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POVODNE PRACE / ORIGINAL ARTICLES

DISCRIMINATING AGAINST CHILDREN
WITH HANDICAPPING CONDITIONS (3)*

Siegfried M. Pueschel

Child Development Center, Department of Pediatrics, Rhode Island Hospital,
Brown University School of Medicine, Providence, Rhode Island, USA

Involvement in decision making

The question often arises, who should determine and who should decide
whether a child with a significant developmental disability should be treated
and what should the therapeutic approach encompass.

The Physician’s Role

Most often, only the attending or consulting well-trained physician can
make a reasonable, sometimes only tentative diagnosis, taking into considerati-
on the variability within each of the handicapping categories. The physician
often may need to utilize biochemical tests, order chromosomal analyses,
and/or pursue genetic investigations in order to drive at a definite diagnosis of
a specific handicapping condition in an infant. Even newborns with Down
syndrome who usually can be clinically dia gnosed, may occasionally only pre-
sent with a few signs and symptoms making the diagnosis less obvious [29].

In the attempt to provide appropriate treatment to infants with handicap-
ping conditions, physicians are often caught between the competing interest
of the child, the parents, and their own professional and legal responsibili-
ties. Foremost, physicians must provide parents with unbiased and truthful
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information about an infant’s condition. In addition, phy-
sicians have the responsibility of acting in the
child’s best interest once they assume the duty of caring
for the infant [30].

In counseling parents, it is difficult to avoid that
the physician’s own value preferences affect or even
determine the parents’ responses. Even if physicians
avoid expressing their opinion, the manner and the
tone in which facts are presented often influence the
parents who are looking for guidance and help. This
may result in the decision by the physician rather than
the parents [31].

The State’s Involvement

The state has conflicting interests in the treatment of
infants who have handicaps. The doctrine of parens pa-
triae in conjunction with the Child Abuse and Neglect Sta-
tutes form the basis of judicial involvement in nontreat-
ment decisions. The state also has an interest in maintai-
ning parental autonomy and family privacy, defending
the physician’s right to use his/her judgment in adminis-
tering medical treatment, preserving the sanctity of life,
and enforcing various laws against manslaughter and ot-
hers [32].

The parents’ interests

Naturally, the parents of the handicapped infant have
a genuine interest in treatment decisions. However, du-
ring this time period of emotional turmoil, parents may
have difficulties making rational decisions because of the
prevailing cognitive dysfunction present in stresssul situ-
ations [31]. Usually during the initial time period, after
they have been told that their child has a significant deve-
lopmental disability, parents are overwhelmed by fear, guilt,
shock, and despair. Then, it is not only unfair to ask parents
whether they want their child to live or to die, it is also dis-
honest because in the vast majority of cases, the parents
are consciously or unconsciously influenced by their phy-
sician’s opinion and judgment. Parents are more able to
come to a decision if they are given access to a range of re-
sources beyond the expertise and bounds of a single phy-
sician and are afforded sufficient time to search for alter-
natives. Some professionals argue that parents should not
be given complete decision making authority, because
they are so overwhelmed by the emotional trauma.

Although legally, parents have the constitutional right
to privacy without state interference, they also must con-
tent with possible criminal liability for withholding treat-
ment if they decide to do so or they may be liable for fa-
iling to provide support, or endangering the life of the
infant if appropriate medical care is not carried out [32].

Whereas parents are best qualified to make emotional
decisions and physicians are usually in the best position
to make medical decisions with regard to treatment, nei-
ther physicians nor parents necessarily have a special claim
to ethical expertise. Therefore, to insure proper ethical
judgment by precluding government intervention into an
area in which it cannot claim proficiency, it would be
advisable to establish an ethical review board that may be
involved in the decision making process.

The Infant’s Rights

Among the various competing rights and interests of
the involved parties, what are the rights of the infant with
a significant handicapping condition? Legally, infants are
entitled to all rights which are accorded to other human
beings from the moment of birth. Infants also have a right
to personal privacy and bodily integrity. Since infants can-
not express their interests such as interests in receiving
medical care or to prolong their lives, usually adults must
decide for them. Often, the courts are asked for assistance
and they will attempt to evaluate treatment decisions
according to the best interest of the child’s standards.

James J. Walters discussed four identifiable issues [33]:

Value of Life

The Judeo-Christian heritage teaches us that every hu-
man being is created in the divine image. Consequently,
there is a high valuation of the individual life. In the Uni-
ted States, the high-valuation-of-life position is part of the
larger culture. This is also emphasized in the statement
made by the American Academy of Pediatrics and the Na-
tional Association of the Disabled which says “Discrimina-
tion of any type against any individual with a disability re-
gardless of the nature or severity o f the disability, is mo-
rally and legally indefensible.” To posses a minimal degree
of life is superior to no human life. According to this posi-
tion, there is no nondiscriminatory basis on which a majo-
rity view of human life can deny existence to others. All
disabled human beings have a rightful claim to human
existence [33].

Parental Authority

In addition to value-of-life issues, parents should play
a pivotal role in the decision making process because an
infant cannot decide regarding his/her own treatment or
nontreatment. The history of parent-child relationship
and the continuing practice in our culture of parental res-
ponsibility for their offspring are strong arguments for
parental decision making involvement. Although children
do possess an important separate existence, parents inva-
riably make decisions for their children tha t significantly
determine their children’s life. The President’s Commission
for Bioethics states that there is a presumption that parents
are the appropriate decision makers for the infants in re-
gard to medical treatment. Although this parental autono-
my is strong but it is not unlimited; for example, parents
do not have the right to refuse routine life saving surgery
for their infant with Down syndrome [33].

Best Interest

The best interest of the infant has always been favored
as the main criteria for decision making. Thus, treatment
decision should be based on a reasonable assessment of
the burdens and benefits that will accompany the
child’s life. The best interest position is both substantive
and a common sense position. It assumes the high value
of the life of the infant and basic human qualities as given.
There are situations, however, when the best interest of
the infant is difficult to assess both me dically and con-
ceptually. In addition, the best interest criteria does not
specify any uniquely human qualifications for assessing
a moral claim to life. This best interest concept also lacks
definite criteria for decision making; it may be helpful but
is incomplete [33].

Personhood

The personhood approach to life encompasses a cohe-
rent philosophy claiming that possession of specific capa-
bilities constitutes personhood. The central contention is
that all newborns whose lives approximate personhood
should receive at least ordinary treatment [33]. In Wal-
ters’ view, the newborn’s potential to develop into an
individual with the capacity for personhood is important
for treatment decisions. According to this view, infants
who have a reasonable potential for at least minimal per-
sonal life should receive appropriate therapy if their pro-
jected life would be a net benefit to themselves [33].
Thus, if a newborn is expected to attain such minimal ca-
pacity for personal life, including the capacity for aware-
ness of oneself as a rational being, then reasonable treat-
ment is morally mandatory. Many children who are mildly
or moderately mentally retarded are self-aware and able
to enter in significant personal relationships including
those with Down syndrome and spina bifida. The latter
approach, however, has inherent dangers, in particular if
Fletcher’s viewpoint of personhood is taken into conside-
ration [8].
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Non-discrimination principle

Discrimination against any individual with a disability
regardless of the nature or severity of the disability is mo-
rally and legally indefensible. A person with mental retar-
dation or other developmental disabilities has the same
inherent rights as other human beings with those rights
being protected to the maximum degree [34]. The person
has the right to professional services for assessment, diag-
nosis, medical treatment, advocacy, training, habitation,
and education [34].

The withdrawing of medical treatment from infants
because they are handicapped is an important civil rights
issue. Moreover, the discriminating withholding of treat-
ment on the basis of the best interest of society and the fa-
mily ignores the accumulating knowledge about child de-
velopment and the nature and meaning of human relation-
ships [35].

The assertion that a child with a handicap imposes
a burden on the infant’s family ignores the capacity of fa-
mily members to grow and love. In general, society’s pas-
sion for life must be judged as compassion for the living.
Children with handicapping conditions can have a signifi-
cant humanizing influence on society [31].

Whereas in previous times, blatant discrimination to-
wards handicapped people was prevalent, today there has
been a profound surge of the dignity and human rights of
people with disabilities [33]. Today we can appreciate
a child’s own individual beauty whatever it is, no matter
how seriously handicapped the child may be. If one belie-
ves that human life is infinite in value, then one must be-
lieve that the sanctity of life is bound to be unaffected by
either mental or physical defects.

Conclusion

As mentioned above, many ancient cultures practiced
infanticide and even up to recent times handicapped
infants were discriminated against and often died. How-
ever, during the past decade we have witnessed signifi-
cant changes because of Baby Doe and its aftermath. There
has been a search for a just solution to appropriate treat-
ment of handicapped newborns involving professionals,
government, special interest groups, and society by and
large. Hence, we are now approaching a new era, where
han dicapped children’s lives are valued and where they
are appreciated as human beings with equal rights.
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Abstract

Research ethics committees were established in research
institutions and major university hospitals in Slovakia
(SR) since the year 1990 within the reform of a more cent-
ralized system of the scientific and ethical review, that
existed and was backed by specific regulations for deca-
des before. This process reflected the reform of health
care and biomedical research system, as well as the integ-
ration efforts of SR towards the various European politi-
cal, economical, cultural, and biomedical research struc-
tures. Recommendations and regulations of European
Union (EU) and Council of Europe (CE) served as models
for developing national guidelines and regulations. This
process was strongly enhanced by publishing of the MH
SR guidelines for the establishment and work of ethics
committees (June 1992). In parallel, the requirements
and principles of Good Clinical Practice were broadly
implemented in practice of clinical research.

Key words: biomedical research, ethics committees,
Slovak Republic guidelines and legislation.

Introduction

Research Ethics Committees were established in the
Research Institutions and Major Teaching Hospitals in
Slovakia (SR) since the year 1990 [3, 6, 11, 13], within the
reform or a more centralized system of the scientific and
ethical review of clinical and non-clinical research, that
had existed and was backed by specific state regulations
for decades before.

This process reflected the overall reform tendencies
of the health care and biomedical and clinical research
systems [13], as well as the integration efforts of SR in res-
pect to various European political, economical, cultural,
and bio-medical research structures. Therefore various
documents of the European Commision (EC), or the re-
commendations of the Council of Europe (CE), or the
World health Organization (WHO), or even those of the
United States’ (US) Food and Drug Administration (FDA)
or the US President’s Commission (US), served as models
for developing national guidelines and regulations.

The practical implementation of the principles and re-
quirements of the Good Clinical and Laboratory Practices
within the review process and conduct of clinical trials,
however, went a good deal ahead before an adoption of
relevant national legislation [1, 2]. Clinical pharmacolo-
gists and the workers in medical ethics (bioethics) in SR
played a leading role in these efforts.

At the same time, the development of bioethics - inclu-
ding the ethics of bio-medical research - took place in SR
[6, 13] within the interdisciplinary academic space be-
tween the medicine, biology and other life sciences; and
the philosophy, theology and other humanities.

It embodied in its protagonists different traditions of
the medical ethical thought inherited from the past. From
the very beginning it has been enriched by the intellectual
input of the western traditional and modern (even s.c. post-
modern) philosophical thought, mutual exchange, grow-
ing collaboration, and, with some delay, followed by gra-
dual developments in the field of systemic legal harmoni-
zation (EU).

Soon on, the original input of the research and study
efforts in the field, as well as the work of national research
institutions and various professional and scientific organi-
zations became visible.
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Legal prerequisites

Figure 1[11] shows the most important legal develop-
ments since the last centralistic regulation approved by
the Ministry of Health SSR (S - Socialist) in the year 1985.
It must be said, however, that so far no specific legal bac-
king for the establishment and work of research ethics
committees exist in Slovakia: the 1992 year’s Guidelines
[14] issued by the Ministry of Health, bear only a week le-
gal status of a ministerial recommendation.

The 1994 year’s new health law devotes several impor-
tant paragraphes to the problems of medical and biomedi-
cal research. The research ethics commitees, however, are
not yet specifically mentioned in the law.

The full legal backing of the research ethics committees
should be provided by the new Law od Drugs within its
provisions devoted to the Good Clinical, Laboratory and
Manufacturing Practices. The law should be approved by
the Slovak Parliament in the year 1998.

Establishment of ethics committees

Despite the yet unsatisfactory legal situation the estab-
lishment and work of research ethics committees have
developed quite successfully. This was due not only to the
interest and enthusiasm of the bioethicts, clinical pharma-
cologists and other clinical scientists, but also to the requi-
rements of the pharmaceutical industry, both national
and international, including newer possibities of partici-
pation and collaboration in the international drug research
[1,2,4,12].

At the beginning of the story [6] the idea of ethics
committees was strongly supported by the Ministry of Health
SR: ethical review was deemed necessary for an optimiza-
tion and supervision of the ongoing health care reform
processes. Therefore the Central Ethics Committee (CEC)
was founded at the Ministry of Health SR in Autumn
1990. At the same time, in the reform athmosphere that
followed the so-called Velvet Revolution of November
1989, several informal working groups on medical ethical
issues were formed at the Faculties of Medicine, as well as
in the Teaching Hospitals, research institutes, and also
within several scientific member societes of the Slovak
Medical Association, and within the Slovak Medical Cham-
ber. Those groups were later on, at many instances, trans-
formed into the hospital, institutional, or mixed-type
ethics committees. The “know-how” support for these
ethics review bodies was provided mostly by the CEC by
means of consultations, informal recommendations and
professional guidance. No reporting or hierarchical relation-
ships were introduced.

Finally, in June 1992, the Guidelines on Establishment
and Work of Ethics Committees in Health Care Facilities
and Biomedical Research Institutions were elaborated by
the CEC nad published as the recommendation of the Mi-
nistry of Health. The Guidelines asked and gave a specific
guidance for the establishment and work of the local
ethics committees, both of an hospital, institutional or
a mixed type.

Before going to a more detailed description of the
work and problems of local research ethics committees,
let us say a few words about the CEC of the Slovak Minist-
ry of Health.

Central Ethics Committee

As indicated before, the CEC played an important role in
the promotion, supervision and professional guidance of the
local ethics committees in the country. In the very beginning
it also provided the etics review service for the major biome-
dical and health research projects funded by the state agency
for research and development (s.c. “Grant Commission”).
The committee, however, served in the first place as the con-
sulting body on the medical ethical or bioethical issues for
the Ministry of Health, and for other top state institutions or
agencies. Its main task was an ethical review of the new legis-
lative proposals with some impact on health sector.

The membership of the CEC was interdisciplinary;
a specific attention has been paid to have as a fair repre-
sentation as possible on the committee of the people of
different professional, religious and philosophical (ethi-
cal) background. The committee worked mostly through
the regular meetings. The agenda for the CEC was set by
the concrete requirements of the Ministry of Health,
other state institutions and/or agencies, and also by the
activity and initiatives of CEC itself.

The negative power of the committee, i.e. the possibi-
lity to reject or stop the research that had not met the
scientific and/or ethical standards required, was a strong
one. The positive power, i.e. the possibility to bring about
any change, or legal initiative, was considerably weaker.
The problems encountered were multiple; among those
the lack of a specific expertise in the field, communicaton
problems, procedural uncertainty, and also changing
intensity of the concrete support and use of the commit-
tee’s work by different subsequent ministers - were
among the most prominent ones.

Local ethics committees

Since the year 1991-1992 the ethical review of the re-
search projects, and especially of the clinical trial proto-
cols - in addition to the scientific and procedural review
done by the responsible state drug authorities (The Com-
mittee on Drugs at the Ministry of Health, The State Insti-
tute for Drug Control) - has been done also by the local
ethics committees established in the research or health
care institutions according to the Guidelines mentioned
before. They should have, as the advisory bodies to the di-
rectors of the institutions in question, to review all research
projects and clinical trial protocols considered to be
addmitted for realization in the institution (a hospital or
research institute).

Final decision, an approval or a rejection, had to be
done by the director himself/herself, while the opinion of
the ethics committee served as a background for that de-
cision.

The membership of the committee was interdiscipli-
nary, members were honorary - receivuing no honora-
rium for their work on ethics commitee. As gradually
more fully qualified specialists in clinical pharmacology
had become available, they usually were asked to become
either chairpersons, or at least the secretaries of the com-
mittees.

The research projects, or clinical trial protocols usu-
ally came to the committee through the director of the
institution, or through the (principal) investigator (on be-
half of the director). Then it usually had been allocated by
the chairman (or secretary) to one or two members of the
committee, that should have reported their opinion at the
next regular committee meeting.

An original questionaire [15] has been developed by
Prof. T. R. Niederland of the Institute of Preventive and
Clinical Medicine in Bratislava (Prof. Niederland was one
of the “fathers” of the discipline of clinical pharmacology
in SR). The questionaire had to be filled-in both by the
investigator (or sponzor) and by the reviewer of the proto-
col or project. This should have been done in a simple “yes
or no” manner. The questions covered the most important
ethical standards and principles according to the require-
ments of the Good Clinical Practice and relevant internatio-
nal ethical standards. It became popular in the work of the
research ethics committees in the country as a useful tool
for ensuring a better quality of the review process and
providing also some educational and practical guidance
for all the parties involved in meeting both the scientific
and ethical criteria/standards required [5].

