Gyula Gaizler – Kálmán Nyéky 

Providing information – informed consent

Providing information and informed consent together with confidentiality are basic issues related to bioethics. This was the field where the discrepancy between physicians and patients first became obvious.
The so-called “Salgó case” was a significant event in the development of bioethics. The case of a patient called Salgó was tried in 1957. The patient had problems walking. His physician ordered translumbal aortography to be performed. The patient gave his consent to that. Following the intervention both legs of the patient became paralysed. For this reason, Salgó sued the physician. In the course of the court procedure, it turned out that no professional negligence was committed and the intervention was performed in the medically prescribed manner. Paralysis was a rare complication of the diagnostic procedure and may be seen as a potential risk of the procedure. Nevertheless, the court condemned the physician, because he did not inform the patient about this possible complication. In the lack of this information, the patient was unable to make a well-founded decision. The principle of “informed consent” was born with this verdict.
 

Let us take a look at the main theoretical problems related to the issue. The right of self-determination is a human right. Self-determination is only possible if the person concerned is aware of the facts. That requires information.
One way of acquiring information is formal learning. We may gain information about the ways of life in theory and in practice. The more information we have accumulated, the more informed we are. Theoretical information is often rather abstract, general and detached from the experiences of everyday life. However, empirical experience also has its limitations. No one can taste cyanide just to gain certainty about its effects.

The method and scope of acquiring information depend on the ingrained habits of our immediate and extended environment. It also depends on the level of taking each other seriously, the rate of mutual respect in the given society, and the imprinting, the “paradigm” of our ideas concerning this issue – to what extend we are ready for a “paradigm shift”? It also depends on that how seriously we take human rights and how far we got in the process of democratisation.

In bioethics, examples related to humans are usually taken from the field of medical ethics. This book is primarily targeted at students in higher education and on a broader spectrum at the educated public in general. Therefore, we shall obviously begin with some general assumptions.

Acquiring adequate information is often difficult, especially if we want reliable information. Trust is essential in such cases. I trust my teachers that they strive to inform me according to the best of their knowledge. If I have a choice, I will try to study from someone who will not only teach me adequately, but has a thorough knowledge of the facts. Knowledge and benevolence may not always be equally present in everybody.

The situation escalates when someone gets ill and wants to be cured. Intellectual capacity decreases in these cases. Who should we turn to? A physician of great expertise or a reliable one? How do we judge the expert knowledge of a physician and the extent to which he can be trusted?

Making information available or blocking it causes a constant problem to everyone in various fields of life. It is of course based on the assumption that I know something that the other person, the others in general do not. When, how and what can I or should I tell to another person, a patient, a colleague, various party members or religious believers? It is everybody’s personal right to have information about the issues that are related to them, the questions that they must decide upon. It is of course remains a dilemma: who is the one who should decide in the given question. What should be told to whom and what should be kept back from a patient? I share my secrets with people I love and debar them from people I do not like, my “enemies.” Acquiring adequate information, the fight to achieve this is never easy. Here we do not only wish to discuss the problem in a limited sphere, but evaluate the problems arising in a physician-patient relationship in a wider context.

It may be seen as a special case if for some reason I have no choice but to tell the “bad news”. There is a Biblical example for that as well: “In those days was Hezekiah sick unto death. And Isaiah the prophet, the son of Amoz came unto him, and said unto him, Thus saith the Lord, Set thine house in order: for thou shalt die, and not live. Then Hezekiah turned his face toward the wall, and prayed unto the Lord, and said: “Remember now, o Lord, I beseech thee, how I have walked before thee in truth and with a perfect heart, and have done that which is good in thy sight.”
 Later on, we learn that the Lord took pity on Hezekiah and allowed him to live another fifteen years. What is important from our point here is that Isaiah had to tell Hezekiah the bad news, although Isaiah did not know at that time that the Lord would be graceful with Hezekiah.

