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OD REDAKCIE / EDITORIAL

Vizené kolegyne, kolegovia, Jal'94
prazdninové Cislo Casopisu sa Vim prihovara dvoma inovaciami. Po¢nic ME&B
¢. 4/1994 sa budu v fiom viac menej pravidelne objavovat dve nové rubriky. Prvou
z nich je “Etika v oSetrovatelstve”, ktorou sa redakcia chce prihovorit predovsetkym
nasim zdravotnym sestrdm, ale aj ostatnym zdravotnikom, ktorym lezi na srdci zlep-
Senie, poludstenie starostlivosti o nasich pacientov. Ide ndm aj o spolo¢né znovu-obja-
vovanie potrebnej profesiondlnej identity, prehlbovanie etickej, huminnej kompe-
tencie a uvedomovanie si nezastupitelnej zodpovednosti, dostojnosti a hlbokych Iud-
skych skuto¢nosti, pritomnych v naplfiani nenahraditelného poslania zdravotnickych
pracovnikov. Otvorenim tejto rubriky redakcia chce tieZ poskytnut priestor pre Vase
ndzory a skasenosti, ako aj pre artikulovanie etickych otdzok a problémov v oSetrova-
telstve. Sme presvedceni, Ze okrem nevyhnutného zlepsovania ekonomickych a tech-
nickych podmienok nasej price, je oblast zdravotnickej etiky a jej rozvijanie jednou
z podmienok sine qua non pre dosiahnutie skuto¢ného pokroku a rozvoja slovenské-
ho zdravotnictva. Otvorenim druhej rubriky “Materidly z kurzov UMEB” chceme vyjst
v ustrety poziadavkam absolventov a zaujemcov o kurzy poriadané nasim ustavom, naj-
ma o kurzy s medzindrodnou tucastou. Preto budeme v casopise postupne uverejilovat
dostupné texty predndsok a inych prispevkov, ktoré odozneli v rimci spominanych
Skoliacich akcii. Tieto materidly budeme spravidla uverejiovat v origindli, t. j. v tom ja-
zyku, v ktorom boli prednesené. V tomto a budicom cisle ¢asopisu sa takto vraciame
k minuloro¢nému Medzinirodnému kurzu o medicinskej etike, ktory sa konal v Brati-
slave v juni 1993.
MUDr. Jozef Glasa

Dear coleagues, July '94

the holiday issue of ME&B journal brings to you some innovations. Since No. 4/1994 we start two new
more-less regular headings. First heading “Ethics in Nursing” is aimed to address in the first place the nurses,
but also other health professionals, who are commited to an improvement, and humanizing of the care provi-
ded for our patients. The objective is also re-discovering of the necessary professional identity, deepening of
our ethical, humane competence, and understanding of the unsubstitutable responsibility, dignity, and deep
human issues, that are present in fulfilling the irreplaceable mission of health professionals. By starting this ru-
bric the redaction aims also to offer a free space for sharing of your opinion and experience, as well as for arti-
culation of ethical questions and problems in nursing. We do believe, that besides the very necessary improve-
ment of the economical and technical conditions of our work, the field of health care ethics, and its develop-
ment seems to be a condition sine qua non for an achievment of a real progress and development of our health
care system. By opening the second heading “Materials from the Courses of IMEB” we fulfill requests and re-
commendations of participants and interessants in the courses organized by our institute, especially those with
an international participation. Therefore we shall publish available texts of lectures, or other contributions de-
livered within the IMEB courses or conferences. The materials will be published in the language of the original
text, just slightly edited. In this and the next issue of ME&B we shall publish some manuscripts of the lectures

delivered at the International Course on Medical Ethics, held in Bratislava in June 1993.
Joseph Glasa, M.D.




PLANOVANE PODUJATIA

ETIKA V OSETROVATELSTVE

FORTHCOMING EVENTS

L Skoliace akcie Katedry medicinskej etiky IVZ (sticasti
UMEB) v Bratislave v $kolskom roku 1994

e 747*) MEDZINARODNY KURZ MEDICINSKE] ETI-
KY/INTERNATIONAL COURSE IN MEDICAL ETHICS - “Etic-
ké aspekty zdravia v rodine a starostlivosti o rodinu”/”Ethics
of Family Health and Care”, 2. - 4. 9.1994, Bratislava

e 748 WORKSHOP - “ETICKE PROBLEMY TRANSPLAN-
TACII A ODBERU ORGANOV”, 14. 10. 1994, Bratislava

e 749 WORKSHOP - “ETICKE KOMISIE V ZDRAVOTNIC-
KYCH ZARIADENIACH”, 9. 12. 1994, Bratislava

e 750 ZAKLADNY KURZ V MEDICINSKEJ ETIKE, 19. -
21. 1. 1995, Bratislava

e 751 INTENZIVNY KURZ MEDICINSKEJ ETIKY PRE VE-
DUCICH ZDRAVOTNICKYCH PRACOVNIKOV, 6. - 8. 2.
1995, Bratislava

e 752 WORKSHOP - “ETICKE KOMISIE V BIOMEDICIN-
SKOM VYSKUME”, 7. 4. 1995, Bansk4 Bystrica

e 753 MEDZINARODNY KURZ V MEDICINSKEJ ETIKE,
LETO 1995/INTERNATIONAL COURSE IN MEDICAL
ETHICS, SUMMER 1995, jun 1995, Bratislava (termin bude
upresneny)

Prihlésit sa moZno obvyklym spésobom (cestou odde-
lenia persondlnej prace Vasho pracoviska), alebo priamo na
nasej adrese.

#)Cislo kurzu podla rocenky IVZ.

2. Zahrani¢né podujatia

e Whose Death Is It Anyway? September 7 - 10, 1994,
Bath (UK.)

e Annual Intensive Five-Days Course on Medical Ethics,
September 12 - 16, London (UK.)

e What Do We Owe The Elderly? Allocating Social and
Health Care Resources, September 15 - 16, 1994, Maastricht
(The Netherlands)

o Genetic Futures: Animals, Plants, Humans and the Envi-
ronment, September 19 - 22, 1994, Brisbane (Australia)

« Rationing in Health Care, September 23, 1994, London

o Ethical Review of Clinical Research, September 25 - 27,
1994, Cambridge (U.K.)

¢ Genetics in Europe Now, September 30, 1994, Berlin
(Germany)

¢ Nursing Ethics in the 90s, September 30 - October 1,
1994, Toronto (Canada)

e Values in the Bioethical Debate between Western and
Eastern European Countries, October 6 - 8, 1994, Pecs (Hun-
gary)

¢ Psychiatric, Psychosocial, and Ethical Issues in Organ
Transplantation, October 6 - 8, 1994, Richmond (USA)

o Annual Meeting of American Society of Law, Medicine,
and Ethics, October 7 - 8, 1994, Pittsburgh (USA)

o 13. International Conference on the Social Sciences and
Medicine, October 10 - 14, 1994, Balatonfured (Hungary)

¢ Second World Congress on Bioethics, October 24 - 26,
1994, Buenos Aires (Argentina)

¢ Changes and Choices for IRBs, October 30 - November
1, 1994, Boston (USA)

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

o The Exploitation of Mammals, November 25 - 26, 1994,
Potters Bar (UK.)

Blizsie informacie o uvedenych akcidch mozno ziskat na
adrese redakcie.

ETHICS IN NURSING

Redakcia ME&B sa rozhodla reagovat na mnohé poZiadavky
zo strany zdravotnych sestier a ostatnych zdravotnickych pra-
covnikov, ako aj na viaceré podnety vyucujiicich na strednych
zdravotnickych Skolich na Slovensku a otvorit pocniic stvrtym
Cislom casopisu zvlastnu rubriku na uverejiiovanie materidlov,
povodnych prispevkov a prekladov vybranych textov o etic-
kych problémoch v oSetrovatelstve. Uvedomujeme si zivaznost
otvdranej oblasti i nase skromné moZznosti a obmedzené sily -
preto redakcia privita s vdakou hodnotné prispevky, ako aj
Vase podnety, ndzory, rady a skusenosti.

Okrem toho chceme na tomto mieste uverejiiovat na pokra-
c¢ovanie preklad pozoruhodného diela Dr. F. J. Fitzpatricka
“Ethics in Nursing Practice”, na ktory sme ziskali stihlas vydava-
tela. Kniha bola napisand v spoluprici so Sirsou poradnou sku-
pinou zdravotnych sestier a profesoriek renomovanych zdra-
votnickych skol v Londyne. Texty konzultovali vyznamni odbor-
nici z oblasti mediciny, osetrovatelstva i spolocenskych vied.
Verime, Ze uverejiiované kapitoly poslizia na zamyslenie
a inSpirdciu nielen nasich zdravotnych sestier a ich vyucuju-
cich, ale tieZ ich spolupracovnikov z radov lekirov.

SESTRY, PROFESIA SESTRY A ETICKE PROBLEMY

F.]. Fitzpatrick

Ako sa ma zdravotna sestra vysporiadat s etickymi probléma-
mi, s ktorymi sa stretiva vo svojej praci? A ked sa rozhoduje,
ako v danej situdcii konat - ako ma analyzovat problémy, ktoré
pred fiou stoja, a ako identifikovat mordlne skutocnosti, o ktoré
ide? Otazky tohto typu budu v centre pozornosti tejto knihy.
Aby sme sa s nimi dostali ihned do priameho kontaktu, vSimni-
me si problém, s ktorym sa Casto stretdvaji sestry na nemocnic-
nych oddeleniach. Zdravotna sestra z jednej londynskej univer-
zitnej nemocnice ho vyjadrila takto:

“Je neraz tazké odpovedat na otizky pacientov, ktorym prave
diagnostikovali rakovinu. V. mnohych pripadoch sa im nepovie
nic o zavaznosti ich ochorenia alebo prognozy. Od sestier sa 0¢a-
kava, Ze tuto informdciu neprezradia, ak ju chce lekdr pred pacien-
tom zatajit. V naSej nemocnici v ... sme mali pacienta prijatého
na vysetrenie, ktoré ukdzalo, Ze ma karcinom rekta. Neinformovali
ho o jeho stave, ale jednoducho mu oznamili, Ze mu treba urobit
kolostomiu. Z tejto spravy bol zhrozeny. Mali sme zakazané pove-
dat mu, preco ma mat kolostomiu, lebo islo o dost nervozneho
cloveka a lekari predpokladali, Ze by tato sprava narusila jeho stav.
Pacient sa nas vsak neprestival vypytovat, ¢i md rakovinu. Naliehal
na nds, Ze naozaj chce vediet, ako to s nim je. Povedali sme to vSet-
ko lekarom, ale oni ho stale odmietali informovat.”

