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Abstract
Introduction. The doctor’s decision whether to save the life of a minor who has attempted to commit suicide depends on 
the decision of the person who, under legal regulations, is responsible for the minor. In everyday medical practice doctors 
are often placed in difficult situations and often cannot make any decision. Such doubts arise when it is impossible to contact 
the person(s) responsible for the minor. The doctor encounters similar issues when the parents of a minor under 16 years 
of age express different opinions on the recommended procedures, and are against the doctor’s decision and do not want 
their child to be hospitalized.  
Materials and methods. The current legislation and doctrine was analyzed and an attempt was made to determine the 
way of conduct with regard to suicidal minors, and algorithmize the way of conduct towards such suicidal minors. The 
conduct was discussed on the two examples, based on real clinical cases.  
Results. With regard to minors in a clinical state demanding urgent procedures, who have of the decision made by the 
guardian, and regardless of the fact there is no contact with the guardian. If the status is stable, the physician’s modus 
operandi depends on various accompanying circumstances. However, he is still obliged to provide medical help.  
Discussion. A practical algorithm is presented and all the possible legal variations discussed and clarified.
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INTRODUCTION

The problem of suicidal attempts or at least acute, life-
threatening poisonings, is a well- recognized problem among 
the subpopulations of minors [1]. The physicians dealing with 
such patients face the problems of alcohol, narcotics and so-
called legal highs abuse [2, 3, 4]. Thus, every doctor should 
clearly realize how to legally proceed when encountering 
such patients. Regulations on expressing a conscious consent 
or refusal by minors differ considerably from those which 
apply to adults and legally incapacitated patients. The age 
of the minor is also a criterion for differentiating the way 
of expressing a consent or refusal. As for minors between 
the age of 16–18, the consent or refusal should be expressed 
both by the patient and the statutory representative, and in 
some particular cases, also by the factual guardian [5]. As for 
minors under 16 years of age, exclusively legally responsible 
persons make decisions on accepting the recommended 
medical procedures [6]; the minor has only the right to 
express an opinion. Although the doctor should listen to the 
opinion, it is not, however, binding for him, which means that 
the minor cannot change the decision taken by the statutory 
representative or the factual guardian.

Some situations become unclear when the statutory 
representative is the only person who can agree to the 
recommended medical procedures but it is not possible to 
get in touch with that person. Current legal regulations 
provide a general code of conduct in order to render required 
high-risk medical assistance, despite the lack of consent by 
the statutory representative [7].

There are also situations when a minor under 16 years of age 
should undergo some risky medical procedures performed 
for diagnostic purposes, but the parents of the minor are 
not unanimous in their decision, or clearly object to the 
child undergoing the medical procedures. According to legal 
regulations, the custody court decides about initiating the 
recommended medical procedures. In urgent cases, when 
the minor’s life and/or health is threatened, the doctor is 
obliged to make a decision [8,9]. A very specific but rare 
situation arises when the guardian does not agree to medical 
procedures necessary for saving the life or health of minor 
who has made a suicide attempt. Polish law does not provide 
regulations which directly apply to the above situation.

The authors of the presented paper have attempted to solve 
the doubts arising from the problems of informed consent 
for delivering medical procedures to minors, and create a 
uniform opinion which would be the grounds for the conduct 
towards minors who have attempted to take their lives, where 
the minors’ statutory representatives are not available or 
when they express objections to accepting medical services.
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Objective. In the context of the issue of rendering medical 
services to minors who have attempted to commit suicide, 
the following questions were posed:
•	 What should the doctor do in the situation in which a 

medical procedure has to be provided for the suicidal 
minor and the legal guardian is not available; therefore, it 
is not possible to obtain such a consent from the guardian? 
Moreover, is the objection of a factual, not legal guardian 
binding for the doctor?

•	 Is the objection to hospitalization and accepting necessary 
medical activities binding for the doctor if it is expressed 
by both the parents of the minor?

•	 Is the objection to hospitalization and accepting necessary 
medical activities binding for the doctor if the parents’ 
decisions are different?