The basic opposition in the physician-patient relationship lies in the patients’ autonomy as human beings, their right to make decisions, on the one hand and the extent of the patients’ enfeeblement emerging as a result of their sick condition on the other hand. A human being, even if he/she is ill, has in principle the right to know about his condition irrespective of his state of health and as far as he can, decide about his own fate. It is the duty of the physician to cure the patient physically and mentally – including the improvement of decision-making ability – so that the patient may exercise his/her autonomy. That depends greatly on the actual condition of the patient. One has to distinguish between merely providing information on someone’s condition and informing the patient with the aim of gaining his/her consent to the proposed method of treatment. In the first case, the root of the problem is: how well the patient can take the “bad news”. Thus, one of the objectives is to boost decision-making capacity. Autonomy and beneficence: two basic principles, which may contradict each other. I intend to shed light on the problem by providing assistance based on general principles in solving difficulties related to that particular problem. The direct task of solving the problem belongs to the physician, while judging the correctness of the solution may be the task of many people among whom the role of jurists is increasing.

The first question is: Who is entitled to inform the patient? The Ethical College of the Hungarian Medical Chamber
 declares that it is the duty of the physician, more precisely the attending physician, to provide information since he/she is the one who is most familiar with the patient’s condition. The role of the attending physician is also of primary importance from a professional point of view, as he/she is the one who receives all the information. Consultants (radiologists, ECG and EEG specialists etc.) who have only partial information may also be tempted to inform the patient about the findings in their own field of expertise. The effective Act CLIV of 1997 on health care, however, prescribes that it is the role of the attending physician to inform the patient, primarily because both physicians and patients may get to false conclusions based on the available partial information. Nowadays the informative role of pharmacists is also often mentioned in advertisements of medicines. In reality, people also get information from relatives, friends, nurses, even cleaners and fellow patients. Expert nurses increasingly demand to be able to participate in the responsible process of providing information. However, they can only provide as much information as is allowed by the attending physician. Some physicians even say that nurses should rather be allowed to administer intravenous injections than provide information since the previous one is less dangerous. That shows how important the provision of information is and it also hints to the fact that information is power.
Naturally, here we are talking about providing information formally, on a scientific level, directly, i.e. concentrating on the problems of the patient.
Today, it seems more and more widespread that physicians have to justify why they did not inform their patients for some reason. If this is the expressed wish of the patient, obviously there is no need to inform him/her. If the case is serious, physicians should ask their patients again and only then document it.
There are some supplementary questions and answers arising. When should we inform the patient? Information should be given from the time of establishing the diagnosis. How should we inform the patient? Information should be provided continuously; and not in a paternalistic style, but in a way that shows that we treat the patient as an equal partner.
One of the most decisive questions is: What should we tell? There are various standards: professional, objective (?) and subjective.
Ways of informing: simple, detailed oral, written, other methods (tape, videotape, body language, etc.)
Patients should primarily be informed about things that are of direct concern for them: finding their way in the healthcare system and within the hospital. They should also be given information on the rights that they have (e.g. the right to ask questions). Many types of cancer can be cured today – physicians should not only outline death chronicles!
I have already mentioned as a fundamental dilemma: whether we are allowed to/should inform the patient about bad news. Is the patient fit enough mentally to take it? Doesn’t it contradict the rule of “non-maleficence”? Who is to judge the given situation? A patient should never be lied to, but this does not mean that they should be told the truth right away. Both the law and the Code of Ethics allows for providing information gradually.
Nowadays we tend to want to see clearly in various fields of life not only in the spheres of politics and finance. There is an increasing demand to see final existential problems as clearly as possible, to receive all possible information to be able to form an opinion and act accordingly. We want to look behind the various myths. At the age of Reformation immense battles were fought to achieve that people should be able to read the Bible themselves. We know that it was not only the scriptures of Christ that were surrounded by such secrecy. Girls were not allowed to read the Hebrew Bible, the Old Testament, and it was equally forbidden for a long time for women to read the Quran, similarly to Hindu holy scripts.
The French revolution was one of the establishers of human rights, but it was also unable to bring about equal treatment in the fields of theology and medical science. Paternalism, the internal, secret world of the initiates remained the norm. Since we became aware of the fact that knowledge, information is power, we have been witnessing a growing demand for information. This is especially important when we ourselves want to make the right decisions concerning our physical and mental well-being, our health. More and more people realised that in order to achieve this it is essential to estimate the facts the present situation and the expected course of events correctly. I can only decide if I am well-informed. All these make it understandable how important the Second Vatican Council for Catholics is – how important human rights, autonomy, and the obligation to inform the patients are for sick people. The first blow at feudal powers was struck by the French revolution, while our century saw the increasing accomplishment of human rights. This is the framework, in which we have to examine the development of bioethics.
Being informed does not only depend on the amount of information one receives. No matter how much information I gather about the programmes of political parties from newspapers, I can never really peek in the “devil’s kitchen”: I do not, I cannot have any personal experiences if I do not deal with politics, law or theology myself. No matter how hard experts try to convey their knowledge in plain language, one who listens to them will not become proficient in the field. Their self-confidence boosts, but it is questionable whether it increases to the right level. Everybody thinks they can play football, everybody believes they understand politics, the law and medicine. Everybody endeavours to find their as well as they can and if some ethical question arises, they want to act according to their own conscience. How up-to-date their knowledge and how “well maintained” their conscience is will always remain questionable.
If we suppose that all that have taken place: I have gathered information from a knowledgeable, reliable expert and I also have an idea of the moral aspects of the question, what else do I need? Have I seen it working in practice? Have I been to a judicial trial, have I seen patients suffering, being cured or dying? A more and more widespread idea in legal spheres is that jurists working in the jurisdiction should spend some time in prison to see the consequences of their verdicts. For jurists dealing with medical issues some hospital work would be advantageous. Many people believe that health care workers are only able to turn to the patient with due compassion if they themselves have been ill at least once in their lives.
It is still questionable after all this how far we are able to decide objectively in our own case. How can I assess my own illness, my own faults, and sins? Do I need a counsellor and if yes, who should it be?
Naturally, various extremes emerged in the spirit of providing information to patients freely. Physicians have to know or at least feel when and how much should be told to the patient without causing a physical and mental breakdown. After the Second Vatican Council the slogan “the maturity of seculars” has become an almost compulsory slogan among educated Catholics. The people we used to call spiritual fathers have become mere advisers upon request. Similarly, in the secular world, physicians who as “good fathers” used to try to help their patients are today called “paternalist.” Some have advanced very far on the road to the complete lack of mutual trust. Some wish to solve the unsolvable problem by overregulation. Basic ethical principles, as the golden rule set down in the Bible: „And as ye would that men should do to you, do ye also to them likewise.”
 –or the same sentiment put it in the negative: „Do that to no man which thou hatest”
, cannot be evaded.
If physicians can spend enough time with informing their patients, it may help a lot for the patients to make the decision. However, physician may only shift responsibility to the patient in legal terms, and not morally. The respect for the patient’s autonomy should be in accordance with the physician’s conscience. That is sometimes a very difficult task. 
The rights and duties of physicians and healing communities
There are objective, practical limitations to providing information. Those wishing to use a computer do not want any information on the deep mechanism of the computer; drivers do not have to be familiar with the exact structure of the car. They feel it is enough for them to have the information to be able to use the machinery. On the other hand, quite often it would be nice to know more. Do experts want to inform us, or do they think it is better for us to be ignorant because that way it is easier for them to enforce their intellectual and financial power. Do the people concerned want to have more detailed information at all? The term “user friendly” is used in information technology for methods aimed at reducing the users’ struggles with the computer. They only have to know the order in which buttons should be pushed to reach the required result. More and more processes are automated in vehicle technology as well. It is not only the driver who has problems understanding how e.g. power-assisted steering works, but mechanics also who usually only know what spare part is to be changed if a given problem emerges. We assume, though, that these analogies cannot really be applied in the field of bioethics. As we have said, earlier the physician “as a good father” told the patient what to do to become healthy again. He did not consider it necessary to explain what exactly the problem was, what the possible methods of treatment are, which one of them offers better prospects and what risks and side effects are involved. This is somewhat similar to the relationship between lawyer and client. At the beginning of the trial, it is up to the lawyer to decide how much he would tell to the client about the possible outcomes and ‘side effects’ of the trial. (Of course, it is easier to correct mistakes there.) Usually, both patients and clients wish to know what is going on around them. In the decisive moments of our life we want to take our fate in our own hands. But are we capable of doing so?