Podobne sa mozZe stat, Ze vrchna sestra na sedeni povie: “Dr.
X prikazuje, aby pdn A [pacient] nebol informovany o svojom
zdravotnom stave.” Od kazdej sestry starajicej sa o pana A sa
potom zrejme bude vyZadovat, aby mu nepovedala pravdu
o jeho stave, ale aby vhodne odbila vSetky neprijemné otdzky,
ktoré by mohol poloZit. Mohlo by sa dokonca predpokladat, Ze
sestra je moralne zaviazand klamat pana A, povedat mu napri-
klad, Ze trpi nejakou lieciteInou svalovou poruchou, kym v sku-
toCnosti md paralyzu motoneurénov. MoZe sestra suhlasit s po-
Ziadavkami tohto druhu? Alebo je povinni odpovedat paciento-
vi pravdivo a povedat mu, €o vie o jeho stave a perspektivach?

Niektori by povedali, Ze v podobnych situdcidch je spravne,
ak sestra potlaci svoje vlastné presvedcenie a urobi tak, ako pri-
kazal lekdr. Ak aj sestra rozmysla tymto spdosobom, mohla by
uvazovat asi takto: “Nemyslim si, Ze je dobré takto odbijat otdz-
ky pdna A. Keby bolo po mojom, povedala by som mu celd prav-
du. Nanestastie to vSak nezileZi odomiia. Nie je mojou vecou
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povedat mu, ¢o chce vediet - je to tlohou lekara. Keby som po-
vedala pinu A celd pravdu, uzurpovala by som si rolu lekara.
Musim sa uspokojit a robit to, ¢o je mojou legitimnou tlohou,
a nepokusat sa preberat zodpovednost, ktora patri inym.”

Sestra, ktord rozmysla takto, zaklada evidentne svoje mordl-
ne rozhodovanie na urcitej koncepcii svojej roly ako zdravotnej
sestry. Akd je tato koncepcia? Je to predstava o sestre ako pravej
ruke lekdra - jej prvorada lojalita nie je voci pacientovi, ale voci
lekdrovi, ktory predpisuje pre pacienta lieCbu: jej ulohou je za-
bezpecit, aby sa predpisana lie¢ba presne realizovala, a tieZ sta-
rat sa o pacienta vtedy, ked lekar nie je nablizku, aby sa mu mo-
hol venovat osobne.[1]

Spominand koncepcia oSetrovatelstva bola svojho casu vel-
mi roz8irend a uzndvand tak zdravotnymi sestrami ako aj spolo¢-
nostou vcelku. Proti nej stoji vSak pohlad na oSetrovatelstvo,
ktory nachddza vyjadrenie vo viacerych novsie formulovanych
profesiondlnych kédexoch.

Napriklad v kodexe vypracovanom v roku 1976 Royal Colle-
ge of Nursing sa uvadza: “Primarnou zodpovednostou zdravot-
nych sestier je chrinit a napomahat dobro (well-being) a dostoj-
nost kazdej individudlnej osoby, ktort maji vo svojej starostli-
vosti.” [2] Ak vychddzame z tohto tvrdenia, potom je otdzne, Ze
sa sestra nemodze rozhodnut o tom, ¢i povie pacientovi o jeho
stave jednoducho len na zdklade toho, Ze jeho lekdr to tak prika-
zal. Ukazuje sa, Ze tu mame dve protichodné koncepcie oSetro-
vatel'stva a dva opacné ndzory na to, ako sa md sestra zachovat.

Tieto Gvahy nds vedu k nasledovnému ziveru: problém nas-
toleny prikazom lekdra neinformovat pacienta o zdravotnom
stave a jeho perspektivach, podobne ako mnoho moralnych
problémov vznikajucich v oSetrovatel'skej praxi, mozno inteli-
gentne riesit iba vtedy, ak je dopredu jasné, v om spociva sku-
tocnd rola zdravotnej sestry.

Vo vseobecnosti su [udia ¢asto moralne viazani, na zaklade
toho, 7e splfiajii urcitd rolu v spolo¢nosti, aby konali odli$ne od
l'udi, ktori tito rolu nemaju. Napriklad rodi¢ ma také povinnos-
ti vo¢i svojim detom, napriklad starat sa o ich materidlne zabez-
pecenie a vzdelanie, ktoré nema puhy priatel rodiny. Podobne,
ako ked sa niekto stiva rodiCom a preberd na seba uplne novy
subor povinnosti, aj ten, ktory za¢ina pracovat v ur¢itom za-
mestnani je mordlne viazany (prinajmensom za normdlnych
okolnosti) vykondvat spolahlivo ¢innosti, ktoré dané miesto
obnidsa. V niektorych zamestnaniach si povinnosti zamestnan-
ca presne popisané, alebo dokonca uplne vymenované v pra-
covnej zmluve. Tu ani nie je moZnost hibSej analyzy ich podsta-
ty. AvSak v inych zamestnaniach, vratane oSetrovatelstva, sa po-
trebné praktické rozhodnutia moézu vel'mi odliSovat zo dfia na
den, takZe ani nie je moZné zostavit uplny zoznam prikazov a za-
kazov, podla ktorého by sa dalo riadit.

Je mnoZstvo situdcii, ked sestra citi moralny tlak, aby konala
urcitym sposobom. Tu by sa mohla pristavit a poloZit si otdzku:
“Je naozaj mojou ulohou urobit to ¢i ono? Mam vo svojom po-
staveni pravo vziat vec do vlastnych rik tymto sposobom? Mam
opravnenie toto urobit?” Takéto otazky su v podstate otdzkami
o povahe legitimnej roly zdravotnej sestry a o roznych katego-
ridch konania alebo ne-konania, na ktoré moze napliianie tejto
roly opraviiovat. Prinajmenej niektoré z moralnych problémov,
s ktorymi sa sestra stretava, bude vediet riesit vtedy, ak bude
mat jasna predstavu o tom, ¢o to skutocne znamena byt zdra-
votnou sestrou.

Rola zdravotnej sestry

Jedna z tradi¢nych odpovedi na otdzku o role zdravotnej se-
stry hovori, Ze sestra je zaangazovand v starostlivosti o 'udi, kto-
ri st chori alebo postihnuti alebo (ako v pripade niektorych tar-
chavych Zien) potrebuju zvldstnu a pravidelnu pozornost, ak sa
ma predist urcitym rizikim pre ich Zivot alebo zdravie. Podla
tejto linie uvaZovania je starostlivost o udrZanie zdravia ziklad-
nou l'udskou potrebou, ktort fudia za normalnych okolnosti
uspokojuju prostrednictvom prijmu potravy, cvicenim, udrZzia-
vanim naleZitej telesnej teploty, atd'.. Tento prirodzeny sposob
zachovania zdravia sa moZe narusit z dvoch stran. Po prvé: akti-

vity, ktoré normdlne udrZuju zdravie a fyzickd pohodu, uZ ne-
stacia na ich zabezpecenie. Ak sa to stane kvoli chorobe alebo
urazu, a ked pacient sim nie je schopny veci ovplyvnit, je pot-
rebnd pomerne intenzivna, dlhsie alebo kratSie trvajica starost-
livost. Po druhé: pacient, nasledkom ochorenia alebo urazu, nie
je schopny vykonavat ¢innosti (ako prijem potravy, pohyb, ...),
ktoré su nevyhnutné pre zdravie. Aj v tomto pripade sa niekto
iny musi o neho starat a zabezpecit vSetko potrebné pre navra-
tenie a zachovanie jeho zdravia. Cinnost zabezpecujiica pomoc
a starostlivost moze vyzadovat zna¢nu zruc¢nost a skisenost, ako
aj dokladné znalosti o funkciach Tudského tela, podstate a na-
sledkoch pacientovho zdravotného stavu, komplikdciach, ktoré
moZu nastat, a pod. Tito Gloha - starostlivost o pacienta s cie-
lom udrzania alebo prinavratenia jeho zdravia, je vlastna zdra-
votnej sestre. V pripade pacientov, u ktorych plné prinavra-
tenie zdravia nie je mozné, bude ulohou sestry pomdhat pacien-
tovi aby si zachoval (v priaznivom pripade aj znovuziskal) taka
mieru zdravia a telesnej pohody, ako je to len mozné s ohladom
na jeho ochorenie. Tito koncepcia je dobre sumarizovana v na-
sledujucom suhrne price zdravotnej sestry, citovaného z naj-
znamejSej ucebnice oSetrovatelstva od Virginie Henderson-ovej
“Zakladné principy oSetrovatel'skej starostlivosti” [3]:

“Jedinecnou funkciou sestry je pomahat jednotlivcovi, choré-
mu alebo zdravému, pri vykonavani tych ¢innosti potrebnych pre
zdravie alebo jeho prinavratenie (alebo pre pokojni smrt), ktoré
by vykonaval bez pomoci, keby mal potrebnu silu, volu alebo zna-
losti. Md sa to robit takym sposobom, aby pacient ¢o najskor zno-
vu ziskal svoju samostatnost. Tento aspekt svojej price, tito cast
svojej funkcie sestra iniciuje a kontroluje, v tejto je majstrom. Na-
viac pomdha pacientovi vyplnit terapeuticky plin predpisany le-
karom. Sticasne, ako clen zdravotnickeho timu, pomaha ostatnym
jeho c¢lenom, ako na druhej strane oni pomahaju jej, plinovat
a uskutocniovat celkovy program ¢i uZ na zlepsenie zdravia, uzdra-
venie z choroby, alebo podporu pacienta pri zomierani...

... primdrnou zodpovednostou zdravotnej sestry je pomahat pa-
cientovi v jeho dennom sposobe Zivota, alebo s tymi ¢innostami,
ktoré obycajne vykonava bez pomoci, ako su dychanie, prijem po-
travy, vyprazdnovanie, oddych, spanok a pohyb, ocistu tela a udr-
Zovanie ho v teple a ndleZite obleCené. Sestra tieZ poskytuje po-
moc pri zabezpecovani takych aktivit, ktoré robia Zivot nie¢im
viac neZ len vegetativnym procesom, menovite ide o socidlnu ko-
munikiciu, ucenie a zamestnanie, ktoré mozu byt rekreacné alebo
produktivne. Inymi slovami pomaha pacientovi udrZat alebo vy-
tvorit si zdravy rezim, ktory by uskutocrioval sim, keby bol dosta-
tocne silny, znaly veci a naplneny liskou k Zivotu.”

