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Summary

Even though “scientific” medicine is highly
developed, there are many fatal diseases,
which we still can-not cure. When a life-
threatening illness becomes incurable, it
is very important for the physicians and

the whole multi-disciplinary team to pro-
vide supportive care, which is aimed at
producing an optimal quality of life for the
patient and his family.
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There are many life-threatening dis-
eases especially including progressive
malignancies, which still can-not be
cured - even though the skills in
acute, modern medicine are highly
developed today. It is very important
for patients, physicians and the whole
multi-disciplinary team, that is caring
for the patient, to understand the fact,
that there is a “break-off point” in the
history of the fatal illness, when the
disease becomes incurable. At this
moment, the priority should not be to
investigate, diagnose and cure with-
out any chance of achieving any bene-
fit for the patient, but to provide treat-
ment, aimed at producing the best
quality of life for patients and their
families [15,17,18].

Nowadays we speak about sup-
portive care. This type of care began
to develop in the late 1960s [21],
when many till this time fatal diseases
had become curable. Simultaneously,
as a response to the progress in
“acute” medicine, a new idea
appeared: “if there is no curative treat-
ment of the disease, nothing more
can be done” [21]. It was not neces-
sary to wait a long time for a reaction
to this attitude and so hospice, pallia-
later

tive and supportive treat-

ment found their place in modern
medicine.

In 1967 St. Christopher’s Hospice
in London was opened under the
direction of Dame Cicely Sounders
[15]. The philosophy of hospice care
says, that there is a “overall pain” felt
by a seriously ill patient - that means,
there are not only physical, but also
psychological [1], social and spiritual
[20] aspects of suffering also, which
a multidisciplinary team should take
care of. The first Department of pallia-
tive care was founded by Dr B. Mount
in Montreal, Canada, in 1975. “Hospi-

2

ce Anezky ceské” (Hospice of Czech
Agnes) in Cerveny Kostelec was the
first hospice, founded in the Czech
Republic (in 1995). Today there are
six hospices in the Czech Republic
[25,26].

The development of palliative and
supportive care can be described in
terms of three conceptions of care
(fig. 1). The first, oldest concept, dom-
inating in the 1970s, contained only
curative treatment, which was ended
at any moment of the illness history
and was not followed by any other
treatment. The next - intermediate -
concept contained curative treatment,
which was finished at any stage of the

illness and was followed by palliative
care. Today, there is a modern con-
cept, which includes parallel provision
of supportive and curative treatment.
After achieving the “break-off point” in
the history of the fatal disease, cura-
tive treatment is stopped and support-
ive treatment (including a palliative one)
follows till the end of patient's life [11].

Supportive care involves use of
palliative chemotherapy, radiotherapy
and surgery [19], application of long-
term venous access, antimicrobial
therapy, endoscopical methods (for re-
establishing food transit, bile flow,
urine flow...) [8,11,13], should care for
late effects of antineoplastic therapy
(lymphedema, alopecia) and for nutri-
tion [4], hydration and rehabilitation.
Supportive care should influence
other frequent symptoms, to which
pain [21], nausea, vomiting, fever, dys-
pnoea, weakness, constipation and
effusions belong. Using the WHO defi-
nition - “palliative care (as a part of
supportive care) should control pain
(and other symptoms) and should pro-
vide care for the psychological [1],
social and spiritual [20] needs of the
individual” [25,26].

Nowadays, it is well-known, that it
is not necessary to use parenteral
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Souhrn

| pres soucasnou vyspélost mediciny
existuje mnoho chorob, které doposud
nejsme schopni vylécit. Pro |ékare, ale
i cely multidisciplinarni tym je ddlezité
pochopit, Ze v okamZiku, kdy se Zivot

ohrozujici choroba stava dale nelécitelnou,
je vysokou prioritou poskytovat péci supor-
tivni, ktera je zamérena na dosazeni
optimalni kvality Zivota pacienta a jeho
rodiny.
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| pfes nevidany rozvoj moderni medi-
ciny existuje mnoho chorob, prede-
v§im pokrocilych nadorovych onemoc-
néni, které stale nejsme schopni I€Cit.
Pro pacienty, I€kare, ale i cely multidis-
ciplinarni tym, ktery o pacienta pecuje,
je dllezité pochopit fakt, Zze v pribéhu
nemoci existuje jakysi ,meznik“, po
jehoz dosazeni se onemocnéni stava
dale nelécitelnym. V tomto momenté
nema byt bezhlavou prioritou vySetro-
vat, diagnostikovat a léCit pacienta,
nybrz poskytovat péci zamérenou
k dosazeni optimalni kvality Zivota
pacienta i jeho rodiny [15,17,18].

