev však podstatne od prístupu k týmto otázkam závisí.
V epoche postupujúcej globalizácie závisí od nich aj bu-
dúcnosť celej ľudskej civilizácie a jej vývoj (rozvoj – a či úpa-
dok). Spoľahlivé informačné zdroje a publikácie, ktoré
prinášajú pre záujemcu základnú orientáciu v demogra-
fickej problematike a objasnenie metodologických pred-
pokladov a postupov na jej hlbšie pochopenie a zvládnu-
tie, sú v uvedených súvislostiach veľmi potrebné (a mož-
no preto aj pomerne zriedkavé). Autorovi i vydavateľstvu
patrí vďaka (i gratulácia), že sa pousilovali zaplniť túto
veľkú medzeru v našom písomníctve vydareným a sta-
rostlivo pripraveným dielom. Významným (v)kladom mo-
nografie sú osobné odborné a pedagogické skúsenosti
autora, ktoré sú podstatné pre uvedenie poznania demo-
grafických procesov a ich ovplyvnenia do súvislosti s
potrebami a úlohami spoločenskej praxe (politickej i so-
ciálnej). 

Kniha je členená do desiatich tematicky ucelených
kapitol. Prvá kapitola predstavuje úvod do problematiky
štúdia demografie s poukazom na jej praktické súvislosti
a význam pre dnešnú dobu i spoločnosť. Druhá kapitola
prináša prehľad historického vývoja demografie, tretia sa
venuje metodológii demografického skúmania. Vo štvrtej
kapitole sa preberajú zdroje údajov pre demografické
štúdie. Piata kapitola charakterizuje problematiku gene-
rácie, rodiny a životného cyklu. V nasledujúcej kapitole

sa podrobne rozoberá štúdium stavu a štruktúry obyva-
teľstva, v siedmej vybrané podmienky jeho reprodukcie
(domácnosti, bývanie). Rozsiahla ôsma kapitola skúma a
popisuje charakteristiky populačných procesov, deviata
prináša prehľad prístupov k demografickému modelova-
niu. V desiatej kapitole sa hľadajú súvislosti a zdôvodňuje
potreba ucelenej populačnej politiky. Každá kapitola je
ukončená kontrolnými otázkami a úlohami, ktoré podčiar-
kujú didaktickú hodnotu monografie.

Publikáciu možno odporúčať nielen študentom huma-
nitných disciplín (vrátane štúdia sociálnej práce, sociálnej
a rodinnej politiky), ale aj všetkým, ktorí potrebujú (či už
pre svoje praktické úlohy – v štátnej správe, pastoračnej
službe, vede, či politike – komunálnej i „veľkej“) získať spo-
ľahlivú orientáciu a hlbší prehľad demografickej proble-
matiky v jej najvýznamnejších praktických súvislostiach. 

DDoocc..  MMUUDDrr..  JJoozzeeff  GGllaassaa,,  CCSScc..
ÚÚMMEEBB  nn..ff..,,  BBrraattiissllaavvaa  

EEttiikkaa,,  sseexx,,  rreepprroodduukkccee
TT..  LLaajjkkeepp,,  FFAARRMMcclluubb,,  ZZbbrraassllaavviiccee  ((ČČRR)),,  22000044,,  111155  ssttrráánn,,
IISSBBNN  8800--223399--22224433--22