Ako sa v tomto pripade odliSuje rola sestry od roly lekdra?
Odpovedou je, Ze lekdr md Specidlne vedomosti a schopnosti,
ktoré ho uschopiiuju diagnostikovat ochorenie, urcit jeho prog-
noézu a predpisat liecbu pre akitne chorého pacienta, to zname-
nd - pre tie ochorenia, ktoré mozno liecit radikidlnym zisahom
do funkcii l'udského tela, napriklad chirurgickym zdkrokom ale-
bo liekmi. Lekdr je tieZ schopny predpisat paliativnu lie¢bu na
zmiernenie symptomov choroby u akttne, ako aj u chronicky
alebo termindlne chorych. Vzdelanie a prax zdravotnej sestre
neddvaju vedomosti a odbornost na to, aby vykondvala prvi
z tychto uloh. Z toho vyplyva, Ze pri liecbe akutnych ochoreni,
a v niektorych aspektoch starostlivosti o chronicky alebo termi-
nilne chorych, sestra pomdha realizovat liecebny program
predpisany oSetrujicim lekirom. Dokonca aj v tych pripadoch,
ked sestra starostlivo vykondva svoju ulohu pri terapeutickych
alebo chirurgickych vykonoch, je oSetrovatelska starostlivost,
ktora poskytuje, nie¢im, v Com je autoritou prave ona - a nie
oSetrujuci lekdr pacienta. Z tohto pohladu je teda zvycajne leka-
rovou prioritou vylieenie ochorenia, alebo prinajmenSom sna-
ha dosiahnut maximum z toho, ¢o sa v tomto smere da ocaka-
vat. Na druhej strane sestra sa zaoberd na prvom mieste starost-
livostou o pacientov. V niektorych pripadoch bude tito oSetro-
vatel'skd starostlivost vyuZzitd na pomoc lekdrovi pri jeho sna-
hich liecit pacienta, ale v inych pripadoch (zahffajicich cel-
kom ocividne pripady termindlneho ochorenia) takto vyuzitd
nebude.

Uvedenym chceme povedat, Ze rolu zdravotnej sestry moZe-
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me vidiet ako spojenie jej zdvislej a nezavislej funkcie. To zna-
mend, Ze praca sestry zahffia ¢innosti, ktoré vykondva ako neza-
visly vykonny pracovnik, a tieZ tie, ktorymi napomdha uskutoc-
fovat liecebné programy predpisané inym zdravotnickym pra-
covnikom, obycajne lekdrom. Vo svojej nezdvislej funkcii sa se-
stra snazi podporovat a uvolnovat pacientove vlastné telesné
a psychické zdroje, aby znovu ziskal zdravie v ¢o najplnSej mie-
re. Tento aspekt roly sestry je sndd najzrejmejsi v starostlivosti
o mentilne postihnuté osoby, a tieZ v prici socidlnej sestry a pri
vykondvani navstevnej sluzby. Pri tychto Cinnostiach sa sestra
snazi nie natolko robit konkrétne sluzby pre pacientov, ako
predovsetkym vychovavat a povzbudzovat ich k tomu, aby na-
pomdhali svoje vlastné zdravie, alebo zdravie tych (napriklad
deti a starych pribuznych), o ktorych sa staraji. Napomahanie,
rozvoj zdravia je preto v centre pozornosti sestry, ked pracuje
ako nezavisly zdravotnicky pracovnik. AvSak vo svojej zivislej
funkcii sestra prijima, docasne, rovnaky pristup k pacientovi,
ako je pristup jeho oSetrujiiceho lekara, a diva do pohybu lie-
¢ebny postup, ktorého cielom je priamo ovplyvnit ochorenie
pacienta.

Rola zdravotnej sestry je teda komplexna: zahffia tak jej neza-
vislu ako aj zavislu funkciu. V zavislosti od stavu pacienta, o kto-
rého sa stard, bude jedna z tychto funkcii sestry zvyraznend. Ak
je pacient akidtne chory, musi byt dané ochorenie alebo pora-
nenie ucinne ovplyvnené skor, neZ modzu vstupit do hry jeho
prirodzené sily obnovy. V tomto pripade sa teda viac uplatni za-
visla funkcia sestry. AvSak akondhle sa akutny stav podarilo
zvladnut, vznikd potreba, aby sa uplatnili pacientove prirodze-
né Uzdravné sily - a tu sa stiva kriticky doleZitou nezivisla funk-
cia sestry. To plati aj v pripade chronického alebo termindlneho
ochorenia, ked radikilny zdsah do telesnych procesov casto ne-
moze priniest pacientovi prospech.

Toto odliSenie roly lekdra a zdravotnej sestry nemdZeme uro-
bit prili§ naostro, pretoze lekar sa nazaujima vylucne iba o boj
s ochoreniami, infekciami a ndpravu telesnych poskodeni. Cha-
pe, Ze radikilny zasah do telesnych funkcii, napriklad medika-
mentozny alebo chirurugicky, by sim nestacil na prinavratenie
pacientovho zdravia. NajdolezitejSiu ulohu pri navodeni uzdra-
venia nehraji natolko lie¢ebné postupy, ktoré predpisuje lekir,
ale skor prirodzené telesné zdroje pacienta. Medikament6zna
alebo chirurgicka liecba ako taka nereStauruje sama zdravie pa-
cienta, ale skor odstranuje zavazné prekazky, ktoré zabrafiuju
uplatneniu prirodzenych uzdravnych sil organizmu. OdliSenie
medzi lekdrskou a oSetrovatelskou rolou sa skuto¢ne javi ako
rozdielnost v zdorazneni priorit. Lekdr sustreduje svoju pozor-
nost na efektivnost lieCebnych zdsahov do funkcii organizmu,
pric¢om si uvedomuje, Ze tieto zasahy nemozu dosiahnut nic, po-
kial vlastné uzdravné sily pacienta nebudi vykonné natolko,
aby boli schopné vyuZit efekt lie¢ebnych opatreni. Sestra napro-
ti tomu kladie prirodzené tizdravné sily pacienta do centra svo-
jej pozornosti. AvSak vediac, Ze tieto zdroje moZu byt odbloko-
vané v dosledku choroby alebo poranenia, vidi ako sucast svojej
roly spolupracu pri realizicii medikament6znej alebo chirurgic-
kej liecby.

Uvedena komplexnost roly zdravotnej sestry nim moZe
objasnit, preco viaceri autori neboli schopni najst Ziaden jedno-
tiaci princip oSetrovatelstva [4]. Zamerali svoju pozornost na
pojem oSetrovatelstva vymedzeny ako starostlivost o pacientov
- a potom poukazovali na to, Ze mnohé cinnosti sestry - naprik-
lad aplikicia chemoterapie, alebo resusciticia pacientov pri zas-
taveni srdca - si v skutoc¢nosti terapeutickymi zdsahmi do pa-
cientovho organizmu. Poukazovali aj na to, Ze sestry v sucasnos-
ti pravidelne vykonavaju lieCebné ¢innosti zahfiajice pouZitie
komplexnych monitorovacich zariadeni, ktoré boli predtym vy-
lu¢nou doménou lekdrov. Tieto postupy su znacne vzdialené od
pojmu oSetrovatelskej starostlivosti v tradi¢cnom slova zmysle.
Tieto tazkosti pominu, pokial si uvedomime, Ze rola sestry - ako
sme popisali - je komplexnd a obsahuje rovnako zavislu ako aj
nezavisli funkciu. To znamend, Ze Ziadna zo spominanych akti-
vit sama nevyplni tuto rolu dplne. MOZeme uzavriet, Ze oSetro-
vatel'skd starostlivost - v zmysle uvedenom vyssie - predstavuje
tazisko ¢innosti zdravotnej sestry, i ked jej prica obsahuje aj

dalSie povinnosti, viac alebo menej tizko viazané na tato hlavna
¢innost. Vzhladom k tomu, Ze sestra sa stard o zdravie pacienta
ako celistvej osoby, je pochopitelné, Ze jej praca sa CiastoCne
prekryva s pracou lekdra. Ako uvidza isty komentator [5]:
“Osetrovatelstvo je proces, prostrednictvom ktorého sa posky-
tuje starostlivost jednotlivcom, rodindm, alebo skupinam 0sob,
primdrne v okolnostiach a situdcidch, ktoré vznikajii v stvislosti so
zdravotnymi problémami. Lekdrska cCinnost, na druhej strane, je
primdrne orientovand na zistenie priciny a liecbu ochoreni. V tej-
to definicii je dolezité zdoraznit vyraz “primdrne”, pretoZe kon-
krétne podmienky, pocetnost a iné okolnosti mozZu zmenit mieru
prekryvania funkcii medzi oSetrovatelskymi a lekarskymi povola-
niami. Napriklad v odlahlych oblastiach sa sestry casto pribliZuji
viac k praxi mediciny neZ oSetrovatelstva. Podobne lekir moze
byt pritomny pri 16zku pacienta v pooperacnej izbe a starat sa
o drobné odchylky, ktoré sa objavia v pooperacnom priebehu, vy-
konavajiic cosi ovela bliZsie oSetrovatelstvu, neZ samotnej medici-
ne.”
(Pokracovnie v budiicom cisle!)

Poznimky

[1] “Prva aj najuzito¢nejsia kritika, ktori som kedy dostala od lekdra” -
napisala americkd zdravotna sestra Sarah Dock-ovd v roku 1917 -
“bola, ked mi povedal, Ze sa odomna ocakava iba to, aby som bola
jednoducho inteligentnym strojom na spifianie jeho prikazov.” (cito-
vané podla M. Benjamina, Hastings Center Report, Vol. 18, No. 2,
April/May 1988, p. 38).

[2] Royal College of Nursing of the United Kingdom, RCN Code of Pro-
fessional Conduct - A Discussion Document (London 1976), p. 1.