MATERIALS AND METHODS

Particular case studies are the most reliable research material. 
Below, the authors have presented two case studies. They are 
accompanied by current opinions of the judiciary, doctrine 
and legal regulations.

The research method included analysis of the particular 
case studies in the context of the current legal regulations, 
and the application of algorithmization, in order to create a 
proper way of conduct towards minor suicidal patients. Some 
terms have been defined to clarify the discussed legal issues;

Factual guardian: ‘the person who is not statutorily obliged 
but provides permanent care for the person who needs such 
care because of his age, health state or mental state’ [10].

Standard medical examination: any medical examination 
with no interference into the patient’s body and which does 
not entail any negative consequences or complications for 
the patient’s life or health. Standard medical examination 
includes physical examination and anamnesis, taking 
‘standard’ biological material (e.g. blood, urine, buccal swab) 
for laboratory tests.

Urgent medical services: medical services which are required 
to be administered without delay; not initiating them might 
or even will result in the patient’s death, serious detriment 
to health, or other risky health consequences. Under Article 
15 of The Act of Medical Activity, ‘the person/institution 
dealing with rendering medical services is forbidden to refuse 
to provide medical help to a person whose life and/or health 
is threatened’ [11].

Case 1. A female patient, aged 17, admitted to the Toxicology 
Unit in the Department of Occupational Diseases and 
Toxicology of the Institute of Occupational Medicine in Łódź 
after a suicidal intoxication with baclofen. The drug, which 
is an inhibitory neurotransmitter in the central nervous 
system might cause serious disorders in the respiratory, 
cardiovascular, as well as central and peripheral nervous 
systems [12]. The patient found by her grandmother was deeply 
obnubilated and breathed regularly. The anamnesis indicated 
that the patient might have taken about 40 tablets of baclofen 
4–5 hours previously. It was determined that the girl’s parents 
were currently living abroad. On admission, the patient was in 
a serious condition, unconscious, respiration and circulation 
sufficient, HR – 48/min, BP – 100/60 mmHg. Urine test 
confirmed the presence of baclofen. Because the patient’s life 
and health were threatened, the doctors on duty decided to 

intubate the girl in order to perform gastric lavage. Due to the 
absence of girl’s parents who were her only legal guardians, 
the intubation – which is a medical procedure involving 
the patient with an elevated risk – was performed without 
consent. Since the patient suffered from acute respiratory 
failure, the doctors decided to include respiratotherapy on 
the second day of hospitalization, which was continued for 
the period of 47 hours. During the hospital stay, the patient’s 
state of health improved. Because of the suicide attempt the 
patient was examined by a psychiatrist. She was diagnosed 
with ‘post-suicide state and personality disorders’ and sent 
to an outpatient clinic to continue the treatment.

Case 2. A female patient, aged 15, was admitted to the 
Toxicology Unit of the Department of Occupational 
Diseases and Toxicology of the Institute of Occupational 
Medicine in Łódż, Poland, due to suicidal intoxication with 
acetaminophen. Taking acetaminophen at a dose greater than 
150 mg/kg/24 h (>10 g) induces a direct hepatotoxic effect 
and leads to acute liver failure [13]. The anamnesis proved 
that about 5 hours before admission to hospital, patient had 
taken an unknown amount of paracetamol (tablets 0.5  g 
each). On admission, the patient was conscious and remained 
in a good clinical state; she was respiratory and circulatory 
sufficient, HR – 76/min and regular, BP – 120/80 mmHg. The 
skin was pale, liver not enlarged; there were no symptoms of 
haemorrhagic diathesis. Laboratory tests showed a regular 
level of aminotrasferases (ALAT – 13U/L, ASPAT – 19 U/L). 
The paracetamol level in the blood serum was 150μg/ml.