The problems and aids

By the results of a survey undertaken in the year 1993
by the Institute of Medical Ethics and Bioethics (IMEB) in
Bratislava, about 70 local ethics committees (of different
types) existed in SR at that time (IMEB unpublished data),
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this was about 1 in 5 of the state-owned health or research
institutions. Because of a decrease of the support of the
Ministry of Health, the lack of an appropriate legislative
backing, and the lack of funding - only about one third of
those committees survived working during the subsequent
period. Usually, these were the committees of those insti-
tutions, that were engaged in the international clinical or
non-clinical research. By their concrete review work and
the local educational activities they contributed a lot to-
wards the promotion and safeguarding of the principles
of GCP [1, 2, 9, 10] and other relevant international scien-
tific and ethical standards in biomedical research [5] in
the country. However, the re-establishment or revival of
the local ethics committees at many places is awaited
after the necessary legislation is passed as expected.

The problems local ethics committees encountered at
starting of their work were, of course, numerous. We can-
not go into details here. The most prominent, perhaps,
were: the lack of experienced, adequately educated and
trained membership; underdeveloped procedural, com-
petence, responsibility and communication issues; consi-
derable work overload, insufficient funding and a limited
administrative support, etc. The way to overcome these
difficulties was usually the one of an unexhaustible
enthusiasm, self education and an individual personal de-
votion and responsibility.

Since the beginning - till nowadays several practical tools
have been developed to help the ethics commitees to
comply with their tasks and responsibility. The Guideli-
nes and the questionaire have already been mentioned.
The first (text)books [16, 17] on the matter in Slovak lan-
guage have appeared since the year 1993, being written
by the leading personalities of clinical pharmacology and
of bioethics in the country. The bilingual scientific jour-
nal MEDICAL ETHICS & BIOETHICS (Bratislava) was star-
ted by IMEB in the year 1994.

Education and training

The education of the members of ethics committees
[7, 8] on questions of medical ethics (bioethics) is provi-
ded on an institutional basis by the Institute of Medical
Ethics and Bioethics of the Postgraduate Medical School
(PMS) and of the Faculty of Medicine of the Comenius
University in Bratislava (joint institution - provides under-
graduate and postgraduate teaching). Postgraduate cour-
ses on Good Clinical Practice are provided on a regular
basis by the Department of Clinical Pharmacology of the
same institution (PMS).

The non-institutional education is also very important.
It is organized mostly by the Slovak Society of Clinical
Pharmacology, but also by, or with a considerable sup-
port of the pharmaceutical industry (conferences, sym-
posia, congresses).

In conclusion, it might be stated, that the establish-
ment and work of the local research ethics committees in
Slovakia did contributed to the process of harminising of
the national scientific, procedural and ethical require-
ments in the area of clinical and non-clinical biomedical
research, including the clinical trials of new drugs, with
those the Good Clinical Practices and other relevant
scientific and ethical standards. These developments are
to be fixed soon on a national legislative basis by an
approval of the new Law on Drugs, that is expected to
take place in the near future (the year 1998).
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and Investigators”, reviewed since then repeatedly).

(16) Niederland, T. R., Dzurik, R. (Eds.): Clinical Aspects of Evaluation
of New Drugs. Osveta, Martin, 1993, 123 pages (one of the first books in
Slovak language on the subject).

(17) Soltés, L. et al.: Selected Chapters of Medical Ethics (texts for
medical students). Medical Faculty of the Comenius University, Bratisla-
va, 1994, 106 pages (the first novel textbook on medical ethics in Slovak
language, contains chapters on biomedical research and on ethics com-
mittees).

(Other literature by the author. The paper based on the manuscript of the
lecture cf. ref. 11, held at the 2nd Congress of the European Association for
Clinical Pharmacology and Therapy (EACPT), September 1997, Berlin.)

Fig. 1: Legal developments in the area of biomedical
research in the Slovak Republic

1976 - Clinical Investigation of Drugs (binding regulation
No. 18, Ministry of Health,Vestnik MZ SSR, No. 5-6,
14.5.1976)

1985 - Guidelines on Assessment of New Medical Know-
ledge and Methods (Regulation No. 6/1985, Minist-
ry of Health SSR to the Law No. 20/1960 on
People’s Health)

1991 - novelization of the Health Law (Law No. 419/1991)

1992 - Statutes of the Slovak Republic
- new laws on professional organizations of the health
care workers (Laws No. 13, 14, 27/1992)
- Deontological Code of the Slovak Medical Chamber
- Guidelines on Ethics Committees in Health Care
Facilities and Biomedical Research Institutions
(guidelines of the Ministry of Health SR)

1994 - new health law (Law No. 277/1994 on Health
Care) - several paragraphes devoted to the problems
of biomedical research (therapeutic and non-thera-
peutic

1998 - new Law on Drugs (to be accepted), it should con-
tain provisions for the full implementation of the
Good Clinical Practice (incl. ethics committees)
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ZAKLADNE PRINCIPY ETIKY V GERIATRIC-
KEJ STAROSTLIVOSTI

Jan Dacok

_ InStitut “Aloisianum” Trnavskej univerzity, Trnava,
Ustav medicinskej etiky a bioetiky LFUK a IVZ, Bratislava

Abstrakt

Autor na pozadi sucasnych demografickych trendov
v rozvinutych i v rozvojovych krajinich poukazuje na po-
trebu plinovania a primeraného rozsirenia geriatrickej
starostlivosti. Vysvetluje z pohladu personalistickej etiky
podstatu zakladnych etickych principov uplatinovanych
v modernej geriatrickej starostlivosti a na prikladoch
upornej terapie a na probléme eutanizie vymedzuje jej
“negativne” etické hranice.

KTicové slova: geriatricka starostlivost, etické princi-
Py, eutandzia, iporna terapia

Uvod

Jednou z charakteristik terajSej rozvinutej spolo¢nosti
je, Ze sa predlzuje priemerny l'udsky vek. KonStatuje sa, Ze
staroba a starnutie populdcie su vSeobecné fenomény.
Zmeny, ktoré viedli k prechodu od vysokej fertility k niz-
kej, od vysokej mortality k nizkej a nasledné starnutie, pri-
padne ubytok populicie v priemyselnych krajindch pocas
20. storocia, to su navzdjom suvisiace demografické javy,
ktoré su uZ viac-menej vSeobecne znime. Menej znime
vsak je, Ze tieto tendencie sa rychlo Siria aj vo vicsine roz-
vojovych krajin.

Iny vyznamny aspekt, ktory vystupuje do popredia
v suvislosti s populaciou prestarlych je, Ze ona sama dalej
starne. Nie je to jav, ktory sa dotyka iba niektorych niro-
dov, ale je to celosvetovy fenomén. V roku 1950 sa odha-
dovalo, Ze najstarSich l'udi (the oldest-old: vek 80 rokov
a viac) bolo na celom svete asi 13 milionov. Dnes je ich
pocet Stvornasobne vyssi: prepoklada sa, Ze ich je asi 53
miliénov. Oc¢akdva sa, Ze okolo roku 2025 budu predsta-
vovat jednu Sestinu populicie vo vekovej kategorii 65
a viac rokov (1).

Tato skutocnost nie je zanedbatelnd ani v podmien-
kach Slovenska (SR). V roku 1996 u nis do poproduktiv-
neho veku patrilo 948.189 T'udi, ¢o je 17,63% z celkovej
populacie SR (Tab. 1). Z toho muZov bolo 328.317 (t,j.
12,54%) a zien 619.872 (22,46%) (2). Podla doterajsich
tendencii demografického vyvoja u nds sa ocakdva, Ze po
roku 2000 sa toto percento bude postupne zvySovat.

Uvedené demografické trendy poukazuja na to, Ze je
nutné predvidat a programovat zdravotnicku starostlivost
o starych l'udi. S vekom narastd aj vyskyt ochoreni, z kto-
rych vicsina ma chronicky charakter. Z toho vyplyva, Ze
na zaciatku nového storocia a tisicrocia, jednym z najvic-
Sich problémov bude starostlivost o starého ¢loveka.

Zakladné principy etiky a geriatria

Geriatricka starostlivost by mala vychadzat z respekto-
vania tychto etickych principov:

1. Princip autonémie (svojbytnosti) a dostojnosti oso-
by. Jeho obsahom je re$pektovanie ¢loveka ako Iudskej
bytosti vo v3etkych jej dimenziach (telesnd, duSevna, du-
chovna a socidlna) a rozhodovanie ¢loveka o sebe a o svo-
jich zalezitostiach.

V kontexte geriatrickej starostlivosti to znamena, Ze
stary Clovek a jeho rodinni prislusnici by mali mat slobo-
du vyberu a moZnost realizdcie svojich rozhodnuti. To
vSak prepoklada moznost alebo schopnost rozhodnt sa.
Ako priklad moZno uviest rozhodnutie opustit vlastny
dom a ist byvat k synovi, ¢i dcére, alebo ist do nejakého
socidlneho zariadenia.

2. Princip prospesnosti (lat. beneficentia). Zdoraziuje
také konanie, ktorého cielom je ¢o najvicSie dobro pre
jednotlivca, a to nielen pocas jeho zdravia, ale aj v choro-

be. V na$ej suvislosti znamena povinnost konat dobro pre
starého cloveka: je dolezité odpovedat nielen na telesné
naroky, ale aj na socidlne, emotivne a dusevné poziadavky.

3. Princip neSkodnosti (Iat. non-maleficentia). Snazi sa
predist akémukolvek poSkodeniu alebo ubliZeniu podla
zasady: Nihil nocere. Je tizko spojeny s principom benefi-
ciencie. Je potrebné poukazat na to, Ze porusSenie tohto
principu vodi starym I'udom ma, zial, stipajucu ten-
denciu. To je tieZ pri¢inou najcastejSich protestov zo stra-
ny mnohych rodinnych prislusnikov.

4. Princip spravodlivosti (lat. iustitia). Zdoéraziiuje rov-
nost vSetkych T'udi a nezaujatost voci vSetkym. Z toho vy-
plyva, ze kazdy ma narok na zdravotnicku starostlivost
a nie su opravnené diskriminac¢né rozdiely v pristupe k [u-
dom (3). To predpokladd podporovanie rovhomerného
rozdelovania nakladov a prijmov medzi vSetkych clenov
spolocnosti. Nie je to len etické, ale aj pravne pravidlo.

5. Princip pravdy. Starym lud'om, ktori st schopni roz-
hodovania, a ich blizkym, sa maju poskytnut pravdivé
informacie. Tak sa im ma umoznit, aby si osvojili kritéria
a terapeutické postupy na podklade vyslovného suhlasu.

6. Princip obozretnosti (zdrZanlivosti). Zdravotnicki
pracovnici maju zachovavat tajomstvo o dovernych infor-
macidch, ktoré sa dozvedeli od starych l'udi. Pochybnosti
sa mozu vynorit vtedy, ked ide o ich dobro alebo o ich Zi-
vot. Niekedy st nevyhnutné aj paternalistické pristupy, ¢o
v tomto pripade znamend rozhodnut v prospech osoby,
ktora toho pre svoj zdravotny alebo duSevny stav nie je
neschopna. V takom pripade sa musi vidy postupovat
v najlepSom zdujme tejto osoby. Prikladom moze byt ¢lo-
vek s Alzheimerovou chorobou, ktory je uplne odkazany
na inych a pre ktorého “druhi” budu musiet rozhodnut
o jeho liecbe i bez jeho suhlasu.

7. Princip sociability. Tento princip zavizuje spoloc-
nost a do istej miery i zdravotnickych pracovnikov (najmi
pokial ide o efektivitu pouZitia zverenych materidlnych
zdrojov), aby zaistili vSetky prostriedky, ktoré su potrebné
pre zabezpecenie nevyhnutnych lieCebnych postupov
a oSetrovatel'skej starostlivosti.

8. Princip subsidiarity. Na jednej strane ma spolo¢nost
pomahat tam, kde je naliehavejSia potreba (intenzivnejSie
liecit toho, kto to viac potrebuje a vynaloZit viac na toho,
kto je zavaznejSie chory). Na druhej strane nema potlacat
alebo nahradzat dobrovolné iniciativy jednotlivcov alebo
skupin, ale napomahat ich fungovanie (4).

Uvedené principy suvisia s personalistickym chapa-
nim ¢loveka, presnejSie s personalistickou etikou a osobit-
ne s ontologickym personalizmom. Je to filozoficky smer,
ktory chdpe kazdua ludska bytost ako jedine¢nu a hodnu
Zivota od prvych okamihov pocatia aZ po jej prirodzeny
koniec. Ontologicky personalizmus povaZuje osobu za
stredobod medicinskej etiky. Takyto personalizmus obo-
hacuje medicinsku etiku a bioetiku o mimoriadne doleZzi-
ty prispevok: o ontologické ponimanie osoby, ¢o umoziu-
je lepSie chdpat morilne a pravne postoje, ktoré reSpektu-
ju vSetky Tudské bytosti bez diskrimindcie (5).

Negativne vymedzenia geriatrickej starostlivosti

Siroku a zlozitu problematiku geriatrickej starostlivos-
ti sa pokusime pre potreby tohto prispevku zjednodusit
tak, Ze na tomto mieste iba vymedzime tie smery, ktorymi
by sa rozhodne nemala uberat. NaSe uvahy v podstate
mozno zhrnut do dvoch bodov (postojov):

1. Odmietanie akejkolvek formy eutanazie. Personalis-
ticka etika v mene reSpektovania dostojnosti kazdého clo-
veka vidy odmietala a odmieta eutandziu ako zabitie ne-
vinnej Iudskej bytosti, a to aj vtedy, ked by to niekto poza-
doval pre seba samého alebo pre inych (najcastejSie pre
pribuzného, alebo pre osobu, zverenu do jeho starostli-
vosti). Pod eutandziou sa rozumie taky ¢in lekara (¢i iného
zdravotnickeho pracovnika) - alebo jeho zanedbanie, kto-
ry zo svojej povahy, alebo svojim tumyslom, vedie k smrti
pacienta, najcastejsie s cielom takto “odstranit” alebo skri-
tit jeho utrpenie.

2. Odmietanie tzv. Gpornej alebo medicinsky zbytoc¢-
nej terapie (angl. futile treatment). O Gpornu terapiu ide
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vtedy, ked sa pouzije medicinsky neucinny alebo pochyb-
ne ucinny narocny postup, ktory je spojeny s vysokym ri-
zikom alebo s nislednym prehibenim utrpenia a znizenim
kvality zivota pacienta, pricom by bolo mozné predpokla-
dat zretelne nepriaznivy pomer vo vztahu: riziko + fyzicka
a psychickd zataz/ocakdavany prospech pre pacienta.
Upornou terapiou vsak nie je medicinsky indikovana
obvykla ‘zakladna terapia’, vratane zabezpecenia primera-
nej vyzivy a potrebnej osetrovatel'skej starostlivosti.

O upornu terapiu ide najcastejSie v dvoch pripadoch:

a) ked sa za¢nu alebo sa pokracuje v “heroickych” lie-
¢ebnych postupoch u termindlne chorej osoby v tazkom
stave, u ktorej uz bola diagnostikovana klinicka smrt;

b) ked sa pristupi k lekarskemu alebo chirurgickému
zakroku v pripade jeho pochybnej alebo zrejmej neucin-
nosti alebo v pripade zreteIného vyrazného nepomeru
medzi jeho rizikami a s nim spojenym utrpenim pacienta
na jednej strane a ocCakavatelnymi pozitivnymi uc¢inkami
na strane druhej (6).

Zaver

Kazdy clovek dostava Zivot ako dar a sucasne aj ako
poslanie. Mi Zivot, preZiva ho, ale nie je pre seba jeho sku-
to¢nym pramenom; je skor spravcom, uzivatelom, ale nie
absolttnym panom Zivota. Zivot kazdého cloveka je velky
a krdasny uz tym, Ze existuje; bez ohladu na to, v akom
obdobi svojho vyvoja sa prave nachadza. Kazda I'udska by-
tost si vZdy zasluZzi ictu a plny reSpekt; uz aj ta zacinajica,
eSte nenarodend - prave preto, lebo je skuto¢nou l'udskou
bytostou. O to viac si zaslazi uctu, respekt, lasku a porozu-
menie ¢lovek v pokrocilom veku, ktory pre spolo¢nost
prispel mnohymi hodnotami svojho Zivota i priace. Kazdy
C¢lovek ma prirodzené a neodnatelné pravo na Zivot, na
primeranu zdravotnicku starostlivost, dostojnua starobu,
ako aj pravo na dostojnu a prirodzenua smrt. S tymito pri-
vami je v prikrom rozpore akykolvek druh eutanazie
a upornej terapie. Tieto zavazné mravné aspekty ma v pl-
nej miere zohladiiovat moderna geriatrickd starostlivost,
ktora ponuka Siroky priestor pre aplikaciu principov a no-
riem krestanskej personalistickej etiky. Zostava si len
uprimne Zelat, aby takidto geriatrickd starostlivost nacha-
dzala Sirsi priestor a potrebnu organiza¢nu, materialnu
i moralnu podporu pre svoju plnsiu realiziciu aj v naSich
podmiekach.

Tab. 1: Rozdelenie obyvatelstva Slovenskej republiky
podra veku (stav k 31. decembru 1996)

Dacok, J.: Basic Ethical Principles in the Geriatric Care.
ME&B (Bratislava), 4(3 - 4)1997, p. 7 - 8. Author, according
to the contemporary demographic trends present in the
developed as well as in the under-developed countries,
points out the need of planning and appropriate develop-
ment of the geriatric care. He explains, from the point of
view of the personalistic ethics, the basic ethical princi-
ples of the modern geriatric care. He uses the example of
a futile treatment and the problem of euthanasia to show
the “negative” ethical borders in the medical and nursing
care of the elderly. Key words: geriatric care, ethical prin-
ciples, euthanasia, futile treatment.