Limitations and overregulation do not serve the interest of patients either because it would not lead anywhere if physicians and patients treated each other as future enemies. It has occurred that a patient, after being properly informed, asked the physician whether “he could take the case to court if the operation does not prove to be successful”. Nevertheless, legal regulations should create a situation as unambiguous as possible.
It is a delicate issue that we should find a happy medium between the respect for the patient’s autonomy and the possibilities of physicians to improve their skills. If everyone was to be treated by the best physician, how could the knowledge and technical skills of a new generation of physicians improve?
Patients’ rights, informing patients
Informed consent when being ill, in public life and in the kingdom of God
Bioethics is the science dealing with the ethical questions in life. It is obvious that the method of discussion and the values represented depend greatly on the worldview and perspective of the given author.
I intend to approach the question from an unusual angle.
Recently we have heard a lot about the problem area of informed consent in Hungary, too. The concept is related worldwide to one of the most topical issues concerning the relationship between physician and patient: has the physician adequately informed the patient of the expected consequences of the illness, has the possibility of free choice really been created? The patient should know about the risks of the intervention, but also about the consequences of desisting the treatment. Below I wish to expound this limited interpretation and relate it to the basic questions of bioethics.
Informed (or advised) consent means consent and agreement to a treatment after receiving adequate information. The two Hungarian equivalents of the term ”informed consent” show two possible interpretation with a slightly shifted emphasis. People talking about informed (tájékozott) consent emphasize the subjective situation of the patient. The term advised (tájékoztatott) consent refers rather to the responsibility of the physician. Agreement stresses the fact that it is not a consent extorted from the patient by the physician, but the outcome of a relationship between equal partners. The provision of adequate information – i.e. information adequate for the patient – must also encompass possible side effects and complications and not only the expected advantages of the operation. This paves the way for the patient to form an opinion and reach a responsible decision. The Statement IV of the Ethical College of the Hungarian Medical Chamber deals with the issue of providing information to the patients in detail. Although this Statement is the normative document for all physicians in ethical questions, regrettably very few of them are familiar with it. The present practice is criticised primarily by jurists, saying that physicians, counting upon the trust of their patients, provide only sporadic information about the possible consequences, and exclusively on their own opinion. As we have referred to it earlier, this kind of behaviour is often called paternalistic, since the physician tries to work for the benefit of the patient while treating him/her as a little child. An increasing number of patients object to this attitude – in accordance with the spreading democratic approach – and wish to be treated as equal partners.
Statement IV of the Ethical College of the Hungarian Medical Chamber “On informing patients” issued in 1994 made it the moral duty of every physician to provide adequate information to the patients and in Statement VII of 1995 entitled “On informed consent before medical interventions” the same obligation was imposed on this particular form of providing information. The moral regulation preceded the legal one in this case too, as the Members of the Hungarian Parliament passed the law regulating the question only in 1997.
Before dealing with the issue of informed consent in detail, I would like to treat the problems emerging in other fields in order to put it in a wider context.
Informed consent based on receiving adequate information has its public aspects – including political, economic and even theological ones. Everybody feels indignant if they notice that they have not been informed about certain public and political events, about the deeper interrelatedness of things and the expected outcomes. That is why parties draw up programmes, hold press conferences so that well-informed voters would cast their ballot at the elections. Who is informed and how extensively? How informed is a humble voter, a shareholder, or an “ordinary believer” and how informed is the “elite”? What channels are used for the spreading of information? Our final, existential decisions depend on how far we understood and internalised the message and revelations of God. Have we made our decision based on adequate and appropriate information?
Some physicians do not even want to inform their patients adequately either because they fear the negative consequences of telling the “bad news” – in case of diagnosed cancer, for example – which may include depression and suicide, or because the patient may misinterpret the provided information, so they draw the conclusion in advance that “the patient does not understand it anyway.” It is rare that a physician considers informing the patient simply useless. It might also happen that in spite of good intentions and no matter how hard the physician tries, the patient cannot fully comprehend the message. God usually does not inform us directly but through his prophets in a given situation. Naturally, in a way that may be advantageous for us later on as well, but it is not always easy to interpret and decipher his messages later, centuries after the event itself is not an easy task. God also knows that we may make a bad decision, still he gave us free will as opposed to our own real interests.
People who feel they have not been informed adequately either because the truth was concealed from them, or because the message was not communicated in a way understandable for them, will try to gain information from other sources available. If the patient does not find the information provided by the physician satisfactory or cannot understand it, he/she will turn to all kinds of people. They will ask fellow patients, nurses, their friends and acquaintances. They will try to interpret the unuttered or partly expressed words of the physician as best as they can.
As members of the society they try to read between the lines in public life, they turn to friends, and look for the friendship of initiates to gain information on the expected future. As believers, they read the Scriptures again and again, turn to commentators, try to find ways of actualisation or secret, Gnostic meanings, which unambiguously tell them what to do. I shed light on these parallel phenomena, because it may often be useful in many cases if views and solutions that proved to be correct in certain fields are used in an analogue way, mutatis mutandis elsewhere. Lajos Für said the following in an interview: “A politician has to pay attention to three things at a time. Firstly, to the country where he works as a politician, with special regard to the phenomena of the economy, society and culture, to people’s way of thinking, their opinion from the youngest to the oldest. The second major direction he must turn his attention to is the chosen elite power established in a democracy (…). Thirdly, the attention is directed towards external relations, external expectations, i.e. the requirements of the world imposed on us.”
 Experts dealing with bioethics must also take these into consideration. For them, however, the “elite” is primarily made up of other experts active in this field, i.e. theologians, jurists, physicians, etc depending on the given case. Let us now examine some of the main issues of bioethics one by one. 
First, I shall deal with the above-discussed issue of informed consent serving as the starting point of the present analysis.
Informed consent is a rather new concept in Hungary. It shows the endeavour to realise general, mutual human respect, primarily dealing with the relationship between physician and patient. At first, it was mainly referred to informing the patients in a detailed way about the risky interventions or surgical operations they were about to undergo, but the information provided to patients suffering from lethal diseases was also an important issue. In the previous practice physicians knew what to do in the interest of their patients. The patient trusted the physician in as much as he would treat him to the best of his knowledge and abilities. Recently people’s trust in each other has diminished. The situation of the physician has always been privileged and practically it still is. Like it or not, when we are ill, we are at the mercy of physicians. We, physicians ourselves feel the same way when we get ill and have to face our colleagues as patients. It is beyond doubt that this helplessness is more existential than phenomena like, for example, “the insolence of the office”. The need for protection is also more elemental. Anyone can bring up loads of examples from their own or their friends’ experience. “You should not fall into the hands of physicians!” – is what even physicians say. (Of course we can observe similar coyness among priests with regard to other priests, not to mention politicians! Everybody likes to spare a gracious smile on another group.) It is an essential endeavour to create partnership between physicians and their patients. The usually cited examples are countries that have been practicing democracy for a longer period of time. It is a grave mistake if we only inform someone reluctantly because it is prescribed by law and regulations and not because we respect the personality of the other person. We should respect it even if the other person is a child or slow at comprehension. I have already mentioned that everyone has to be informed on their own level in a way understandable for them. (Any worthwhile stump orator knows this. Why are they the only ones who know it?)