V soucasnosti mluvime o pod-
parné péci. Zacatek rozvoje tohoto
druhu péce se datuje do konce 60. let,
kdy se mnoho doposud fatalnich cho-
rob stalo vylécitelnymi [21]. Soucasné,
jako odpovéd na pokrok v akutni
medicingé, se objevil novy nazor, Ze
,S nhevylécitelné nemocnym pacien-
tem se neda nic délat“ [21]. Reakce
na tento novy postoj na sebe nenecha-
la dlouho ¢ekat, a tak své misto v mo-
derni mediciné postupné nachazi hos-
picova, paliativni a pozdéji podpudrna
péce.

V roce 1967 je pod vedenim Cicely
Sounders zalozen hospic sv. KryStofa
v Londyné [15]. Filozofie hospicové
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péce zdUraznuje komplexnost ,celko-
vé bolesti“ pocitované vazné nemoc-
nym pacientem - to znamena, ze kro-
mé fyzické bolesti existuje i psychické
[1], socialni a duchovni [20] utrpeni,
které ma byt opeCovavano a elimino-
vano multidisciplinarnim tymem.
V roce 1975 zalozil dr. B. Mount prvni
oddéleni paliativni péce v kanadském
Montrealu. Hospic Anezky Ceské byl
prvnim hospicem zalozenym v Ceské
republice (v roce 1995), dnes existuje
v Ceské republice celkem &Sest hos-
picl [25,26].

Vyvoj v oblasti podplrné a palia-
tivni mediciny miizeme dokumentovat
na trech konceptech péce (obr. 1).
Prvni, nejstarsi koncept, ktery domino-
val v 70. letech, zahrnoval pouze |é¢-
bu kurativni, ktera byla v uréitém
okamziku ukonéena a a po niz zadna
dalSi 1éCba nenasledovala. DalSi -
intermedialni koncept obsahoval péci
kurativni, jeZ byla taktéz v urcitém sta-
diu onemocnéni ukoncena a byla
nasledovana lécbou paliativni. Moder-
ni, v souéasné dobé uznavany kon-
cept zahrnuje paralelné probihajici
podpulrnou a kurativni péci. Kurativni
péce je ukoncena po dosazeni urci-
tého mezniku v prdbéhu zavazného
onemocnéni a je nasledovana pod-

purnou péci (zahrnujici péci paliativni)
poskytovanou pacientovi az do konce
Zivota [11].

Podplrna péce zahrnuje podani
paliativni chemoterapie, radioterapie,
paliativni chirurgické vykony [19],
zajisténi Zilnich vstupd (intravenéznich
portl), antimikrobidlni terapii, endo-
skopické metody (k zajisténi prichod-
nosti traviciho traktu a cest Zlu€ovych,
mocovych...) [8,11,13], ovliviiuje pozdni
efekty |1éCby (lymfedémy, alopecii),
zahrnuje péci o vyzivu [4], hydrataci
a rehabilitaci. PodpUrna péce ma
ovlivnit dalSi ¢asto se vyskytujici pfiz-
naky, ke kterym patii bolest [21], nau-
zea, zvraceni, horecky, dusnost, sla-
bost, zacpa a vypotky. Paliativni péce
(jakoZto soucast péce podplrné) ma
dle WHO definice za kol kontrolovat
bolest (a dalSi priznaky), dale ma
naplnit potreby psychické [1], socialni
a spiritualni [20,25,26].

Dnes je dobre znamym faktem to,
7e ne kazdy pacient, ktery jiz nemUze
prijimat peroralné tekutiny, musi byt
hydratovan parenteralné. Parenteralni
hydratace ma byt uzita tehdy, kdyz je
pacient 1éCen opiaty. Neméli bychom
zapominat na mozné ,vedlejsi G¢inky“
neadekvatni hydratace - napf. expan-
ze nadorové hmoty nebo zvétseni pre-
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Fig. 1.
Concepts of terminal care.

hydration for every patient with fatal
illness, who can not drink any more.
Parenteral hydration should be used,
when the patient is treated with
opioids. We should not forget, there
are “side effects” of inappropriate
hydration - e.g. swelling of tumors
themselves or extension of already
existing effusions, which, of course,
can lead to pain [25,26].

The existence of a multidiscipli-
nary team, providing supportive care,
seems to be useful. Usually physicians
with different specializations, nurses,
dietitians, social and rehabilitation
workers, psychologists, psychiatrists,
spiritual care providers, members of
the patient's family, friends and volun-
teers take part in looking after the
patient [17].

