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OD REDAKCIE / EDITORIAL

ViZeni priatelia,® Bratislava, Leto 1996

ked dnes, na semindroch nasho astavu pre Studentov Lekarskej fakulty UK v Brati-
slave, predstupujem pred nové a nové skupiny mladych adeptov a adeptiek lekarskeho
povolania, ¢itam im neraz na tvarach rozpacitd otdzku - “A naco vobec este dnes mame
hovorit o etike? Nemali by sme sa radsej venovat ‘odbornym’ predmetom?” (“Co nevidi-
te, ako to vsetko okolo nas, ba i v samej medicine beZi? Aky vyznam tu ma eSte akési ‘fi-
lozofovanie’? My chceme mat v Zivote predovsetkym uspech!”) Ozaj, ma to vObec este
nejaky zmysel? Nie je to len obycajna strata casu, energie a prostriedkov? Nasich, fakulty
- i tych Studentov a Studentiek? Ponukaju sa rozne odpovede i rozne dovody. Priestor
tohto tvodnika nedovoluje ani ich stroh€ vymenovanie...

Predsa vSak - jednym z najpraktickejSich ‘dovodov’ sa mi zda tento: medicinska etika
je i o tom, akym lekdrom v skuto¢nosti chcem byt. Nemyslim teraz, pravdaze, len na ry-
dzo odbornu, ¢i skor ‘technickd’ alebo ‘technologickd’ stranku veci. Mam na mysli skor
porozumenie tomu, ¢o znamend prijat a vykonavat lekdrstvo ako svoje Zivotné povo-
lanie. Co to znamend, ak chcete, byt prijaty do ‘lekdrskeho stavu’ [1]. Nie je to, ako viet-
ci vieme, len obliekanie ‘bieleho plasta’, nosenie fonendoskopu, neurologického kladiv-
ka, ORL-zrkadielka, alebo inych vonkaj$ich ‘znakov profesie’; tym menej je to arogantné
uplatiovanie moci nad Zivotmi a zdravim pacientov, ¢i formalnej autority voci spolu-
pracovnikom a spolupracovnic¢kam stojacim na niz$ich stupienkoch hierarchie zdravot-
nickej starostlivosti. Ide tu - ako nds uz po stirocia upozoriiuje medicinska etika - pre-
dovsetkym o celozivotnd, namdhavu sluzbu ¢loveku. Neraz v situdciich, kedy sa bojuje
o to najvzacnejsie - o zdravie, alebo o Zivot. Lekarske povolanie znamend tieZ mimoriad-
nu, v podstate kontinudlnu osobnui zodpovednost. Vieme, Ze lekir len tazko odklada
svoje ‘lekdrstvo’ s bielym plidstom, ktory zanechdva v ordinacii alebo na oddeleni...

Myslim, Ze ozajstné naplnenie lekirskeho poslania nie je mozné bez skutocnej a hl-
bokej ucty, ba lisky ku kazdému cloveku, najmi k tomu, ktory potrebuje nasu konkrét-
nu pomoc a starostlivost. Nejde to bez uprimného reSpektovania jeho osobnej dostoj-
nosti a integrity - fyzickej, psychickej i duchovnej. Bez prijatia kazdého pacienta ako
Iudskej osoby, v ndrokoch i pravach rovnej nim samym, nasim pribuznym, ¢i znimym.
Nas pacient je ‘nas blizny’ [2]. Prave ten dordnany, Spinavy, bezvladny, uboleny a opus-
teny ¢lovek na roznych cestich svojho Zivota prepadnuty chorobou, nestastim, ¢i inymi
‘zbojnikmi’. Velkost, hibka i utrpenie lekirskeho povolania moZno spociva prave v tom,
aby sme sa cely Zivot o tento postoj znova a znova pokusali: skrasfiovat a humanizovat
ta konkrétnu tvar dneSnej mediciny, ktord je privratend k naSim pacientom. Alternati-
vou, ako sa zd4, je medicina strojov, technologii a bezcitnych ‘nadludf’, ¢i cynickych ro-
botov. Myslim, Ze takéto prijatie lekirskeho povolania, ¢i stavu je i jadrom pravej lekar-
skej kolegiality, lekarskeho povedomia a zdravého sebavedomia.

Nasi Studenti, aspoil vo svojom individuilnom pripade, si dnes eSte viac-menej
mozu vybrat. Najmi v tom, aki medicinu chcu vlastne vo svojom lekdrskom Zivote ro-
bit: akymi lekarmi, lekarkami sa chcu stat. Ktoré vzory, ktoré modely lekarskeho povo-
lania chcu osobne, vo svojej praxi uplatiovat. A preto je mozno dobre, Ze medici maji
aspon tych par semindrov medicinskej etiky. Nasou ulohou, ako ucitelov, musi byt, aby
sa tito vzacna prilezitost nepremdrnila. Ved po promdcii, v tvrdej dennej praxi, ‘situ-
4cif’ a ‘podmienkach’, bude na uvaZovanie a orienticiu ¢oraz menej ¢asu. Ci nie?

Jozef Glasa

[1] Zenevska deklardcia Svetovej asocidcie lekdrov. [2] Podobenstvo o Milosrdnom Samaritinovi, Evanjelium podla
Lukasa, hl. 10, 29 - 37. *English translation - see p. 15.
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Abstract

The term euthanasia is used in the paper in agre-
ement with the Dutch model, and its main principles (i. e.
euthanasia is an act, euthanasia is defined as voluntary,
euthanasia is defined as intentionally taking the life) are
discussed. It is demonstrated, that the slippery slope in
the Netherlands is a reality, and it is pointed out that it
will be extremely urgent to prepare restraints and prohi-
bitions against such activities in other countries: they
should be the safety rails surrounding the abyss.

Key words: active euthanasia, slippery slope, medical
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“In the Netherlands the Public Prosecutions Depar-
tment must be notified of every unnatural death, regar-
dless of whether it was the result of a murder, a traffic
accident or the termination of life by a doctor. There is
a separate statutory notification procedure, which ente-
red into force on June 1994, for the termination of life by
a doctor. The notification procedure is based on a list of
criteria which serve as guidelines for assessing the tho-
uroughness and caution exercised by a doctor who has
terminated the life of a patient whose suffering was
unbearable and for whom there was no prospect of
improvement. Using these criteria, the doctor drafts a re-
port which must be verified by the municipal patholo-
gist. The public prosecutor also assesses whether the
doctor can invoke force majeure [1].”

Brief, compendious and concise abstract of the fact,
that active euthanasia is somehow protected by law. The
criteria for lawful euthanasia are [2]:

L. The request must come only from the patient and
must be entirely free and voluntary.

2. The patient’ s request must be well considered, du-
rable and persistent.

3. The patient must be experiencing intolerable (not
necessarily physical) suffering, with no prospect of
improvement.

4. Euthanasia must be a last resort. Other alternatives
to alleviate the patient’ s situation must have been consi-
dered and found wanting.

5. Euthanasia must be performed by a physician.

6. The physician must consult with an independent
physician colleague who has experience in this field . We
can continue by enumerating other activities in this field
- which demonstrate that attention given to this area is
steadily mounting. Many authors hold up the Dutch mo-
del for physician asisted death as an example of a pro-
gressive system which might be implemented elsewhere.
The fact, that a bill to legalise voluntary euthanasia in
Australia’s Northern Territory was passed by a majority
on May 1995, may serve as an example [3].

I will confine myself to the point of view of medical
ethics (or bioethics, if you want). First of all - with res-
pect to the widespread confusion about the term eutha-
nasia - it is necessary to define it. In my paper I will use

this term in agreement with the Dutch model - as intenti-
onally taking the life of a person upon his or her explicit
request by someone other than the person concerned.

This definition implies three important points: 1.Eut-
hanasia is an act, it is defined as doing something (usually
giving a drug) and it is not defined as refraining from
action (i.e. stopping a treatment). 2. Euthanasia is defi-
ned as voluntary. 3. Euthanasia is defined as intentionally
taking the life (with the sole intention of) [4]. This defi-
nition excludes some acts which happen in medical prac-
tice and which are perfectly legal: e.g. withdrawing or
withholding of the life-sustaining treatment because that
treatment itself is too burdensome for the patient or be-
cause that treatment is medically futile. This definition
excludes also the administration of a treatment with the
purpose of relieving the symptoms of illness in the forek-
nowledge that this may or will hasten death. This attitude
must be, naturally, in agreement with the principle of do-
uble effect [5]. (The definition, on the other hand, does
not include the case when the life-sustaining treatment is
withdrawn or witheld with an intention to hasten the pa-
tient’s death - the act termed formerly ‘passive eutha-
nasia’, with the same moral significance as an active
form, but this distinction will not be a matter of my inte-
rest in this paper.)

1. Euthanasia is an act

In this place it is necessary to remind of what The
Oath of Hippocrates says: “I will neither give a deadly
drug to anybody if asked for it, nor will I make a suggesti-
on to this effect” [6]. I am very well aware of the present
discussions - especially in USA - concerning the question
“why reasonable people would not accept the Hippocra-
tic principle?” [7]. - Because the Hippocratic ethics gives
a remarkable authority to the physician to use his judge-
ment to decide what will be beneficial for the patient.
We are modern people living in the 20th century and our
autonomy is such a great value, that we ourselves can de-
cide what is beneficial for us!

On the other hand, many authors wrote persuasively
about the ominous implications in current revisions and,
in effect, rejections of the Hippocratic Oath (e.g. Leon
Kass of the University of Chicago [cit. 8], who also pro-
ved, that there is no firm philosofical or legal argument
for a “right to die” [9]). They pointed out, that an extraor-
dinary value-system of a great moral power was hidden
in this Oath. They argued like this [10]: “While there has
certainly been - and still is - a tradition of paternalism in
medical practice, in which treatment decisions are taken
by physicians and other health care workers without ade-
quate consultation with the patient, this is to be distingu-
ished from Hippocratic ‘paternalism’, in which the basic
moral framework of medical practice is accepted by the
physician (not in fact devised by him: he is committed to
it by the Oath) and which determines the limits of his pa-
tient care.... The abandonment of the idea of medicine as
constituted by distinct moral commitments gives place,
on the one hand, to notions of patient autonomy” - to
which we turn below - “and, on the other, to a reduction
of medicine to the clinical and other skills of the physi-
cian... The shift from covenant to contract is evident.”

2. Euthanasia is defined as voluntary

Here is the place to discuss the patient’s autonomy:
“Autonomy is the capacity for giving direction to our li-
ves through the choices we make. Why should we value
this capacity? Because it is through our choices that we
can come to flourish as human beings... It is plain to com-
mon sense, that many human choices are self-destructive.
A choice which has no other justification than that it is
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MY choice - it is what I want to do - has as such no claim
in our respect” [11]. But even if some decision for self-
destruction seems to be reasonable, the pressures opera-
ting in the typical case might be thought to preclude any
possibility of a decision sufficiently free and sufficiently
informed [10].

Consider a candidate for the “voluntary” euthanasia.
By definition according to different proposals, e.g. that
of the Dutch model, the candidate must be sick, typically
terminally ill, with a poor prognosis and much discom-
fort, which usually include depression, a sense of wor-
thlessness, anxiety about family commitments, etc., etc.
Almost all of these patients are incapacitated, hospitali-
zed, frightened by strange and impersonal routines, fear-
ful, and suffering mentally and physically. I think - having
extensive experience at the bedside of severely ill patien-
ts, including the cancer patients - that they are far from
excercising a free power of choice, even in more elemen-
tary matters, than that dealing with the termination of
their lives. If we add to this situation a law permitting
euthanasia and a medical community practising it, the di-
saster can be completed. I think that taking into account -
as a chief argument for euthanasia - the ‘voluntariness’, as
a manifestation of the patient’s autonomy, makes here
the sad, but real form of ethical parody.