Adresa/Address: Doc. MUDr. ThLic. J. Dacok, “Aloisianum”, Kostolni 1,
811 04 Bratislava, Slovenska republika.
Do redakcie prislo: 28. 12. 1997, prijaté na publikiciu: 29. 12. 1997.

SPOLU MUZI ZENY

POCET 5.378.932 2.618.434 2.760.498
OBYVATELOV  (100%)

Predproduk- 1.164.906 595.839 569.067
tivny vek (21,66%) (22,76%) (20,61%)
Produktivny 3.265.837 1.692.278 1.577.559
vek (60,72%) (64,71%) (56,93%)
Poproduktivny  948.189 328317 619.872
vek (17,63%) (12,54%) (22,46%)

Pramer: Statisticky tirad Slovenskej republiky: Statistické tidaje SR za rok 1996.
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NIEKTORE ETICKE PROBLEMY PSYCHOLO-
GICKEJ DIAGNOSTIKY A PSYCHOTERAPIE
V DETSKOM VEKU

Miria Glasova'? a Judita Stempelova?

'Katedra psychologie a patopsychologie PdF UK, *Kli-
nika detskej psychiatrie LFUK a DFNsP, Bratislava

Abstrakt

Autorky poukazuju na niektoré vybrané etické problé-
my psychologickej diagnostiky a psychoterapie v detskom
veku. Niektoré vyplyvaju z vyvinovych Specifik detského
pacienta, iné zo skutocnosti, Ze dieta zvycajne na vySet-
renie i na terapiu neprichddza izolovane, ale predstavuje
individudlnu osobnost, existujiicu vo viac alebo menej na-
ruSenom systéme vztahov so svojim okolim, najmi s rodi-
nou (rodi¢mi). Psycholég musi brat do uvahy poZiadavky
profesionalnej etiky, ktoré smeruju jeho usilie v zmysle
reSpektovania osobnosti a najlepsieho zdujmu dietata. Au-
torky venuju zvlastnu pozornost problému informované-
ho suhlasu v detskom veku, ako aj otazke dovernosti
informicii v diagnostickom a terapeutickom procese.

Klucové slovia: psychologicka diagnostika, psychote-
rapia, dieta, etické aspekty, informovany suhlas, profesio-
nalna ml¢anlivost, sikromie

Uvod

Psychologicku diagnostiku a psychoterapiu v dets-
kom veku charakterizuju z profesiondlneho hladiska
oproti situdcii u dospelého pacienta (klienta) viaceré
konceptuilne i metodické odliSnosti. Dieta i dospievaju-
ci je z psychologického hladiska v mnohom iny ako dos-
pely clovek - vo svojom usudku, v zrelosti, ne/zavislosti,
¢i sebadovere; prejavuje zvycajne vicsiu mieru sugestibi-
lity, dovercivosti, ovplyvnitelnosti psychologickymi
prostriedkami (2). Nevyplyva to len z jeho realnych fy-
zickych a psychickych moZnosti danych stupfiom indivi-
dudlneho vyvinu, ale aj z konkrétnych spolo¢enskych
ocakavani (status dietata, dospievajuceho, plnoletého -
plynuci z danej socidlnej role) a z existencie systému
medziludskych vztahov v ramci jeho socidlneho prost-
redia, neraz réznym sposobom naruSeného alebo defor-
movaného, v ktorych sa zvycajne prejavuje silna alebo
uplna zavislost maloletého od dospelych os6b, najcas-
tejsie od rodicov (rodica) (7). S tym suvisi zvySend psy-
chicka zranitelnost detského pacienta. Klinicky psycho-
16g, psychoterapeut, viazany pri svojom odbornom po-
stupe principmi a normami profesiondlnej etiky, streta-
va sa vo svojej praci neraz so zdvaznymi etickymi problé-
mami. V tomto prispevku by sme chceli poukazat len na
niektoré z tych, ktoré sa tykaju samotnej priace klinické-
ho psycholéga s detskym pacientom.
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Informovany siihlas detského pacienta

Rozhodnutie o psychologickom vysetreni (liecbe)

Rodicia sa obycajne sami rozhodujui o navsteve psy-
chol6ga a neradia sa s dietatom, ked ho privadzaja na vy-
Setrenie. Niekedy st pritom zainteresovani aj ini I'udia
(ked napriklad skola naznaci rodicom, Ze tazkosti dietata
vyzZaduju odborni pomoc). Problémy, ktoré znepokojuju
rodicov alebo okolie, vSak zvycajne nesuvisia s tym, Ze by
sa dieta samé citilo neprijemne, alebo bolo neStastné.
Skor su neprijemné rodicom, ktori s z dietata alebo jeho
spravania nestastni. Znepokojuje ich neslusné spravanie,
neposlusnost, prehnand hanblivost, a.i. Ide tu teda casto
o také prejavy, ktoré si dieta neuvedomuje ako “problé-
my”. Niekedy si dokonca mozZno poloZit i otazku: Kto je tu
vlastne pacientom/klientom: dieta alebo jeho rodicia?
Koho teda, akym sposobom a do akej miery informovat?

Priprava na konzulticiu

Rodicia Casto zanedbavaju a podcenuju pripravu deti
na psychologicku konzultaciu a vySetrenie. Stava sa, Ze
dietatu sa dokonca vobec ni¢ nepovie (do poslednej chvi-
le). O dovode navstevy u psychologa tym menej. Rodicia
sice niekedy oznamia dietatu, Ze si “objednani k doktoro-
vi”. MOzu vSak tym uiitho vyvolat negativne ocakavania, za-
lozené na minulej negativnej skusenosti.

Strach a neistota staZuje, ba znemoZziuje nadviazat
s dietatom rozhovor v prijemnej, priatel'skej atmosfére
a priviest ho ku spolupraci. Osobitne to plati pre dospie-
vajucich adolescentov, pre ktorych je nedovera, alebo aj
otvoreny odpor k dospelym prirodzenym prejavom tohto
vyvinového obdobia (6).

Dospeli sa niekedy priznavaju, Ze maju tazkosti vysvet-
lit povod svojich obav priave detom. Dovodom moZe byt
ich vlastna neistota, ¢i predsudky voci psychologickym
problémom a ich nasledkom. Preto je potrebné vopred
rodic¢ov upozornit (uz pri vybavovani terminu konzul-
tacie), aké je doleZité citlivo pripravit dieta na prva nav-
Stevu u psychologa.

Dieta si neuvedomuyje alebo popiera tazkosti

Samotné dieta si svoje spriavanie zriedka uvedomuje
ako problém. Popiera akékolvek nestastie alebo konflikt
vo svojom Zivote - “V8etko je v poriadku. Je to O.K.!” Ono
nemd problém, ma ho vSak rodic, ¢i Skola. Je etické nalie-
hat na dieta a presviedcat ho, alebo ho nitit, aby sa podro-
bilo psychologickej intervencii? Ci sa stretnit samostatne
s rodicom? Vicsinou sa spolu dohodnu dospeli (psycho-
16g alebo terapeut s rodi¢mi) o vySetreni, a po jeho vyhod-
noteni i o liecbe a jej cieloch. Dieta je prili§ casto vyluce-
né z tohto procesu: absolvuje vySetrenie, rozhovor, potom
je “odstavené” - a aZ rodi¢ mu oznami ¢as dalSieho stret-
nutia.

Aktivna uicast dietata

Terapia v8ak spravidla zlyhava, ak sa dieta aktivne ne-
zucastni aspoil urcenia jej cielov. Preto dieta ma byt integ-
rdlnou sucastou celého procesu, od zrozumitelného vy-
svetlenia dovodov navstevy, aZ po informovanie o vysled-
koch a dalsich odporucaniach, cieloch liecby (8).

Dieta ma byt primerane svojim rozumovym schopnos-
tiam informované o vSetkych podstatnych aspektoch bu-
duceho terapeutického vztahu, tj. o tych, ktoré by mohli
ovplyvnit jeho rozhodnutie o tom, ¢i chce do neho vstu-
pit alebo nie. DodrZanie tejto zasady predpoklada, Ze die-
ta si je podla moznosti plne vedomé tucelu interview, tes-
tovania alebo hodnotenia a sposobu dalsieho pouZitia tak-
to ziskanej informacie (5). Ak chceme dosledne reSpekto-
vat prava dietata (1), nestaci informovat len rodicov - pri-
merane informované musi byt aj dieta. Tato rovnocennost
prinasa potrebné posilnenie vztahu dovery medzi dieta-
tom a terapeutom.

Ukazalo sa velmi vhodnym informovat dieta najprv
individudlne - a potom znovu v pritomnosti rodi¢ov (6).
Takyto pristup robi dieta pristupnym a kooperujicim,
mozno aj preto, Ze sa podstatne 1isi od jeho skusenosti
v beZnom Zivote - kde ho obycajne celkom nereSpektuju,

neberu vazne, milokedy o nieCom rozhoduje a nie vzdy sa
mu hovori pravda.
Odporucaju sa tieto principy praxe detskej terapie:
1) Dieta ma pravo, aby sa mu povedala pravda.
2) Dieta ma pravo na také zaobchadzanie, ktoré res-
pektuje jeho osobu.
3) Dieta ma pravo, aby ho brali vizne.
4) Dieta ma pravo na zmysluplnud ucast v rozhodovani
o svojom Zivote (8).

Odmietanie spoluprice zo strany dietata

Napriek dodrZaniu spominanych principov sa vSak
moze stat, Ze dieta nechce spolupracovat, odmieta navr-
hovanu terapiu. Co teda reSpektovat? Mi priavo dieta od-
mietnut pomoc, hoci to méze znamenat, Ze bude mat taz-
kosti? Mozno porusit pravo rodicov na vyhladanie pomo-
ci pre svoje dieta? Napriek odporucaniu profesionala
o nevyhnutnosti lie¢by - mozno dat prednost odmietnutiu
zo strany dietata? V tychto pripadoch plati, ze dospeli
musia konat v zmysle najlepsich zdujmov dietata.

Najlepsi zaujem dietata

Psycholog je eticky viazany pravidlom vZdy hladat
a reSpektovat najleps$i zaujem dietata. Zaroven vSak jeho
¢innost viac alebo menej predstavuje aj zdujem rodica,
ktory ma legilnu zodpovednost za dobro svojho dietata.
V niektorych pripadoch sa tieto zdujmy nemusia celkom
zhodovat, ba mozu byt aj v prikrom rozpore (narusené ro-
dinné vztahy, psychopatologia u rodica, ai.). Situacia teda
niekedy nie je vobec jednoduchd a pred kone¢nym roz-
hodnutim je potrebné zvazit vSetky okolnosti. V krajnych
pripadoch sa odporuca zaangazovat nezavislého zastupcu
dietata (osvedcuje sa spoluprica so starymi rodi¢mi, alebo
inymi blizkymi pribuznymi), ktory prehodnoti vSetky
okolnosti a terapeuticky plan v zmysle najlepSich zaujmov
dietata (3).

Pri volbe konkrétnych psychologickych diagnostic-
kych alebo terapeutickych technik je potrebné zvazit ne-
vyhnutnost ich pouzitia, emoc¢nu zitaz, niro¢nost voci
aktudlnym moZnostiam dietata (handicapované dieta,
jeho klinicky stav, vek) (4, 7). Okrem znamych etickych
principov psychodiagnostickej a psychoterapeutickej pra-
xe by mal kazdy detsky psycholég dokladne poznat a apli-
kovat aj principy Deklaricie prav dietata (vyhlasenej
Organiziciou spojenych niarodov 20. novembra 1959 (1)),
ako aj vSetky legislativne upravy dotykajice sa starostlivos-
ti o dieta, mladez a rodinu.

Zisada profesionilnej ml¢anlivosti

Uplatnenie tejto zasady v psychodiagnostike a psycho-
terapii deti a mladeZe do istej miery komplikuje uz spomi-
nana zavislost dietata na rodicoch, ktori st za neho prav-
ne i finan¢ne zodpovedni. Informacie ziskané od dietata
v priebehu liecby sa teda cCasto dostatnu priamo k rodi-
¢om. V mnohych pripadoch sa “ospravedlnenie” tohto po-
stupu odvoldava na reSpektovanie najlepSieho zaujmu die-
tata. Strata dovery detského pacienta vS§ak moZe vazne na-
rusit alebo aj celkom znemoZnit d'alSiu spolupracu
a aspech planovaného terapeutického postupu.

Terapeut by vSak mal dieta, zvlast adolescenta, uistit
o profesiondlnom zachovavani dovernosti informadcii, aby
mohla nastat otvorend komunikdcia. Starostlivy dohovor
s detskym pacientom o dovernosti informacii zabezpecuje
doveryhodny a otvoreny vztah s dietatom (4, 5). Je dolezité
vysvetlit zisadu mlcanlivosti v takom zmysle, Ze len tie
informaicie je mozné odhalit alebo konfrontovat s rodicom,
ktoré dieta odhalit alebo konfrontovat chce. Vo vsetkych
ostatnych oblastiach sa ma zachovavat mlcanlivost (8).

Vynimkou je, samozrejme, pripad, ak sa odhali infor-
madcia o jasne hroziacom nebezpecenstve pre urcitd oso-
bu alebo spolo¢nost. Tto terapeut moze, ba musi prezra-
dit. V menej rizikovych pripadoch, kde vsak ide o fakty,
o ktorych je doleZité, aby vedeli rodicia, terapeut musi
dietatu vysvetlit, Ze informacia ja natol'ko dolezita, aby sa
odovzdala rodicom. V tomto pripade terapeut ziada dieta
o dovolenie informaciu oznamit. Ak dieta dovolenie od-
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mietne, terapeut musi riskovat - v zavaznom pripade - aj
ohrozenie terapeutického vztahu; informuje dieta, Ze po-
trebuje “o tom” povedat rodicom. Takéto situdcie sa vSak
nastastie vyskytuju pomerne zriedkavo.

Rodicia Ziadajii doverné informdcie o dietati

Rodicia byvaja ¢asto zvedavi na vysledky psychologic-
kych testov a obsah terapeutickych stretnuti. Domadhaju sa
podrobnych informicii. Psycholég vSak musi v primera-
nej miere chranit sikromie dietata. Preto je potrebné vy-
svetlit rodicom, ako sa bude zaobchadzat s informaciami
ziskanymi v spojitosti s vySetrenim alebo s lie¢bou dietata.
Mnohi rodicia si do istej miery uvedomuju nevyhnutnost
zachovania urcitého sukromia dietata, alebo akceptuju vy-
svetlenie, Ze deti si m6zu a nemusia Zelat odkryt niektoré
informdcie a Ze v zaujme uspesSnosti psychologickej inter-
vencie rodic¢ia musia reSpektovat toto ich rozhodnutie
(v praxi je asi len polovica deti ochotna odhalit tieto
informacie rodicom). Zavaznym faktorom je tu ziskanie
potrebnej dovery rodicov voci konkrétnemu psychologo-
vi, pripadne vodi institacii, v ktorej psycholog pdsobi (po-
radna, klinika).

Niekedy sa situdcia komplikuje paralelnym poraden-
stvom alebo terapiou pre rodicov (3). Terapeut musi chri-
nit sukromie detského klienta, a pritom hovori o tych
istych problémoch v sedeniach s rodi¢mi. Vyzaduje si to
schopnost vidiet a rieSit problém z oboch strin - k oba-
vam rodicov pristupovat z perspektivy ich pohladu na si-
tudciu - “ako to vidia, citia oni” - a neprenasat do tohto
procesu nekontrolovane doverné informicie ziskané v se-
deniach s dietatom.

Zaverom by sme chceli zddraznit, Ze eticka problema-
tika psychologickej diagnostiky a terapie v detskom veku
predstavuje otvorenud a velmi zaujimavu oblast, ktorej
praktickd doleZzitost si bude vyZadovat v blizkej budicnos-
ti venovat tymto otdzkam zvySenu profesiondlnu pozor-
nost.
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PREHLADY / REVIEWS

INFORMOVANY SUHLAS

Jozef Klepanec a Maria MojzeSova
Ustav medicinskej etiky a bioetiky IVZ a LFUK, Bratislava
Abstrakt

Autori podavaju prehlad najvyznamnejSich aspektov
problematiky informovaného suhlasu v sucasnej medici-
ne a zdravotnickej starostlivosti. Vychadzajic z definicie
a zakladnych systémovych vztahov problému vSimajua si
aplikdciu vSeobecnych etickych principov a noriem
vo vybranych klinickych situdciach, ktoré si vyzaduju za-
ujatie konkrétneho etického postoja lekdra (mentdlna
kompetencia a kapacita pacienta, odmietnutie sthlasu, bio-
medicinsky vyskum, odber organov na transplanticiu,
psychiatricky pacient, informovany sthlas v pediatrii, ai.).
Autori si v8imaja aj vyznam komunikacie a partnerského
vztahu medzi lekdrom a pacientom.

KItcové slovi: informovany suhlas, etické principy
a normy, transplanticia, biomedicinsky vyskum, komuni-
kacia, vztah lekar-pacient

1. Vymedzenie pojmu

Jednou z najdoleZzitejsich I'udskych potrieb je zdravie.
Kazdy clovek nesie osobnu zodpovednost za svoje zdravie
a taktieZ ma pravo na rozhodovanie v otizkach svojho
zdravia. Zdravotnu starostlivost potrebuja nielen chori
Iudia, pripadne anomalni jedinci, ale aj zdravi, najma ti,
ktori maja zvySené riziko vzniku urcitého ochorenia a kto-
rych je potrebné prislusnymi preventivhymi metédami
chranit [17].