There are many difficult tasks in
palliative care, to which providing
information, communication with the
patient and right practice of ethical
principles belong. Communication
with a fatally ill individual is consid-
ered to be one of the most demanding
tasks for a physician. If we interpret
two basic documents, valid in the
Czech Republic “Umluva o lidskych
pravech a biomediciné” (Convention

on human rights and biomedicine)
and “Zakon ¢. 111/2007” (Act No.
111/2007), we can claim, that it is not
necessary to brief a patient about the
prognosis of the illness in every detail,
even though the prognosis is very
serious. However, faithful information
is essential for further cooperation
between the physician and a patient
and should also facilitate utilization of
the remainder of the patient's life.
Each of the phases of dying, descri-
bed by Elisabeth Kiibler Ross, should
be respected, when dealing with
a seriously ill patient [2,10].

The right practice of medical
ethics is based on the following
four ethical principles, to which the
principle of autonomy, non-maleficien-
ce, beneficience and justice belong.
Nowadays, the principle of autonomy
is preferred to the other principles and
allows the patient to choose between
(or among) alternative methods of
treatment and enables them to also
refuse any treatment. But there is no
doubt, that the principle of autonomy
should not be implemented without
parallel use of the other principles [9].

Active voluntary euthanasia, physi-
cian assisted suicide and dysthanasia

represent a real threat for all human
beings, especially in the developed
countries [3]. Active voluntary eutha-
nasia is determined to be termination
of a patient's life at the patient's
repeated
patient's full informed consent [5].

request and with the

Active voluntary euthanasia is legal in
only two countries in the world - in
Belgium and the Netherlands (for the
citizens of these countries, when the
defined conditions are fulfilled). Of
course, there are many ethical argu-
ments against active voluntary eutha-
nasia and a lot of risks [24], to which
legalisation could lead [3,5].

Physician assisted suicide refers to
the physician's act of providing medi-
cation or other intervention to a pa-
tient with the understanding that the
patient uses it to commit suicide.
Today, physician assisted suicide is
legal in the Netherlands, Belgium and
Oregon (for the citizens of each state)
and in Switzerland (not only for the
inhabitants, but for the foreigners, too)
[5]. Active voluntary euthanasia and
physician assisted suicide are crimes
in the Czech Republic. “Dysthanasia”
is a much discussed theme today [6]
and can be described as “a conse-
quence of excessive technical sci-
ence, without any reasonable chance
of achieving a therapeutic benefit for
the patient” [14]. Dysthanasia is con-
sidered to be a real problem, which
many people are afraid of and is often
practiced especially in intensive care
units [22]. “Passive euthanasia” is
a misleading term; this type of eutha-
nasia doesn't exist at all [5]. A treat-
ment is indicated or is contraindica-
ted. If the treatment is not indicated
and is still provided, dysthanasia
takes place here [7].

Hospice care seems to be an
acceptable alternative if there is a life-
threatening disease. There are two
important criteria for hospice care: the
prognosis of a terminal illness is esti-
mated to be six months or less and
there is no need for acute care (the
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existujicich vypotkl, coz mize mit za
nasledek vznik bolesti [25,26].

UziteCnou se zda byt existence
multidisciplinarniho tymu, podilejiciho
se na podplrné péci. Obvykle zahrnu-
je 1ékare rliznych specializaci, zdravot-
ni, dietni a rehabilitaéni pracovniky,
psychology, psychiatry, duchovni, Cle-
ny pacientovy rodiny, pratelé a dobro-
volniky, ktefi se spolupodileji na péci
0 pacienta [17].

K obtiznym tématlm v paliativni
péci bezesporu patii poskytovani infor-
maci, komunikace s pacientem
a spravna praxe etickych principQ.
Komunikace s nevyléCitelné nemoc-
I0m lékafe vibec. Pokud spravné inter-
pretujeme dva zakladni dokumenty
platné v Ceské republice - ,Umluvu
o lidskych pravech a biomedicing“
a ,Zakon €. 111/2007 Sb.“ - pak
mUZeme konstatovat, Ze neni striktné
pozadovano, aby byl pacient vzdy
podrobné informovan o progndze své
nemoci, byt by tato prognéza byla
velmi nepfizniva. Pravdiva informace
je vSak nezbytna pro naslednou spolu-
praci mezi lékafrem a pacientem, dale
dava pacientovi moZnost spravné
vyuZzit zbyvajici as zivota. Pfi jednani
s nevylécitelné nemocnym pacientem
by mély byt respektovany jednotlivé fa-
ze umirani popsané Elisabeth Kibler
Rossovou [2,10].