[3] Henderson, V.: Basic principles of nursing care. Geneva, 1977, p. 4 -
6. (Pozri aj vyjadrenie o oetrovatelstve uvedené v praci Baroness
MacFarlane of Llandaff, Casteldine, G.: A guide to the practice of
nursing using the nursing process. London, 1982, p. 4 -5.)

[4] MaclIntyre, A.: To whom is the nurse responsible? in: Murphy, C. P.,
Hunter, H.: Ethical problems in the nurse-patient relationship. Bos-
ton (USA), 1983, p. 79.

[5] Chater, S.: Operation update: The search for rhyme and reason. New
York (USA), 1976, pp. 5, 6.

Z anglického originalu - F. J. Fitzpatrick: Ethics in Nursing Practice. Basic Princi-
ples and their Application. The Linacre Centre, London, 1988, 290 pp., Chapter
one: Nurses, The Nursing Profession and Ethical Problems, p. 1 - 13, - preloZil a re-
dakcne upravil MUDr. J. Glasa.

OZNAMY REDAKCIE

NEWS FROM THE EDITOR

o Casopis ME&B si mozno objednat na adrese redakcie.
V pripade, Ze uhrada predplatného presahuje Vase sucasné
moZnosti a mate zaujem o odber Casopisu, uvedte tato sku-
tocnost na vyplnenej objednavke: budeme Vim cCasopis za-
sielat v tomto roku zdarma (sponzori)!

e Ponukame priestor na prvej strane obdlky na uverej-
nenie origindlnych grafickych pric s tematikou zdravia,
ochoreni, I'udského utrpenia, bolesti, zdravotnickej starostli-
vosti, a pod.. Ponuky prosime konzultovat na adrese re-
dakcie.

o Upozoriiujeme na moznost inzercie, resp. uverejnenia
reklamy. BlizSie informdcie na adrese redakcie.
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ETICKE KOMISIE

ETHICS COMMITTEES

NIEKTORE ASPEKTY PUBLIKACNEJ ETIKY
V BIOMEDICINSKOM VYSKUME

M. Simel
Ustav lekdrskej bioldgie, Jeseniova lekdrska fakulta UK, Martin

V nadviznosti na spravu o uzakoneni zriadovania etic-
kych komisii v ramci posobnosti Ministerstva zdravotnic-
tva SR [4] ako aj publikiciu prekladu dokumentu zname-
ho pod ndzvom “Helsinska deklaricia” (1964) [5], ktoré sa
zameriavaju prevazne na etiku vo vyskume s ucastou l'ud-
skych subjektov, povazujeme za vhodné referovat tiez o li-
teratire o aktualizovanych zasadich etiky v publikacnej
praxi ako vystupnej a neoddelitelnej stcasti vedecko-vy-
skumne;j aktivity.

V nasej nedavnej prici sme uz spracovali literarny pre-
hlad vo forme navrhu niektorych konkrétnych etickych
zasad pre pracu na Zivych zvieratach [2]. Sucastou citova-
ného navrhu je kapitola o etickych zdsadich pre pracu
s fetilnymi tkanivami ¢loveka, ktora podla nasich vedo-
mosti eSte nebola u nds spracovana.

Predpokladame, Ze aj terajsiu spravu budi moct vyuzit
etické komisie pri zaciatkoch svojej ¢innosti. Obidve tieto
price povazujeme za otvoreny dokument, ktory po disku-
sii sa bude urcite dalej priebezne doplilovat, ev. rozpraco-
vavat.

Tento prispevok sme spracovali prevazne na zdklade
inStrukcii platnych pre prispievatelov do casopisov vyda-
vanych americkou “The Endocrine Society”. Svojim cha-
rakterom vSak ide o vSeobecné dokumenty, ktoré obsahu-
ju bibliografiu najzavaznejsich prac tykajucich sa etickych
zdsad platnych pre publikiciu aj v inych vedeckych spo-
lo¢nostiach v USA, najmi chemickej, ako aj v oblasti vSe-
obecnej mediciny [3].

Dokument “Ethical Guidelines for Publication of Rese-
arch” [3] je netradi¢ny, nakolko obsahuje cely komplex
etickych pravidiel platnych nielen pre autorov, ale tiez
pre recenzentov a pre redaktorov ¢asopisov. Ma rozpraco-
vany aj zaujimavy systém moznych sankcii za zistené poru-
Senie etickych zasad.

1. Povinnosti autorov

K zdsadnym povinnostiam autora patri, aby o svojom
vyskume publikoval taka spravu, ktord bude zretelna,
cestnd, presna a uplna. Kazdy rukopis by mal byt popisom
ukonceného Stadia, alebo jeho ukoncenej Casti v pripade
rozsiahlejsieho Stadia, podla moznosti bez fragmenticie
na viac publikdcii. V pripade, Ze sa publikuji vysledky,
ktoré sa uz pouzili v inom casopise alebo boli prezentova-
né na kongresoch, sympoziich a pod., maja sa tieto sku-
tocnosti oznamit redakcii aj so zaslanim prislusnej kopie.

K dal$im povinnostiam autora patri:

1) popisat také detaily price, aby ju mohli opakovat aj ini,

2) zahrnut vSetky znime relevantné udaje, teda aj tie,
ktoré nie su v prospech hypotézy, ktora sa testuje,

3) citovat iba tie publikdcie, ktoré suvisia priamo s no-
vym prinosom ¢i uZ vysledkov price alebo ich interpreti-
ciou.

Ako spoluautorov mozno uviest len tych pracovnikov,
ktori vyznamne prispeli k prici po stranke intelektualnej,
alebo k jej spracovaniu. Teda autori by sa mali podielat na
koncepcii a planovani price, interpreticii vysledkov, ale-
bo na zostaveni publikicie. Pracovnikom, ktori sice pris-

peli k publikacii, ale v menS$ej miere, treba vyslovit podako-
vanie v dodatku.

Pri zasielani prace na uverejnenie je potrebné priloZit
formular s podpisom kazdého autora v zmysle autorského
prava, ktorym kazdy potvrdzuje suhlas s konecnou verziou
rukopisu a teda tieZ verejnu spoluzodpovednost za pricu.
V pripade, ak sa redakcii neoznimi skutoc¢nost, Ze niektoré
vysledky sa uz publikovali, bude to mat za nisledok sankcie
(napr. vo forme zverejnenia mien autorov v tom zmysle, Ze
porusili etické zasady platné pre publikovanie vysledkov vy-
skumu, a. i.).

Vyssie uvedené ustanovenia sa nepovazuju za kompletné,
su vsak dostatocne detailné na to, aby kazdy mohol jedno-
znacne pochopit podstatu etickych zdsad. Tieto zasady vy-
chadzaju zo vSeobecnych pravidiel slusného spravania vo
vztahu k vedeckému vyskumu a jeho publikacii. Podstatu tu
tvori Cestnost, slusnost a podriadenie osobnych zaujmov zi-
ujmom, ktoré su spolo¢né pre vedeckych pracovnikov.

2. Co sa autorom zakazuje

1) zaslat na publikovanie ako svoju pracu pracu inych, ¢i
uz ako celok alebo ako jej ¢ast - v tomto pripade ide o plagia-
rizmus, Cize kradez,

2) vymysliet si spravu o vyskume ¢i uz ako celok alebo jej
cast - ide o podvod alebo loz,

3) potlacenie alebo pozmenenie tdajov, ktoré nie su
v zhode s vlastnou hypotézou - ide o sebecky necestny po-
stup.

Autor by mal cestne citovat price inych, ktoré maju pria-
my vztah ku vzniku alebo k vysledku popisovaného vysku-
mu. Toto by sa malo uviest uz v uvode, ale najmi v diskusii
préce.

Je neetické zaslat sticasne pracu ako celok, alebo podstat-
ne zhodné vysledky vyskumu na uverejnenie do viac ako
jedného casopisu bez sthlasu obidvoch redakcii.

3. Povinnosti recenzentov

Kritické posudzovanie rukopisu patri k podstatnym $ta-
didm publikacie. Kazdy vedecky pracovnik ma povinnost zu-
castnit sa na cestnom posudzovani prac.

K prvej povinnosti recenzenta patri urobit kvalifikované,
kritick€é a nezaujaté hodnotenie vedeckej a literdrnej stranky
spravy o vyskume v tych oblastiach, v ktorych ma dostatoc-
né poznatky a skudsenosti. Recenzent ma vratit posudok
rychlo - v termine ur¢enom redaktorom. Ak to nemdze dodr-
Zat, rukopis by mal vratit ihned.

Recenzent by nemal posudzovat rukopis v pripade:

1) ak sa neciti kompetentny hodnotit prislusnua oblast vy-
skumu,

2) ak recenzent pocituje, Ze moze dojst ku konfliktu v zi-
ujmoch, alebo Ze jeho hodnotenie rukopisu by nebolo ne-
stranné pre blizky osobny alebo profesionilny vztah k auto-
rovi.

V uvedenych pripadoch rukopis by sa mal vratit ihned re-
daktorovi s vysvetlenim. Recenzent by mal oznamit redakto-
rovi skuto¢nost, ak uz tento rukopis posudzoval pre niekto-
ry iny Casopis. Recenzentova kritika rukopisu, najmi v pripa-
de, ze celkovy zaver vyznieva nepriaznivo, by mala byt pod-
loZena primeranymi citiciami. Recenzent by mal tieZ vyhod-
notit, ¢i sa spravne cituju prace inych autorov. Je nutné
oznamit redaktorovi akuakolvek podstatni podobnost hod-
noteného rukopisu s inymi uz publikovanymi pracami, ale-
bo s inym rukopisom, ktory sa sticasne zaslal na uverejnenie
do niektorého iného ¢asopisu.

Nie je dovolené ukazovat Ziadnu Cast posudzovaného ru-
kopisu komukolvek inému. V pripade, Ze recenzent ma spo-
lupracovnika alebo urcita ¢ast konzultuje s niektorym kole-
gom, musi sa oznamit tato skutocnost, ako aj meno konzul-
tanta redaktorovi.
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Zaver

Cielom tejto spravy je informovat nasu $irSiu vedecku
spolo¢nost, ako aj novo-konstituované etické komisie o exis-
tencii citovanych dokumentov, nakolko tieto uz celkom de-
tailne rozpracovali etické zdsady v oblasti publikicie vysled-
kov vedeckého vyskumu. Zaujimavé je obozndmit sa aj s do-
teraj$imi problémami, ktoré sa vyskytli pri aplikdcii tychto
zasad v praxi - napriklad v USA. Citovanu redak¢nu pracu
[1] moZno povazovat za podnetna diskusiu k tejto proble-
matike.