Akykolvek medicinsky diagnosticky alebo terapeutic-
ky dkon na chorom alebo zdravom c¢loveku mozno vyko-
nat zasadne len so slobodnym stihlasom doty¢ného po
predchadzajicej primeranej informacii [19]. Takyto su-
hlas sa nazyva informovany sihlas, ktory je ako kategoria
jednym zo zakladnych pojmov medicinskej etiky.

V minulosti bol ¢asty tzv. paternalisticky pristup lekira
pri rozhodovani v otdzkach diagnostického a lie¢cebného
postupu - bez dosledného reSpektovania konkrétnych po-
stojov a priani pacienta. Takyto pristup je opravneny len
v pripadoch nahleho, zavazného ohrozenia Zivota, ked sa
lekar musi rozhodovat urgentne, ako aj vtedy, ak v danej
situdcii pacient nie je schopny suhlas udelit (ale ho moz-
no predpokladat).

2. Mentilna kapacita

Medzinarodné vyskumy dokazali [14], Ze az 60% pa-
cientov odchidzajicich z ordinacie lekdra zabudlo pod-
robnosti lekdarskych odporacani a informaicii, alebo ich
zle interpretuju, akondhle opustia ordinaciu. Pacientova
mentalna kapacita k vysloveniu suhlasu vyzaduje schop-
nost porozumiet podanej relevantnej informacii, t.j. medi-
cinskej situdcii a jej moZnym nasledkom.

Aby bol informovany suhlas platny, musi sa vyZiadat
bez natlaku a byt zaloZeny na adekvatnej informacii o rizi-
kach, ocakavanom prospechu, ako aj o pripadnych inych
alternativach uvaZovanej diagnostiky alebo liecby [3].

Informovany sthlas moze lekar vyzadovat len od dos-
pelej, mentilne kompetentnej osoby, ktora ma dostato¢-
ni mentilnu kapacitu. V pripade deti, ktoré este nie su le-
gilne kompetentné, vyjadruje sihlas kompetentny rodic
alebo urceny zakonny zastupca. Medzi mentilne nekom-
petentné osoby, t.j. osoby s nedostato¢nou mentilnou ka-
pacitou zaradujeme okrem deti aj starych I'udi, pacientov
s mentalnym postihnutim alebo pacientov s poruchou du-
Sevného stavu. Tito maji bud obmedzenu alebo uplnu
stratu schopnosti porozumiet poskytovanej informacii.
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U 0s6b s neurcitou mentilnou kapacitou moze osetru-
juci lekar indikovat formalne alebo neformalne testovanie
kognitivnych funkcii, vySetrenie na objektivizdciu psy-
chickej poruchy, alebo organického poskodenia, postihu-
jaceho mentilnu kapacitu pacienta. Ak pritomna zvySena
anxiozita alebo depresia, byva potrebna aj psychiatricka
terapeuticka intervencia [12]. Lekar vo svojej kazdoden-
nej praxi ¢asto oSetruje mentilne inkompetentnych pa-
cientov (napr. osoby v bezvedomi, novorodencov a malé
deti, dementnych starych l'udi, atd.). Aj v tychto pripa-
doch musi plne reSpektovat osobnu dostojnost, integritu
a Tudské prava osoby, ktora bola zverena do jeho starostli-
vosti [6].

3. Vekovai hranica pre udelenie informovaného stihlasu

Niektoré Staty v poslednych rokoch vyslovne zniZuju
vekovi hranicu pre uznanie spdsobilosti na udelenie
informovaného sihlasu s medicinskymi tkonmi. Napri-
klad podla holandského priva sa uzniva, Ze u deti do 12
rokov sa na lekirsky vykon vyZaduje sahlas rodicov [5].
Viaceré Staty v USA prijali eSte v 60-tych rokoch tzv. “mi-
nor treatment status”, ktorym sa priznala sposobilost ma-
loletych udelit stihlas bez prejavu vole rodicov od 16-teho,
ale niekedy uz od 14-teho roku Zivota.

V naSom prave sa v paragrafe 13 ods. 4 Zikona C.
277/1994 Z. z. o zdravotnej starostlivosti uvadza: “Ak ma-
lolety pacient, star$i ako 16 rokov, alebo pacient s obme-
dzenou spodsobilostou na pravne ukony je podla posu-
denia lekara natolko rozumovo a volovo vyspely, aby vy-
Setrovaci alebo lie¢ebny vykon posudil a rozhodol o jeho
vykonani, mozZe dat sihlas na tento vykon sam.”

Psychiatri aj ini odborni lekari niekedy namietaja, Ze
okruh subjektov, ktorym sa dovoluje rozhodovat o medi-
cinskych vykonoch, sa v sucasnosti neprimerane, az ris-
kantne zvySuje. Tdato okolnost nabada k zvySenej opatrnos-
ti pri vytycovani hranic medicinskych situdcii, v ktorych
zakon dovoluje nahradit sahlas chorého prejavom vole
inej osoby.

Z paragrafu ¢. 15 citovaného Zakona ¢. 277/1994 Z. z.
uvadzame: “..Lekdr je povinny vhodnym a preukazatel-
nym spdsobom poucdit pacienta, pripadne osoby blizke
pacientovi o povahe ochorenia a o potrebnych zdravot-
nych vykonoch tak, aby mohli aktivne spolupracovat pri
poskytovani zdravotnej starostlivosti. Obsah vhodného
poucenia urcuje lekar v kazdom pripade individualne tak,
aby bolo urobené ohladuplne a eticky a aby u pacienta
nenarusalo liecebny proces...” [5].

4. Autonémia pacienta

Princip slobodného informovaného suihlasu zohrava
vyznamnu ulohu vo viacerych bioetickych diskusiach su-
Casnosti [1]. Pacient ma na informovany suhlas pravo, ale
toto pravo nie je bez obmedzenia [4]. Princip autonémie
pacienta, reSpektujici jeho ¢o najplnsiu slobodu a moz-
nost sebaurcenia, ktory v sucasnosti dominuje najma v §ta-
toch Zapadnej Europy a USA, je limitovany dalSimi zaklad-
nymi medicinsko - etickymi principmi: beneficiencie (t.j.
konania lekdra v prospech pacienta), non-maleficiencie
(neskodnosti) a spravodlivosti.

5. Vztah lekar-pacient

Je optimalne, ak je vztah lekar-pacient zaloZeny na vza-
jomnej dovere, uprimnosti, pravde a empatii zo strany le-
kara. Takyto vztah poskytuje pacientovi oporu v jeho situ-
acii strachu, neistoty alebo tuzkosti v situdcii ochorenia.
Lekar svojim taktnym a humannym, etickym pristupom
dennodenne dodava pacientovi odvahu a nadej na zavaz-
né rozhodnutia a na nesenie bremena choroby.

Stdva sa, Ze niektori lekdri sa akoby boja informované-
ho suhlasu. Zda sa, Ze nie su na tuto, niekedy pomerne taz-
ku udlohu, dostato¢ne pripraveni. Povazuju informovany
suhlas za jeden z mnohych bezvyznamnych byrokratic-
kych ritualov [12]. Nie je to spravne. VyZiadanie informo-
vaného suihlasu nema, pravdaze, nikdy vyzniet ako natla-

kovy, direktivny monolég lekara. Primerane a hodnover-
ne informovany pacient sa v otdzkach svojej choroby sta-
va pre lekdra do istej miery rovnocennym partnerom. To
je jednym zo zdkladnych principov fungovania optimalne-
ho dialogického vztahu, v ktorom obaja partneri uznavaju
aj svoje odlisSnosti a obmedzenia [12].

Je velmi dolezité, aby si kazdy zdravotnik - lekar, ¢i
zdravotnad sestra - v ramci svojej kompetencie nasiel dosta-
to¢ny Cas na pokojné informovanie pacienta a vysvetlenie
pripadnych nejasnosti. To sa moze tykat niekedy aj takej
naoko banilnej situdcie, akou je jednoduchy odber venoz-
a uzkost pred mnoZstvom kapilar, skimaviek, ¢i zvlastnou
atmosférou na ambulancii, ¢i na nemocnic¢nej izbe.

O zavaznom ochoreni, ako aj o planovanych zavaz-
nych medicinskych vykonoch musi byt pacient informo-
vany Setrne, ale vecne a pravdivo [15]. Ak sa tato zlozka
starostlivosti o pacienta zanedbd, moZe to mat niekedy ka-
tastrofilne nasledky pre jeho d'alsi osud. Odmietnutie pot-
rebnej liecby, nespoluprica, pripadne niekedy az slepa
dovera v “odbornikov”, ktori si buduji svoju hmotnu exis-
tenciu na nestasti druhého, a roézne scestné nadeje v obso-
lentnych alebo neucinnych terapiach, si potom tragic-
kym lemom mnohych zivaznych ochoreni [15].

6. Odmietnutie sihlasu

V praxi sa vyskytuju aj pripady, kedy pacient z r6znych
dovodov neda suhlas na vykonanie urc¢itého medicinske-
ho vykonu, a to ani po dokladnom pouceni o pripadnych
zavaznych nasledkoch jeho odmietnutia. Ak ide o zavazny
vykon, potrebny pre prinavrdatenie alebo zachovanie
zdravia pacienta, pripadne pre zdchranu jeho Zivota, musi
pacient odmietnutie vyjadrit v pisomnej forme (ide tu
o tzv. negativny reverz). Lekar musi slobodné, informova-
né rozhodnutie mentilne kompetentného pacienta res-
pektovat (napriklad odmietnutie opericie).

Inym prikladom je situdcia, ked rodicia dietata - pris-
lusnici naboZenskej spolo¢nosti Svedkov Jehovovych -
striktne odmietaju dovolit podanie transfuzie krvi ich
vlastnému dietatu. Podl'a naSej legislativy je vSak lekar po-
vinny, ak ide o pacienta do 18 rokov, transfaziu krvi podat,
a to nielen za ucelom zachrany Zivota, ale aj kvoli zlep-
Seniu zdravotného stavu dietata. Ak vSak ide o plnoletého
pacienta, lekar je opravneny a povinny uskutocnit trans-
faziu len v zaujme zachrany jeho Zivota.

Bez suhlasu pacienta, pripadne jeho zikonného zas-
tupcu, je lekdar opravneny a povinny vykonat nevyhnutny,
medicinsky indikovany zakrok

a) u dietata, ak je to nevyhnutné na zichranu jeho Zi-
vota a zdravia, aj ked rodic¢ia suhlas udelit odmietaja
(napr. pri odmietani potrebnej transfizie krvi),

b) pri ochoreniach, u ktorych méze $tit nariadit po-
vinnu lie¢bu (alkoholizmus, kozné a pohlavné choroby,
psychozy),

©) u osoby, ktora pod vplyvom dusevnej poruchy ¢i
intoxikacie ohrozuje seba alebo svoje okolie,

d) ak nie je mozné suhlas v danej situdcii vyziadat (napr.
stav bezvedomia, tazka duSevna porucha, a podobne).

V poslednych dvoch pripadoch je lekdr opravneny
rozhodnut bez suhlasu pacienta i o jeho hospitalizacii
s tym, Ze toto rozhodnutie, dotykajice sa osobnej slobody
pacienta, je povinny do 24 hodin oznamit prislusnému
sudu alebo sudcovi [18].

7. Profesionalna ml¢anlivost

S problémom informovaného suhlasu tzko suvisi aj za-
chovavanie tzv. povinnej ml¢anlivosti, ktoru zdravotnic-
kym pracovnikom uklada nielen zakon, ale aj ich profesial-
na etika. Je jednou zo zdkladnych podmienok vztahu dove-
ry medzi lekdrom a pacientom a casto aj predpokladom
uspesnej liecby. Nie je porusenim tejto povinnosti, ak le-
kar odovzdava informdcie o zdravotnom stave so suhlasom
pacienta alebo na zaklade zikonom stanovenej oznamova-
cej povinnosti, ako aj inému zdravotnickemu pracovnikovi
pre ucely dalSej zdravotnej starostlivosti [ 18].
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Stadle plati, Ze poucit pacienta o jeho zdravotnom stave
je opravneny iba lekdr (nie iny zdravotnik), a to iba v ta-
kom rozsahu, aby ziskal pacienta (pripadne jeho pribuz-
nych) pre aktivnu spolupricu pri diagnostike a lie¢be da-
ného ochorenia. Poucenie nad takto stanoveny ramec nie-
lenZe nie je povinnostou lekdra, ale vzhladom k verejno-
pravnej povahe uvedeného predpisu je nutné jeho upra-
vu chépat tak, Ze nie je ani povolené [18]. Pacient preto
nema Ziaden pravny ndrok na uplnu pravdu o svojom
zdravotnom stave, ak poucenie v tomto rozsahu nie je ne-
vyhnutné na ziskanie jeho aktivnej spoluprace. Tato Gpra-
va vychadza zo stredoeur6pskej tradicie, ktord sa v zmysle
uZ citovanych principov beneficiencie a non-malefi-
ciencie snazi chrinit pacienta pred poskodenim.

8. Informovany sthlas v psychiatrii

Zavaznym problémom je otdzka informovany sihlasu
pacienta v psychiatrii. Jedine¢nost pacienta, vyvoj jeho
choroby, socidlne zdzemie, to vSetko situdciu dalej komp-
likuje. Odmietnutie nevyhnutnej hospitalizacie a lie¢by zo
strany psychiatrického pacienta mozno chapat v ramci
jeho nedostato¢nej kompetencie pochopit a docenit vyz-
nam zdravia a potrebnej lie¢by pre dalsi Zivot [15]. Neraz
velmi zileZi aj na sposobe komunikacie lekdra s takymto
pacientom [15, 16]. Otazka informovaného sthlasu sa do-
tyka najma tychto konkrétnych problémov:

a) Informovanost psychiatrického pacienta, ktory by
mal byt primerane oboznimeny so situdciou a dovodom
vySetrenia.

b) Nedobrovolna liecba - je najzretelnej$im pripadom
potlacenia vyslovného priania pacienta nebyt hospitalizo-
vany a lieceny.

©) Lie¢ba drogovej zavislosti.

d) Liec¢ba sexuilnych deviacii.

€) Nepovedanie alebo redukcia celej pravdy (pia fraus).

f) Vyskum v psychiatrii.

g) Problém antikoncepcie, sterilizdcie, pripadne ume-
1ého ukoncenia gravidity u psychicky chorych a nedosta-
to¢ne kompetentnych pacientov.

Cestou, akou je moZné poznat skutocnost i psychiat-
rického pacienta, je komunikicia - nie formalna “pravda”,
vyrieknutd do prazdna. Zda sa, Ze na komunikicii medzi
lekdrom a pacientom do istej miery zavisi, ¢i bude pacient
kompetentny alebo nie [15].

Informovany suhlas v psychiatrii nie je jednoduchym
problémom. Nové technické a civilizacné faktory, psy-
chiatrizdcia socidlnych oblasti, niroky na slobodu jednot-
livca na jednej strane a stdle vicSia politicka i prirodzena
limitacia slobody ako vSadepritomny kontrapunkt nasich
priani a taZzob na druhej strane, ukazujui, Ze bude stile
obtiaZnejSie ndjst uceleny systém, ktory by ponukol unifi-
kujicu odpoved na tolko odliSnych problémov. Nijst
spravne slova na informovanie pacienta, to je len ¢ast prob-
Iému. Aplikidcia poziadavky informovaného suhlasu do
kazdodennej psychiatrickej praxe je stale v zaciatkoch.
Jeho pravidld bude potrebné pouZivat a reSpektovat, hoci
bude treba brat ohlad na niektoré odliSnosti z hladiska
rozdielov medzi psychiatriou a inymi medicinskymi od-
bormi [15].

9. Informovany sthlas a odber orginov a tkaniv
na transplanticiu

Odber organov a tkaniv z tiel Zivych (ex vivo) alebo
zomrelych (ex mortuo) darcov sa vykonava kvoli roznym
liecebnym tucelom, najcastejSie za ucelom ich transplan-
tacie vhodnému prijemcovi.

Odoberanie organov ex vivo je mozné iba na ziklade
slobodného, dobrovolného informovaného sthlasu men-
talne a legalne kompetentného darcu, pricom sa vyzZaduje
suhlas udeleny pisomnou formou. Za osobu, ktora pre
svoj nizky vek ¢i mentalnu dispoziciu nie je spdsobild na
pravne ukony, nemoze dat takyto suhlas nikto iny (ani ro-
di¢, ani zdkonny zdstupca). Sthlas darcu mozno akcepto-
vat s podmienkou, Ze takéto odnatie jedného parového
organu alebo regenerujuceho tkaniva:

a) neohrozi zdravotny stav darcu,

b) prospech prijemcu vyrazne prevazuje nad stratou
darcu,

¢) mozno predpokladat uspesné uskutocnenie trans-
plantacie.

Odoberanie orginov ex mortuo je podla nasej prav-
nej upravy (Zakon ¢&. 277/1994 Z. z.) zalozené na pred-
poklade, Ze suhlas darcu bol dany (predpokladany su-
hias) - pokial tento nebol pocas jeho Zivota vyslovne vy-
Iaceny. Z toho vyplyva, Ze prejavy vole dedicov, i pri-
buznych nemdzu mat na pripadné rozhodnutie o odbere
organov alebo tkaniv z tela zomrelého Ziaden priavny
vplyv. Ide o velmi liberdlnu apravu, zaloZenu na prezump-
cii (predpoklade) suhlasu a bezuplatnosti darovania.
V inych krajindch platia konzervativnejSie pravne upra-
vy, na zdklade ktorych sa moze disponovat s telom zom-
relého iba s vyslovnym suhlasom, ktory tento vyslovil po-
¢as svojho Zivota.