What do Hungarians think about that? Patriarchal behaviour patterns are deeply rooted in our traditions. It is well-known that the words “cseléd” (servant) and “család” (family) go back to the same root etymologically. The feudal landlord was on familiar terms with his serfs just as the medical professor with his students. Most people considered it at that time as a sign of belonging together. Many of us were proud that our senior professor behaved with us like a father. The system worked well in an atmosphere of mutual trust. However, that has changed recently or rather it is about to change. Even before the war people looked at the system of “democratic” relationships existing in Western countries with respect. (Let me add here that physicians objecting to extremities referred exactly to the fact that it would be dangerous if they started treating citizens instead of sick people!) 
Let us now have a look at arguments in favour and against informed consent in somewhat more detail. Pro arguments tend to rely on principles: the fundamental equality of all people and the respect for human dignity. We may hear it more and more often that physicians work upon commission and they have to do what they are authorised for by the client. Consequently, physicians are often faced with a dilemma. What to do with Jehovah’s Witnesses who do not accept blood transfusion. They even published a little booklet in which they even used medical arguments to support their belief. The physician’s dilemma in this case is whether he is allowed to assist suicide? The question is even more acute if the patient is the child of people belonging to Jehovah’s Witnesses, whose life could be saved by blood transfusion. How decisive is the belief of the parents in such cases? (Luckily, an increasing number of medically approved procedures have been developed to support blood transfusion.)