Moreover, it should be evident, that a doctor proba-
bly will not acceede to a patient’s request to be killed, if
he thinks the patient still has prospects of a worthwhile
life [11]. The judgement, that the patient does not have
a worthwhile life, plays the fundamental role in argumen-
tation justifying euthanasia. Euthanasiast killing rests for
its justification precisely on denying the position, that
human beings possess in themselves worth and dignity.
How is it possible, that physicians think this way? In the
Universal Declaration of Human Rights it is clearly defi-
ned, that the dignity of the sick remains intact and who-
le, whatever their suffering, their level of consciousness
or defects that may affect them [12].

3. Euthanasia is defined as intentionally taking the life

The intention to kill is approved in the above menti-
oned definition. I will not argue by the usual argument of
our culture, and our judeo-christian tradition - the sancti-
ty, dignity and inviolability of each human life. I will con-
fine myself only to the slippery slope argument, which is,
first of all, the slope in thinking.

It is the simple observation of a ‘common sense’, that
one thing is connected with the other, and one thing fre-
quently leads to the other. If we give ouselves permission
to do one thing, we are inescapably inviting the question
about permission to do the next thing. Once a person or
society starts down a certain path, gravity will pull them
further along it. If we allow physicians to end the lives of
the imminently dying at their request, it won’t stop there.
We will be drawn further down the path to include other
categories of individuals - e.g. terminal, but not yet dying
patients, incurable but nonterminal patients, handicap-
ped newborns, the senile, the mentally handicapped, and
so on. This mentality is very logic: If it makes sense to re-
lieve a short period of suffering for the dying patient, wo-
uldn’t it make even more sense to relieve a longer span
of suffering for the non-dying but terminal or incurable?
And why have we to stop here? What about those who
are no longer able to make decisions for themselves, but
have not made provisions in advance? Shouldn’t they also
have the opportunity to have their pain and suffering re-
lieved? The doctrine of “substituted judgement” or, in
certain sense - the doctrine of the “best interest of the pa-
tient” could be applied here. And if it is applicable to
adults, why not also to the handicapped newborns and to
terminally ill children? Or why not to mentally ill - to re-

lieve their mental anguish? These examples clearly de-
monstrate that one step onto the slope of active volunta-
ry euthanasia might lead to a slide down the slope even
to the point of legitimizing nonvoluntary euthanasia, or
even involuntary euthanasia, ending a person’s life again-
st his or her will [13].

The Dutch model demonstrates, that the slippery slo-
pe is a reality [2, 14]. In the well-known study dealing
with the inquiry of the Remmelink commission publis-
hed in the Lancet [15], it was documented that 0,8% of
all deaths in the Netherlands in 1990, approximatly 1000
cases, were due to the life terminating acts without expli-
cit and persistent request. From these data it was quite
evident that physicians did not adhere to the criteria spe-
cifying all the prerequisite conditions under which phy-
sician assisted death might be permissible. “When the de-
cision was not discussed with the patients, almost all of
them were incompetent [15]”. Physicians were not, and
in many cases are not, prosecuted - although euthanasia
is still and probably will remain the subject of the crimi-
nal law. Assisted death has also become tolerated, or
accepted in these conditions.

Newer reports (after the year 1994 [14]) clearly ackno-
wledge, that non- and even involuntary euthanasia is no
more a sporadic event, but a justified, frequent part of
the medical practice in Holland. The situation makes it
evident that initial legal or medical parameters do not ne-
cessarily determine the end-results. The only recent diffe-
rence is, that these terminations of lives - e.g. those of the
newborns or comatose patients - have been excluded
from the category of euthanasia (this term - as I menti-
oned in the beginning of this paper - was left only for the
voluntary forms). Nevertheless, new Act extends the no-
tification procedure to these cases, because “these pa-
tients might be the subjects... even to decisions, which
guide the process of death by pharmacological means
[4]”, and physicians - though formally found guilty - are
discharged from prosecution [14].

“In view of many, any suggestion that there may be
analogies between the way the Nazis were and the way
we are, between what they did and what we are doing
and proposing to do is simply intolerable. The very suspi-
cion of such similarities is too painful to bear [8]”. Never-
theless, I think that in this place, it is necessary to remind
the Nazi Euthanasia Program and the slippery slope of
that time. Some authors (e.g. R. J. Neuhaus) are convin-
ced, that there are close similarities between ‘what they
did then and what we are doing now’. They too asked
and answered the question - who shall live and who shall
die, and who belongs to the community entitled to our
protection. Then and now, the subject at hand is killing
[8]. The genocide of six millions of Jews was somehow
unleashed by the morphine overdose given to the first
handicaped child, and by the notion that the life of this
child was a life not worthy to be lived (lebensunwertes
Leben).

It would be useful to quote here the evaluation of the
slippery slope of medical science under Nazi dictator-
ship by Dr. Leo Alexander, Boston neurologist and psy-
chiatrist, who served as a consultant to the Secretary of
War and to the Chief of the Counsel for War Crimes at
the Doctors’ Trial at Nuremberg: “Whatever proportions
these crimes finally assumed, it became evident to all
who investigated them, that they had started from small
beginnings. The beginnings at first were merely a subtle
shift in emphasis in the basic attitude of the physicians. It
started with the acceptance of the attitude, basic in the
ceuthanasia movement, that there is such a thing as life
not worthy to be lived. This attitude in its early stages
concerned itself merely with the severely and chronically
sick. Gradually the sphere of those to be included in this
category was enlarged to encompass the socially unpro-
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ductive, the ideologically unwanted, the racially unwan-
ted, and finally all non-Germans. But it is important to re-
alize, that the infinitely small wedged-in level from which
this entire trend of mind received its impetus was the
attitute toward the nonrehabilitable sick. It is, therefore,
this subtle shift in emphasis of the physicians’ attitude,
that one must thoroughly investigate. It is a recent signi-
ficant trend in medicine... to regard prevention as more
important than cure. Observation and recognition of ea-
rly signs and symptoms have become the basis for pre-
vention of further advance of disease [16]”.

It is useful to remind here, that the way to the crimes
against humanity is always prepared by peculiar ways of
thinking about humanity. It is evident to all, but perfo-
remd as a willfully blind action, that lives once thought
to be undeniably human are now thrown into question.

In our country (Czech Republic) the Code of Ethics
for Physicians clearly emphasizes: “Euthanasia and assis-
ted suicide are not allowed.” At present, discussions con-
cerning euthanasia are not in the centre of attention of
the general public. I feel that they might only mirror the
trend towards copying all “progressive and modern tho-
ughts” coming from the ‘West’. On the other hand, I be-
lieve, that it is urgent to prepare restraints and prohibiti-
ons concerning euthanasia - also in the field of the law.
We should “place fences around the law”, as a rabbinical
dictum says. In this case this means, that broken fences
can be repaired and new fences can be erected. They
should be safety rails surrounding the abyss. The signpos-
ts of Hippocrates and that of Nuremberg trial should be
retrieved and refurbished [8, 17]. On the other hand
“When the fences and the safety rails have been remo-
ved, when the signposts have been changed or taken
down, what reason is there to believe that people in our
time will not do what was done then [8]?”

I think that it is possible and appropriate to finish the-
se remarks with the words of John Donne: “...any
man’s death diminishes me, because I am involved in
Mankind; and therefore never send to know for whom
the bell tolls; it tolls for thee” (E. Hemingway).
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RETROSPEKTIVA

RETROSPECTIVE

Medzinirodné sympézium o medicinskej eti-
ke/International Symposium on Medical Ethics,
Bratislava, 29. - 30. 5. 1992 *

V maji 1992 sa uskutoc¢nilo v Bratislave v priestoroch
Kongresového centra “Istropolis” vyznamné podujatie
s medzinarodnou ucastou - Medzindrodné sympozium
o medicinskej etike/International Symposium on Medical
Ethics. Organizdatorom sympozia, ktoré sa konalo pri pri-
leZitosti Svetového Pro-Life kongresu (World Pro-Life
Congress, Bratislava, May 28 - 31, 1992), bol Ustav medi-
cinskej etiky a bioetiky IVZ a LFUK v Bratislave. Sympo-
zium prinieslo rad zaujimavych pohladov na viaceré kon-
krétne etické problémy stucasnej mediciny a zdravotnic-
kej starostlivosti, mnohé v podani vyznamnych osobnosti
slovenskej a ceskej mediciny a bioetiky, i viacerych hosti
z0 zahranicia. Nakol'ko sa z financnych a technickych do-
vodov nepodarilo vydat sihrnnu publikiciu materidlov
sympozia, rozhodla sa redakcia uverejiiovat postupne
dostupné texty prispevkov podujatia vo zvlastnej rubrike
(poc¢niic ME&B ¢. 3/1995). Verime, Ze tymto spésobom
aspon ciastocne splatime dlh voci autorom predndsok
a aktivnym ucastnikom sympozia, ako aj voci nasej lekar-
skej a zdravotnickej verejnosti.

* Engl.: The International Symposium on Medical
Ethics (May 29 - 30, 1992) was held at the Bratislava Con-
gress Centre “Istropolis” on the occasion of the World
Pro-Life Congress, Bratislava 1992 (May 28 - 31, 1992).
The organizer of the Symposium was The Institute of Me-
dical Ethics & Bioethics of the Postgraduate Medical
School and the Medical Faculty of Comenius University,
Bratislava. The papers presented at the Symposium bro-
ught in a number of interesting views on many aspects of
important ethical problems of contemporary medicine
and health care. Several outstanding personalities of Slo-
vak and Czech medicine and bioethics, as well as distin-
guished guests from abroad lectured in the Symposium,
attended by about 500 participants. We continue in pu-
blishing of the available texts of papers presented at the
Symposium in this heading of our journal (started since
ME&B 3/1995).
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SCIENTIFIC HEALTH CARE IN A CHRISTIAN
PERSPECTIVE

Four Ethical Limits on Medical Practice
Benedict M. Ashley

The medical profession acknowledges its ethical obli-
gations, but it tends to think that these obligations are de-
termined exclusively by the recognized goal of the pro-
fession, namely to use the resources of science to impro-
ve the health of the patient. Any attempt to introduce
other standards of conduct into medicine appears to
many physicians to be an unwarranted intrusion by tho-
se who lack professional medical competence. Consequ-
ently, considerable resentment is felt when the Church,
as in its recent document on human reproduction, seems
to impose limits on medical research and practice. [1]
What competence does the Church have in scientific me-
dical matters?

The answer is of course, “None at all.” Nevertheless,
the Church no more intends to intrude on medical
expertise as such, than do the financial and political insti-
tutions which restrict the actual practice of medicine
and medical research by far more powerful pressures
than the Church can apply. The Church speaks up on me-
dical questions only when she perceives that an issue
involves the rights of the human persons who are the
subject of medical practice and the correlative responsi-
bilities of medical providers to these subjects. In all so-
cieties human rihgts are violated, and it has always bee
the recognized duty of the Christian Church and indeed
of all religious bodies to act as advocates for the victims
of such violations, especially when they are powerless.
The “preferential option for the poor” of Magisterial do-
cuments, [2] regards not just poverty in the narrow sen-
se, but every form of human rights violation.

This is not to imply that the medical profession is
often guilty of conscious injustices to patients, but only
that it like other professions, (and I by no means exempt
the clergy from this same accusation) sometimes, under
the immense pressures of its services to humanity, beco-
mes blinded to abuses incidental to its great services.
Thus it is in terms of justice and respect for human rig-
hts, [3] that I want to explain the few, but sometimes
very irritating, ethical restraints which the Church has
urged on the medical profession. I say “urged” because
the Church, unlike finance and politics, has no power,
except that of persuasion, to restrain medicine. She spe-
aks only to the conscience of physicians, confident that
by their commitment to so noble profession, they are
men and women of good will.