Útla svojimi rozmermi, prináša táto pozoruhodná
knižka neobyčajne pôsobivý a hlboký pohľad na celý rad
kľúčových problémov súčasnej bioetiky – a to práve na
tie, ktoré súvisia s počiatkom ľudského života a novými
možnosťami technológie a vedy do týchto tajomných, a
dosiaľ zvyčajne pred ľudským zrakom a pozornosťou
ukrytých procesov viac – či menej citlivým spôsobom
zasahovať. Molekulárna biológia, genetika, génové mani-
pulácie a „prediktívna medicína“, metódy umelého o-
plodnenia a mnohé iné „vymoženosti“ súčasnosti zasahu-
jú dnes človeka ešte skôr, než sa počal, či uhniezdil „pod
srdcom matky“. Majú tiež potenciál zmeniť to, čo si člo-
vek, ľudské spoločenstvá – i svetová verejnosť myslia o
podstate, smerovaní a určení človeka a ľudstva v jeho glo-
bálnych, či vesmírnych súradniciach. Stále dokonalejšie
techniky, prístroje a (bio)technológie majú v sebe ukryté
nové, dosiaľ netušené – a neobjavené možnosti ovplyvniť
osud jednotlivca, i celej ľudskej civilizácie a jej budúcich
dejín (ak sa ich, aj vzhľadom na riziká súčasnosti a blízkej
budúcnosti, skutočne „dožije“...). Zložitosť a mnohostran-
nosť samotných biologických a technicko-technologic-
kých problémov a možností nezriedka odsúva úvahy o
ich skutočnej povahe a hodnote pre dobro (či „ne-dob-
ro“) človeka a človečenstva akoby na vedľajšiu koľaj. Na-
vyše, „vedecké“ a technické-technologické, či „zákonné“,
sa zamieňa za dobré, mravné, či „etické“. Otázka, či všet-
ko, čo je dnes technicky, technologicky možné je i mrav-
ne dobré a prípustné, sa potom nekladie vôbec, alebo sa
zahmlieva pred očami verejnosti vopred pripravenými
klišé, či odsúva do oblasti tzv. „vedeckej debaty“ – filozofic-
kej, teologickej, právnej... Moderného (postmoderného?)
človeka akoby sa ani netýkala. Dôležitá je predsa efektív-
nosť, profesionalita – a najmä zisk. Prípadné kritické
hlasy sú vopred označkované ako „ozveny zo stredove-
ku“, považované za nepatričné, vyrušujúce v „progresív-
nej spoločnosti“, umlčované v médiách, politike, vo vý-
boroch a odborných grémiách. Inokedy, čo je azda ešte
horšie, ostávajú „iba“ nepovšimnuté, ignorované – „zodpo-
vednými“ i verejnosťou. 

Pozoruhodná štúdia MUDr. Tomáša Lajkepa, PhD. z
Ústavu lékařské etiky Masarykovy Univerzity v Brne, leká-
ra – psychiatra a bioetika v jednej osobe, v uvedenom
kontexte a súvislostiach zaujme svojou hĺbkou a pocti-
vosťou. Autor sa systematicky a „vlastnou hlavou“ (i srd-
com) vyrovnáva postupne s aktuálnymi problémami a
diskusiou o etike aplikácie nových biotechnologických



môžu napomôcť aj také inšpirujúce a informujúce publi-
kácie, akou je bezpochyby i toto recenzované dielo.
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◆ Beyond Therapy: Ethical and Social Aspects of Medi-
cal and Genetic Enhancement of Human Properties, Pre-
dispositions and Capabilities, 24 March – 2 April 2006, Bonn
(Germany), contact: The Institute of Science and Ethics
at the University of Bonn, web: www.iwe.uni-bonn.de.

◆ Genomics and Society - Towards a Socially Robust
Science, 20 – 21 April, 2006, Amsterdam (The Nether-
lands), contact: e-mail: Cantore@society-genomics.nl,
web: www.society-genomics.nl.

◆ The EU Clinical Trial and GCP Directives, 25 - 26
April 2006, London (UK), contact:  Management Forum
Ltd, 48 Woodbridge Rd, Guildford, GU1 4RJ, United
Kingdom, e-mail: info@management-forum.co.uk , web:
www.management-forum.co.uk.

◆ Death without Suffering: Advanced Bioethics
Course, 27 - 29 April 2006, Nijmegen (The Netherlands),
contact: N. Steinkamp, V. Hulsman, University Medical
Centre Nijmegen, 2232 Department of Ethics, Philosophy
and History of Medicine, P.O. Box 9101, 6500 HB Nij-
megen, NL, tel: ++31-24-3615320, fax: ++31-24-3540254,
e-mail: n.steinkamp@efg.umcn.nl.

◆ Eighth World Congress of Bioethics – „A Just and
Healthy Society“, 6 - 9 August 2006, Beijing (China), con-
tact: web: http://www.chinamed.com.cn/IAB2006/.  