Odber organov je zakdzany, ak:

a) neuplynula doba aspon 2 hodin od smrti darcu,

b) nemozno zistit pri¢inu smrti mozgu,

©) ide o podozrenie na infek¢nua chorobu,

d) ide o vizna.

(Pozn. Zo svetovych médii je znamy otriasajici pripad
“transplantac¢nych klinik” v sticasnej Cine, operujicich
v nadviznosti na vybrané vizenské zariadenia, kde v pra-
videlnych intervaloch zbavuja Zivota politickych viziiov,
aby im potom mohli byt odobraté orginy na transplan-
tacie solventnym pacientom.)

S odoberanim orginov ex mortuo ¢iastocne suvisi aj
problematika odoberania roznych umelych niahrad z cen-
nych kovov z tiel zomrelych os6b (zubné nahrady, nahra-
dy bedrovych kibov, atd.). N4§ pravny poriadok hovori, Ze
predmetom dedenia mozu byt iba tie ndhrady, ktoré nie
su pevne spojené€ s telom a ktoré mozno odobrat bez ziasa-
hu do telesnej integrity zomrelého [18].

10. Informovany siihlas a choré dieta

Z etického pohladu je velmi naroc¢né vyZiadanie
informovaného suhlasu v pediatrickej, pripadne neonato-
logickej praxi. Mentdlne kompetentni rodicia, ako osoby
schopné vyslovit informovany suhlas, maji o svojom cho-
rom dietati vediet o najviac. Mnohé informacie od lai-
kov - znamych, pribuznych, resp. laickych “informatorov”
moZu byt nepresné, ba az Skodlivé [20]. Velmi tazké si-
tudcie preZzivaju rodicia fyzicky, mentalne ¢i zmyslovo
postihnutych deti. Ak pocituju postihnutie svojho dietata
ako nestastie, vedie to k ich pasivite, k uzavretiu sa do
seba. To nepomdha ani dietatu, ani rodicom. Ked im le-
kiar dokdze taktne a zrozumitel'ne vysvetlit situdciu dieta-
ta ako ich Zivotnu skusku so vSetkymi negativami i poziti-
vami, rodicia zvic¢sa zmobilizuju svoje sily (na skusku sa
treba predsa pripravit) a vznikd atmosféra spoluprice
medzi lekdrom a rodi¢mi. Lekar je povinny s velkou mie-
rou empatie podat rodicom vycerpdvajuce, ale zrozumi-
tel'né informacie o moznostiach dalSej diagnostiky a liec-
by ich chorého dietata (chirurgickej, ortopedickej, ku-
pelnej, pripadne tustavnej starostlivosti). Pritom zohrdva
nezastupitel'nu ulohu prave informovany suhlas s potreb-
nymi vySetreniami, liecbou a lieCebnou rehabiliticiou
dietata.

Informacie lekdra rodicom o chorom dietati musia byt
zrozumitel'n€, pravdivé, zhodujice sa so stavom sicasné-
ho medicinskeho poznania. Lekdr by mal vSetky infor-
micie, aj tie negativne, podavat s plnou angazovanostou
v prospech malého pacienta a nie takym spdésobom, ako
dokumentuje autorka jednej publikicie [21]:

- “Pan doktor, ako sa ma moj syn?”

- “Bilirubin ma vysoky, ale cukor nizky.”

- “Pan doktor, a je to dobré alebo zlé?”

- “Ked to zistime, potom Vim poviem...”

Rodicia chorého dietata, ako spolu-liecitelia, by mali
byt lekairom pouceni a sprivne vedeni nielen vo vyslove-
ne medicinskych otazkach, ale aj pri vychove dietata, v je-
ho stravovani, obliekani, hygiene, pouZivani r6znych kom-
penzac¢nych pomocok a podobne [2].
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11. Informovany stihlas a biomedicinsky vyskum

Slobodny a informovany suhlas musi lekdr vyzadovat
od kazdého pacienta, ktory sa podrobi klinickému expe-
rimentu. Norimbersky kodex z roku 1947 zretelne hovori,
Ze na I'udoch nie je mozné vykondivat lekarsky vyskum,
pokial nie je k dispozicii ich slobodny suhlas. Aj v Hel-
sinskej deklaricii Svetovej lekarskej asocidcie sa zdoraz-
nuje, Ze v ramci biomedicinskeho vyskumu st lekari po-
vinni chranit dostojnost a integritu ¢loveka. Kazdy po-
tencidlny subjekt biomedicinskeho vyskumu musi byt
teda dostato¢ne informovany o jeho cieloch, metédach
a anticipovanom prospechu vyskumu, ¢i uz pre dany
subjekt alebo v SirSich suvislostiach.

Poziadavka slobodného informovaného suhlasu je za-
kotvena aj v smerniciach Sprdvnej klinickej praxe, prija-
tych v roku 1996 (s platnostou od januira 1997) troma
rozhodujucimi svetovymi oblastami biomedicinskeho vys-
kumu (Spojené Staty americké, Europska unia, Japonsko)
v ramci medzinirodného harmoniza¢ného procesu.
Uplatnenie tychto poZziadaviek je podmienkou realizicie
vyskumu naleZitej vedeckej a etickej kvality [8]. I ked pri-
marne sa tento pracovny postup uplatnil v klinickych sle-
dovaniach novych lieciv, v sucasnosti nie je mimo neho
prakticky myslite[né uskuto¢nenie Ziadneho seriézneho
klinického alebo neklinického vyskumu. To plati aj pre
krajiny strednej a vychodnej Eur6py [7], ktoré sa usiluju
o integraciu do eurdpskych a globdlnych vedecko-vys-
kumnych, ekonomickych, politickych a kultirnych Struk-
tur. Pre zabezpecenie uplatnenia spominanych etickych
noriem ma dolezity vyznam praca etickych komisii [9, 10,
11]. Medzi inymi tulohami je etickd komisia vZdy povinna
posudit aj obsah a formu pisomnej informaicie pre subjekt
vyskumu, ako aj predkladany formulir informovaného su-
hlasu. Prvotnou ulohou etickej komisie, a to aj vo vztahu
k problematike informovaného suhlasu, je zaistit dosta-
to¢nu ochranu respektovania dostojnosti, integrity a Iuds-
kych prav subjektov vyskumu.

Pracovnici v oblasti biomedicinskeho vyskumu si aj
v dnesSnej dobe musia vediet vybrat z dvoch niekedy proti-
kladnych alternativ, kde jedna sa zaklada na uprednostno-
vani spravneho etického postoja k subjektu (pacientovi
alebo zdravému dobrovolnikovi), kym druhd sa tyka
uprednostiiovania vedeckého alebo komerc¢ného zaujmu
samotného vyskumnika, pracoviska, sponzora vyskumu
alebo “spolo¢nosti”. Druhy spominany postoj vSak pred-
stavuje uplne nepripustné porusenie zdkladnych etickych
predpokladov realizicie akéhokolvek vyskumu s ucastou
Tudskych subjektov. Niektori “vedci” sa napriek tomu (ne-
raz s podporou masmédii) dozaduju urcitej zmeny dosial
platnych etickych zisad tak, aby sa viac zohl'adnili “trhové
zaujmy” a “sloboda vedeckého badania”, ¢im by sa oslabila
platnost mnohych, doteraz nespochybnovanych deonto-
logickych principov [16].

Zaver

V modernej medicine sa Coraz CastejSie vyskytuja zlo-
Zité, eticky naro¢né situdcie, v ktorych spravne rozhod-
nutie vyZaduje dobre informované a rozvizne svedomie
tak na strane lekdra, ako aj na strane pacienta. V ich part-
nerskej spoluprici a vzijomnom dialdgu mozno nijst je-
den z klacov k realizacii zavaznej etickej poZiadavky res-
pektovania informovaného sthlasu i nesahlasu pacienta
s navrhovanym vySetrenim a lie¢cbou [12]. Bude prejavom
etického vykonu lekirskeho povolania, ktorého zikladom
je hlboka ucta k I'udskému Zivotu, najmi bezbrannému,
ohrozenému a trpiacemu, k jeho nezmernej hodnote a ne-
narusitel'nej dostojnosti a celistvosti.
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LISTY REDAKCII

LETTERS TO THE EDITOR

ETICKA PROBLEMATIKA RODINNE]J TERAPIE

Vazeny pan veduci redaktor,

rodinnd terapia je jednou z najnirocnejsich foriem
psychoterapie a v praxi Casto stavia terapeuta pred ziavaz-
né etické problémy (4, 5). Je to najma preto, Ze tu ide
o psychologicku liecbu skupiny jednotlivcov spojenych
trvalymi Zivotnymi vizbami, vztahmi jedného k druhému.

Rodinnu terapiu (resp. psychoterapiu) mozno defino-
vat najmenej trojakym sposobom:

1. ako oblast Specidlnej psychoterapie, v ktorej ide
o aplikdciu psychoterapie na problémy v rodine,

2. ako psychoterapeuticka metodu alebo sabor metod,
ktoré systematicky pracuju s celou rodinou pacienta su-
casne,

3. ako psychoterapeuticky pristup, ktory hodnoti prob-
lematiku kazdého pacienta z hladiska jeho prisluSnosti
k rodinnému systému (1, 3, 4, 5, 6).

Od rodinnej terapie sa zvykne odliSovat manZelska
(pdrova) terapia, ktord sa zameriava primarne na konflik-
tovy vztah medzi manZelmi, pracuje s manZelskou dvoji-
cou bez zaclefiovania deti do terapie a jej cieflom je konst-
ruktivne rieSenie manzelskych konfliktov.

Konkrétne postupy rodinnych terapeutov su neraz
dost rozdielne: lisia sa v samotnom ponati rodinnej te-
rapie, v teoretickych vychodiskdch i v pouziti Specidlnych
psychologickych technik. Napriek mnohym rozdielom
vSak maju vSetky smery a techniky rodinnej terapie jedno
spolo¢né: centrom pozornosti nie je samotny jednotlivec
(¢i uz v kontexte individualnej alebo skupinovej terapie),
ale vZdy cela rodina (9). Skutocnym “pacientom” je teda
cela rodinna skupina, so vSetkymi naruSenymi, ale i s jej
zdravymi ¢lenmi (2). Predpokladd sa totiz, a v tom je zak-
ladny princip rodinnej terapie, Ze individudlne psychické
poruchy dietata (alebo iného rodinného prislusnika) uzko
suvisia so skupinovou dynamikou celej rodiny (vyskumné
prace Studujuce cinitele rodinného prostredia u schizo-
frénie, ai.).

Podrla niektorych extrémnejSich koncepcii individual-
na symptomatologia u pacienta nie je ni¢im inym, nez vy-
razom naruSenych interpersondlnych vztahov v rodine.
Chorobné priznaky jednotlivych ¢lenov rodiny nevznika-
ju vylu¢ne na individudlnom podklade, ale objavuju sa, na-
dobudaju svoju Specificka podobu, udrzuju sa a v priazni-
vom pripade aj mizna v ramci urcitych socidlnych vzta-
hov v danej rodine (4, 5, 8).

Psychoterapeutické usilie rodinnej terapie sa teda
spravidla zameriava na zmenu interakcii medzi ¢lenmi ro-
diny, aby sa zlepS$ila funkcia rodiny ako celku a popri tom
i fungovanie jej individudlnych ¢lenov. Vychadza sa z Le-
winovho modelu socidlnej zmeny, podla ktorého sa zme-
na u jednotlivca najefektivnejsie dosahuje prostrednict-
vom zmeny suboru vztahov, ktorych je dany jednotlivec
sucastou (10).

Rodinni terapeuti su tak isto ako vSetci ostatni profesio-
nalni psychologovia viazani principmi a normami profesio-
nalnej etiky (su vyjadrené napriklad v prisluSnych etickych
kodexoch). Tieto ich zavizuju napriklad k tomu, aby nerobi-
li moralne sudy o zivotnom $tyle, sexudlnych preferenciach,
socidlnych hodnotich, niboZenskych alebo politickych
presvedceniach svojich klientov (1, 8, 9). Eticka tematika,
stelesnend v rodinnom konflikte, sa vSak spravidla objavuje
temer na kazdom terapeutickom sedeni (problémy rolo-
vych vztahov, zI€ zaobchddzanie jedného ¢lena rodiny s dru-
hym, rozdielne postoje k intimnemu Zivotu, a podobne).

Podmienky rodinnej terapie kladu na terapeuta osobitné
poZiadavky, a to nielen vo vztahu k zodpovedajicim inter-

vencnym zrucnostiam (vycvik, supervizia, prax), ale aj vo
vztahu k zvlaStnej etickej citlivosti voci: a) potrebim rodiny
ako celku, ale v rovnakej miere i potrebam jej individual-
nych ¢lenov, b) spolocenskému (postaveniu) a kultirnemu
charakteru rodiny, ¢) analytickosti terapeuta bez toho, aby
bol destruktivny, d) podpore takych vhladov do problemati-
ky, ktoré su clenovia rodiny schopni prijat a prakticky po-
uzit, e) reSpektovaniu nielen (zdravého) potenciilu, schop-
nosti konkrétnej rodiny, ale aj jej obmedzeni (6).

Tieto ndroky na terapeuta sa povazuju za najextrém-
nejSie zo vSetkych druhov psychologickej liecby. Znamy
problém spravodlivého rozdelenia pozornosti, “Casu na
nadychnutie”, je zvlast naro¢né zvladnut v typickej atmos-
fére sedenia rodinnej terapie, v atmosfére obvinovani,
utokov a protiutokov ucastnikov terapie (tym viac, ked sa
jej zacastiuja maloleté deti).

Dal$im zdvaznym etickym problémom je konflikt zauj-
mov medzi jednotlivcami, G¢astnikmi terapie (3, 6). Dana
psychologickd intervencia moze byt napriklad pre jedné-
ho c¢lena rodiny vysostne terapeutickd, kym u druhého
mozZe mat celkom opacny ucinok. Stiva sa tieZ, Ze jeden
z manzelov si moze Zelat absolutnu otvorenost, druhy nie
je schopny takéto vztahy tolerovat. Inokedy zas moze je-
den z rodicov podmiefiovat svoju ucast v terapii vylu¢ne
zmenou spravania partnera. Rovnako sa vyskytuju i situa-
cie, kedy nemdze terapeut z etickych pric¢in zotrvat v roli
obhajcu celého systému rodiny (pripad abuzu, tyrania,
zneuzivania a neinosného postavenia ¢lenov rodiny).

V psychoterapii rodiny je tieZ niro¢né zabezpecit tzv.
“informovany sdhlas” (informed consent). Znamena totiz
vedomé a slobodné rozhodnutie pacienta o jeho ucasti
v terapeutickom procese, pricom sa predpoklada, Ze si
uvedomuje a chipe celu dodlezita informiciu o povahe
a podstate terapeutickych postupov, rizik v nich obsiah-
nutych a do istej miery aj ich pravdepodobnych vysledkov
(1,6, 10).

Uviddzaju sa nasledovné kritéria eticky zodpovednej
informacie klientov pred ziskanim ich sthlasu s terapiou (7):

1. Celd informdcia o postupoch terapie a jej iceloch.

2. Rozhovor o kvalifikacii terapeuta a jeho roli v tera-
peutickych sedeniach.

3. Obozniamenie s predpokladanymi neprijemnymi
strankami a rizikami, ako i o¢akavanym uzitkom terapie.

4. Zistovanie alternativnych lieCebnych postupoch
a zdrojoch pomoci, ktoré by boli dostupné a pripadne by
lepSie vyhovovali potrebam rodiny.

5. Informicia o tom, Ze jednotlivec a ¢lenovia celej ro-
diny moZu kedykol'vek terapiu prerusit.

Terapeutické postupy pouzivané v sucasnosti zatial
nie su Standardné, konkrétne rizika zavisia napriklad od
typu intervencie pouZitej konkrétnym terapeutom (para-
doxné intervencie a interpretacie) a samozrejme tieZ od
zavaznosti poruchy rodiny.

V rodinne;j terapii s detmi maju byt terapeuti zvlast cit-
livi na zranitelné postavenie deti zoc¢i-voci ostatnym cle-
nom rodiny. V takychto pripadoch je potrebné zrozumi-
tel'ne popisat (aj opakovane), ¢o sa bude odohravat v ram-
cisedeni (2, 5, 7).

Dal$im problémom moZe byt obava niektorého ¢lena
rodiny z pre neho nepriaznivych vysledkov a z toho vyply-
vajuci odpor, odmietanie terapie. Takéto pocity je vzidy
potrebné vziat do uvahy. Jednou z moznosti je napriklad
navrhnat mu rolu “pozorovatela” aspon na niektorych te-
rapeutickych sedeniach, pripadne alternativny typ terapie
1,2, 10).

Zachovanie 1iplnej ddvernosti informicii (angl. confi-
dentiality) odkrytych v procese rodinnej terapie je nieke-
dy vel'mi ndro¢né zarucit. V terapeutickom ziujme casto
byva vedenie ¢lenov rodiny k tomu, aby sa podelili so svo-
jimi “tajomstvami”. Pre niektorych to moZze byt vaznym
emoc¢nym problémom, poskytnutie podpornej individual-
nej psychoterapie s tymito ¢lenmi v§ak moZe narusit exis-
tujicu doveru ostatnych ¢lenov rodiny (“tajné informacie
- tajné spojenectvo”, odkrytie mimomanzelského vztahu
a ziadost o jeho utajenie, a pod.). VSeobecne sa tu odporu-
¢a zodpovednost a presnost pri formulovani miery zacho-
vania dovernosti, a potom jej dosledné dodrZiavanie.
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Je tu tiez potrebné zdoraznit, Ze dovernost je v prvom
rade privilégiom pacienta. Jedine on mdZe rozhodnut,
v ktorych pripadoch sa jej chce vzdat. Prave fakt, Ze “pa-
cientom je celok rodiny”, vSak ¢asto v praxi navodzuje ne-
l'ahké etické dilemy.