As I understand the teaching of the Church, it propo-
ses only four major limits to medical research and practi-
ce which are in fact part of the tradition of the medical
profession itself, so that when the Church proposes
them it is only reminding physicians of their own com-
mitment, classically expressed in the Hippocratean oath.
These principles are not inventions of the Roman curia,
as some have snidely claimed, but are derived very direc-
tly from the teaching and example of Jesus Christ. They
simply formulate that respect for the human person, or
human dignity, which is basic to all the learned professi-
ons in the service of humanity.

The first of these principles is respect for human life
and was formulated in the Ten Commandments as “Thou
shalt not kill” which the biblical context itself shows is to
be understood as “T’hou shalt not kill the innocent”, thus
not applying to the unjust aggressor in the act of aggres-
sion or as punishment of serious crime. Jesus' own advo-
cacy of non-violence, even against enemies, is so well
known that this point requires no elaboration here. [4] It

is sufficient to point out that recent developments which
have pressured physicians whose commitment is to save
life into becoming executioners radically undercuts the
whole tradition and meaning of the profession. Will phy-
sicians become like those lawyers who use their kno-
wledge of the law to break it? [5] The direct killing of hu-
man life by abortion or euthanasia cannot be excused on
the grounds that it is the pregnant patient who choses to
kill her child or the suffering patient who wants to die.
In such cases the physician always and in all circumstan-
ces in morally obliged to refuse any cooperation in such
direct attacks on human life. [6] Human life is not a hu-
man creation, but is a gift of God given in stewardship to
be used well, not to be rejected.

A second principle is that the primary responsibility
for one's own body is one's own, consequently no medi-
cal procedure may be applied to anyone without their
free and informed consent, or if they are incompetent to
make such a decision, that of their proper guardian act-
ing for their benefit. [7] Again, this principle is exempli-
fied in a wider sense by Jesus when he respected the
consciences of his followers, asking of them only their
own voluntary commitment. [8] This principle in fact li-
berates the physician from the obligation to decide for
the patient whose exact circumstances and disposition it
is very difficult for him to know. The physician's obligati-
on is to truthfully inform the patient or guardian of his
diagnosis and recommendations for treatment, its risks
and benefits, not to decide for the patient whether in
fact the recommendation is to be followed. Of course, as
already mentioned, physicians ought not to cooperate in
decision made by their patients which the physicians
themselves believes to be either medically or ethically
unsound.

The third principle is really a corollary of the second:
the physician ought not to insist on procedures which
the patient (or when the patient is incompetent the guar-
dian) judges to be “extraordinary means,” i.e., to promise
only a minimal benefit or at least one which does not
compensate for the burdens of such treatment to the pa-
tient and to those who will have to provide this care. [9]
It is sometimes seen that physicians, either from a lauda-
ble commitment to do all their art can provide, or from
a reluctance to admit the limits of their art, of from hesi-
tation to make a difficult decision, or perhaps because of
fears of litigation, have a tendency to propose procedu-
res whose benefit is dubious or whose burden is excessi-
ve, even against the will of the patient or the guardians.
The Christian attitude, expressed by Jesus in his own
submission to death, is that bodily life is not the ultimate
value but is relative to spiritual goals. [10]

The fourth principle concerns what is the most ethi-
cally controversial field of medicine that of sexuality and
reproduction. Before trying to formulate this principle, it
is important to focus these controversial questions on
the essential point. [11] The Church's concerns about se-
xuality are primarily not, as many suppose, that it fears
the earthly pleasures which sex can provide as dangero-
us rivals to the the heavenly joys which religion promi-
ses. No, the Church's primary concern as regards sexuali-
ty is a concern for justice, and above all justice to the
child.

The wide adoption of contraception (against the so-
lemn warnings of the Church as to its intrinsic moral de-
formity in the face of dissent of not a few moral theolo-
gians) has separated sexual activity from its relation to
procreation. As a result many Catholics no longer perce-
ive the fact that the ultimate moral significance of sex
cannot be understood unless we focus our attention on
how each form of sexual activity affects children. Hence,
I would like to illustrate the way in which the Christian
moral perspective affects medical practice from the field
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of pediatric medicine, at the same time noting that the
same four basic principles apply to all medical fields.

Limits on Pediatric Medicine

Every child from the first moment of its existence is
a human person with human rihgts. [12] The first of the-
se rights obviously is to be born and that is why abortion
is a grave injustice to the child that cannot be excused by
some lesser advantage to the mother. But the child also
has a right to be born within marriage, because only in
such a stable environment can it have its full chance to
develop physically and psychologically. It is unique to
the human species that the male is bound to the female
by the possibility of intercourse throughout the entire
year, and this biological bond it perfected by the deep
psychological bond of complementarity and intimate
personal communication that makes possible a union of
true love. This bond of love between the spouses is the
best guarantee of the child's security and when it is bro-
ken, as we see so often today in divorces, the child suf-
fers a very real deprivation. Such an unlucky child is truly
handicapped, truly disabled in a way that is very difficult
to remedy.

Not only does the child have a right to be born and to
be born legitimate, but it has a right to be born to its bi-
ological parents. The adpoted child is still a handicapped
child, although its adoptive parents may do much to re-
medy its loss of biological parents. Yet these adoptive pa-
rents, for all their loving care, cannot restore to the adop-
ted child what children normally enjoy, the security and
sense of identity which comes from knowing they are
bound to their parents not merely by the subjective ties
of love, as wonderful as these, are but by the objective ba-
sis of love in flesh and blood. Human experience throug-
hout history and the accounts we frequently read in the
newspapers of adopted children searching to find their
biological parents are proof that this human longing is
profoundly a part of our nature. [13] Hence, artificial re-
production by heterologous insemination from a donor
other than the husband produces a child who lacks this
biological link to its adoptive father. [14] When this inse-
mination takes place in a surrogate mother, this bond to
parents is still further weakened, since now the child is
clearly the fruit of adultery. [15]

What then are we to think of artificial homologous
insemination with the semen of the husband, or of in vi-
tro fertilization where the child is no longer the result of
intercourse at all, but is the product of a technician who
combines ova surgically removed from the mother with
the father's semen — semen in both cases usually obta-
ined by masturbation? [16] Undoubtedly the result of
such techniques is still the production of a healthy child,
genetically linked to a couple who would otherwise have
to adopt. Yet this child too is a handicapped child, beca-
use it lacks that ultimate objective link to the parents
which the normal child has, namely, that it is fruit of the
very act of love which binds the parents to each other.
A child has the right not only to be born, to be born legi-
timate, to be raised by its natural parents, but also to be
the co-creation with God of the their act of sexual love.

This point seems to many absurdly subtle. After all,
they say, does it make that much difference to the
child? Perhaps the child will never know that it was
produced in a test tube. Perhaps if it does know it will
accept the fact that its parents wanted it so badly that
they were willing to resort to high-tech procedures to
beget it. No doubt such acceptance will in fact not pro-
ve especially difficult for many children, just as being
adopted is usually accepted simply as a fact of one's life.
Certainly it is better to live and to live in a loving family
as a wanted child, that not to exist at all. Compared

with this joy, the exact mode of one's coming into exis-
tence seems not of much importance. But to admit all
this is not to admit that such children are not handicap-
ped in a very fundamental way. They lack something to
which they have a natural right.

This point becomes more telling when we stop to
think of the social consequences of the gradual acceptan-
ce of artificial insemination and in vitro fertilization as
a regular procedure. It is a psychological fact that even
now many children fear that maybe they are really adop-
ted children and not the biological children of their pa-
rents, with a consequent anxiety that they may ultimately
be rejected by these “parents.” [17] What will the situati-
on be when all children begin to question whether per-
haps their “real parent” was a nameless technician who
concocted them in a laboratory? Today in developed co-
untries where the environment has become highly artifi-
cial, the sense of the natural foundations of the family are
already much weakened. [18] In the United States the
single-parent family is becoming a wide-spread pheno-
menon, and children are more and more raised in “day-
care centers” with parents absent. Children deprived of
the natural bonding that results from the intimate love
expressed in intercourse that is the source of their very
existence and identity are handicapped children, victims
of a grave injustice.

But you may say, “But without these techniques this
child would never have existed at all. How can there be
an injustice to a child who does not yet exist?” I will
answer that most physicians would agree that when a co-
uple decides to beget a child with a serious genetic dise-
ase, they are responsible for its existence as seriously de-
fective child, and they probably should refrain from satis-
fying their own desire for a child, although unquestiona-
bly once such a child is conceived it has the right to be
born and cared for. Similarly, an in vitro child once con-
ceived has a right to be implanted in a mother, to be
born, and to be cared for, but the parents who gave the
ovum and sperm from which they were constructed by
a technician bear a responsibility for bringing this child
deprived of a normal origin into existence. The child is
no longer viewed as a unique gift, but is reduced “to an
object of scientific technology.”[19]

The Church's conception of human sexuality empha-
sizes “the language of the body.” The Instruction on Res-
pect for Human Life follows the Church's understanding
of sexuality as a natural sacrament, a sign of a spiritual
love. Hence married couples express their unifying love
not merely by spiritual but by bodily acts, because hu-
man beings are both body and soul and their mutual gift
of self is bodily and spiritual. Their cooperation with
God in the creation of a new human being who is also
both body and spirit is therefore a truly sacred act, of
a higher order than that of human technology which may
assist it but cannot substitute for it. [20]

Both the test-tube baby and the seriously defective
child may well say, “I thank my “parents” for having me
produced, but it was an injustice to me to come in the
world deprived of what other children enjoy.” Moreover,
when such deprivations are the result of merely natural
or accidental causes beyond human control, we must
accept them as part of our destiny, but when they are the
result of human deliberation and choice we can rightly
blame them on their perpetrators.

Further reflection shows that the other aspects of the
Church's teaching on sexuality which seem over restricti-
ve to many today, stem first of all from this same concern
for the rights of the child. Contraception does not gu-
arantee that a couple engaging in extra-marital intercour-
se will absolutely avoid pregnancy. No form of contra-
ception now known, except sterilization, is free from
a serious risk of pregnancy, as is evident from the very
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high rates of abortion, chiefly among the unmarried, in
many countries where contraceptive methods are widely
distributed and accepted. [21] To engage in even one act
of intercourse involves a very real risk that a child may
result, and this child will suffer the injustice of illegitima-
cy. If the relationship is adulterous there is the further
injustice of the grave injury to the marriage bond and to
children already begotten in this bond. Thus the Church
rejects extra-marital sex not only because it is an irres-
ponsible indulgence, but because the more such relation-
ships are countenanced in a society the more the securi-
ty of children within stable families is imperiled. The
injustice done to children by divorce is perhaps even
more serious. [22]

The same reasoning applies to homosexual activity,
today so widely condoned, to other forms of sexual
indulgence separated from any relationship to procreati-
on, and even to masturbation. [23] Such activities, which
seem to affect no one but those who freely engage in
them, in fact create in the culture an attitude to human
sexuality which undermines the security of the family
and hence of the child. Persons enslaved to such practi-
ces are incapable of forming that kind of stable marriage
which children need for their own growth, and the re-
sult is that they themselves may grow up without clear
heterosexual sexual identity and motivation. The Church
should defend the human rights of homosexuals and
other sexual deviants, but it cannot accept their claims
that their condition is simply a normal variant nor that
their indulgence of their abnormal inclinations is morally
justified. It is a false compassion to help a disabled per-
son deny their disablement, and true and loving care to
enable them to acknowledge their defects realistically
and to learn to live with dignity and wirtue in spite of
them. Thus the whole Christian view of sexual ethics
centers in the rights of the child. This is why, I believe,
that while Jesus did not preach about sexual morality
often, and only to correct the defects of the Mosaic Law
with respect to divorce and to insist on purity of heart as
well as of action, yet he often dwelt on the dignity of the
child, of the “little ones.” When his disciples tried to dis-
miss children lest they get in the way of the Master's pre-
aching and healing, Jesus rebuked them and called the
children to himself, blessed them, and said “Of such is
the kingdom of God.” [24] He also warned that anyone
who corrupted the innocence of children deserved to
have a mill-stone hung aroung his neck and to be cast
into the sea. [25] Any service done to a child, Jesus said,
was a service to Himself. Those who sincerely feel this
Christ-like concern for children will come to see, I belie-
ve, the wisdom of what the Church has always taught and
teaches today about sexual morality, even if it is a “hard
saying.”