Literatiira

[1] Barker, K. L.: Implementing ethical guidlines for publication of
research in endocrine society journals. (Editorial) Endocrinolo-
gy, 134, 1994, s. 34.

[2] Dobias, J., Bukovskd, E., Simel, M.: Etické zasady pri praci na Zi-
vych zvieratich a pri prici s fetidlnymi tkanivami ¢loveka v bi-
omedicinskom vyskume. Bratisl.lek.Listy, 95, 1994 (v tlaci).

[3] Ethical Guidelines for Publications of Research. Endocrinology,
134, 1994, 5. 1-2.

[4] Glasa, J.: Ethical committees. ME&B, 1, 1994a, ¢.2, s. 5.

[5] Glasa, J.: Helsinska deklaracia svetovej asocidcie lekdrov: “Odpo-
rucania lekirom vykondvajicim biomedicinsky vyskum s tacas-
tou ludskych subjektov”. ME&B, 1, 1994Db, ¢.2, s. 6-7.
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Simel, M.: Some aspects of publication ethics in biomedical rese-
arch, ME&B, 1, 1994, No. 5, p. 5-6 . Author aims to inform general scien-
tific public, as well as newly constituted ethics committees in Slovakia
about the ethical guidelines on publication of results of biomedical re-
search published recently by the US Society of Endocrinology. He finds
the guidelines instructive, practical, and well elaborated.

Address for correspondence/Adresa:

Prof. MUDr. Milan Simel, DrSc.,

Ustav lekirskej biologie JLF UK,

Mald Hora 4, 037 54 Martin, Slovak Republic

DOKUMENTY A MATERIALY

Duties of Doctors to the Sick

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

A DOCTOR OWES to his patient complete loyalty and all
the resources of his science. Whenever an examination or
treatment is beyond his capacity he should summon anot-
her doctor who has the necessary ability.

A DOCTOR SHALL preserve absolute secrecy on all he
knows about his patients because of the confidence entrus-
ted in him.

A DOCTOR MUST give emergency care as a humanitarian
duty unless he is assured that others are willing and able to
give such care.

Duties of Doctors to Each Other

A DOCTOR OUGHT to behave to his colleagues as he wo-
uld have them behave to him.

A DOCTOR MUST NOT entice patients from his colleagues.

A DOCTOR MUST OBSERVE the principles of “The Declara-
tion of Geneva” approved by the World Medical Association.

DOCUMENTS AND MATERIALS

WORLD MEDICAL ASSOCIATION: INTERNATIONAL
CODE OF MEDICAL ETHICS*)

Duties of Doctors in General

A DOCTOR MUST always maintain highest standards of
professional conduct.

A DOCTOR MUST practise his profession uninfluenced
by motives of profit. THE FOLLOWING PRACTICES are dee-
med unethical:

(a) Any self advertisement except such as is expressly autho-
rised by the national code of medical ethics.

(b) Collaboration in any form of medical service in which
the doctor does not have professional independence.

(c) Receiving any money in connection with services rende-
red to a patient other than a proper professional fee,
even with the knowledge of the patient.

ANY ACT OR ADVICE which could weaken physical or
mental resistance of a human being may be used only in his
interest.

A DOCTOR IS ADVISED to use great caution in divulging
discoveries or new techniques of treatment.

A DOCTOR SHOULD certify or testify only to that which
he has personally verified.

SVETOVA ASOCIACIA LEKAROV: MEDZINARODNY
KODEX MEDICINSKE] ETIKY

Povinnosti lekdrov vo vSeobecnosti

LEKAR JE POVINNY vidy dodrziavat najvyssi standard
profesionalneho konania.

LEKAR JE POVINNY vykondvat svoje povolanie neov-
plyvneny motivmi zisku. NASLEDUJUCE POSTUPY sa po-
vazuju za neetické:

(2) Akakolvek vlastna reklama, okrem takej, ktora vyslov-
ne pripusta narodny kodex medicinskej etiky.

(b) Spoluprica v akomkol'vek type zdravotnickej starostli-
vosti, v ktorej lekar nema profesionalnu nezavislost.

(©) Prijimanie akychkolvek pefiazi v suvislosti so starostli-
vostou poskytnutou pacientovi okrem naleZitého le-
karskeho honoriru, a to aj s vedomim pacienta.

AKYKOLVEK ZASAH ALEBO ODPORUCANIE, ktoré
by mohli oslabit telesnu alebo duSevnu odolnost ¢loveka,
sa moZu pouzit vylu¢ne v jeho ziujme.

LEKAROVI SA ODPORUCA zachovat velki opatrnost
pri zverejilovani objavov alebo novych postupov liecby.

LEKAR MA potvrdzovat alebo dosvedcovat len to, ¢o
sim osobne overil.

Povinnosti lekdra voci chorému

LEKAR MUSI vZdy pamitat na povinnost chranif luds-
ky Zivot.

LEKAR JE POVINNY zachovat voci pacientovi uplna
lojalitu a poskytnut mu vSetky prostriedky svojej vedy.
Kedykolvek nejaké vySetrenie alebo liecba presahuje
jeho kapacitu, ma si prizvat iného lekdra, ktory ma po-
trebné schopnosti.

LEKAR MA zachovat absoltitnu ml¢anlivost o vietkom,
¢o vie o svojich pacientoch, pre doveru, ktord mu bola
zverena.

LEKAR MUSI poskytniit neodkladni starostlivost ako
svoju humanitirnu povinnost, pokial sa nepresveddi, ze
ini chcu a sa schopni takuto starostlivost poskytnut.

Povinnosti lekdrov voci sebe navzijom

LEKAR SA MA spréavat voci svojim kolegom tak, ako by
chcel, aby sa oni spravali vo¢i nemu.

LEKAR NESMIE odldkavat pacientov svojim kolegom.

LEKAR MUSI DODRZIAVAT principy “Zenevskej de-
klaracie”, schvilenej Svetovou asocidciou lekdrov.

*) English text taken from Mason, J. K., McCall Smith, R.A.: Law and Medical
Ethics, Butterworths, London - Dublin - Edinburgh, 1991, p. 441 - 442. Translati-
on/Prelozil MUDr. J. Glasa.
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DECLARATION OF THE PRAGUE CONFERENCE ON
ETHICAL AND LEGAL ASPECTS OF ORGAN TRAN-
SPLANTATION, Prague, May 5 - 7, 1994

Participants from 14 countries representing a wide varie-
ty of disciplines involved (medicine, law, philosophy, poli-
tics, health care management, patients associations) met in
Prague from 5-7 May 1994 under the auspices of the Interna-
tional Association of Law, Ethics and Science and the Czech
Central Ethics Committee to discuss ethical and legal aspec-
ts of organ transplantation. Recalling the Trieste Declaration
on the Harmonisation of Policies in the Field of Organ Tran-
splantation, and wishing to promote it in the context of
multilateral cooperation within Europe, they drew the follo-
wing points to the attention of public authorities and citi-
zens in their own countries, as well as to European instituti-
ons:

1. Organ transplantation is now established as a reliable
treatment and may therefore be used as a standard health
care procedure. Conscious that organ transplantation practi-
ce has not developed in an identical fashion in every coun-
try, the participants emphasized the importance of stren-
gthening multilateral cooperation in Europe. They called
upon the European institutions, with the support of nati-
onal governments, to set up an exchange programme in the
field of continuing medical education for the health profes-
sionals involved.

2. Organ transplantation requires a well-structured orga-
nisational approach, both from an administrative and from
a medical point of view, in order to promote an adequate
public health response to the increasing complexities of
organ transplantation practice. The participants noted with
approval the excellent contribution of the existing Europe-
an transplantation networks. They invited those countries
where this approach had not so far been developed to take
the necessary steps to promote this type of coordination.
They supported strongly the development of a computeri-
sed information system and waiting lists based on common
selection criteria for donors and recipients.

3. Organ transplantation is a matter of concern for every-
one. It represents an act of individual and social solidarity.
Organ transplantation and tissue grafting should be based
on clear ethical rules within an appropriate legal frame-
work. Most importantly these rules should concern: the
essentially clinical nature of organ transplantation; respect
for personal dignity; donor consent in whatever form is
appropriate; the free, voluntary nature of the donation; the
non-profit status of the establishments engaged in organ
transplantation; respect for confidentiality; the competence
of the health personnel involved and the safety of the proce-
dures used.

4. National boundaries should not represent an obstacle
to the free circulation of any organs for which medical cri-
teria may require wider access. For this reason the partici-
pants called for an European agreement to facilitate this cir-
culation. They were conscious that the variety of experience
within European countries, resulting from different legal,
cultural, social and economic situations, could give rise to
abuses, in particular by allowing the development of com-
mercial channels. In this context they supported the provisi-
on of the draft protocol of the proposed Council of Europe
Convention outlawing the transplantation of any organs
which have not been supplied by an accredited institution
in the country concerned. They therefore proposed the esta-
blishment of an independent, multidisciplinary committee
whose role would be to follow up this issue, and to make
proposals for any action required.

5. Organ transplantation is an evolving technology, and
for this reason, techniques such as xenografting may provi-
de solutions to the problems created by the shortage of
organs. The participants were conscious of the very high
costs engendered by techniques such as organ transplantati-

DEKLARACIA Z PRAZSKEJ KONFERENCIE O ETIC-
KYCH A PRAVNYCH ASPEKTOCH ORGANOVYCH
TRANSPLANTACII, Praha, 5. - 7. maja 1994

Ucastnici zo 14 krajin, reprezentujici Siroki skdlu zainte-
resovanych vedeckych disciplin (medicina, pravo, filozofia,
politologia, manazment zdravotnictva, asocidcie pacientov),
sa stretli v Prahe v ¢ase od 5. do 7. maja 1994 pod patrona-
tom Medzindrodnej asocidcie prava, etiky a vedy a Central-
nej etickej komisie Ceskej republiky, aby diskutovali o etic-
kych a pravnych aspektoch organovych transplantacii. Od-
voldvajuc sa na Terstskd Deklardciu o harmonizacii postu-
pov v oblasti organovych transplantacii a Zelajuc si podporit
jej uplatnenie v kontexte multilaterdlnej spoluprace v ramci
Eur6py, (Ucastnici konferencie) chceli dat do pozornosti ve-
rejnych autorit a ob¢anov vo svojich krajinach, ako aj do po-
zornosti europskych institicii, nasledovné skuto¢nosti:

1. Organové transplanticie sa v sucasnosti zavedené ako
spolahliva liecebnd metdda a preto sa moézu pouzivat ako
Standardny liecebny postup. Uvedomujuc si skuto¢nost, Ze
vykondvanie orgidnovych transplanticii sa nerozvinulo rov-
nakym sposobom vo vSetkych krajinach, ucastnici (konfe-
rencie) zdoraznili vyznam posilnenia multilateralnej spolu-
prace v Eurdpe. Vyzvali eurdpske institicie, aby s podporou
jednotlivych vlad zalozili vymenny program na poli kontinu-
idlneho medicinskeho vzdeliavania pre zdravotnickych pra-
covnikov (zacastiiujucich sa na transplanticiich).