Ziaverom: Rodinna terapia sa ¢asto dotyka “osudovych”
problémov Zivotnej existencie jednotlivca v rodine i exis-
tencie celej rodiny - problémov vernosti, dovery, domi-
nancie a submisie, autonémie a kontroly, zavizkov liasky
a starostlivosti medzi generdaciami a podobne. Rodiny pri-
chadzaju v tazkostiach (a s tazkostami) a “expert” - psy-
chol6g ma ohromny potencidl pozitivneho (ale aj mozZné-
ho negativneho!) vplyvu v ich apornom hladani “zichran-
nych”, kompromisnych, no niekedy i optimalnych a pro-
gresivnych rieSeni. Etickd zodpovednost rodinného tera-
peuta je zavazna. Preto je potrebné venovat etickym
aspektom rodinnej terapie, jej jednotlivych metod a systé-
mov trvalu a kritickd pozornost.

PhDr. Miria Glasova
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DOKUMENTY / DOCUMENTS

OPINION OF THE CDBI ON HUMAN CLONING

Council of Europe - Steering Committee on Bioethics (CDBI)
Strasbourg, 24 June 1997

We bring here a part of the Opinion of CDBI on hu-
man cloning, as adopted on June 19, 1997, and issued by
the Directorate for Legal Affaires of the Council of Euro-
pe on June 24, 1997 (Appendices are not included).

“This document contains the opinion of the Steering
Committee on Bioethics (CDBI) on human cloning, adop-
ted by the CDBI on 19 June 1997 in execution of the ad
hoc terms of reference given by the Committee of Minis-
ters (Decision No CM/663/140597).

The present opinion on human cloning includes two
Appendices:

- Appendix I: Draft additional Protocol to the Conven-
tion on human rights and biomedicine on the prohibition
of cloning human beings, which was adopted by the
CDBI unanimously with two abstentions.

- Appendix II: Draft Declaration on cloning human beings.

The CDBI invites the Committee of Ministers to adopt
the text of the draft additional Protocol to the Convention
on human rights and biomedicine on the prohibition of
cloning human beings, to decide on the date and place of
the opening to signature of this Protocol and to authorise
the publication of its explanatory report.

Draft opinion of the CDBI on the prohibition
of cloning human beings

In executing the ad hoc terms of reference given by
the Committee of Ministers (No. CM/663/140597), the

Steering Committee on Bioethics (CDBI) submits the fol-
lowing opinion on the cloning of humans:

1. The CDBI notes that scientific developments have
taken place in the field of mammal cloning, particularly
through embryo splitting and nuclear transfer.

Some cloning techniques themselves may bring prog-
ress to scientific knowledge and its medical applications.

The cloning of human beings may become a technical
possibility.

Embryo splitting may occur naturally and sometimes
result in the birth of genetically identical twins.

However the instrumentalisation of human beings
through the deliberate creation of genetically identical
human beings is contrary to human dignity and thus con-
stitutes a misuse of medicine and biology.

One should also take into account the serious difficul-
ties of a medical, psychological and social nature that
such a deliberate biomedical practice might imply for all
the individuals involved.

2. Considering the purpose of the Convention on hu-
man rights and biomedicine, in particular the principle
mentioned in Article 1 aiming to protect the dignity and
identity of all human beings, the CDBI is of the opinion
that specific binding provisions should be adopted within
the Council of Europe to prohibit any intervention see-
king to create a human being genetically identical to another
human being, whether living or dead.

3. The CDBI considered the following three modali-
ties in order to adopt these provisions:

a. an additional protocol to the Convention on human
rights and biomedicine on the prohibition of cloning of
human beings;

b. an amendment to the Convention on human rights
and biomedicine in the form of an additional article
which would read as follows:

Article 13b

Any intervention seeking to create a human being ge-
netically identical to another human being, whether li-
ving or dead, is prohibited.

For the purpose of this article, the term human being
“genetically identical” to another human being means a hu-
man being sharing with another the same nuclear gene set.

c. an article to be included in an appropriate additio-
nal protocol of the Convention on human rights and bio-
medicine which would read as follows:

Any intervention seeking to create a human being ge-
netically identical to another human being, whether li-
ving or dead, is prohibited.

For the purpose of this article, the term human being
“genetically identical” to another human being means a hu-
man being sharing with another the same nuclear gene set.

4. The delegations within the CDBI unanimously favour
the alternative (a) for the following reasons:

i. Alternative (a), like alternative (b), would permit
provisions to forbid cloning to be adopted quickly. On
the other hand, the alternative (c¢) would imply waiting,
during an undetermined length of time, for the adoption
of a protocol containing other provisions where one can-
not foresee the duration of the negotiations.

ii. Alternative (b), consisting of an amendment to the
Convention, might appear as a simple remedy to a defi-
ciency in the text, whilst, on the contrary, the adoption of
a protocol would be seen as the demonstration of the ca-
pacity of the Convention to respond very rapidly to a new
scientific development.

5. Unanimously, with two abstentions, the CDBI adop-
ted the draft additional Protocol on the prohibition of clo-
ning human beings, which is found, with its additional
explanatory report, in Appendix I of the present Opinion.
The CDBI invites the Committee of Ministers to adopt the
text of this draft additional Protocol, to decide on the
date and place of the opening to signature and to authori-
se the publication of its explanatory report.

6. In addition, the CDBI submits the draft text which
appears in Appendix II to this Opinion for a possible de-
claration for adoption by the Second Summit of Heads of
State and Government.”
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REFLECTIONS ON CLONING
Pontificia Academia pro Vita
1. Historical background

Advances in knowledge and related developments
in the procedures of molecular biology, genetics
and artificial fertilization have long made it possible
to experiment with and successfully achieve the
cloning of plants and animals.

Since the ‘30s experiments have been made in
producing identical individuals by artificial twin
splitting, a procedure which can be improperly cal-
led cloning.

The practice of twin splitting in the zootechnical
field has been spreading in experimental barns as
an incentive to the multiple production of select
exemplars.

In 1993 Jerry Hall and Robert Stilmann of Geor-
ge Washington University published data concer-
ning the twin splitting they performed on human
embryos of two, four and eight embryoblasts. These
experiments were conducted without the prior
consent of the appropriate Ethics Committee and
were published, according to the authors, in order
to stimulate the ethical debate.

The news published in the journal Nature, 27.
February 1997, about the birth of the sheep Dolly
through the efforts of the Scottish scientists Jan Vil-
mut and K. H. S. Campbell and their team at Edin-
burgh’s Roslin Institute, however, had an unusual
effect on public opinion and led to statements be-
ing issued by committees and national and interna-
tional authorities: this happened because it was so-
mething new and was considered troubling.

There are two new aspects of this event. The first
is that it is not a question of splitting but of a radical
innovation defined as cloning, that is, an asexual
and agamic reproduction meant to produce indivi-
duals biologically identical to the adult which provi-
ded the nuclear genetic inheritance. The second is
that until now this type of true and proper cloning
was considered impossible. It was thought that the
DNA in the somatic cells of the higher forms of ani-
mal life, having already undergone the imprinting
of differentiation, could no longer recover their ori-
ginal totipotentiality and, consequently, their ability
to direct the development of a new individual.

With the overcoming of this supposed impossi-
bility, the way now seems open to human cloning,
understood as the replication of one or more indivi-
duals somatically identical to the donor.

The event has rightly caused concern and alarm.
But after an initial phase of unanimous opposition,
some have wished to call attention to the need for
guaranteeing freedom of research, for not demoni-
zing progress. The prediction has even been made
that the Catholic Church herself will one day accept
cloning.

Now that some time has passed, it would be use-
ful in a more detached way to examine closely the
fact that has been noted as a disturbing event.

2. The biological fact

In its biological aspects as a form of artificial re-
production, cloning is achieved without the contri-
bution of two gametes; therefore it is an asexual
and agamic reproduction. Fertilization properly so-
called is replaced by the “fusion” of a nucleus taken

from a somatic cell of the individual one wishes to
clone, or of the somatic cell itself, with an oocyte
from which the nucleus has been removed, that is,
an oocyte lacking the maternal genome. Since the
nucleus of the somatic cell contains the whole gene-
tic inheritance, the individual obtained possesses -
except for possible alterations - the genetic identity
of the nucleus’ donor. It is this essential genetic cor-
respondence with the donor that produces in the
new individual the somatic replica or copy of the
donor itself.

The Edinburgh event occurred after 277 oocyte-
donor fusions: only eight were successful, that is,
only eight of the 277 started to develop as embryos
and only one of these eight embryos reached birth:
the lamb called Dolly.

Many doubts and questions remain about quite
a few aspects of the experiment: for example, the
possibility that among the 277 donor cells used the-
re were some “staminals”, that is, cells endowed
with a not totally differentiated genome; the role
that could have been played by possibly residual mi-
tochondrial DNA in the maternal ovum; and many
other questions which the researchers, unfortunate-
ly, did not even attempt to address. However, it is
still an event that goes beyond the forms of artificial
fertilization known until now, which have always
been performed by using two gametes.

It should be stressed that the development of
individuals obtained by cloning, apart from eventual
possible mutations - and there could be many - should
produce a body structure very similar to that of the
DNA donor: this is the most disturbing result, espe-
cially when the experiment is applied to the human
species.

It should be noted however that, should the
extension of cloning to the human species be desi-
red, this duplication of body structure does not ne-
cessarily imply a perfectly identical person, under-
stood in his ontological and psychological reality.
The spiritual soul, which is the essential constituent
of every subject belonging to the human species
and is created directly by God, cannot be generated
by the parents, produced by artificial fertilization or
cloned. Furthermore, psychological development,
culture and environment always lead to different
personalities; this is a well-known fact even among
twins, whose resemblance does not mean identity.
The popular image or aura of omnipotence that
accompanies cloning should at least be put into pers-
pective.

Despite this impossibility of involving the spirit,
which is the source of personality, the thought of
human cloning has already led to the imagining of
hypothetical cases inspired by the desire for omni-
potence: duplicating individuals endowed with
exceptional talent and beauty; reproducing the ima-
ge of departed loved ones; selecting healthy indivi-
duals immune from genetic diseases; the possibility
of choosing a person’s sex; producing selected fro-
zen embryos to be transferred in utero at a later
time to provide spare organs, etc.

By regarding these hypothetical cases as science
fiction, proposals can soon be advanced for clo-
ning considered “reasonable” or “compassionate”:
the procreation of a child in a family whose father
suffers from aspermia or to replace the dying child
of a widowed mother; one could say that these ca-
ses have nothing to do with the fantasies of science
fiction.

But what would be the anthropological signifi-
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cance of this activity in the deplorable prospect of
applying it to man?

3. Ethical problems connected
with human cloning

Human cloning belongs to the eugenics project
and is thus subject to all the ethical and juridical
observations that have amply condemmed it. As
Hans Jonas has already written, it is “both in me-
thod the most despotic and in aim the most slavish
form of genetic manipulation; its objective is not an
arbitrary modification of the hereditary material but
precisely its equally arbitrary fixation in contrast to
the dominant strategy of nature” (cf. Hans Jonas,
Cloniamo un uomo: dall’eugenetica all'ingegnerica
genetica, in Tecnica, medicina ed etica, Einaudi, To-
rino 1997, pp. 122-54, p. 130).

It represents a radical manipulation of the con-
stitutive relationality and complementarity which is
at the origin of human procreation in both its biolo-
gical and strictly personal aspects. It tends to make
bisexuality a purely functional left-over, given that
an ovum must be used without its nucleus in order
to make room for the clone-embryo and requires,
for now, a female womb so that its development
may be brought to term. This is how all the experi-
mental procedures in zootechny are being conduc-
ted, thus changing the specific meaning of human
reproduction.

In this vision we find the logic of industrial pro-
duction: market research must be explored and pro-
moted, experimentation refined, ever newer mo-
dels produced.

Women are radically exploited and reduced to
a few of their purely biological functions (provi-
ding ova and womb) and research looks to the pos-
sibility of constructing artificial wombs, the last
step to fabricating human beings in the laboratory.

In the cloning process the basic relationships of
the human person are perverted: filiation, consan-
guinity, kinship, parenthood. A woman can be the
twin sister of her mother, lack a biological father
and be the daughter of her grandfather. In vitro fer-
tilization has already led to the confusion of paren-
tage, but cloning will mean the radical rupture of
these bonds.

As in every artificial activity, what occurs in natu-
re is “mimicked” and “imitated”, but only at the price
of ignoring how man surpasses his biological com-
ponent, which moreover is reduced to those forms
of reproduction that have characterized only the bio-
logically simplest and least evolved organisms.

The idea is fostered that some individuals can
have total dominion over the existence of others,
to the point of programming their biological iden-
tity - selected according to arbitrary or purely utili-
tarian criteria - which, although not exhausting
man’s personal identity, which is characterised by
the spirit, is a constitutive part of it. This selective
concept of man will have, among other things, a hea-
vy cultural fallout beyond the - numerically limited
- practice of cloning, since there will be a growing
conviction that the value of man and woman does
not depend on their personal identity but only on
those biological qualities that can be appraised and
therefore selected.

Human cloning must also be judged negative
with regard to the dignity of the person cloned,
who enters the world by virtue of being the “copy”

(even if only a biological copy) of another being:
this practice paves the way to the clone’s radical suf-
fering, for his psychic identity is jeopardized by the
real or even by the merely virtual presence of his
“other”. Nor can we suppose that a conspiracy of si-
lence will prevail, a conspiracy which, as Jonas already
noted, would be impossible and equally immoral:
since the “clone” was produced because he resem-
bles someone who was “worthwhile” cloning, he
will be the object of no less fateful expectations and
attention, which will constitute a true and proper
attack on his personal subjectivity.

If the human cloning project intends to stop “be-
fore” implantation in the womb, trying to avoid at
least some of the consequences we have just indica-
ted, it appears equally unjust from the moral stand-
point.

A prohibition of cloning which would be limited
to preventing the birth of a cloned child, but which
would still permit the cloning of an embryo-foetus,
would involve experimentation on embryos and foe-
tuses and would require their suppression before
birth - a cruel, exploitative way of treating human
beings.

In any case, such experimentation is immoral be-
cause it involves the arbitrary use of the human
body (by now decidedly regarded as a machine
composed of parts) as a mere research tool. The hu-
man body is an integral part of every individual’s dig-
nity and personal identity, and it is not permissible
to use women as a source of ova for conducting clo-
ning experiments.

It is immoral because even in the case of a clone,
we are in the presence of a “man”, although in the
embryonic stage.

All the moral reasons which led to the condem-
nation of in vitro fertilization as such and to the ra-
dical censure of in vitro fertilization for merely
experimental purposes must also be applied to hu-
man cloning.

The “human cloning” project represents the ter-
rible aberration to which value-free science is dri-
ven and is a sign of the profound malaise of our civi-
lization, which looks to science, technology and the
“quality of life” as surrogates for the meaning of life
and its salvation.

The proclamation of the “death of God”, in the
vain hope of a “superman”, produces an unmistak-
able result: “death of man”. It cannot be forgotten
that the denial of man’s creaturely status, far from
exalting human freedom, in fact creates new forms
of slavery, discrimination and profound suffering.
Cloning risks being the tragic parody of God’s omni-
potence. Man, to whom God has entrusted the crea-
ted world, giving him freedom and intelligence, finds
no limits to his action dictated solely by practical
impossibility: he himself must learn how to set the-
se limits by discerning good and evil. Once again
man is asked to choose: it is his responsibility to de-
cide whether to transform technology into a tool of
liberation or to become its slave by introducing
new forms of violence and suffering.

The difference should again be pointed out be-
tween the conception of life as a gift of love and the
view of the human being as an industrial product.

Halting the human cloning project is a moral
duty which must also be translated into cultural, so-
cial and legislative terms. The progress of scientific
research is not the same as the rise of scientistic
despotism, which today seems to be replacing the
old ideologies. In a democratic, pluralistic system,
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the first guarantee of each individual’s freedom is
established by unconditionally respecting human
dignity at every phase of life, regardless of the intel-
lectual or physical abilities one possesses or is de-
prived. In human cloning the necessary conditon
for any society begins to collapse: that of treating
man always and everywhere as an end, as a value,
and never as a mere means or simple object.

4. Human rights and freedom of research

At the level of human rights, the possibility of
human cloning represents a violation of the two
fundamental principles on which all human rights
are based: the principle of equality among human
beings and the principle of non-discrimination.

Contrary to what may appear at first sight, the
principle of parity and equality among human beings
is violated by this possible form of man’s domination
over man, and the discrimination comes about through
the whole selective-eugenic dimension inherent in
the logic of cloning. The Resolution of the European
Parliament (12 March 1997) expressly states the vio-
lation of these two principles and forcefully appeals
for the prohibition of human cloning and for the va-
lue of the dignity of the human person. Since 1983
the European Parliament and all the laws passed to
legalize artificial procreation, even the most permis-
sive, have always forbidden human cloning. It should
be recalled that the Church’s Magisterium has con-
demned the possibility of human cloning, twin fission
and parthenogenesis in the 1987 Instruction Do-
num vitae. The basic reasons for the inhuman natu-
re of possible human cloning are not because it is
an extreme form of artificial procreation in compa-
rison to other legally approbed forms, such as in vit-
ro fertilization, etc.

As we have said, the reason for its rejection is
that it denies the dignity of the person subjected to
cloning and the dignity of human procreation.