One of the saddest blots on the record of human his-
tory has been the neglect of children. [26] When we
think that in many countries in the past half of all human
beings died in infancy, and this situation in many places
today still prevails, and we realize that most of this resul-
ts from poverty, we cannot doubt that human greed is
a major factor in their deaths. Again the history of aborti-
on, of infanticide, of child abandonment, of child prosti-
tution, of the neglect of education, of polygamy, illegiti-
macy, venereal disease and drug addiction transmitted to
children is appalling. Even in wealthy, aristocratic, and
royal families throughout history there is a scandalous
pattern of leaving children to the care of servants, sen-
ding them away to school to get rid of them, and neglec-
ting their moral training. In many ways today the situati-
on is not much better.

This is why the role of the pediatrician in society is of
immense importance. Modern medicine makes it possi-
ble to remedy many of the ills and defects which in for-

mer times had no answer. Anyone who has visited a mo-
dern hospital for children is deeply moved by the won-
derful and truly loving care that suffering children rece-
ive there, and the profound understanding of the needs
of the child which so enriches the Church's own expe-
rience as advocate of children's rights.

In the United States today there is tremendous con-
cern for the abused child and stringent laws about repor-
ting such abuse to public officials. Although Americans
are so sensitive to what they regard as public intereferen-
ce in the bed-room and so jealous of the “right of priva-
cy” which the Supreme Court has discovered as an impli-
cation of our Constitution and its Bill of Rights, yet few
question the duty of the government to breach the priva-
cy of the home to salvage the abused child or the batte-
red wife. It is an anomaly therefore that the Supreme Co-
urt continues to declare that a woman's “right of privacy”
permits her to destroy the child which in a few months
or even days will be so rigorously protected from abuse.
In the long run the facts of medicine will expose this
contradiction for what it is. We must come to recognize
that sexual activity by its very nature has a social dimensi-
on because of its relation to the welfare of children and
cannot ever be simply a private matter.

The Positive Guidance of the Church

Yet again some engaged in research may well, say,
“These restrictions which the Church puts on the deve-
lopment of new techniques stand in the way of the scien-
tific research necessary to find ways to overcome genetic
defects and in many other ways to promote the health of
children. Is not the Church therefore hypocritical in cla-
iming to be the advocate of the rights of the child?”

The Church does not oppose, but strongly urges
scientific research on genetic and developmental pro-
blems and the devising of better techniques to regulate
procreation and overcome infertility, and to promote
child health. [27] It prays for the success of such ende-
avours and encourages young people to enter into the
scientific and medical education for this motive. The
Church originated the hospital and it has encouraged re-
ligious commitment of sisters, brothers, and priests to
hospital ministry. [28]

Nevertheless, the Church has to insist on the ethical
principles which somewhat limit medical research and
practice in order to be the advocate of the rights of the
child and of adults. This does not set the Church in oppo-
sition to the medical professions since both Church and
profession ultimately aim at the welfare of human bein-
gs. Rather it places the Church in a position of dialogue.
The Church does not impose these principles but simply
brings them to the attention of the medical profession,
confident that fair-minded discussion will permit the
truth to prevail

Difficulties arise chiefly in the case of Catholic heal-
thcare facilities sponsored by the Church. When a hospi-
tal takes the name of “Catholic” and especially when it is
controlled by a religious order, it publicly professes to
those who seek its services that it shares in the Church's
advocacy of human rights, and it ask for financial sup-
port on that basis. Consequently, if it were to permit this
institution to cooperate in medical procedures which in
the Church's judgment violate human rights, it would be-
come a responsible party to making false claims to the
public.

Today, Catholic hospitals are often staffed by many
physicians and nurses who are not professing Catholics,
or who are Catholics alienated from the teaching authori-
ty of the Church. Moreover, many of their patients are
not Catholics or are alienated Catholics. Finally, Catholic
hospitals commonly are beneficiares of public funds re-
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ceived from a secular, pluralistic state and would have
great difficulty continuing their services without these
funds. They seem, therefore, obligated to provide the pu-
blic with all the medical procedures which are usual in
non-Catholic institutions. This situation raises both the
ethical problems of cooperation in activities which have
both good and bad effects and of respect for the con-
sciences of those with whom one does not agree. [28]

As regards conscience, it should be clear that a Catho-
lic healthcare institution can never in any circumstances
do or formally cooperate in doing anything which the
Church has authoritatively declared to be immoral. While
it is certainly true that the pastors of the Church, even
the Supreme Pontiff may on occasion err in their te-
aching, short of the solemn definitions of the universal
episcopate or the Pope which bear the mark of infallibili-
ty, their guidance because of its authoritative character is
the only safe guide for an instituion that by its name cla-
ims the support of the Church. [29] Individual Catholic
professionals in their own personal decisions, apart from
institutional policy, must of course ultimately act accor-
ding to their own well-informed conscience, but it is dif-
ficult to see how in matters of ethics such a professional
can honestly suppose that his own moral judgment is
more reliable than that of the Church, even when he sees
that the bishops are in fact mistaken with regard to some
of the medical data. Of what service is a physician to a pa-
tient, if the patient ignores the physician's advise and fo-
llows his own untrained understanding of medical mat-
ters? Of what service then is the Church to physicians, if
they ignore her teaching and follow their own, usually
untrained, understanding of ethics in ethical matters?

On this score a good deal of confusion has arisen in
recent years because a good many prominent theolo-
gians have dissented from the Church's teachings, espe-
cially on questions involving sex and reproduction. [30]
Consequently some physicians have the impression that
the existence of such dissent permits Catholics freely to
select the theological opinion which seems most plausi-
ble or even most convenient and act on it, and for physi-
cians to cooperate in the implementation of these prefe-
rences. Instead they should be aware that Vatican II soug-
ht to give great freedom (sometimes today seriously abu-
sed) to theologians to debate issues to promote the
advancement of the discipline of theology.

Consequently, views are frequently put forth in a hy-
pothetical manner for critical discussion among theolo-
gians, without any guarantee that these views will even-
tually prove sound. Indeed the odds are that most will
prove unsound, just as most experimental drugs prove
useless. Consequently, the views of theologians never
have and never will be a sound basis for moral action
until they have been approved by the pastors of the
Church who alone have authority from their office to gu-
ide Christian consciences.

Physicians, therefore, should draw their ultimate
practical guidance not from the writings of theologians,
however distinguished, especially as often badly repor-
ted in the public media, but from the authentic declarati-
ons of the Church. I assure you that today these declarati-
ons when they touch on medical issues are not made wit-
hout careful consultation with the medical profession.

The more difficult question is how to respect the con-
sciences of those with whom we necessarily cooperate.
How do Catholic physician counsel patients whose mo-
ral convictions are different from their own? Can physi-
cians accept the decision of such patients and act on
them simply as agents of their clients? What if the patient
insists and threatens to seek counsel from another physi-
cian? The answer to such questions must certainly be
that although Catholic physicians must be respectful of
the subjective conscience of their patients and not pres-

sure them to act contrary to their consciences, for the
same reason they must respect their own Catholic con-
sciences and refuse to cooperate in what they believe to
be objectively wrong. When a third party is involved as
in abortion, or in the possible transmitting of a venereal
disease, the physician should do what he can to protect
the third party.

What if the Catholic health-care institution or the
individual Catholic physician or nurse in involved in
a cooperative endeavor with non-Catholic institutions or
professionals, or is receiving government funding, and
thus becomes involved in actions that are forbidden by
Catholic teaching? We have here the very delicate pru-
dential question of what is technically called “formal and
material cooperation.” [29] The Catholic Church has ne-
ver taken the purist stand tha it is wrong to cooperate in
any activity with others if this cooperation involves even
indirect support of some morally reprehensible actions.
If we were to take that stand, we would have to wit-
hdraw from the world to which Jesus send us to minis-
ter. He did not hesitate, in spite of the criticism of the
Pharisees, to dine with sinners, even when his presence
seemed to give some support to their sinful ways of life.

It is always wrong to cooperate formally with actions
which are intrinsically evil either by actually sharing in
their execution, or approving, or advising them. The phy-
sician who will not perform an abortion but refers a pa-
tient to an abortionist cooperates formally and shares in
the crime of abortion. On the other hand a physician
who works in a hospital where along with many legitima-
te services some abortions are performed, but does not
perform them himself nor approve them, cooperates
only materially, i.e. indirectly, in that although his own
work is good it helps maintain the hospital and thus indi-
rectly makes possible the abortions. To decide whether
such indirect or material abortion is ethical, the physi-
cian must weigh the consequences of his continuing to
work there or of withdrawing. If by withdrawing he can
stop the abortions or bring about some other very good
result, he should leave. But if his withdrawal will have lit-
tle effect in preventing the evil, and will make it difficult
for him to continue his own good services, it would be
better for him to stay. Thus what needs to be considered
is how immediate is his cooperation in the evil, the more
immediate the greater must be the good accomplished or
the evil prvented by his cooperation to justify this coope-
ration.

In the case of a Catholic institution entering into
some cooperative agreement with another, such questi-
ons must be thoroughly worked out and formalized in
the written agreement before the cooperation is begun,
as well as being subject to future revision based on expe-
rience. In the case of state funding and regulation, Catho-
lic institutions in extreme cases must refuse such fun-
ding unless proper respect for conscience is shown by
the government, even if this means closing the instituti-
on.

In such situations there may be a possibility of purely
material cooperation, since it is possible that the evil of
eliminating Catholic institutions and the witness they
give to human rights in medicine may outweigh the evils
involved in this cooperation. Yet it should be remember
even in such cases that material cooperation may someti-
mes have such an appearance of hypocrisy that the scan-
dal given may weigh the scale against cooperation. The
early martyrs refused even a pinch of incense to the idol
of the Emperor.

A final doubt is raised by the fear of many in medical
research that the Church's concern for human rights, as
laudable as it may be, will become a serious obstacle to
advancement of the very knowledge that will enable me-
dicine in the future better to serve the child and give it
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its rights. Why disaprove, for example, the use of fetuses
in research that have been obtained by abortion if this
would not prevent their abortion, but would put them to
some use that would help other children? Why complete-
ly forbid in vitro fertilization when this technique is so
useful in learning how to remedy genetic diseases? Why
forbid obtaining semen by masturbation, when this ma-
kes infertility testing and the discovery of remedies for it
more effective?