Of course, it is not only such grieve religious dilemmas that belong to the subject matter. One of today’s fundamental principles is that a patient should not be treated against his/her own will. In principle, this is quite right, since the patient’s dignity is respected that way.
Reference to the practice of Western countries is not entirely convincing to a Hungarian physician. The medical elite and the elite of jurists are just beginning to try to comprehend each other’s arguments. Several conferences have been held on the topic, and one thing became apparent in these discussions: rigid ideas will not get us closer to the solution.
Seeing the results that have been achieved so far or the lack of results, discussion is widening in countries with long traditions of democracy as well. It is worth noting that while in Hungary there is hardly anyone who dares to bring up scientific arguments in favour of earlier approaches, the Italian professor, Paolo Cattorini
 talks about various types of behavioural patterns and expounds their advantages and disadvantages. Besides paternalism, he collected the following models from various publications: contract, the blessings of trust, alliance, solicitude, and finally the connection of science and humanity. I do not wish to give a detailed analysis of these, I only mention them to demonstrate the complexity and real plurality of the issue. Let me add that believers call God the Father, so for them paternalism is not something unanimously evil. Nevertheless, it is beyond doubt that if someone wants to step in the place of God, they should not be surprised if they are thrown off their tyrannical pedestal. The paternalist connection of faith and medical treatment may lead to believers being accused of treading human dignity underfoot, saying that they intend to deduce the justification of their superiority from their faith in the Holy Father.
Let us now have a look at some well-known bioethical problems in the light of the above.
Problems arising at the beginning and end of life are usually mentioned as first. (There are of course problems in between also, but these are not so dominantly in the limelight now.) How extensively informed are the ones who are supposed to make a decision? What should we all be informed about?
As I have already expounded in detail there are various definitions concerning the beginning and end of life. The opinions widespread in the wider public are well-known: “The foetus is part of the woman’s body.” or “My belly is mine.” Naturally, these cannot be supported by any natural scientific arguments. What arguments does the “elite” raise? They do not dispute the time of the beginning of life, as it is clear to anyone who respects natural sciences – i.e. it begins when the two gametes unite. So the question is today: When is the life of the fertilised egg cell to be “considered” a human life? What if even science is undecided about the question? If it is allowed even by legal regulations? Can it be incorrect then? Thus, we can see, how uncertain the informed consent is if the counsellors themselves are so uncertain. People usually refer to conscience in these cases. But it is not irrelevant who forms this conscience! Priests? Journalists? Legislators? Parents? Friends?
Who is responsible for every interested party to receive proper information? The churches published their statements, but these reached only a relatively small segment of the society. Pro-Life movements, the Christian Ecumenical Society, the Hungarian Society of Christian Physicians, the Alliance of Christian Intellectuals, the Society for the Protection of Unborn Children, Pacem in Utero, Obstetricians for Life, etc. try to reach more and more people with their Christian answers to these issues. Reading the relevant articles of newspapers and the opinions reflected in them, we shall see how inadequate the provision of information is. Who realises that we are talking about “our youngest brothers and sisters”? There are Christians who refer to the Gospel saying that “the babe leaped in Elizabeth’s womb when Mary arrived.”
 On the other hand, hardly anyone has heard of the Post Abortion Syndrome, for example, the sum of pathological phenomena appearing in women after having an abortion. Similarly less known are the researches of Ney G. Philip on the phenomena experienced on children who have survived abortion.