The most urgent need now seems to be that of
re-establishing the harmony between the demands
of scientific research and indispensable human va-
lues. The scientist cannot regard the moral rejection
of human cloning as a humiliation; on the contrary,
this prohibition eliminates the demiurgic degenera-
tion of research by restoring its dignity. The dignity
of scientific research consists in the fact that it is
one of the richest resources for humanity’s welfare.

Moreover, there is a place for research, including
cloning, in the vegetable and animal kingdoms,
wherever it answers a need or provides a significant
benefit for man or for other living beings, provided
that the rules for protecting the animal itself and
the obligation to respect the biodiversity of species
are observed.

When scientific research in man’s interest aims
to cure diseases, to relieve suffering, to solve prob-
lems due to malnutrition, to make better use of the
earth’s resources, it represents a hope for humanity,
entrusted to the talent and efforts of scientists.

To enable biomedical science to maintain and
strengthen its relationship with the true welfare of
man and society, it is necessary to foster, as the Holy
Father recalls in the Encyclical Evangelium vitae,
a “contemplative outlook” on man himself and the
world, with a vision of reality as God’s creation and
in a context of solidarity between science, the good
of the person and of society.

“It is the outlook of those who see life in its dee-

per meaning, who grasp its utter gratuitousness, its
beauty and its invitation to freedom and responsibi-
lity. It is the outlook of those who do not presume
to take possession of reality but instead accept it as
a gift, discovering in all things the reflection of the
Creator and seeing in every person his living image”
(Evangelium vitae, n. 83).

Mons. Elio Sgreccia
Vice-President

Prof. Juan de Dios Vial Correa
President

Note: The Italian text of this document on cloning,
already published by L’Osservatore Romano on 25 June
1997 on page 7, is fundamental and official. All interpreta-
tions of the content in other languages should refer to it.

The English translation of the document was taken
from the official publication of Pontificia Academia pro
Vita, Libreria Editrice Vaticana, 1997, 00120 Citta del Vati-
cano (19 pages).

MATERIALY Z KURZOV UMEB

MATERIALS FROM COURSES OF IMEB

International Course & Conference on Bioet-
hics “Health Care under Stress - Maintaining
Integrity in Time of Scarcity”, Bratislava, IMEB,
August 26-31, 1996

ETICKA DIMENZIA DOMACEJ OSETROVATEL-
SKEJ STAROSTLIVOSTI

Silvia Kycinovi-Brodiianova

Ustav oSetrovatelstva Jeseniovej lekarskej fakulty
Univerzity Komenského v Martine, Slovenska repu-
blika

V poslednych rokoch sa starostlivost o chorého
cloveka aj na Slovensku pomaly a Ciasto¢ne prestva
z nemocnic do domacnosti. Hodnota domacej sta-
rostlivosti sa neda vycislit iba ekonomickou uspo-
rou. Jej prinos spociva v zachovani socidlnej integ-
racie pacienta v prirodzenom prostredi. Domaca
starostlivost umoZziiuje rodine starat sa o svojho cho-
rého clena spolocne so sestrami agentiry domacej
starostlivosti. V. domacnosti st pacienti odkdzani na
sebaopateru, starostlivost rodiny a odbornym garan-
tom tejto starostlivosti moZe byt, v uzkej spolupraci
s lekarom, sestra agentiry domaicej oSetrovatel'skej
starostlivosti.

Pri vstupe sestry do sikromia domova pacienta -
klienta sa vyskytuju rozli¢né situdcie, ktoré je po-
trebné rieSit nielen oSetrovatelsky ale aj z eticko-
moralneho pohladu: navsteva v domécnosti klienta,
spravanie sa sestry pri poskytovani starostlivosti,
pravo na starostlivé a svedomité oSetrovanie, zasah
do sukromia domiceho prostredia (nutnd tprava
prostredia vyvolana chorobou, nové pomocky, prist-
roje...), ohrozenie sestry klientom a jeho rodinou,
ohrozenie klienta sestrou, odmietnutie klienta zo
strany sestry, odmietnutie konkrétnej sestry zo stra-
ny klienta, ai.

V prebiehajucej transformacii zdravotnictva sa
vyrazne meni aj iloha a ponimanie oSetrovatelstva.
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Meni sa i chipanie ¢loveka z pohladu sestry. Clovek
je ponimany ako celistva bytost (holisticky pohlad),
SO svojimi potrebami a citenim.

OSetrovatel'stvo ako profesia sa vo svojom priro-
dzenom vyvoji do istej miery osamostatiiuje. Sestra
prestava byt vo svojej praci mechanicky vedena le-
karom a zacina sa viac samostatne rozhodovat.
Vicsia samostatnost sestry vSak so sebou prindsa aj
vacsiu zodpovednost. VyZaduje si to velké mnozZstvo
vedomosti a zruc¢nosti, no v neposlednej miere
i eticky profesionalny pristup k pacientovi - kliento-
vi. Sestra, ktord pracuje v nemocnici, sa pri poskyto-
vani starostlivosti moze do istej miery spolahnut na
pomoc starSich, skusenejsich kolegyi. V istom ohla-
de ovela zlozitejSie podmienky pre svoju priacu ma
sestra agentury domadcej oSetrovatelskej starostli-
vosti, ktora navstevuje klienta doma, v jeho priro-
dzenom prostredi.

Domaicu oSetrovatel'sku starostlivost v naSich
podmienkach poskytuju sestry agentiry domacej
oSetrovatel'skej starostlivosti na zaklade pisomne;j
ordindcie lekara. Pri vstupe do pacientovej domac-
nosti v3ak sestra preberd plna zodpovednost za po-
skytnutu starostlivost.

Sestra sa uz pri vstupe do domdacnosti klienta
moze stretnit s mnohymi problémami. Vstupuje
ako cudzia osoba do domaceho teritoria klienta. Ma
sa spravat ako na navsteve, alebo ako “opravar”, kto-
ry priSiel “opravit” pacientovo zdravie? Mnohé od-
porucania hovoria, Ze sa ma spravat ako na navste-
ve. Ale ona predsa prisla pomodct a naozaj nieco
“opravit”... Jej sluzba konkrétnemu c¢loveku ma
vidy svoj profesiondlny, ale aj svoj I'udsky rozmer
aramec.

DalSou otazkou moZe byt spravanie sestry pri
oSetrovani pacienta. To, aky postoj zaujme k samot-
nému oSetrovaniu, s akou profesionilnou presnos-
tou a istotou vykonava svoju pricu, aky ma pristup
k pacientovi a k jeho rodine, mdZe ovplyvnit vztah
a obraz nielen o samotnej sestre a agenture, ale aj
o celom zdravotnictve. Sestra sa dostava do zodpo-
vednej ulohy reprezentanta zdravotnickeho povo-
lania. Upozoriiujeme na nutnost profesionilneho
pristupu nielen k chorému, ale aj k jeho rodine, kto-
rd sa v plnej miere zacastfiuje na starostlivosti o cho-
rého a sama casto potrebuje profesiondlnu pomoc,
radu a podporu.

Samotné oSetrovanie prindsa so sebou rad nielen
oSetrovatel'skych, psychologickych, ale aj etickych
problémov. Ako sa spravat pri oSetrovani tazkych
zapachajicich ran, pri starostlivosti o dementného,
agresivneho, alebo psychiatricky chorého klienta?
Pri oSetrovani je Casto nutné odhalovat telo pacien-
ta. Pri vykonoch, ktoré vyZaduju odhalovanie alebo
odkryvanie niektorych casti tela, mnohokrit intim-
nych, sa sestra stretdva so studom pacienta. Jej spra-
vanie pri poskytovani starostlivosti musi byt vysoko
profesiondlne a taktné. Nema napriklad zbytoc¢ne
a necitlivo odhalovat telo pacienta pred jeho pri-
buznymi, i ked ide “iba” o intramuskularnu injekciu
do glutealnej oblasti.

DalSou otizkou etiky spravania sa sestry v doma-
cej starostlivosti je zasah do sukromia doméaceho
prostredia pacienta (klienta) a jeho rodiny. Casto je
v zaujme Kklienta, i tych, ktori ho oSetruju, vhodna
uprava bezprostredného i vzdialeného prostredia
klienta. Upravu vyZaduje 16Zko, jeho vySka, poloha
v miestnosti, niekedy je nutné odstranit koberce,
ktoré prekazaju v chodzi, vymenit domdcu obuv
a mnoho inych zdsahov. Ako vysvetlit klientovi
a jeho rodine nutnost takychto uprav, najmi, ked' st

na predchadzajiuce prostredie zvyknuti a si s nim
spokojni? Ak odmietaja, ako ich presvedcit?

Iny okruh problémov predstavuje ohrozenie a od-
mietanie sestry. Sestra v agenture pre domacu starost-
livost tym, Ze vstupuje do roznych socialnych prost-
redi, moZe byt sama pri vykone svojho povolania
ohrozena. Potencionidlne ohrozenie sestry ¢asto
byva najvic¢$im demotivaénym faktorom, pre ktory
sestry odmietaji pracu v teréne, alebo sa jej obavaju.

Opac¢nym problémom moZe byt ohrozenie klienta
a jeho zdravia neodbornym, neetickym oSetrovatel-
skym alebo inym zisahom zdravotnickeho pracovni-
ka. Pacient ma pravo na vysoko kvalifikované osetro-
vanie a spravanie sa pracovnikov podla etickych
principov oSetrovatel'stva. Akym sposobom sa moze
klient proti neprofesionalnemu pristupu branit?

Pacient ma pravo na odmietnutie. Nielen na od-
mietnutie lekarskeho, ¢i oSetrovatel'ského zasahu,
ale aj konkrétnej sestry. S odmietanim sa najcas-
tejSie stretneme pri odbornej praxi Studentov, ktori
ako “cudzia” osoba vstupuji do domacnosti klienta.
Pacient a jeho rodina si Casto nepraje vstup dalSieho
cudzieho cloveka do domacnosti a neZela si, aby
o pacientovej chorobe vedela d’alSia osoba.

Odmietanie sa moZe vyskytnut i na opacnom
pole - ak sestra odmieta poskytovat oSetrovatel'sku
starostlivost konkrétnemu klientovi. Je mozné, aby
sestra neposkytla starostlivost? Ak ano, za akych
podmienok?

Zaverom

V naSom prispevku sme chceli poukdzat na niek-
toré etické problémy v ¢innosti sestier pracujicich
v domacej oSetrovatel'skej starostlivosti. Ich vypocet
nie je zdaleka uplny. Chcel by vSak byt prispevkom
a povzbudenim do diskusie. Ide tu o skvalitnenie
a rozvoj domdcej oSetrovatel'skej starostlivosti, ktora
ma zaiste i v naSich podmienkach dobré perspektivy
a je velmi potrebna. Zaujmom pacientov, ako aj ich
pribuznych je, aby tuato starostlivost poskytovali pro-
fesinalne aj osobnostne vyspelé, kvalifikované sestry.
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RECENZIE / BOOK REVIEWS

BIOETHICS: A HISTORY

R. Dell’Oro & C. Viafora (Editors)

International Scholar Publications, San Francisco -
London - Bethesda, 1996, 313 stran.

Pozoruhodna publikicia o dvadsatrocnej historii
bioetiky predstavuje subor priac poprednych, renomo-
vanych eurdpskych a svetovych osobnosti odboru. Je
vysledkom medzinarodnej konferencie organizovanej
talianskou inStitticiou Fondazione Lanza, ktora spon-
zorovala aj preklad povodného titulu (Vent’anni di bio-
etica) do anglictiny. Cielom publikicie, okrem iného,
je poskytnut v anglickom jazyku relativne uceleny po-
hlad na vznik a pribliZzne dvadsatro¢ny vyvoj bioetiky
v roznych jazykovych a kultarnych oblastiach sveta.
Kniha chce takto prispiet k lepSej vzijomnej informo-
vanosti pracovnikov v bioetike, ako aj podnietit me-
dzinirodny a interkulturalny dialég v odbore. Ide
o jednu z prvych publikicii svojho druhu vo svetovej
literattre.

Publikacia ponuka velmi uzito¢ny prehlad roz-
nych tém, prostredi a analyz. V tivodnej kapitole Bioet-
hics Today: An historic and systematic account (Bioe-
tika dnes: historicky a systémovy prehlad) Prof. C. Via-
fora (Padova, Taliansko), zostavovatel knihy, objasiiu-
je kultarny kontext, morilnu metodolégiu, body su-
hlasu a nestihlasu v oblasti bioetiky, videné z medzina-
rodnej perspektivy. Prof. D. Roy (Montreal, Kanada)
v kapitole Orientations and tendencies in bioethics
1970 - 1990 (Orientacie a tendencie v bioetike 1970 -
1990) analyzuje kontury vyvoja bioetiky v medzina-
rodnom pohlade: minulé a najnovsie sa objavujice
smery myslenia a problémy, a to vo svetle bohatého
vedeckého myslienkového zikladu mediciny, filozofie
a praktickej etiky.

Prof. W. Reich (Washington, USA) podava zasviteny
pohlad na pociatky a rozvoj bioetiky v Spojenych Sta-
toch americkych (Bioethics in the United States) a na
hlavné témy a tendencie odboru, ako sa rozvijali v seve-
roamerickom medicinskom a kultirnom prostredi.

Kapitola o vyvoji a zvlastnych ¢rtach bioetiky v $pa-
nielsky hovoriacich krajinach, vratane krajin JuZnej
Ameriky (Bioethics in the Spanish-speaking world, au-
tor Prof. Diego Gracia Guillen, Complutense, Spaniel-
sko), prinasa, okrem iného, aj analyzu bioetiky ako ci-
vilnej (obcianskej) etiky, ako pluralistickej etiky, ako
autonomnej a racionalnej etiky.

Prof. J.-F. Malherbe (Louvain, Belgicko; Montreal, Ka-
nada) v kapitole Orientations and tendencies of bio-
ethics in the French-speaking world referuje a vycho-
diskach a vyvoji bioetiky vo franctazsky hovoriacom kul-
tirnom priestore. Analyzuje aj vztah bioetiky k filozofii
mediciny, ako sa rozvijala na eur6pskom kontinente.

Prof. A. Bompiani (Rim, Taliansko) v kapitole The
outlines of Italian bioethics podava prehlad o vyvoji
medicinskej etiky a bioetiky v Taliansku. Venuje sa
konkrétnej analyze klticovych problémov, ktoré boli
predmetom S$irSej debaty v nirodnom meradle a po-
ukazuje na Specifické vychodiska a konkrétne pristu-
py k ich rieSeniu (problém zdravotného systému v Ta-
liansku, rozdelovanie prostriedkov pre a v zdravotnict-
ve, vyskum a experimentovanie, génové manipulacie,
metody asistovanej reprodukcie ¢loveka, eutanazia,

proporcionalita liec¢by, etika Zivotného prostredia,
“prava” zvierat, ai.). Kapitola obsahuje aj podrobné
informdcie o najvyznamnejsich centrach bioetiky v Ta-
liansku.

Prof. A. Bondolfi (Curych, Svaj¢iarsko) analyzuje vy-
voj a sucasny stav bioetiky v nemecky hovoriacich kraji-
nach (Orientations and tendencies of bioethics in Ger-
man-speaking world). Poukazuje na vyznamné usilie
o “rehabilitaciu prakticke;j filozofie” (najvyznamnejsie
pristupy: neo-aristotelovsky, hermeneuticky, analyticky,
(neo-)marxisticky a teologicky), na modelové pristupy
moralnej argumenticie a aktuilne etické tedrie pritom-
né v nemecky hovoriacom kultarnom priestore. Podiava
prehlad najvyznamnej$ich vyskumnych a vyukovych
centier a veducich osobnosti bioetiky a uvadza prevazu-
juce etické postoje k niektorym klticovych problémom
bioetiky (génové a prokreativne technologie, prenatal-
na diagnostika, umely potrat, sterilizicia, transplanticia
organov, starostlivost o terminalne chorého pacienta).
Knihu doplifia kapitola Prof. M. A. M. de Wachtera (Ho-
landsko) o problematike eutanazie v Holandsku (Eutha-
nasia in the Netherlands).

Prednostou tejto vynimocnej publikacie, okrem ne-
popieratel'nej autority samotnych autorov, predstavu-
jucich priekopnikov a vediice osobnosti bioetiky v jed-
notlivych kultirnych a reCovych oblastiach, je aj boha-
ta bibliografia, usporiadana prehl'adne na konci jednot-
livych kapitol. Cenné biografické (a profesionilne)
informicie o autoroch, spolu s vyberom ich najvyz-
namnejsich publikdcii vhodne dopliiaji vysoku infor-
mativnu hodnotu knihy.

Publikaciu mozno vrelo odporucat ako zakladnu li-
teraturu vSetkym zaujemcom o bliZSie poznanie bio-
etiky ako moderného interdisciplinirneho odboru
v jeho najvyznamnejSich medzinarodnych suvislos-
tiach a predstaviteloch - Studentom mediciny, prirod-
nych vied, prava, filozofie i dalSich humanitnych dis-
ciplin, vedeckym pracovnikom, ale aj lekirom a inym
zdravotnickym pracovnikom s hlbsim zaujmom o filo-
zofické (etické) otiazky mediciny a biologickych vied.

MUDr. J. Glasa, CSc.
Adresa vydavatela: International Scholar Publications,

7831 Woodmont Ave., #345, Bethesda, MD 20814,
USA.

BIOLOGIE IM HORIZONT DER PHILOSOPHIE
B. Rossler (Editor)
Vlg. Peter Lang AG, Bern, 1997, 288 strin.