Spravna praxe |ékarské etiky stoji
na Ctyfech principech Iékafské etiky,
jimiz jsou princip autonomie, nonmale-
ficience, beneficience a justice. Prin-
cip autonomie je dnes preferovan pred
ostatnimi principy a dovoluje pacien-
tovi vybrat si mezi alternativnimi zp0-
soby léCby, umoznuje i odmitnuti |€¢-
by. Neni vSak pochyb, Ze princip auto-
nomie nelze uplatiovat izolované bez
soucasného uziti dalSich principt [9].

Aktivni volitelna eutanazie, I€ka-
fem asistovana sebevrazda a dysta-
nazie predstavuji redlnou hrozbu pro
vesSkeré lidské byti, predevSim ve
vyspélych statech [3]. Aktivni volitelna
eutanazie je definovana jako ukonceni
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Koncepce terminalni péce.

pacientova zivota na zakladé opako-
vané zadosti pacienta a s plnym infor-
movanym souhlasem pacienta [5].
Aktivni volitelna eutanazie je povolena
pouze ve dvou statech svéta - v Belgii
a v Nizozemsku (pro obcany daného
statu za soucasného spinéni defino-
vanych podminek). Jisté existuje mno-
ho etickych argumentu a rizik [24], ke
kterym by mohla legalizace aktivni
voliteIné eutanazie vést [3,5].
Lékafem asistovana sebevrazda je
definovana jako poskytnuti I€kl nebo
jiné intervence pacientovi s védomim,
Ze je nemocny vyuzije k ukonéeni
svého Zivota. V soucasnosti je |ékafem
asistovanad sebevrazda povolena
v Nizozemsku, Belgii, Oregonu (pro
ob&any daného statu) a ve Svycarsku
(nejen pro obyvatele Svycarska, ale
i pro cizince) [5]. Aktivni volitelna euta-
nazie a Iékafem asistovana sebevraz-
da jsou v Ceské republice trestnymi
¢iny. ,Dystanazie“ se dnes stala velmi
diskutovanym tématem [6] a mUze byt
popsana jako ,dUsledek excesivniho
vyuZiti techniky, aniz by byla rozumna
Sance dosahnout terapeutického be-
nefitu pro pacienta“ [14]. Dystanazie
se zda byt
z kterého ma mnoho lidi opravnény

readlnym problémem,

strach a ktery byva ¢asto praktikovan
predevSim na jednotkach intenzivni
péce [22]. ,Pasivni eutanazie“ je zava-
déjici pojem, ve skutecnosti tento druh
eutanazie neexistuje [5]. LéCba bud
indikovana je, nebo neni. Pokud Ié¢ba
indikovana neni, a presto probiha, pak
jde o dystanazii [7].
Resenim postupujici choroby,
ktera ohrozuje pacienta na Zivoté, se
zda byt hospicova péce. Existuji dvé
zakladni kritéria pro hospicovou péci:
life expectancy je méné nez 6 mésicl
a soucasné pacientUlv stav nevyzaduje
akutni péci (nadorova onemocnéni
jsou nejcastéjsi diagnézou u pacientt
prichazejicich do hospicu) [12]. Hospi-
cova péce garantuje respektovani lid-
ské dlstojnosti, eliminaci bolesti a to,
Ze pacient nebude opustén [23].
Koncepce hospicové péce se diamet-
ralné lisi od akutni mediciny [15].
Klicova je spoluprace s rodinou
pacienta, komunikace s pacientem
(velmi dulezitou je v hospicové péci
nonverbalni komunikace) a okamzita
dostupnost péce [16]. Pokud jsou
uspokojeny vSechny potfeby nemoc-
ného, nikdy pacient o eutanazii nebo
IéEkafem asistovanou sebevrazdu
nezada. Nezbyva nam nez souhlasit
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largest category of hospice-enrolled
patients comprises individuals with
cancer) [12]. There is an assurance in
hospice care, that human dignity will
be respected, pain will be eliminated
and that the patient will not be left
alone [23]. The hospice philosophy is
very different from acute medicine
[15] and includes care for “overall
pain” - the physical, psychological [1],
social and spiritual [20] needs of the
dying [12]. The limitations of acute,

“scientific medicine” are most evident
in these areas [15]. Close cooperation
with the patient's family, communica-
tion with the patient (especially non-
-verbal communication seems to be
very important in hospice care) and
immediate help play a key role [16].
There is no need for active voluntary
euthanasia or physician assisted sui-
cide, if all aspects of suffering are
cared for. We have to agree with J.F.
Seely and B.M. Mount - authors of

this quotation: “In many cases, there
is no ‘medical’ solution to a problem.
What is required, as Cicely Sounders
has pointed out, is for the physician to
be fully present and to accompany
patients on their particular journey,
because human needs, fears, hopes
and strengths are never more openly
displayed than at the bedside of the
dying.” [21].
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