What do we know about the basic questions concerning the end of life? Who are the ones that inform us and how? The only wish of people belonging to the wider public is to avoid suffering when the end is near. How does the elite formulate this? Death is unavoidable, but we should “die with dignity”. As long as we are still able to behave as human beings and do not need to be at the mercy of others. It is beyond doubt that since life is to be sustained by a heart-lung motor, it has become uncertain and relative how long we should or how long are we allowed to prolong life. Till the last sigh as it was done so far? What physicians are obliged to do in accordance with the Hippocratic Oath? Should dying be prolonged? Are we allowed to prolong dying? This question is dealt with in detail in the chapter entitled Euthanasia and Hospice. Here I only intend to mention the responsibility of the people who provide information. There is a Christian statement on this issue as well (a speech that I have already referred to, delivered by Pope Pius XII on 24 November 1957 to anaesthesiologists also in charge of intensive therapy). 
There is an increasing tendency in TV programmes to persuade the audience that euthanasia is a right thing. Some years ago despite the endeavours of several of us the interviewer of the TV programme Hőmérő (Thermometer) managed to guide the discussion in a way that the majority of the audience in the studio voted in favour of Hungary becoming the second country after the Netherlands where euthanasia should be legalised. (At that time, it was not legalised in the Netherlands either.)
These are enormous tasks for responsible leaders of both public life and the church. No one should speak ambiguously either in the name of the people or God or on behalf of God, but we should not accept the fact reluctantly that our words do not reach far enough. We have to influence people who form public opinion and if necessary even over leaders of the church. I must admit that in the question of abortion the statements of every Christian church were circumspect, careful and brave. Let us hope that they will act the same way in the question of euthanasia which is to become a central issue in the near future. The Ethical College of the Hungarian Medical Chamber
 has already taken a stand in the question. Studying this statement and discussing it with experts of the field could be useful for every religious and political leader before forming and expressing their opinion. The primary importance of the protection of life should not be influenced by membership in a political party or religious community. The main point of the statement is that it forbids all forms of active and passive euthanasia. The latter means that although the death of the patient is not assisted by active intervention, the necessary steps to sustain the condition of the patient are not taken deliberately so that he/she would eventually die. Nevertheless, it may be allowed that the palliative drugs applied make the patient’s life shorter as a side effect. In these cases namely the patient’s death is not the intended aim. On e should always endeavour to ease pain. Naturally, dying should not be prolonged, but that is a different matter. As I formulated it: there is a difference between escorting someone to Charon’s ferry, holding his/her hand and tossing him/her in. Hospice movements are meant to help people in the last moments, and they are spreading and developing in Hungary as well.
Let me also mention that providing medical information includes giving information on the data and laboratory findings concerning the patient and their medical records as well. 
There are several special difficulties that may emerge: For example, how should I tell to the patient which surgeon I can recommend? And why not the other one?!
Finally, it is of fundamental importance to state in which situations there is no need to ask for the patient’s consent: 1. in case of emergency, 2. in case of an ongoing surgical intervention when the medical findings require a further extension of the procedure.
An attempt to solve the problem 
1. Physicians and human rights activists must strive for mutual personal human respect for each other. This is the only way to achieve that we do not only hear each other’s arguments but also comprehend them.
Mutual personal human respect for each other is the foundation of the possibility of any real persuasion. This is particularly important in solving problems burdened by old habits, especially personal prejudices. We can respect other people’s principles only if we respect the people adhering to those principles. I am aware of the importance of the clarity of principles, but I also know that the personal persuasion power has a special impact.
2. Physicians should respect all their patients as suffering persons 