Over all this hangs the shadow of historic incidents
such as the Church's opposition to the dissection of cor-
pses, or to Galileo's discoveries with the telescope! [30]
More accurate history demostrates that such incidents
have been relatively rare and can hardly count among
the more serious impediments to scientific advance
such as the failure of governments to support basic rese-
arch except for military purposes. Yet it should by gran-
ted in honesty that ethical considerations may close off
some attractive research modes. Who does not grant to-
day that we cannot simply use human beings like we do
guinea pigs? Or that researchers must be content to
experiment on animals before they use new drugs or
new kinds of surgery on humans, although direct expe-
riments on humans would be more revealing? The inge-
nuity of scientists has always found ways to explore na-
ture inspite of such necessary restrictions, and indeed it
is likely that the very challenge of these restraints has
spurred research. [31] What the Church insists on is
simply that the fetus ought to be treated as a human sub-
ject, not as subhuman. We would not use human per-
sons marked by a Hitler for genocide for experimental
purposes on the excuse they are going to die anyway.
Nor, less we seem to be partners in this crime, would we
use their corpses. Why then should we experiment on
fetuses created in the laboratory to be studied and then
destroyed, or on ones obtained from and abortionist?
Therefore, the Catholic Church as the community of
which Jesus Christ, the healer, is head, speaking through
its pastors who have received their commission of gu-
idance from Him, blesses research scientists, physicians,
and nurses, in their self-sacrificing work for humanity,
laying no burden or restriction on them except to re-
mind them that all human beings, including children,
and the unborn, are created in God's image and should
come into the world in families that exemplify God's
love and through the very act of love by which this mu-
tual covenant of love is firmly established, and should le-
ave this world consoled by the Church's sacraments, ne-
ither unwisely retained in life by some useless medical
tour de force, nor rejecting the gift of life by so-called
“mercy killing.” The medical profession has won the gre-
at honor in which it is still held by this reverence for the
dignity of human person even when obscured by the
extremes of suffering, and it will retain that honor only
when it retains that reverence, today already somewhat
tarnished by too many compromises with practices utte-
rly contrary to human dignity.

History demonstrates that the rights of truth, inclu-
ding scientific truth itself, depend on our respect for hu-
man dignity. [32] Science is a human activity and achie-
vement, one of the noblest of human activities and achie-
vements, and it cannot flourish except in a society that
appreciates and defends the great human values. When
human life loses its sacredness, brute power rules the
world and science becomes just another instrument of
enslavement rather than a search for truth. Therefore,
the healthcare profession, if it is to be loyal to its own de-
dication to science in the service of human health, must
defend human rights, even at the inconvenience of certa-
in reasonable restrictions on its own options. In fact such
restraints do not inhibit scientific progress but rather gu-
ide it into more productive channels.
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HOMO PATIENS: ETOS LEKARSKEHO POVO-
LANIA A ETICKA VYZVA SUCASNOSTI

Peter Koreny

Lekar je vo svojej klinickej praxi konfrontovany s otaz-
kami, ktoré daleko presahuju horizont vlastnej odborno-
medicinskej starostlivosti. V poslednej inStancii sa to
otazky patriace do metaklinickej oblasti, t.j. do oblasti
$pecificky huminnych fenoménov, ktoré su nepristupné
klinickému mysleniu a ktoré sa skryvaju za klinickym
obrazom ochorenia. Specificky huminne fenomény vy-
tvaraja vo svojom suhrne existenciilnu a duchovnu di-
menziu trpiaceho ¢cloveka.

Vstupujeme tu prave do tej oblasti, kde sa pred nami
vynara “homo patiens” ako bytostne slobodny a zodpo-
vedny subjekt, ktory sa vztahuje k svetu hodnot a v kon-
krétnych situdciach realizuje rozne potencie zZivotného
zmyslu.

V popredi zaujmu je tu pacient s jeho “poslednymi”
otazkami a Specificky ludskymi témami: naplnenost
a prazdnota l'udského Zivota, zmysel Zivota dramaticky
obmedzovaného chorobou, zmeny hodnot a hodnotenia
u pacientov, existencialna dynamika ako napitie medzi
aktudlnym a potencidlnym bytim ¢loveka, sebaprojekto-
vanie do buducnosti a sebatranscendencia. Dalej su to
otazky zmyslu utrpenia a smrti, viny a pocitu viny, zufal-
stva a nadeje. Sotva moZzno hovorit o humanizacii moder-
nej zdravotnickej starostlivosti a nebrat pritom do uvahy
tuto oblast Specificky humannych fenoménov, resp. zotr-
vavat len na urovni zohl'adiiovania psychologickych a so-
ciologickych aspektov chorého cloveka. NevSimavost,
resp. jednoducho nevidenie tejto osobitej roviny exis-
tencie pacienta sa v podstate rovnd tomu, Ze ho ako lud-
sku bytost neberieme vazne.

Existencia tohto metaklinického priestoru nie je aka-
demickou otazkou alebo ¢irou teoretickou konStrukciou.
Su to predovsetkym sami pacienti, ktori nds konfrontuju
s tymto okruhom otdzok. Svedcia o tom pozorovania pa-
cientov, ktori sami a s vel'kou naliehavostou kladu otazky
o zmysle zivota a hodnotich. Ba co viac, tieto kritické
otazky sa pre nich niekedy stavaju jedinymi vyznamnymi
otazkami. Upnutie sa k hodnotam, ktoré mozu naplnit
zmyslom Zivot napadnuty chorobou, podsobi aj ako za-
kladny (ak nie rozhodujici) motiv a hlbsi dovod dalSej
existencie chorého cloveka. Vyznam tohto motiva¢ného
faktora vzrastd osobitne v pripade tazko chorych a umie-
rajucich pacientov.

V metaklinickom priestore jednak nieco odkryvame
a zviditelfiujeme a jednak na nieco apelujeme (1). Pri
tomto apele by som sa chcel teraz trochu zastavit.

V pozadi manifestovaného sprivania sa niektorych
onkologickych pacientov, ktori sa nesnazia nijako vzdo-
rovat svojmu (biologickému) osudu, sa v niektorych pri-
padoch akiste skryva to, Ze celé svoje Ja bezozvySku sto-
toZnuju so svojou chorobou a nechavaju sa flou celi infil-
trovat. Svojmu postihnutiu sami prepozic¢iavaju zmysel
niec¢oho, ¢o ma nad nimi fatilnu moc, ktord ich celych
ovlada a formuje ich dal$iu existenciu. (Toto “ prepozi-
¢anie zmyslu” je vSak vidy aktom slobodného rozhod-
nutia pacienta.) Pacienti povySujui chorobu na “ne-moc”
a sami seba degraduju na jej pasivny a poddajny privesok.
Nedokdzu k nej zaujat osobny postoj ako k nieComu, ¢o
v istom zmysle predstavuje len ich parciidlny problém,
ktorym sa ani zd'aleka nevycerpava celd ich osobnost.
Sami tak zavrhuja svoju osobnost, presnejSie povedané
zavrhuju to, ¢im su v existencidlnej a duchovnej dimenzii
svojho bytia. Zavrhuju svoju osobnost, ktora je (prinaj-
menSom potencialne) vZdy nie¢im podstatne inym a nie-
¢im viac, nez akakolvek tazka situdcia, v ktorej sa ocitaju.
Tymto “viac” sa stavaju v chdpajicom prisvojeni si vlas-
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tné€ho utrpenia vo vztahu k moZznostiam svojej individual-
nej existencie, vo vztahu k zvaZzovaniu moZnosti realizo-
vat za danej situdcie (so vSetkymi jej somatickymi a psy-
chickymi obmedzeniami) hodnoty a naplnit zmyslom
svoj Zivot zasiahnuty chorobou.

NajdoleZzitejsie je pomOct tymto pacientom obnovit
kontakt so samymi sebou, so svojim Ja. Ide o to, aby sa na-
ucili rozliSovat medzi tym, ¢o naozaj nemdzu ovplyvnit
a za ¢o nemdZu, a tym, ¢o je v ich moci. Inymi slovami,
ide o to, priviest pacientov k vedomiu svojej bytostnej
slobody a zodpovednosti za to, ¢o zo svojho Zivota napad-
nutého chorobou sami urobia.

Aby sme si tito problematiku eSte viac pribliZili, uve-
diem priklad iného (a v istom ohlade priamo protiklad-
ného) osobného postoja k chorobe. Tento postoj si dovo-
lim ilustrovat na jednom Zivotnom pribehu, ktory popisu-
ju B. Blazek a J. Olmrova vo svojej knihe “Krdsa a bolest”.
Zena, vo veku 65 rokov, bola vo svojom Zivote uz osem-
nastkrat hospitalizovania. Okrem odoperovania mandli
a ZI¢nika a dvoch opericii spojenych so zranenim, vSetky
ostatné hospitalizicie suviseli so srdcom. Vo veku 35 ro-
kov jej bola diagnostikovana srdcova chyba a podstupila
operaciu. Operdcia zverejnila postihnutie a tym zaistila
urc¢ité nevyhnutné prava z neho vyplyvajice. Tato znize-
na latka vo fyzickej sfére viedla ku zvySenej duchovnej
aktivite. Buduca pedagogicka si najprv dokoncila okupa-
ciou prerusenu strednu Skolu a potom absolvovala peda-
gogicku fakultu: “Hned vzapiti po tej operacii, akondhle
som bola z rekonvalescencie trochu vonku, chopila som
sa vSetkych moZnosti, aby som vSetky duSevné i telesné
sily vydala a rozvijala...”. Tato Zena nebojuje s chorobu ani
priamym tutokom - Ze by ju premahala eSte vicS$im vypi-
tim - ani obchvatom - pokusmi ndjst toho pravého lekara.
Setri silami i zdravim, aby mohla ¢o najviac vykonat. Srd-
cova operdcia v nej nedokdzala vyvolat sebamensi zach-
vev. Ved tato Zena neprijala predstavu, Ze bez tohto po-
stihmutia by jej Zivot mohol prebiehat nejako inak: st
vicsie sily v nej i mimo nej, ktoré urcuju chod jej Zivota
(2). Celym svojim Zivotom preukdzala, Ze ¢lovek ako po-
tencidlna existencia je nie¢im nepomerne viac nez osu-
dové danosti a obmedzenia jeho Zivota, ktoré zmenit nie
je v jeho moci.

Prakticky vyznam vyclenenia existencialnej a duchov-
nej dimenzie pacienta vidim predovSetkym v tom, Ze je
vychodiskom pre odokryvanie a prebudzanie Specificky
Tudskych potencii v pacientovi, ktoré je mozné rozohrat
a postavit proti biologickym, psychologickym a social-
nym danostiam a ohraniCeniam jeho Zivota. Ak sa na pa-
cienta za¢neme pozerat touto optikou, nejavi sa nim viac
ako akysi monolitny utvar, ktory je cely diftizne kontami-
novany, ovladany a determinovany svojou chorobou (3).
Naopak, ukazuje sa v Zivom dynamickom rozpiti exis-
tencie a faktického bytia, duchovného a biopsychofyzic-
kého, osudovo daného a formovaného (stvarnovaného),
pacientom naozaj neovplyvniteIného a pacientom (do
istej miery) ovladatelného.

Na autobiografiich trpiacich ['udi a na umeleckych zo-
brazeniach utrpenia sa stale znova presvied¢ame, Ze cho-
ry ¢lovek zmysluplne zaclefiuje postihutie do svojej indi-
vidudlnej biografie. Podobne aj v horizonte naSej beZnej
skusenosti sa “choroba” a s fiou spité utrpenie objavuje
v kontexte celku l'udskej existencie a za chorobou vidy
vidime chorého cloveka. Nadvizujuc na to by sme mohli
dospiet k vytvoreniu syntetického portrétu “homo pa-
tiens” ako cloveka, ktory transponuje fakt utrpenia na
$pecificky humdnnu rovinu a tym ho zl'ud$tuje. Mimo-
chodom, tu si hned mdézeme povSimnut hlboku asy-
metriu vo vztahu lekidra a pacienta. Zatial, ¢o homo pa-
tiens transponuje fakt choroby na existencialnu rovinu,
u lekdra vidime skor tendenciu transponovat I'udsku pro-
blematiku spojenu s chorobou na odborne-vecnu rovinu,
kde sa citi byt istej$i a kde ma prevahu nad pacientom.