◆ European Society for Philosophy of Medicine and
Healthcare, 23-26 August 2006, Helsinky (Finland), con-
tact: Dr. Bert Gordijn, Department of Ethics, Philosophy,
and History of Medicine, Radboud University Nijmegen
Medical Centre, P.O. Box 9101, 6500 HB Nijmegen, NL, e-
mail: b.gordijn@efg.umcn.nl. 

◆ 2006 EACME Annual Meeting – "New Pathways for
European Bioethics", Leuven (Belgium), 28-30 September
2006, contact: e-mail: Chris.Gastmans@med.kuleuven.be,
tel:+32-16-33 69 51, conference website: http://www.
cbmer.be. 
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(medicínskych?) postupov u človeka (a to zvlášť v období
jeho najväčšej zraniteľnosti – jeho počatia a „zrodu na
tento svet“) ako indivídua biologického, psycho-fyziolo-
gického i sociálneho. Cieľom práce je „poukázať na spo-
ločenské a historické aspekty snáh regulovať sexuálne a
reprodukčné chovanie za pomoci pozitívnych inštitúcií a
preskúmať súčasné tendencie týchto snáh vo svetle pô-
vodných zámerov.“ 

Práca je vystavaná z postupne nadväzujúcich kapitol
rozvíjajúcich a konkretizujúcich autorom vedený dialóg s
rozličnými hľadiskami a prístupmi filozofie – etiky vo
vzťahu ku skúmaným problémom. V prvej časti si autor
všíma premeny eugenických úsilí v dejinách a ich možný
význam pre súčasnosť, zvlášť pre oblasť ľudského repro-
dukčného správania a rozhodovania, komplikovaného
súčasnými možnosťami moderných reprodukčných tech-
nológií a molekulárno-biologických a genetických tech-
ník a potenciálom ich aplikácie nielen na individuálnej,
či „párovej“, ale aj na populačnej úrovni. V uvedenej
súvislosti nadväzujú úvahy autora venované etickým as-
pektom súčasnej genomiky, jej rizikám, až po problemati-
ku klonovania človeka a génových manipulácií. Nasledu-
júca časť publikácie rozoberá etické otázky umelého
oplodnenia a širšej oblasti asistovanej reprodukcie člove-
ka, vrátane zmien ľudského sexuálneho správania a jeho
spoločenskej regulácie. Neobchádza ani etické problémy
prenatálnej, najmä predimplantačnej diagnostiky. Osobit-
né, hutne písané kapitoly sú venované problematike
ontologického postavenia ľudského zárodku (embrya) a
plodu (autor uvažuje i nad termínom pre-embryo), prob-
lému tzv. prirodzenosti, ako aj prehľadu etických teórií,
ktoré v súčasnosti ovplyvňujú etickú diskusiu o technolo-
gických zásahoch do ľudskej reprodukcie. Záver knižky
poukazuje na zvyšujúce sa požiadavky na zodpovednosť
súčasného človeka zoči-voči narastajúcim možnostiam
technickej/technologickej manipulácie jeho biologickej
identity i budúcnosti. Táto zodpovednosť (autor opako-
vane cituje z klasickej práce H. Jonasa) vyžaduje i učí
novej pokore – „nie kvôli malosti, ako predtým, ale kvôli
prílišnej veľkosti našej moci, pri ktorej naša schopnosť
konať neúmerne presahuje našu schopnosť predvídať,
hodnotiť a posudzovať túto našu moc.“ 

Knihu možno vrelo odporúčať nielen študentom a
príslušníkom zdravotníckych a humanitných profesií (te-
mer ako „povinné čítanie“), ale aj všetkým serióznym záu-
jemcom o pálčivé bioetické problémy dneška a blízkeho,
či vzdialenejšieho zajtrajška. Tieto problémy totiž nemož-
no len tak ponechať na rozhodovanie a riešenie tzv.
„expertov“. Budú si stále viac – ak sa nemajú „vymknúť
kontrole“ a obrátiť sa s netušenou razanciou a dôsledka-
mi voči človeku a ľudskej civilizácii, ako ju dnes pozná-
me, žiadať aj občiansku angažovanosť patrične informo-
vaných, vzdelaných jednotlivcov a spoločenstiev. Tomu
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