2. Organové transplanticie vyZaduji dobre Strukturovany
organizac¢ny pristup tak z administrativneho ako aj medicin-
skeho hladiska, aby sa zabezpecila nilezitd odpoved verejné-
ho zdravotnictva na vzrastajicu komplexnost ich realizicie.
Ucastnici (konferencie) s ocenenim poukazali na vynikajtci
prispevok uz existujucich europskych transplanta¢nych sie-
ti. Vyzvali krajiny, v ktorych doteraz nebol tento pristup roz-
vinuty, aby podnikli potrebné kroky na zabezpecenie tohto
typu koordindcie. Vyrazne podporili vybudovanie kompute-
rizovaného informacného systému, ako aj vypracovanie zoz-
namov Cakatelov (na transplanticiu) zaloZenych na spoloc-
nych vyberovych kritéridch tak pre darcov ako aj pre prijem-
cov (organov).

3. Organové transplanticie su vecou tykajucou sa kazdé-
ho (¢loveka). Reprezentuju akt individualnej a socidlnej soli-
darity. Transplantacie organov a prenosy tkaniv musia byt
zaloZené na jasnych etickych pravidlich v ramci nileZitej
pravnej Struktary. Tieto pravidla by mali zahfnat predovset-
kym: podstatne klinickd povahu orginovych transplantacii,
reSpektovanie osobnej dostojnosti, suhlas darcu v akejkol-
vek vhodnej forme, slobodny a dobrovolny charakter dar-
covstva, neziskovy charakter zariadeni vykonavajacich orgi-
nové transplanticie, reSpektovanie dovernosti informacii,
kompetencia zicastneného zdravotnickeho personalu a po-
uzivané ochranné opatrenia.

4. Statne hranice by nemali predstavovat prekazku voci
volnému pohybu orgianov, ku ktorym by na ziklade medi-
cinskych kritérii bol potrebny $irsi pristup. Z tohto dovodu
ucastnici (konferencie) pozadovali vypracovanie eurdpskej
dohody na ulahcenie takéhoto pohybu. Vzali na vedomie
skutoc¢nost, Ze existujuca rozdielnost skusenosti medzi jed-
notlivymi eur6pskymi krajinami, prameniaca z ich odliSne;j
pravnej, kultirnej, socidlnej a ekonomickej situdcie by moh-
la viest ku pripadom zneuZitia, najmi dovolit vznik komerc-
nych kandlov. V tomto kontexte ucastnici podporili pozia-
davku predbeZného protokolu navrhovanej konvencie Rady
Eurdpy, ktora by postavila mimo zakon transplanticie vSet-
kych organov, ktoré by neboli dodané akreditovanou insti-
taciou v tej - ktorej krajine. Preto navrhli aj zaloZenie neza-
vislého, multidisciplinirneho vyboru, ktorého tlohou by
bolo sledovat tuto vec a navrhovat vSetky potrebné opa-
trenia.

5. Organové transplanticie su vyvijajucou sa technologi-
ou. Z tohto dovodu mozu techniky, ako napriklad xenotrans-
planticia, predstavovat rieSenie problémov tvorenych ne-
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on. They did not, however, believe that limitation of resour-
ces constituted a reason for hindering the transfer of such
technologies to other countries which might benefit from
them. In their view, cooperation designed to promote equ-
itable access to health care would represent the highest
expression of human solidarity. They believed that the pre-
sent crisis in relation to social protection could provide an
opportunity to sensitise all those individuals and groups
concerned to ethical issues in relation to limited health care
resources. They expressed the strong belief that access to
individual health systems should not be denied on grounds
of nationality only.

Slovak traslation/Prelozil MUDr. J. Glasa

dostatkom organov. Ucastnici si uvedomovali velmi vysoké
naklady, ktoré predstavuju techniky transplanticii organov.
Avsak neboli toho nazoru, Ze by obmedzenia z titulu nedos-
tatku zdrojov mali byt pri¢inou zabrinenia prenosu tychto
technologii do d'alSich krajin, ktoré€ by z nich mohli mat 0Zi-
tok. Podla ich ndzoru by spoluprica, zamerana na zabezpe-
¢enie spravodlivej dostupnosti zdravotnickej starostlivosti,
predstavovala najvyssie vyjadrenie Tudskej solidarity. Vyja-
drili presvedcenie, Ze sucasna kriza v oblasti socidlneho za-
bezpecenia by mohla byt prileZitostou senzibilizovat v3et-
kych jednotlivcov a skupiny, zaoberajice sa etickymi problé-
mami vo vztahu k obmedzenym prostriedkom na zdravot-
nicku starostlivost. (Ucastnici konferencie) tieZ vyjadrili
presvedcenie, Ze dostupnost (transplanticii) jednotlivym
zdravotnickym systémom nesmie byt obmedzovana na za-
klade narodnosti.

MATERIALY Z KURZOV UMEB

MATERIALS FROM COURSES OF IMEB

International Course on Medical Ethics, Bratislava, IMEB -
PMI, June 24 - 27,1994

DRUG ADDICTION: ETHICAL AND LEGISLATIVE ASPECTS

Umberto Filibeck, D.A.C.C.
United Nations Interregional Crime and Justice
Research Institute, Roma, Italy

I would first of all like to thank Dr. V. Kré¢méry for his kind
invitation to take part in this meeting and for the pleasent hos-
pitality offered to me by the Postgraduate Medical School in
Bratislava. My report consists of a synopsis of the international
trends developing in the treatment which the public services
should be offering to drug addicts out of related legislative and
ethical aspects. In connection with the various aspects I shall
refer mainly to the problems concerning heroin addicts.

Already in 1961 the Single Convention on narcotic drugs sta-
ted (art. 38) that the Parties (the signatory States) should give
special attention to the measures to be adopted to provide
addicts with treatment and to ensure their rehabilitation. In
other words, a double-sided form of intervention was envisa-
ged: on the one side, the medical treatment and care of addicts,
on the other their rehabilitation, since medical treatment alone
was recognized as insufficient. Furthermore, the Convention
expressed the hope that facilities would be set up for the treat-
ment of drug addicts by those Parties which were facing a seri-
ous problem of drug addiction and had the necessary economi-
cal resources.

In 1988, with the Convention against illict traffic in narcotic
drugs and psychotropic substances it was established that the
Parties should take appropriate measures to reduce illegal de-
mand for narcotic drugs in order to alleviate human suffering.
I would like to emphasize this aim, “in order to alleviate human
suffering”, because no physician can fail to recognize that one
is morally bound to treat drug addicts like any other sick per-
son in need of care; and hence that there is a need to intervene
with treatment which, if unable to cure him, should at least re-
duce the drug addict’s suffering.

In 1990 the United Nations adopted a further document on
the matter of drugs. This is not a convention, nor it is a strictly
technical document. It is Global Programme of Action adopted
by the United Nations General Assembly on 23 February 1990,
in the course of its 17th Special Session given over to the ques-
tion of international cooperation against the illict production,
supply, demand, trafficking and distribution of narcotic and
psychotropic substances.

Point 34 of this Programme encourages WHO to work with
Governments in order to facilitate access to drug treatment
programmes. This is a new cencept introduced into the frame-
work of documents adopted at the United Nations level. The
need to facilitate access to treatment programmes originates
from the assumption that no longer is it sufficient simply to
have avaible services and treatment for drug addiction, but it
becomes expedient to make sure that these services are used by
those who need them, without their having to face organizati-
onal, and evidently also legislative, problems.

Any legislation which punishes the use of narcotic drugs
certainly cannot facilitate access to treatment programmes. Any
legislation which, though it envisages penalties for those found
in possession of narcotic drugs for personal use, does not pu-
nish the actual consumption of such substances or even the re-
lated foregoing possession, is in already a piece of legislation
which facilitates access to treatment. If, moreover, as is the case
in Italy, anyone applying for treatment is guaranteed anonymi-
ty, then the addict encounters no legislative deterrents to ente-
ring treatment programmes.

Morever, it is true that the 1988 United Nations Convention
expressly states (art. 3, para.2) that each party: “shall adopt such
measures as may be necessary to establish as a criminal offence
under its domestic law, when committed intentionally, the po-
ssession, purchase or cultivation of narcotic drugs” for: “unaut-
horized” personal consumption, but it is equally true that the
same Convention does not expressly state that the use of narco-
tic drugs as such should be established as a criminal offence.

Within the European Community, in addition to Italy, other
countries have legislation which does not punish the use of
drugs, although several declare it to be illegal. These countries
are Germany, Denmark, Belgium, Portugal. Ireland and the Uni-
ted Kingdom only penalize the use of opium, not of other sub-
stances. Spain punishes neither use nor possession for personal
use. In Greece drug use in itself is not a criminal offence, but is
taken into consideration in drug addiction charges. Addicts, ho-
wever, are not liable to prosecution, but are placed in a specia-
list medical establishment under a compulsory therapy order.
This last approach. to my mind, could not really facilitate access
to treatment programmes.

Coming back to the United Nations General Assembly refe-
rred to earlier, I wish to recall paragraph 35 which encourages
WHO, together with Governments, to develop “policies for the
reduction of risk and harm of drug abuse as a means of preven-
ting the transmission by drug abusers of the human immunode-
ficiency virus (HIV).” This is the first not specifically technical
document approved by the United Nations representation of
a political nature, as is the General Assembly, which addresses
the problem of reducing not only the demand for drugs, but
also the health risks associated with drug use.