Pri vytvarani obrazu “homo patiens” je predovsetkym do-
lezité postihnut trpiaceho ¢loveka v roznych kvalitativne
Specifickych rovinach, ktoré su vzijomne neredukovatel-
né. Vo vnutorne diferencovanom zobrazeni trpiaceho
¢loveka treba okrem takpovediac klasick€ého prihliadania
na psychologické a sociologické aspekty, vystihnut aj
jeho existencidlnu dimenziu, ktorou ¢lovek prave presa-
huje aj svoju bio-psycho-socialnu ohranic¢enost. O prak-
tickej doleZzitosti takéhoto multidimenziondlneho naze-
rania na trpiaceho c¢loveka, sme sa mohli presvedcit na
vysSie uvedenych protikladnych postojoch k utrpeniu.

Pozoruhodny l'udsky vykon, ktory nim predvadza tr-
piaci clovek, predstavuje urciti vyzvu sucasnej dobe, vy-
znacujucej sa hedonistickym unikom od bytostnej zodpo-
vednosti ¢loveka za Zivot a povrchnym, na obdiv vystavo-
vanym optimizmom, ktory glorifikuje tzv. radostné stran-
ky Zivota a odstrafiuje z neho utrpenie a stalu pritomnost
smrti. AvSak tou mierou ako sa civilizdcia snaZi odstrafio-
vat zo Zivota utrpenie a pritomnost smrti a vytvarat pros-
trednictvom tzv. priemyslu zabavy stile nové a nové
zdroje radosti a zmyslovych rozkosi, vystavuje ¢loveka co-
raz hlbSiemu utrpeniu zasahujicemu duchovné jadro
osobnosti.

Problémy, ktoré sme tu nacrtli, su filozofickej povahy.
Nejde pritom o umel€ vnasanie filozofickej problematiky
do mediciny, ale skor by sme sa mali usilovat nadviazat na
prakticky zita filozofiu ¢loveka v nudzi (teda pacienta)
a Cloveka pomahajuceho v nudzi (teda lekara). NavySe je
to podla K. Jaspersa priave naSa doba, ktora tlac¢i lekara
(a hlavne psychiatra) do roly, ktora bola predtym vysa-
dou knazov a filozofov.

Na zaver celej tejto ivahy by bolo moZné pokusit sa
explicitne formulovat, v ¢om spociva hlboky filozoficky
étos lekarskeho povolania. Zda sa mi, Ze vzhladom na to,
o ¢om sme tu hovorili, ni¢ nie je vystiZnejSie ako nasledu-
juci Goetheho vyrok: “Ak budeme brat 'udi takych, akymi
su, potom ich robime hors$imi, ak ich ale budeme brat ta-
kych, akymi by sa mali stat, potom z nich robime to, ¢im
moZu byt”.
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MEDICINSKA ETIKA A SEXUALNA VYCHOVA
Ladislav Lencz

Kazdy psycholog vie, Ze vediet, ¢o je spravne, eSte
zd'aleka neznamena robit to, ¢o je spravne, preto medi-
cinska etika musi vyustit v u¢inny vychovny program, za-
loZeny na hlbokej znalosti vyvinovej a socialnej psycho-
logie. To sa tyka najmi etiky sexudlneho spravania.

Projekt realizovany v populicii 6000 rodic¢ov a adoles-
centov zo 4 oblasti USA potvrdil skuto¢nost, ktord mnohi
z nas poznaju z vlastnych pozorovani, t.j. Ze pre sexualne
spravanie su rozhodujuce vztahy v rodine, v ktorej dieta
vyrastd. Ak sa dieta citi rodi¢mi prijaté, milované a ocefo-
vané, ak komunikidcia medzi rodi¢mi a detmi je intenziv-
na a dobri, celozivotné monogamné manZzelstvo ziska
v hodnotovom systéme dietata popredné miesto. Takéto
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dieta netrpi citovou deprivaciou a zpravidla nema potre-
bu pustat sa do predcasnych citovych a erotickych do-
brodruzstiev. Ak tieto podmienky nie sa splnené, mlady
Clovek hlada kompenziciu za citovu deprivaciu v pred-
casnej erotike. Pri rozkolisanej psychike deti vyrastaji-
cich bez lasky prvé dobrodruzstvo sa konci spravidla
frustriciou, ¢o neraz vedie k uzavretiu sa do seba, strachu
zo sexu alebo naopak, k promiskuite.

Ak teda sexudlna vychova (vychova k Zivotu v rodine)
ma byt ucinnd, nesmie sa obmedzit len na ‘technické’ po-
ucenie, ale musi zohl'adnit spominané skuto¢nosti.

Existuje pomerne malo vyskumov, ktoré by sa venova-
li psychickym aspektom sexudlneho spravania a eSte me-
nej projektov, ktoré€ by ich zabudovali do uc¢inného pro-
gramu. Velmi zaujimavym prinosom v tomto smere je
projekt nadicie Americké rodiny “Vyznam plodnosti pre
rodinu”, podporovany americkym ministerstvom zdra-
votnictva, ktory dosledne uplatiuje aspekty psychologie
osobnosti, vyvinovej a socialnej psychologie.

Projekt vychadza zo skutoc¢nosti, Ze pre sexudlne spri-
vanie ma rozhodujici vyznam skusenost lasky a také spra-
vanie rodicov, ktoré rozvijaji sebaocenovanie (self-este-
em), komunika¢né schopnosti a sebaovlidanie dietata.
Pomaiha rodi¢om osvojit si vychovné metddy, ktoré pod-
poruju tieto dolezité skusenosti a postoje u dietata. Pod-
robnosti st opisan€ v knihe Mercedes A. Wilson - Laska
arodina.

Trojro¢nd aplikdcia projektu v kontrolovanych pod-
mienkach sledovania priniesla pozoruhodny uspech.
V ‘experimentilnej’ skupine 6000 os6b sa vyskytli iba 3
otehotnenia adolescentiek na 1000 mladych, kdezto ame-
ricky priemer je 111 otehotneni na 1000 mladych.

K tomuto vysledku treba poznamenat, Ze podla moj-
ho nazoru nepotvrdzuje dostato¢ne ucinnost metody,
pretoze uz dobrovol'ni tcast v experimente tohto druhu
svedci o relativne dobrej atmosfére v zacastnenych rodi-
nich. Preto nevieme, ¢i dobry vysledok (28-nasobny po-
kles otehotneni adolescentiek) je spésobeny prevazne
metodou, alebo skor dosledkom uZ existujucej dobrej
atmosféry v rodine. Z hladiska zameru, ktory sleduje ten-
to prispevok, je vSak tdto uvaha irelevantnd. Rozhodne
potvrdzuje aspoil to, Co tento prispevok chce dokazat
a na ¢om je zaloZena nasSa koncepcia: pozitivou korelaciu
medzi dobrou rodinnou atmosférou a Ziadicim sexudl-
nym spravanim.

Velkym prinosom projektu je, Ze pomaha casto be-
zradnym rodicom, aby vedeli svojim dospievajucim de-
tom nielen prikazovat a zakazovat, ale aj icinne pomahat.
Na druhej strane zameranie na rodicov je jeho podstat-
nou slabostou: pomerne velka cast sicasnych rodin je ne-
funkc¢na, chyba zdujem a casto aj elementiarne predpokla-
dy zucastnit sa podobného projektu.

Nemame pristup k rodicom, zato vSak vSetky deti
mame v Skole. Ak sa podari vybudovat pravé a laskyplné
spolocenstvo, v ktorom su vztahy podobné vztahom v do-
brej rodine, skusenost lasky, prijatia, ocenovania a zmy-
sluplnej komunikicie v rodine - m6zu aspon do istej mie-
ry pribliZit detom chybajicu lasku v rodine.

Na tejto ‘filozofii’ je zaloZeny nas projekt skolskej vy-
chovy nazvany “Eticka vychova”. Funguje uz dva roky na
20 skolach a od septembra 1991 na dalSich asi 300 sko-
lach na Slovensku. Na Statistickom vyhodnoteni ucinnos-
ti projektu sa pracuje, kvalitativne hodnotenie (vypovede
ucitelov) hovoria o tom, Ze spravanie menSich deti za
rok, spravanie stredoskolikov behom dvoch rokov sa vy-
razne zmeni. Deti s otvorenejsie, naucia sa riesit konflik-
ty neagresivne, napriklad vzijomnym vysvetlenim, naucia
sa akceptovat aj menej pritazlivé deti. Zaznamenali sa vy-
razné uspechy aj u problémovych deti. Sexualna vychova
je planovana az v tretom alebo Stvrtom roku, pretoZe na-
pred treba polozit dobré zaklady ucty k sebe a ucty k dru-
hym, empatie, asertivity, prosocidlneho spravania, rozvi-

jat komunikacné zrucnosti, atd.. K projektu patria aj roz-
ne techniky a sposoby, ako zapojit do vychovného proce-
su aj rodicov - doterajsie skusenosti su pozitivne. Stru¢ny
opis projektu a jeho doterajSich vysledkov bol uverejne-
ny v Ucitel'skych novinach ¢. 30/1991.

Osobitne chcem vyzdvihnut ddleZitost sebaocefio-
vania a komunikacie pre sexudlne spravanie. Nizke seba-
hodnotenie vedie k sebapoSkodzujicemu spravaniu
a roznym vystrelkom, v¢itane sexudlnych. Pri nedostatku
schopnosti komunikovat ostava len jedind moznost, ako
vyplnit spolu stravené hodiny: erotické a sexudlne hry.
Dnes mnohi povazuju petting a dotykové hry za prostrie-
dok, ktory umozni oddialit prvy genitilny styk: myslim,
Ze ovela lepSie je naucit deti zmysluplne komunikovat.
Dobra komunikidcia moze dat prvym liskam obsah a chra-
nit pred tskaliami nezrelého sexu.

A:Ing. L. Lencz, Uhrova 16, 831 01 Bratislava

LEKARSKA STAVKA
Anna Vichovi

Za jakych okolnosti - a zdali viibec - mohou 1€kafi stav-
kovat? Néktefi z nds mysli, Ze nikdy, ale jini maji za to, Ze
absolutni zdkaz by koneckonct znemoznil snahy lékafa
dovést své pozadavky do konce, znemoZnil by pouZit
v krajnich okolnostech krajniho prostfedku. Jadro pro-
blému je totiZ v tom, Ze je to pacient, ne zaméstnavatel,
kdo je poskozovan, kdyz 1ékafi stavkuji, a 1ékafi to jsou,
ktefi se ukazi jako bezcitni a neodpovédni. Proto pod-
minky, Ze kterych by méla byt vyhlaSena stavka - tento pu-
vodni délnicky zptisob natlaku na zaméstnavatele - muse-
ji byt zvaZzovany velmi opatrné.

Neni pochyb o tom, Ze spolec¢nost, kterd je vyhradnim
a bezkonkuren¢nim zaméstnavatelem zdravotnickych pa-
covnika a soucasné majitelem financnich zdrojt, se zac-
ne dfive nebo pozdéji vzdavat kvality zdravotni péce vo
prospéch zadrzovani financii. V této situaci je pak zasad-
ni, pfi jakém stupni finan¢niho diskomfortu se zac¢ne
projevovat zhorseni péce o nemocné, a ktery okamzik to-
hoto upadku pociti zdravotnici jako limitni, a zvoli staivku
jako zpusob krajni vystrahy. VSichni jsou potom vystave-
ni zavaznému etickému problému, kdyZ se rozhodnou
stavkovat, Ze postupy proti zaméstnavateli mohou skon-
¢it poSkozenim pacientd. Musi fedit dilema, zda jsou po-
vinni pracovat dal a napomdhat implicitné deterioraci
zdravotni péc¢e nebo stivkovat a ohrozit n€které pacienty
moznymi nevyhodami. Volba stavky v oblasti 1écebné
péce se nam tedy jevi jako pon€kud omezena.