Priprava Europskej konvencie o ochrane Iudskych
prav a dostojnosti cloveka vo vztahu k aplikdcii bio-
logie a mediciny - Konvencie o Iudskych prdvach a bio-
medicine vyvolala mnohé debaty na odbornych a ve-
deckych forach, ako aj v SirSej verejnosti. Publikdcia
zostavend B. Rosslerom zachytiva pozoruhodné pris-
pevky a diskusiu, ktoré odozneli na pode Eurépskeho
parlamentu (EP) 21. jina 1996 v rimci sympoézia ve-
novaného Bioetickej konvencii, ktorého podtitul sa
stal titulom celej knihy.

Sympoézium sa konalo kriatko na to, ako Vybor ad
hoc pre bioetiku (CDBI) pri Rade Eur6py (RE) schvilil
a predlozil na rokovanie Rade ministrov RE zaverec-
nu, prepracovanu verziu navrhu Konvencie (6. 6. ‘96).
Podujatie nadvizovalo na uz tradi¢né aktivity (konfe-
rencie) neformalneho Strasburského Debatného kru-
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hu (Conversation Circle), ktoré sa na pode EP konaju
pod zastitou Dr. O. von Habsburga. UmozZnuju inter-
disciplinarny a interkulturalny dialég (na vysokej od-
bornej urovni) o roznych ziavaznych problémoch, kto-
ré sa prerokovavaju EP. Obsahom publikacie sa naj-
vyznamnejSie odborné prispevky pozvanych predna-
Satelov, protokol zachytavajuci v originali priebeh sa-
motnej konferencie (vriatane diskusnych prispevkov),
ako aj vel'mi kvalitné doplnkové analytické prehlady
(vid' niZ8ie) a texty vyznamnych medzinarodnych do-
kumentov, tvoriace prilohu knihy.

Uvodnai stadia B. Résslera, organizitora sympoézia
a zostavovatela publikacie, prinasa analyzu celkovej
situacie v biomedicinskych vedach a odrazu ich naj-
vyznamnejSich vysledkov v kultare a politike v eu-
ropskom i globalnom pohlade. Poukazuje na vycho-
diska a mySlienkové prudy, ako aj rOzne zaujmy, kto-
ré viedli k vypracovaniu a doterajSim diskusiam oko-
lo Konvencie.

Protokol sympozia zac¢ina pozdravnymi a ivodny-
mi prejavmi ¢estnych hosti (Dr. L. Tindemans, Dr. P.
Liese, Dr. O. von Habsburg, Dr. B. Posselt), ktoré pri-
pominaju Sirsie filozofické, kultarne i politické suvis-
losti Sympozia. Nasleduju vyzZiadané referaty pozva-
nych hosti.

V prispevku Dr. P. Lieseho, ¢lena EP, sekretara EVP
(Europska I'udova strana) pracovnej skupiny pre bioe-
tiku a predsedu pracovnej skupiny pre bioetiku EP,
autor podava prehlad vyvoja “bioetickej” debaty v EP
(Zur bioethischen Debatte im EP). V uvode prispevku
vysvetluje postavenie a vzajomné vztahy EP, RE a EU,
z ktorych vyplyvaja politické dosledky prijatia Kon-
vencie v europskom, ale aj v globalnom meradle.
V dalSom chartakterizuje najvyznamnejsie problémo-
vé okruhy, ktoré sa stali predmetom odbornej i poli-
tickej debaty (zapasu) v pripravnych fazach Kon-
vencie. Koncentruje sa najmai na tri oblasti: 1) vyskum
u 0os0b neschopnych dat informovany sahlas, 2) vy-
skum na Tudskych ziarodkoch, 3) génové manipulicie
u Cloveka (najmai tykajace sa zairodo¢nych buniek, ale-
bo buniek l'udského embrya).

Prof. Dr. M. Balkenohl (Osnabriick) analyzuje
obsah Konvencie z vecného a najmi z etického hladis-
ka (Reflexionen zu den Entwiirfen einer Bioethik-
Konvention: Ihre Inhalte und ihre Mangel). Po tvode
venovanom zikladnym etickym principom a vychodis-
kam, stojacim na strane reSpektovania a ochrany l'ud-
ského zivota od pocatia po jeho prirodzeni smrt, na-
sleduju konkrétne priklady zavaznych etickych prob-
lémov modernej mediciny z hl'adiska ich odrazu v tex-
te navrhovanej Konvencie (génové technologie, pre-
natalna diagnostika, klonovanie, kryokonzervacia I'uds-
kych zarodkov, vyskum na l'udskych zarodkoch, analy-
za l'udského genomu, ai.).

Prispevok Prof. Jozefa Seiferta (Lichtenstein) bol
venovany filozofickej analyze problému zneuzivania
tematiky a “jazyka” I'udskych prav vo vedeckej a poli-
tickej debate (The Alleged Fundamental Human Right
to Abortion - Critical Notes on the Use and Abuse of
Human Rights Talk in the Abortion Debate), najmi
vzhladom na nekontrolovanu novotvorbu domnelych
alebo antihumannych novych l'udskych prav, nemaju-
cich zaklad v prirodzenosti a dostojnosti Iudskej oso-
by, alebo prichadzajacich do rozporu s uz deklarova-
nymi “zakladnymi Iudskymi pravami” (angl. funda-
mental human rights). Zneuzivanie sa zvycajne usku-
tocnuje troma zakladnymi spoésobmi: 1) faloSné naro-
ky novych “Tudskych prav” neoprivnenym rozSirova-
nim platnosti autentickych l'udskych prav na oblasti,

ktorych sa tieto netykaju, 2) popletenie autentickych
Iudskych prav s domnelymi pravami, 3) vymyslanie
novych Tudskych prav. Autor poukazuje na konkrét-
nych prikladoch na chybné vecné a filozofické uvazo-
vanie (i na zamer, stojaci v jeho pozadi), ktoré sa po-
kusa zdovodiiovat a presadzovat takéto “prava’.

Clen britského parlamentu - D. Alton, hovori o konk-
rétnych vecnych, ideovych a politickych aspektoch
“bioetickej debaty” vo Velkej Britanii (VB) (The Bio-
ethics Debate in Great Britain. A Political perspecti-
ve). V prispevku su konkrétne tidaje o IVF progra-
moch vo VB a o problematike I'udskych embryi ucho-
vavanych v zmrazenom stave. Autor pripomina klasic-
ké i novodobé eugenické postoje, ktoré sa premietaju
do konkrétnych legislativnych iniciativ a medialnych
kampani.

Zaujimavou sucastou knihy je doslovny zaznam pa-
nelovej diskusie o klucovych aspektoch Konvencie,
ktorda miestami mala pomerne ostry, az polemicky cha-
rakter, najmai zasluhou panej W. Kobusch, predsedky-
ne europskej obcianskej iniciativy zameranej proti
Konvencii a poukazujicej na viaceré nedostatky textu
a na dosledky, ktoré prijatie Konvencie bude mat na
mnohé aspekty mediciny, ochrany ludskych prav a ve-
rejného Zivota. Panelovej diskusie sa d’alej zacastnili
Prof. Cuer, Prof. Herranz (ako c¢lenovia panelu),
a Prof. Wuermeling, Dr. Norris, Prof. Balkenohl, pani
Aitken a Ramm, Dr. Dinkel, Prof. Sissmuth a Dr. Gun-
ning. (V nadviznosti na diskusiu prisSlo aj vymene
otvorenych listov medzi Prof. Wuermelingom a pani
Kobusch, ktoré su prilohou zapisu diskusie.)

Sacastou publikdcie su aj tri kvalitné prehladové
referaty, ktoré boli pripravené pre Sympozium, ale ne-
mohli odzniet z ¢asovych dévodov (Doc. Dr. R. Steindl
(Praha): Todesproblem und Bioethik in Ost-Mittel-Eu-
ropa, Prof. J. Schmucker von Koch (Regensburg): Das
problem der Menschenwrtirde in der bioethischen Dis-
kussion der Gegenwart, Prof. M. Balkenohl (Osna-
briick): Exkurs... I. zur In-vitro-Fertilisation, II. ...zur
Genomanalyse). Texty niektorych prispevkov su pre-
loZzené do nemciny, resp. do anglictiny. Texty medzi-
narodnych dokumentov v prilohe knihy st prevazne
v nemcine (ind¢ su v angli¢tine).

Mozno zhrnut, Ze kniha obsahuje informativne ma-
terialy na vysokej odbornej arovni, ktoré citatelovi
vhodne osvetlia pozadie diskusii spojenych s pripra-
vou Eurdpskej bioetickej konvencie, predstavujuce;j je-
den z najdolezitejSich dokumentov pre oblast bioetiky
vypracovanych v Eurépe v poslednom desatroci. Vre-
lo odporucame vSetkym zaujemcom o hlbSie poznanie
filozofickych, kultirnych a spolocenskych aspektov
klIacovych bioetickych problémov sucasnosti.

MUDr. J. Glasa, CSc.

Adresa vydavatela: VIg. Peter Lang AG, Jupiterstr. 15,
CH-3000 Bern 15, Switzerland.

”... Svoj Zivot zasvitim sluZzbe Iudskosti;

- svoje povolanie budem vykonavat svedomito a dostojne;

- zdravie pacienta bude mojim prvoradym ziujmom;

- budem respektovat zverené tajomstvo, a to aj po smrti
Dpacienta;

- zachovam vSetkymi dostupnymi prostriedkami viZnost
a vzneSené tradicie lekirskeho povolania; ...”

Zenevsk4 deklarcia (WMA, Sydney, 1968)
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Pokyny pre autorov

1. Rukopisy maju byt napisané v spisovnom slovenskom
alebo anglickom jazyku na kvalitnom papieri formatu A4
(60 znakov, 30 riadkov na jednu stranu), najlepsie elektric-
kym pisacim strojom alebo laserovou tlaciarfiou pocitaca.

2. Pokial moZno prosime dodat rukopisy napisané aj
v niektorom z beZnych textovych editorov (napr. T602,
Word Perfect, MS Word, atz.) na diskete s uvedenim mena
autora, nazvu prislusného suboru a pouzitého textového
programu.

3. Rozsah prispevkov: a) povodné prace a prehlady: do
10 stran textu (vratane zoznamu literatiiry) a najviac 5 pri-
loh (obrazky, grafy, tabulky, a pod.), b) listy redakcii, re-
cenzie, spravy z kongresov a konferencii, a pod.: do 4 strin
textu a 2 priloh.

4. Titulnd strana rukopisu ma obsahovat nizov prace,
mend a priezviska vSetkych autorov prispevku (vritane ich
akademickych titulov), ndzov pracoviska (pracovisk) autora
(autorov) s uvedenim mena a priezviska vedtceho pracovis-
ka (vratane titulov). Povodna ako aj prehladova prica ma
byt doplneni vystiznym sihrnom, napisanym v rozsahu cca
10 - 20 riadkov, a zoznamom klticovych slov (v slovencine
aj v anglictine). (Redakcia zabezpeci preklady sihrnov iba
v osobitnych pripadoch.)

5. Citovana literatira sa usporaduva abecedne podla
priezviska a skratky krstného mena (prvého) autora. V texte
sa odvolanie na citovanu pracu oznaci uvedenim poradové-
ho cisla citovaného literairneho pramena [v zatvorkach].

Citdcie prac z ¢asopisov: (poradové dislo citdcie), priez-
visko autora, skratka jeho krstného mena (najviac 4 autori,
ak je autorov 5 a viac, uvedu sa len prvi traja a po Ciarke
“a spol.” alebo “et al.”), dvojbodka, plny nizov citovanej pra-
ce (bodka), oficidlna skratka ndzvu cCasopisu, roc¢nik, rok vy-
dania, ¢islo, prva strana, pomlcka, posledna strana citované-
ho prispevku, bodka. Pred ¢islo uviest skratku “¢”, pred
prva stranu skratku “s”. (Priklad (vymysleny): 1. MaSura, J.,
Kopag, L., Sedlik, V., a spol.: Problém parenterdlnej vyZivy
u pacientov v perzistujicom vegetativhom stave - etické
aspekty. ME&B, 1, 1994, ¢. 2, 5. 12 - 14.)

Citacia knihy: priezvisko autora (autorov), skratka krstné-
ho mena, dvojbodka, plny nazov knihy (bodka), vydavatel,
miesto, rok vydania, pocet stran, citovand/€ strana/y. Citacia
kniZnej kapitoly: priezvisko autora (autorov), skratka krst-
ného mena, dvojbodka, plny nazov knihy (bodka), In: Cito-
vand kniha, prva strana, pomlcka, posledna strana citovane;j
kapitoly. Pred prvu stranu uviest skratku “s”.

6. Dokumentacia prispevku moze obsahovat obrazky (ev.
kvalitné CB fotografie, pripadne negativy), grafy a tabulky.
Kazdu prilohu uviest samostatne na zvlaStnom liste papiera
v kvalitnom vyhotoveni. Oznacit na zadnej strane menom
(prvého) autora, druhom prilohy (obr., tab., graf) a jej pora-
dovym cislom.

7. Rukopisy sa zasielaja v dvoch kompletnych exempla-
roch (vritane dokumenticie) na adresu redakcie. V sprie-
vodnom liste je potrebné uviest presnu adresu autora pre
kore$pondenciu (vritane telefonneho pripadne faxového
¢isla), uplny zoznam spoluautorov s ndzvom ich pracoviska
a presnou adresou, ako aj prehldsenie o tom, Ze rukopis do-
sial nebol uverejneny alebo poslany na uverejnenie v inom
medicinskom periodiku.

8. Zaslané rukopisy maju byt formulované definitivne.
Povodné price a prehlady su pred prijatim na uverejnenie
recenzované.

9. Redakcia si vyhradzuje pravo vykonat na rukopise (vra-
tane jeho nazvu) nevyhnutné redakcné upravy, skratit ho,
alebo po pripomienkach recenzenta vritit autorovi na upra-
venie.

10. Redakcia si vyhradzuje pravo urcit poradie a kone¢nu
upravu rukopisu do tlace.

11. Rukopisy, ktoré nezodpovedaju celkovej koncepcii €a-
sopisu, alebo neboli upravené v sulade s pokynmi pre auto-
rov a pripomienkami recenzentov, nemozu byt uverejnené.

12. Vzhladom na neziskovy charakter casopisu uverejne-
né prispevky nie st honorované.

Instructions for Authors

1. Manuscripts submitted for publishing in “Medical
Ethics & Bioethics” should be written in standard Slovak or
English on a good quality white paper - format A4 (60 cha-
racters per line, 30 lines per page). Electric typewriter or PC
laser (not matrix) printer should preferably be used.

2. Authors are encouraged to submit manuscripts also
written on a diskette by using a common PC text editor (e.g.
T602, Word Perfect, MS Word, etc.) - the name of the aut-
hor, text file and the text editor used should be indicated on
the label of the diskette.

3. Size of contributions: a) original articles and reviews:
up to 10 text pages (including the list of references) and 5
pieces of enclosures (pictures, figures, tables), b) letters to
the editor, book reviews, news, reports from scientific me-
etings, etc.: up to 4 text pages and 2 pieces of enclosures.

4. Title page of the manuscript should indicate the title of
the contribution, names (incl. academic titles), institutions
and addresses of all authors. Original as well as a review artic-
le should be accompanied by an abstract (size about 10 - 20
lines) and a list of key words in Slovak and English. (In some
cases the translation of the abstract could be provided by
the Editorial Office.)

5. References should be given in an alphabetical order
according to the surname and initial(s) of other name(s) of
the first author. Quotations in the text should be made by
indicating the order number of the reference [in the brac-
kets]. Individual references should be given according to
the tentative examples given here: a) journal articles: 1. Ma-
Sura, J., Kopag, L., Sedlak, V., et al.: Problém parenteralnej vy-
Zivy u pacientov v perzistujicom vegetativnom stave - etic-
ké aspekty. ME&B, Vol. 1, 1994, No. 2, p. 12 - 14. b) articles
in the book: Johnson, V.: Persistent vegetative state - medi-
cal aspects. In: Shaw, T. S. (ed.): Persistent vegetative state.
Irwin Books Ltd., Bratislava, 1994, 386 pages, p. 31 - 49.

6. Documentation of the manuscript could comprise pic-
tures (ev. good quality photos, or negatives), figures and tab-
les. Every item should be enclosed on a separate sheet of pa-
per (not included in the text), made up in a good quality.
Author’s name, type of documentation (picture, table, figu-
re) and its order number should be indicated overleaf.

7. Manuscripts should be mailed as two complete copies
(including documentation) to the address of the editor. In
the accompanying letter the address of author to whom the
correspondence should be directed (incl. telephone, or fax
numbers), as well as a complete list of other authors together
with the names of institutions and authors’addresses should
be indicated. The letter should contain also the statement
on the originality of submitted manuscript (i. e. that it has
not yet been published or submitted for publication else-
where).

8. Manuscripts submitted should be formulated in a final
form. Original papers as well as review articles are subjec-
ted to the peer review process before their acceptance for
publication.

9. Editorial Board reserves itself the right to make neces-
sary editorial changes of the manuscript (including its title),
to shorten the original text, or returning the manuscript to
the author for adjustments according to the recommenda-
tions of the reviewers.

10. Editorial Board reserves itself the right to determine
the order and final adjustment of the manuscripts for the
publication.

11. Manuscripts that do not meet the overall conception
of the journal, or those not prepared according to the
Instructions for Authors and recommendations of reviewers
cannot be accepted for the publication.

12. According to the non-profit character of the journal
the authors of manuscripts published are not entitled to any
financial honorarium.
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