The General Assembly recognizes the numerous problems
associated with the treatment of drug abusers and partly for
that reason binds States (paragraph 19) to “apply, as appropria-

8

ME&B 1 (4) 1994



te, the recommendations of the Comprehensive Multidiscipli-
nary Outline of Future Activities in Drug Abuse Control
(CM.O.) adopted by the 1987 International Conference of the
United Nations. The “Multidisciplinary Outline” consists of 4
chapters and 35 targets to be achieved within ten to fifteen ye-
ars of its adoption. About half the set amount of time has now
elapsed, and I wish to recall two targets which are part of the
chapter on treatment.

The first is Target 29, which aims to implement a “policy of
treatment”. It highlights the difficulties of pursuing a treatment
policy according to coherent guiding principles; difficulties
often due to the fact that each category of experts tends to
adopt its own measures without taking any others into account.
This situation stems mainly from scientific and ideological bia-
ses, which result in treatment programmes being conditioned
by the different views on what is to be regarded as the cause of
drug addiction.

One tends to overlook the need to take a multidisciplinary
approach to drug addiction, such that it offers a range of treat-
ments suitable for the different needs of the different drug abu-
sers. This approach not only is scientifically valid, it is also ethi-
cally correct, since from a medical point of view a guarantee
must be given that the most suitable treatments are avaiable for
the different requirements which may arise.

Target 31 of the CM.O. aims to define this problem better.
This is a target which is concerned with the “selection of appro-
priate treatment programmes” and brings out two aspects: the
first, that the treatment programme needs to be personalized
and to correspond to the nature of the drug and to the persona-
lity of the drug abuser; the second, that a detoxification is only
one component of the treatment and it should be accompanied
and/or followed by the social rehabilitation or reintegration.

I would like to consider now a document, that has been not
approved by the United Nations, but by another political assem-
bly with a worldwide representation. This is the Political Decla-
ration of the World Ministerial Summit to Reduce the Demand
for Drugs, held in London in the April 1990. This Political De-
claration contains elements which give a clear indication of the
direction being taken by international trends in public treat-
ment and facilities. The first of these elements concerns the
“necessity of developing comprehensive treatment options
(...omissis...) which should range from outreach, detoxification,
treatment” (cf. paragraph 14) and social and rehabilitation ser-
vices, etc. Treatment services, therefore, not only should facili-
tate access for drug abusers, but should also in some way imple-
ment treatment strategies that are able to establish contact with
those groups of drug abusers generally not reached by normal
detoxification programmes. This new approach is futher elabo-
rated in paragraph 15 of the Political Declaration, with the
assertion that, because a drug free state cannot always be achie-
ved within a short period of time, “we also have to accept par-
tial objectives to avert major impairments of health for the drug
addicts.” T would stress that seldom we do come across the
expression “we have to” in a political declaration, and that this
document has brought us to the recognition that there is
a need to avoid attitudes based on such falsely moral assumpti-
ons as “either the treatment aims to put an end to any form of
drug addiction or it is not morally acceptable to implement for-
ms of treatment which maintain a state of drug-dependence.”
I am referring to the continuing debate on methadone treat-
ment for opiate abusers. These programmes are defined as
“drug-substitutive treatment”, because the methadone replaces
the heroin or the morphine or other pure opiate agonists, but
offers a series of significant advantages.

Because the methadone can be taken orally and consequen-
tly is absorbed slowly: 1) the risks of infection associated with
intravenous intake can be avoided; 2) a psycho-physical equili-
brium can be attained in the subject who does not experience
any “flash” phase, namely the reinforcement of a gratification
phase typical for intravenous heroin intake, nor does he go
through the abstinence syndrome any earlier than 24 hours
after his last intake.

In addition, methadone has an immunodepressive capacity
far inferior to that of heroin, does not cause the pharmacologi-
cal tolerance induced by heroin, and therefore generates no
need for increasing doses. This type of treatment thus enables,
on the one hand, behavioural stability to be achieved in the
drug abuser, and on the other, the risk of infection to be aver-
ted for the subject under treatment and for drug abusers who
might have shared syringes with him, had he not been rece-
iving methadone and injected heroin instead.

The Political Declaration of the London World Summit is the
first political document produced at world level which menti-
ons methadone treatment and considers the possibility of using
this substance both for maintenance programmes (cf.para-
graph 16).

But we can gauge just how far facilities for heroin addicts
have developed at international level from the document we
are analyzing, which also mentions the experiences of several
countries where schemes have been set up for the free distribu-
tion of needles and syringes, possibly in exchange for used
ones. It is correct to say that the document reports, that at the
time of writing, the efficacy of these programmes was disputed.
But at a time distance of two years, the not insignificant num-
ber of scientific research studies conducted on these program-
mes have disproved the theory that they could further the spre-
ad of abuse habits, while they have confirmed, that this kind of
action is effective in curtailing the shared use of syringes and
consequently the spread of the HIV virus.

All this indicates that, in terms of Public Health, the first
objective is to offset fatal pathologies or risks and that this
objective, which in the specific case is based on pragmatic
intervention, cannot be sacrificed for theoretical aims that are
easily acceptable from a moral standpoint but objectively diffi-
cult to achieve, such as immediate abstention from drug use on
the part of subjects who are already dependent.

In the European context, and more specifically that of the
Council of Europe’s Pompidou Group, this approach had been
officially anticipated in the Political Declaration of the minis-
ters assembled in London in May 1989 who held that such me-
asures as these do not run counter to the commitment to pre-
vention recently made by all member States.

I ought to point out here, that on that occasion Italy’s Minis-
ter of Health felt that these measures might be incompatible
with the proposal that had recently been advanced by the Ita-
lian Government concerning more stringent legislation on
a drug use and at that time was being examined by the Italian
parliament. The law then approved by the Italian Parliament
expressly provided both for the implementation of methadone
treatment programmes and for the promotion of initiatives de-
signed to eradicate the sharing of syringes.

For this reason Italy subsequently had no difficulty, in May
1991, in adhering to the Final Declaration of the Pan-European
Ministerial Conference on Drugs, held in Oslo, which stated
(cf.point XIX) that the programmes offered by the services may
include an approach aimed at “reducing the harm associated
with drug abuse”.

Again in a European context, geographically less extended
than the preceeding one, that of the 12 European Community
countries, in 1990 the Rome Summit of the States and Gover-
nments approved the European Plan to Combat Drugs. The pa-
ragraph on treatment places the accent on the need for services
for drug addicts to directly or indirectly provide access to the
main treatment programmes, listing first those of a medico-
pharmacological nature, almost as though to emphasize that
this type of approach should be a priority at least in terms of
time, followed by the psychological and social rehabilitation
programmes. Emphasis is also given to the need to deal with
drug-related pathologies not only in persons under treatment
with the public services, but also in those under treatment at
residential centres or at other private social rehabilitation cen-
tres. With regard to private social rehabilitation centres, futher
attention needs to be given to the legislative and ethical aspects
of drug abuse treatment.
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In many European States, and particularly in those where
the heroin addiction has expanded, the residential centres and
other social rehabilitation centres referred to are in operation.
These are centres which adopt a psycho-social approach to the
rehabilitation of heroin addicts who generally have already
been physically detoxified through previous programmes at he-
alth care centres. The rehabilitation phase, as we said at the out-
set, is fundamental in the recovery of drug abusers and many
states subsidise these private centres. Often it has been sugges-
ted that subsidies should be conditional upon the certainty that
the treatment offered at these residential centres is effective,
and that given models of intervention are adhered to. This has
not been possible, and it is now recognized that results inevita-
bly are uncertain and that a variety of methods have the advan-
tage of being able to respond to the different needs of the diffe-
rent drug addicts.

Nonetheless, there remains a need to try to regulate private
drug treatment in some way and to establish unifying standar-
ds. Over and above the differences in the methods, organizati-
on and internal rules of each centre, a number of these unify-
ing features can be identified, which - although they are not
for this reason more easily controlled, result in residential
centres being a definite entity, perceived for instance by the
general public according to widely recognized “representati-
ons”.

In relation to the task they carry out, for example, they are
normally defined as places in which: “people are put back to-

» o«

gether again”, “people’s dignity as free individuals is restored”,
“new lifestyles are taught”, “values are trasmitted”. These are,
therefore, highly idealized and sometimes “ideologized” tasks
and objectives, and because of them these residential centres
can be looked upon as a social phenomenon rather than as
a service, and can be linked to a number of social phenomena
from remote eras, such as the monastic communities existing at
the threshold of the year 1000 or the humanistic coteries of the
Renaissance in which the same key elements are present: the
“group”, and the “transformation”.

The transformative model of the residential centre in fact re-
volves around an “ideal” sustained by a “charismatic person”.
This person presents himself as an idealized model, as the cen-
tre of the affective life of the Group/Community and as a tran-
sforming force for the most part acting via mass identification
mechanism set in motion by the group. It is all too clear that
these characteristics not only may have positive results, but
may also generate a risk of human rights being seriously infrin-
ged.

For this reason, in Italy for instance, it has been felt that it
was necessary to offer a number of at least basic guarantees to
the person who is in a state of dependence and intends to enter
a residential centre. Obviously it was impossible to guarantee
the succes of treatment, just as it was impossible to guarantee
equal residential treatment opportunities nationwide, and to
expect that objectives could be standardized.

Nevertheless, it was necessary to protect all users, for exam-
ple, from financial speculation; many centres also have quite
strict rules which limit the resident’s freedom of movement
and keep a check on their contacts with the outside world. On
past occasions, in Italy and elsewhere these rules have severely
undermined the most fundamental human rights. All this sho-
uld in some way be regulated. There was also a pressing need
to coordinate the work of the residental centres with that of
the public services.

In fact, the two options should not be viewed as antithetical
but rather as complementary, as parts of a network of services,
of a multimodal system of intervention. The recent Italian law
on drugs recognizes these needs and has rendered mandatory
the regulation which had gradually been taking shape.

Under this law the non-profit agencies engaged in activities
to prevent psycho-social distress, and in the assistance, rehabili-
tation and reintegration of drug abusers, are able to collaborate
with the public services. A necessary condition for these agen-
cies to be able to operate is their registration on a special Regi-

onal List, and such registration is subordinate to the possession
of certain minimum requisites.