1. Domnivame se, Ze by l€kaf nemél stavkovat jen pro
svij vlastni prospéch. Hippokratova pfisaha, kterou by
méli 1ékafi respektovat, klade dobro pacienta nad jeho
vlastni a poskytovani pomoci, dokonce v nepohodli a ne-
bezpedi, povazuje za povinnost. Jestlize se ocekava, Ze 1é-
kafi budou pracovat napf. v dobé€ epidemii, mtliZe se také
predpokladat, Ze musi byt schopni akceptovat také i jiné
potize, vyskytujici se ve zdravotnické profesi. Tento pro-
blém v3ak neni jednoduchy. Zoufal€ situace volaji po dra-
matickych a neobvyklych feSenich, ale i postupné zhor-
Sovani kvality Zivota 1ékait v duasledku Spatnych ekono-
mickych a jinych podminek, zasluhuje feSeni.

Pro lékafe neni mozné odvadét prici dobré urovné,
kdyz jejich vlastni problémy a potiZe prameni ze Spat-
nych duSevnich a materidlnich podminek. Penize samo-
zfejmé hraji roli: v disledku stresu a nepravidelnosti pra-
ce si zdravotnici mnoho sluZeb museji nechat udélat. Lé-
kaf, jehoZ prace vyzZaduje plnéni zavazku stojicich nad
obdobnymi v jinych profesich, je oprivnén k jistému fi-
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nanc¢nimu kompenzovani. Zastava nicméné pochybnym,
jestli toto opravnéni samo miiZe ospravedlnit stavku.

Reseni finan¢nich pozadavk® zdravotniki vyzaduje
porozuméni na obou stranach. I kdyz zdravotnické orga-
nizace maji za povinnost poskytovat pacientiim tu najlep-
$1 mozZnou péci, nemuze se od nich cekat, Ze budou vy-
chazet vstfic pozadavkiim na zvySeni plata v kazdém pri-
padé. Nicméné se ani neda ocekavat, Ze zaméstnanci,
i kdyZ si své povolani sami zvolili, zistanou ve vykofisto-
vaném a nestimulujicim postaveni. Do stfedu zornosti by
se soucasné mélo dostat také omezené a eticky nezdravé
mySleni manazeri, které ve svych duasledcich vede ke
konfrontacim.

2. Pracovni podminky I€kaia jsou odlisné od jinych
profesi. Je béiné, Ze se pozaduje od mladého chirurga,
aby byl pfitomen u velkych nebo neobvyklych chirurgic-
kych vykonu i po své pracovni dobé. Je pravdou, Ze roz-
pis price ho k tomu nezavazuje, ale k erudici to potfebu-
je. Tak mnohdy denné poskytuje sluzby navic. Pro starsi
kolegy, zastavajici bezpecné vyssi postaveni, je lehké shli-
Zet na mladé kolegy s despektem, odmitaji-li pracovat
v podminkach, ktoré by mély byt socidlnim i kulturnim
pokrokem jiz pfekondny. Mnozi ze starSich 1ékait se vy-
pracovali v dobé€, kdy se do rodicovskych tvazku uvazaly
Zeny a podfidily své vlastni potfeby potfebim manzeli -
Iékafd, pro néz potfeby pacienti nemohly byt nikdy se-
kundarni ve srovnani s jejich roli otcti a manzelt. Mnoho
se vSak zménilo. Ne vZdycky se muaze oCekavat, Ze Zivot
Iékafe bude podfizen jen jeho medicinské podobé. Neni
divu, Ze mnoho mladych lidi pocituje tento poZadavek
jako nepfijatelny. Moudfi starSi kolegové by je méli po-
chopit a neodsuzovat je pro radikalitu a revolucnost, kte-
rd plyne z jejich nezralosti. Mladi kolegové totiz pfichaze-
ji do arény klinické praxe skutecné nepfipraveni ve
vSem, kromé - v nejlepSim pfipade - teoretickych znalosti.
Na druhé strané by mladi 1ékaii méli védét, Ze mezi medi-
cinskym egoismem a ¢istym soupefenim vede jen uzka
hranice, a angaZovanost v praci by méla stat na prvnim
mist€ jejich snaZeni.

3. VyhlaSeni stivky ve zdravotnickych zafizenich by
mélo byt vzidycky zaleZitosti svédomi. Nestavkujici by ne-
méli byt ostrakizovani, protoZe se tak rozhodli pro dobro
pacientt spiSe nez z jinych nizSich motivi. JestliZe ti, kte-
i pracuji na novorozeneckych oddélenich, JIP, chirurgo-
vé na sale nebo pohotovostni tym odmitaji stivku, potom
jejich stanovisko musi byt akceptovano.

Uvaha o zivaznosti dusledki, které hrozi podminkim
a kvalité lécebné péce, a o riziku pro pacienty, vyplyvaji-
cim ze zamyslené akce, neni nikdy pfimocard, a néktefi
Iékafi budou trvale davat pfednost bezprostfednimu za-
ujmu pacientl. Neméli by byt skandalizovani, protoze
maji na své strané mnoho kladnych motivaci.

Spolec¢nost skute¢né investuje mnoho do studujicich
lekafstvi, aby je vybavila dovednostmi nezbytnymi pro
praci na vysoké urovni. Tato investice je nejen finan¢ni,
ale i prakticka: studentiim je umoznéno udit se na pacien-
tech, coZ s sebou nese Ujmu pfinajmensim na pacientovu
soukromi, vylouc¢ime-li moznost Gjmy somatické. Skutec-
nost, Ze 1ékafova erudice vyruasta vlastné v podminkach
poskytovanych dobrovolné spole¢nosti je faktem, které-
ho by si 1€ékafi méli byt védomi, a neméli by se povazovat
za nezavislé dodavatele urcitého zbozi nebo dovednosti.
Neméli by byt v pokuSeni drzet spolecnost “v Sachu” jako
jiné skupiny zaméstnancu.

Lékarské stavky nejsou obdobné jako jiné stavky, pro-
toZe se od 1€kafti oc¢ekava, Ze postavi blaho pacientd nad
sv€ vlastni zajmy. Tento eticky postoj vSak c¢ini 1ékafre,
zdravotni sestry, klinické psychology, 1ékafské techniky
a farmaceuty v jejich sporech se zaméstnavatelem zrani-
telnymi. Idealem by bylo, kdyby manaZeri zdravotnictvi
pracovali v té€sné€ vazbé se zdravotniky a obé€ skupiny by
zaroven neslevovaly z vysoké etické urovné price. Zda se

vsak, Ze soucasné fidici organy zatim nedospély k této
kvalité. To ma za nasledek, Ze 1€kafi stoji tvafi v tvaf redl-
né a tézké volbé mezi pozadavky, kladenymi na né€ zam¢s-
tnavatelem, a kvalitou jejich price. Neexistuje zadna
absolutni volba. V feSeni téchto dilemat 1ékafi museji
sami peclivé rozhodovat mezi vzijemné disparatnimi
hodnotami, které€ jsou s témito dilematy spojené.

A: Dr. Anna Vichovid, M.D., PhD., LF MU, Jostova 1, 65653 Brno, Ceski republika

PROBLEMY S POJMOM HUMANIZACIE PSYCHIATRIE

J. Fleischer, E. Kolib4s, 1. André, T. Caplovi, M. Kralovs,
I. Zucha

Psychiatrickd klinika Lekarskej fakulty Univerzity Komen-
ského v Bratislave

Snahy humanizovat psychiatriu nie st nové. Vyvijaju
sa storocia. Samozrejme, ich obsah sa menil. Najprv iSlo
0 boj s neludskostou v pristupoch k duSevne chorym,
o snahy humanizovat podmienky duSevne chorych
v ustavoch. Dnes ide takisto o kritiku starostlivosti o du-
Sevne chorych, ale niekedy aj o kritiku psychiatrie ako ta-
kej, jej teorie a lieCby a tiez o legislativne otazky.

Osud dusevne chorych v diavnej, ale ani nie tak davnej
minulosti bol vel'mi tazky. V 15. i 16. storo¢i sa pouZivali
klietky blaznov. Procesy s bosorkami sa nie vzacne tykali
aj dusevne chorych. Chori boli v klastoroch, ale az do 19.
storocia aj vo vizniciach. Zachovali sa pramene, podla
ktorych l'utovali viziiov, Ze musia byt s dusevne chorymi,
nie duSevne chorych, Ze st umiestneni s kriminalnikmi.

V 19. storoci predpisy hovorili o starostlivosti o du-
Sevne chorych a chudobnych, o povinnosti postarat sa
o nich. Upravovali vSak hlavne to, Ze obec sa musi posta-
rat o svojich chorych a obec musi hradit trovy, ak su v ne-
mocnici. Chori boli umiestiiovani v nemocniciach hlavne
preto a vtedy, ked bolo treba chranit verejnost, izolovat
ich, alebo boli v takom zlom stave, Ze sa nevedeli o seba
postarat.

Boj proti zlym podmienkam v tstavoch bol tazky. Pre-
sadzovat, Ze chori nemaju byt prikovani retazami, Ze sa
maju lepsie stravovat, Ze s nimi treba ludsky zaobchadzat,
sa darilo len vel'mi pomaly. Neboli k dispozicii acinné lie-
c¢ebné prostriedky, tie prisli az v 2. polovici nasho sto-
rocia. Aj ked boli chori uz predtym umiestiiovani v ne-
mocniciach, alebo astavoch a podmienky uz boli omno-
ho lepsie, nemohlo byt este vSetko v poriadku. Chybal aj
kvalifikovany persondl. Psychiatria vidy dostivala menej
finan¢nej podpory a kvalitna starostlivost je drahd. Nema
zmysel zatajovat, Ze eSte aj prvé roky po vojne na psychia-
trickych oddeleniach niekedy pracovali ti, ktori sa neos-
veddili na inych oddeleniach a boli tam preradovani
z trestu. Teda nie so zdujmom o pricu s dusevne chory-
mi, ale dopliiovali chybajici personil. Hlavne vSak - a to
treba zdoOraznit - aZ objavenie modernych liecebnych
prostriedkov, psychofarmak, umoznilo ist dalej. Az vtedy
bolo moZné zrusit dozorcov, zvieracie kazajky, bez obav
dat pacientom normadlny pribor na jedenie, zmenit tazké
dubové lavice, ktoré sa nedaju zdvihnut, za obycajné -
esteticky lepSie vyhovujuce stolicky, umoznit pacientom
robit ru¢né price, strihanie noznicami, pracu s ihlami
a podobne.

Zivot na psychiatrickych oddeleniach je dnes celkom
iny vdaka modernym lieckom. NavySe sa podstatne skrati-
la doba lie¢by, teda pobytu na oddeleni. Chori sa aj po
viacerych atakoch choroby vracaji pomerne rychlo do-
moyv, ale aj do price. Aj verejnost ich dnes prijima inym
sposobom, kulturnejsie, [udskejsie. Zaujimavé je, Ze pra-
ve v tejto situdcii zacinala ostrd vlna kritiky psychiatrie.
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Ak by iSlo len o kritiku starostlivosti v slab$ie vybave-
nych uastavoch, nebolo by moZné mat namietky. Naopak,
taka kritika zo strany verejnosti by bola vitand. Donutila
by urady lepsie finan¢ne dotovat psychiatriu. Vina kritiky
psychiatrie, ktora prepukla v 60-tych rokoch a zasiahla za-
padnu Eurdpu, sa tykala podstaty psychiatrickej tedrie.
Presadzoval sa az taky krajny nazor, Ze psychické choroby
su vymyslom psychiatrov a psychiatri poskodzujui svojich
pacientov. Poskodzuju ich tym, Ze im podavaja Skodlivé
lieky, a tym, Ze ich deklaruja za pacientov a teda oznacia
ich za chorych, ¢im ich socidlne poskodia.