Beyond the mutual personal respect of debating parties, it is of crucial importance how much physicians respect their patients. In fact, that is the main task of teaching medical ethics. Naturally, here I do not only refer to official courses and education in the framework of traditional subjects, but experiences gained at patients’ beds and conclusions derived from the behaviour of elderly colleagues. The family and the whole environment have an affect on that and the worldview of physicians is also an important influential factor.
3. We should try to find a common mediating language between jurists, philosophers, theologians, i.e. those who are laymen in medical issues, and physicians, who are laymen in legal, philosophical and theological matters.

An important factor of mutual personal respect between debating parties is to know each other’s terminologies which may often be rather different. It is important to understand why certain words sound pejorative in one profession while they are fully acceptable and self-evidently used in another profession. The patient’s autonomy, for example, is one of these phrases.
4. We should strive to explain things by citing examples. It is especially important to pay careful attention to the examples of both parties and try to give satisfactory answers to them.
5. A common principle for physicians and jurists alike is the following: “Salus aegroti – salus personae humanae – suprema lex est!”, but at least “esto”. The physical and mental well-being of the patient is the most important law!
The medical elite and elite of the jurists, philosophers and theologians are only trying to comprehend each other’s arguments now. We have to elaborate (or rather, with present-day terminology, reformulate) the norms, regulatory functions which ensure a legally co-ordinate relation in spite of the psychologically asymmetric, subordinate physician-patient relationship.
When we are ill, the restoration of our health or, in extreme cases, our life is at stake. Thus, there is an elemental demand to create a partnership between physicians and patients. Limitations and overregulation do not serve the interest of the patient either, because it offers no positive perspective if both sides see each other as future enemies.
Summarizing: I would like to ask everybody to do everything on their part to ensure that informed consent should not become a matter of debate or a cause of hatred between physicians and patients but should rather help to enhance acquiring information necessary for actions worthy of human beings in existential situations. One has to shed light on the issue, even spread the news from rooftops! In my view, it is an urgent task to establish independent bioethical institutes at least in university towns.
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