For example, the following are considered as indispensable:

Structural requisites: operational premises must meet legal
requirements and comply with current national and regional
regulations on building safety, health and hygiene.

A guarantee must bee also be given of Functional requisites,
on the basis of which the treatment programme and the inter-
nal regulations for each centre must be clearly set out in terms
of the educational, care, and rehabilitation aims of the centre,
and in any event designed to help the persons at the centre to
achieve a state of full maturity and autonomy. The programme
must respect basic human rights and exclude from its different
phases any form of physical, mental and moral coercion by gu-
aranteeing the voluntary nature of access to and stay at the cen-
tre with the exclusion of any compulsory action contrary to hu-
man rights.

Users are also guaranteed the right to be informed, at the
time of admission, of the objectives of the rehabilitation pro-
gramme, the methods used, the in-house rules which must be
observed and to which he must give his assessment.

A guarantee must also be given of Professional requisites, re-
gistration on the list assumes that the residental centre guaran-
tees an optimum number of staff members for the intake of re-
sidents and that staff possess appropriate educational qualifica-
tion and specific experience in the sector.

The centre must also guarantee the health care necessary to
safeguard the general state of health of the drug abuser, with
particular attention being given to drug-related pathologies,
including HIV infections.

In Italy, therefore, the law envisages that only the agencies
holding these and other requisites, which in fact are minimal
requisites and do not enter into the merits of the philosophies
of intervention, may operate after being registered in the Regi-
onal List.

Moreover, only the agencies on the Regional List may stipu-
late agreements with the National Health Service to receive
contributions from the State, namely the financial resources ne-
eded to maintain the residents.

Also at the European Community level an urgent need is
emerging to regulate this matter and to define the boundaries
within which controls may be set up. Over the past few months
the work carried out within the European Community has ta-
ken into consideration the need to reach agreement on the
common minimum requisites. The recent European Communi-
ty document expresses the hope that harmonized regulations
will be attained and that efforts will be made to gather together
the “criteria and minimum requisites, defined also in ethical ter-
ms”, and makes express reference to the need for any type of
treatment or admission to the centre to take place on a voluna-
try basis and with the informed consent of the person concer-
ned.

A similar attitude is expressed in the Declaration of Lisabon
adopted in April 1992, on the “general conditions for the treat-
ment of drug addicts” which stresses, inter alia, the need for
Governments to assume responsibility for guaranteeing drug
addicts’ access to an appropriate treatment, to prohibit humilia-
ting treatments, and to respect individual rights and freedoms
without any political and ideological expectations.

(Literature by the author. Some of the original materials
were donated to the library of the Institute of Medical Ethics
and Bioethics, Bratislava.)

Address for correspondence:

Umberto Filibeck, D.A.C.C. + UN.LC.R.I. (Drug Abuse Comprehensive
Centre + United Nations Interregional Crime and Justice Research Insti-
tute), Via Giulia 52, 00186 Rome, Italy
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Z KONGRESOV A KONFERENCII

CONGRESSES & CONFERENCES

Consultative Meeting of Countries with Economies in Tran-
sition on the International Conference on Population and De-
velopment (Cairo, Sept. 1994), Budapest, Hungary, 19 - 20 July,
1994/Konzulta¢né stretnutie krajin s prebiehajicou transfor-
miciou ekonomiky o Medzinirodnej konferencii o populicii
arozvoji (Kdhira, sept. 1994), Budapest, 19. - 20. jila 1994.

Konzulta¢nd konferencia eurdpskych krajin (vratane via-
cerych azijskych krajin byvalého Sovietskeho zvizu), v ktorych
prebieha transformdcia ekonomiky, sa uskutocnila v hoteli
“Penta” v Budapesti pod zastitou Sekretaridtu Medzinirodne;j
konferencie o populdcii a rozvoji (ICPD) a s vyraznym sponzor-
stvom i aktivnou tucastou medzinirodnych organizicii presa-
dzujucich zdujmy svetovej populacnej kontroly - Populacného
ustavu a Svetového populacného centra (The Population Insti-
tute, The World Population Center (PI- WPC)) vo Washingtone
a Medzindrodnej federicie pre plinované rodicovstvo (Interna-
tional Planned Parenthood Federation (IPPF)) so sidlom v Lon-
dyne. Cielom konferencie bolo pokusit sa o formulovanie spo-
lo¢nych stanovisk, zaujmov a cielov, ako aj o koordindciu postu-
pu na pripravovanej Medzinirodnej konferencii o populdcii
a rozvoji (International Conference on Population and Deve-
lopment (ICPD)), ktora sa uskuto¢ni v Kdhire zaciatkom sep-
tembra 1994.

Doélezitym predmetom rokovania bol pripravovany Akény
program OSN o populdcii a rozvoji, ktorého prijatie sa na kdhir-
skej konferencii ocakdva. Ucastnici stretnutia poukdzali na
spornost niektorych formulicii, ako aj na skuto¢nost, Ze Akény
program nevenuje pozornost prave tym populacnym otizkam,
ktoré su pre zicastnené krajiny - vzhladom k ich vlastnym de-
mografickym problémom (prevazne zdporny prirastok (aby-
tok) obyvatelstva, zvySend chorobnost a umrtnost, skritenie
priemerného veku u muZov (vyraznejsie) i u zien, relativne vy-
sokd dojcenskd a materskd umrtnost, atd'.) najdoleZitejSie. V tej-
to suvislosti zvlastnym sposobom vyzneli tvrdenia niektorych
zastupcov mimovladnych organizicii (Non-Governmental Orga-
nisations (NGO’s) - zvic¢sa napojenych na PI-WPC a na IPPF)
z tychto krajin, ktori vystupovali za opatrenia veduice v podstate
ku kontrole porodnosti. Pritomni zdstupcovia zticastnenych
krajin poukazali v debate aj na potrebu venovat zvySenu pozor-
nost otazkam Zivotného prostredia a migracie obyvatel'stva (naj-
ma v suvislosti s ekonomickymi a politickymi vplyvmi, ako aj su-
casnymi vojnovymi katastrofami na eur6pskom kontinente -
problém utecencov).

Na budapestianskej konferencii islo tiez o uplatnenie istych
nirokov zucastnenych krajin - nastolovanych najmi zdstupcami
NGO'’s - na medzinirodné financovanie narodnych tzv. populac-

nych programov. Na tieto medzindrodné zdroje si totiZ robia
prednostné naroky rozvojové krajiny, zdruzZené vo vplyvnej tzv.
Skupine 77 (Group 77). [Poznamendvam, Ze ide o programy
podstatne zamerané na kontrolu (zniZenie) populicie tej-ktorej
krajiny, ako st napriklad masové zaviadzanie hormonilnej a inej
antikoncepcie, masové sterilizacné programy, Siroka dostup-
nost umel€ho potratu, a pod.. Na prijatie tychto “populac¢nych”
programov je Casto viazané poskytnutie dalSej rozvojovej po-
moci, pripadne sa financovanie tychto programov priamo pova-
Zuje za rozvojovu pomoc. Toto hladisko, spolu s niektorymi za-
vaznymi zmenami chdpania pojmu zdravia (tzv. sexudlne ¢i re-
produkcéné zdravie), zdravotnickej starostlivosti (md zahrnut aj
tzv. reprodukc¢né sluzby), rodiny - aZ po uroven definovania no-
vych Tudskych prav (privo na tzv. reprodukéné zdravie), sa ma
presadit prave na pripravovanej kahirskej konferencii, co vyvo-
lava zavazné obavy z etického hladiska.] Na konferencii ICPD
v Kihire sa k tomuto bodu odportcalo zdoraznit, Ze “krajiny
s prebiehajucou transformaciou ekonomiky” nechcu sutazit
o tie ist€ financ¢né zdroje s krajinami G 77, ale - vzhladom na
isté Specifikd, najmi predpokladanu kritkodobost financovania
a jeho relativne mensi objem v porovnani s krajinami G 77, po-
kusit sa oslovit medzindrodnu verejnost a krajiny Zapadu ohla-
dom pridelenia dal$ich finanénych prostriedkov na uvedené
populacné - rozvojové programy z mimoriadnych zdrojov.

Na konferencii, ktord mala konzultac¢ny charakter, sa nedos-
pelo k prijatiu jednozna¢ného spolo¢ného stanoviska. AvSak
vzhladom k znacnej aktivite i urcitej organizacnej podpore po-
cCas priebehu konferencie sa v zipise z konania konferencie od-
razili - do istej miery disproporcne, prave nazory zistupcov
NGO’s (ucast tychto zastupcov bola v plnom rozsahu sponzoro-
vana PI - WPC resp. IPPF). Delegiti sa dohodli, Ze pocas rokova-
ni ICPD v Kahire budu delegicie krajin zastipenych na buda-
pestianskom stretnuti tzko spolupracovat a podla moZnosti ko-
ordinovat svoj postup, pripadne vystupovat spolo¢ne. Pritomni
zvolili estonskeho delegata za koordindtora tychto snih pocas
ICPD.

Urcitym vyvrcholenim konferencie bola nivSteva a prejav
pani Dr. Nafis Sadik, generdlnej sekretirky ICPD a vykonnej ria-
ditelky UNFPA. Vyjadrila uspokojenie nad priebehom budapes-
tianskej konferencie, ako aj presvedcenie, Ze sa sporné otizky
ohladom zdvere¢ného dokumentu kahirskej konferencie
(Ak¢ného programu) vyriesia. V debate nevylicila moznost “rie-
Senia” spornych otdzok (prevazne z oblasti etickej) hlasovanim,
pripadne pouzitie niektorych “novych postupov”, “na ktorych
v sicasnosti velmi intenzivne pracuju najlepSie mozgy”. Vsetci
Gcastnici stretnutia i pritomni veduaci pracovnici Sekretariitu
ICPD sa zhodli v ndzore, Ze pripravovanad kahirskd konferencia
(ICPD), spolu s plinovanymi ndslednymi aktivitami OSN - je jed-
nou z najvyznamnejsich medzinarodnych udalosti od medzina-
rodnej konferencie o Zivotnom prostredi v Rio de Janeiro. Oca-
kava sa od nej vyznamné azZ zdsadné ovplyvnenie vyvoja v oblas-
ti svetovej populdcie, ba celkového smerovania vyvinu ludskej
civilizacie na nasej planéte. MUDr. Jozef Glasa
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