Tato extrémna podoba antipsychiatrie, ktora presa-
dzovali politizujuce spolky Studentov, basnici, filozofi,
spolky byvalych pacientov, sa zakladala na vedecky ne-
podloZenej predstave, Ze nie mozog je chory, ale spoloc-
nost a niekto sa sprava odchylne preto, Ze spolo¢nost je
zl4, chord a ta treba zmenit, nie lie¢it chorobu mozgu.
Antipsychiatrické hnutie spdésobovalo oficidlnej psychia-
trii na zdpade velké starosti. V niektorych krajinach rusili
psychiatrické 16zkové oddelenia, z ktorych cast dnes uz
znovu existuje. Nikto teraz nevie povedat, kolko Zivotov
stdla aktivita antipsychiatrov.

Chorobna podstata duSevnych chorob je dokazana.
Nie psychiater, ale prejavy choroby poskodzuju pacienta
socialne. V¢asna liecba nielen rychlo zmierni prejavy
choroby, utrpenie pacienta, ale chriani ho pred zrakom
verejnosti. LahSie sa po lieCeni vracia domov a do price
ten, o ktorom sice vedeli, Ze sa lieci, ale nevideli ho v jeho
chorobe. Chory, ktory nie je v¢as lieCeny v nemocnici,
znici si svoje postavenie v praci, minie majetok, odcudzi
sa susedom, okrem toho hrozia d’alSie rizika, nehoda, sa-

movrazda.
Druha stranka kritiky sa tyka legislativy. Proti obave

zo zneuZitia psychiatrie nemozZno mat namietky. Spoloc¢-
nost skuto¢ne musi mat kontrolu nad tym, ako sa z titulu
duSevnej choroby obmedzuje osobna sloboda. Ide vSak
zase o to, aby duSevne chori nedoplacali na extrémne
tendencie. Napriklad, diskutovalo sa o prave duSevne
chorych na samovrazdu. Extrémny charakter malo roz-
hodnutie jedného amerického stidu o prave na duSevnu
chorobu, dusevny rozvrat. Samozrejme, vyvolalo to od-
mietavu reakciu zo strany odbornikov.

V kazdom Stite je sticasnd legislativa v nieCcom odlis-
na. K zjednoteniu vedi dokumenty medzinirodného vy-
znamu, konkrétne Luxorska deklaricia I'udskych prav du-
Sevne chorych a dalSie. VSeobecna spokojnost nie je do-
teraz. Napriklad americki psychiatri poukazuji na to, Ze
na obrovskom mnoZstve bezdomovcov participuju du-
Sevne chori, ktori nie su lieceni a pravo obmedzuje moz-
nost liecit ich, pokial sa nestanu zjavne nebezpecnymi.

K nam sa vlna antipsychiatrie v 60-tych rokoch cez Ze-
leznt oponu nedostala. V urcitej forme vsak prisla teraz.
Docitame sa v novindch, Ze psychiatri su zli I'udia, Ze psy-
chiatri neopravnene “kfmia” pacientov liekmi a podobne.
AKkd je dnes situdcia u nas po legislativnej stranke. Dote-
raz o nutenej liecbe rozhodovali nirodné vybory, od za-
¢iaku roka 1992 sudy. Psychiatri vitaju kontrolu, oponen-
tiru, vitaja, Ze o zodpovednost v takej viznej veci, akou je
lie¢ba bez suhlasu pacienta, sa delia s nieckym kompeten-
tnym. Predsa je vSak niekolko stranok, o ktorych, ako sa
zda, je uzitocné diskutovat.

1. Pacienta, ktorého psychiatrické zariadenie zahlasi
sudu, Ze bol prijaty bez suhlasu, pride vySetrit sudca. Ho-
vori s pacientom, pyta sa ho na podrobnosti, na to, ¢o
psychiatri povazuju za jeho bludy a halucinacie. Nako-
niec suhlasi s psychiatrami, Ze prijatie bolo potrebné
a vyda o tom rozhodnutie. Jestvovala by aj ina realizicia
zakona. Napriklad v Rakusku sudca tieZ kontroluje pri-
jatie, ale md k tomu dradného lekara. Mame detailne do-
kumentované, kolkych pacientov sme po rozhovore so
sudcami museli medikament6ézne upokojovat. Je to tra-
uma pre pacienta, u ktorého si sudca overuje, ¢i naozaj

hovoril o prenasledovani a podobne. Len lekar vie hovo-
rit s pacientom tak, aby ho neposkodil

2. Podla platného obcianskeho ziakona sudca skiima,
¢i zdravotny stav pacienta je skutocne tak naruSeny, Ze
hrozi konkrétne ohrozenie jeho samého, alebo okolia.
Ojedinele sa uz stalo, Ze sudca akceptoval dusevnu choro-
bu, ale nezistil z choroby vyplyvajuce bezprostredné rizi-
ka. Napriklad pacientka 5 dni nejedla, a to sudca nepova-
Zoval za vazne. Bolo to v tych diioch, ked pan Marecek
hladoval uz asi 40 dni, a preto sa to zdalo mélo poskodzu-
juce.

V tom smere sa nam javi navrh zdkona o zdravi pripra-
vovany v SR vyhovujtcejsi nez federdlny obciansky zikon
a zodpoveda aj zakonom inych zemi. TotiZ zistuje sa aj to,
Ze ak by sa pacient neliedil, zhorsi sa jeho zdravotny stav.

Velmi viznou vecou je odstavec prislusného paragra-
fu Ob¢. zikona, ale aj pripravovaného zikona SR, podla
ktorého do prichodu sudcu - a sudca musi prist do 7 dni -
sa nema zacat liecba, moZu sa robit len najnutnejsie opa-
trenia.

Odhliadnuc od toho, Ze nejestvuje mozZnost ohranicit
najnutnejsie opatrenia, ak s medicinske, od zacatia liec¢-
by, hrozi tu navrat ku zvieracim kazajkdm, ak by psychia-
tri tento pokyn zobrali doslovne. Objavil sa dodatoCne aj
vyklad, dovod tohto opatrenia. Tvrdi sa, Ze psychiatrické
liecebné prostriedky naruSujua organizmus, a ak by sa po-
uzili pred prichodom sudcu, ten by nevedel odliSit, ¢i
priznaky u pacienta pochadzaja z choroby, alebo boli za-
pri¢inené liekmi.

Takéto zdovodnenie bolo pre psychiatrov prekvape-
nim. Je to laicka predstava, ktora sa rozSirovala na zipade
pred Stvrtstoro¢im. Vedecka psychiatria tato tézu nepri-
pusta. To, Ze sa dostala do vykladovej casti navrhu ziako-
na, sved¢i len o tom, Ze zmeny sa nerobili v spolupraci
s odbornikmi.

3. Do 3 mesiacov od prijatia do nemocnice pacient
obdrzi uznesenie, z ktorého sa dozvie, Ze jeho pripad
bude riesit sid a bude preto vySetreny sidnym znalcom
psychiatrom. Za 3 mesiace je velka Cast pacientov uz
doma. Vyrovnavaju sa s tym, Ze boli na psychiatrii. Naraz
dostanu takéto uznesenie sudu. Aj v tomto bode by bolo
potrebné hladat iny sposob, aby aj obsah listiny ludskych
prav, ale aj skuto¢ny zaujem pacienta bol chrianeny.

Psychiatri davaji na roznch foérach podnety v tomto
smere. Ide o to, aby neboli v konflikte pravo obc¢ana na
slobodu a povinnost lekdra liec¢it chorych. Stlad sa da do-
siahnut, ale len vtedy, ked' sa problémy riesia bez emocii,
bez inych tendencii a hlavne kvalifikovane.

Sihrn

Autori sa zamySlaju nad historiou starostlivosti o psy-
chicky chorych a nad vyvojom postojov spolo¢nosti
k psychicky chorym a k psychiatrii. Postoje spoloc¢nosti,
s ktorymi suvisi aj prijimanie zikonnych opatreni upravu-
jucich pravnu stranku starostlivosti o psychicky chorych,
odrazaju uroven porozumenia podstaty psychickych cho-
rob v laickej verejnosti. Cielom price je poukizat na etic-
ké problémy, s ktorymi su psychiatri konfrontovani pri
svojej praci.
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Dear friends, Bratislava, Summer 1996
when meeting today new groups of young candidates of medical
profession, I often read an untold question from their faces:
“Why should we today still speak about ethics? Why don’t we pay
our attention solely to the ‘practical disciplines’?” (“Don’t you see
how the life runs nowadays, as well as the medicine itself?
‘What's the reason for any ‘making the philosophy’ in such a situ-
ation? We do want from our lives the success in the first place!”)
Honestly, does it really make sense? Isn’t it just a wastage of time,
energy, and resources? Those of ourselves, the University - and
also of our students? There might be many answers and reasons
affirming the need in question. The space allowed for this edito-
rial is too small to accommodate even the sole listing of them.

It seems to me one of the most ‘practical’ affirmations might be
the following one: medical ethics is concerned also with the ques-
tion on what kind of a physician do I really want to be, or become.
I do not think here, of course, about a purely ‘scientific’, ‘technical’,
or ‘technological’ site of contemporary medical profession. Rather
I mean the understanding of what does it mean to accept and prac-
ticise medicine as the life-long profession. What does it mean, if
you want, ‘to be addmitted to the medical profession’l. It is not, as
we all do know, just to wear the ‘white coat’, stethoscope, neurolo-
gist’s hammer, or other external signs of the profession. Neither it
is an arrogant exercising of power upon the health and lives of our
patients, nor that of the formal authority upon our collaborators in
the health care team. Rather, I believe, it is in the first place the
very specific kind of a whole-life service to the people, to the men
and women, as well as it is an extraordinary, and continuous res-
ponsibility. A complete fulfillment of this mission seems nearly
impossible without a sincere and deep respect, I would better say
‘love’, to every man or woman that happens to become our patient.
Impossible, without sincere respect of his or her dignity and inte-
grity - physical, psychological, and spiritual. Impossible, without
respecting him or her as a human person in the full sense of the
word, equal in the rights and claims with ourselves, our relatives,
or friends. Our patient is our ‘neighbour’2. The one, that is inju-
rried, ugly, helpless, in pain, abandoned; the man or woman at the
different ways of his or her life attacked by an illness, disease, acci-
dent, disaster, or by other ‘robbers’. The glory, the depth, and suffe-
ring of our profession, may be, dwells in this: trying once again
throughout our lives to comply with this attitude; trying to make
the face of contemporary medicine - the one that is faced by our
patients - more humane and nice. The alternative, as it seems nowa-
days, is becoming the medicine of machines, technologies, instru-
ments; practicised by some kind of ‘supermen’ without empathy,
or by cynic robots. I believe, the more positive approach, i. e. ta-
king the medical profession as a kind of mission in the ‘service to
humanity’l, composes the heart of a true collegiality of medical
professionals; the self-understanding, pride, and healthy self-este-
em of the medical profession.

Our students, at least as individuals, can make some choices
at the time ‘when they are addmitted to the medical professi-
on’l. Namely, they can choose for themselves, what kind of
a medicine will they like to perform in their future professional
lives: what kind of a doctor will they like to become. Which
examples, which models will they follow. Thatswhy, perhaps, it
is good, that our students of medicine attend at least these few
seminars on medical ethics. Our task, as teachers, is to use this
time properly: this chance must not be lost. After the graduation
from the University, in the busy everyday’s practice, in pushing
‘situations’, and complicated ‘conditions’, there will still be less
time for ethical reasoning and orientation. Or not?

(Text from the page 1.) Jozef Glasa
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