On admission, both parents were present, but only the 
mother agreed to the recommended procedures. The father 
was definitely against performing any medical procedures. 
Despite the father’s objections, vomiting was provoked 
and the child was administered activated carbon. From 
the very beginning, the doctors applied N-acetylcysteine 
(NAC), which is a detoxifying drug administered to patients 
intoxicated with paracetamol [14]. The applied procedure 
prevented acute liver failure from developing.

Due to the suicide attempt, the patient was examined by a 
psychiatrist and diagnosed with ‘post-suicide state, suicidal 
tendencies, personality disorders’, and instantly sent for 
psychiatric therapy. The duty doctor notified the parents of 
the necessity of admitting the child to a psychiatric hospital 
in order for a further diagnosis to be made and introduce 
the right therapy. The parents objected and demanded the 
child be immediately discharged from hospital. Considering 
the patient’s mental state and the outcome of the psychiatric 
consultation, the doctor decided to notify a custody court. 
The girl was transported to a psychiatric hospital against 
the parents’ will.

RESULTS

In the first case study, the doctor had no possibility of 
contacting anyone who had the right to give consent. With 
regard to patients between the ages of 16–18 who are not legally 
incapacitated, both the patient and statutory representative 
are required to give the consent (dual consent) [5]. When 
it is not possible to contact the statutory representative of 
the minor patient, the custody court of local jurisdiction 
can grant such a consent [7]. It should be stressed that the 
principle applies only to the cases when the period of time 
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needed to obtain such consent will not lead to negative 
implications for the patient’s life and/or health. However, in 
cases where the delay in initiating the recommended medical 
services might, or even will have negative consequences for 
the patient’s life and/or health, or the recommended medical 
procedures will be implemented later than at the time when 
the prognosis was the most promising possible, the doctor 
has the right to make a decision without the prior consent 
of the custody court [9]. Thus, the duty doctor’s conduct in 
this case was absolutely justified.

Regardless of the above-discussed problem of providing 
medical services of increased risk without the consent of 
an authorized entity (parents or custody court), the specific 
legal status of the grandmother who accompanied the minor 
patient should be explained. A factual guardian who cares 
permanently for the patient is competent to consent to 
action against a minor [5]. However, the catalogue of such 
activities has been essentially reduced in comparison with the 
catalogue comprising action in which the legal representative 
is competent. Article 32 of The Act on the Medical Doctor 
Profession and the Dentist Profession’ provides that a factual 
guardian can consent to take action against the patient only 
when the planned procedure is related with normal, not 
increased risk to the patient. It should also be noted that 
Polish law does not contain a list of medical activity related 
with increased risk to a patient. The nature of every activity 
is determined individually by the physician, taking into 
account both current medical knowledge, as well as the 
current status of the patient.

In light of the above argument, the grandmother who 
accompanied the patient had the right to consent to the 
commencement of hospitalization, as well as conducting the 
necessary studies and undertaking those activities that did 
not involve the minor with an elevated risk. Therefore, the 
doctor had every right to perform intubation without the 
consent of the grandmother – the factual guardian – and 
the custody court, because of the lack of time.

Age is not the only patient-related condition which exempts 
the physician from the obligation to obtain the patient’s 
or statutory or factual guardian’s informed consent prior 
to the undertaking the medical procedure against the 
patient. Under Article 33 of The Act on the Medical Doctor 
Profession and the Dentist Profession, the legal reason that 
releases the physician from the duty of obtaining the consent 
comprises the state of the patient (lack of consciousness) 
[8]. However, it is especially important in adult and patients 
who are not incapacitated, it should be borne in mind that 
the physician can perform the necessary instant medical 
procedures to an unconscious patient, even though their 
close families or relatives object to these procedures. When 
possible, the physician is obliged to discuss his medical 
decision with another physician, preferably a specialist in the 
same field. One should remember that every such a situation 
need to be reported thoroughly to the custody court, or to 
the patient’s statutory representative ex post, and, what is 
obvious, thoroughly documented in the patient’s medical 
history [8, 15]. The word ‘or’ means the doctor can choose 
which of the two he is going to notify. It should be stressed 
that this special permission refers only to such a condition 
of the patient that demands immediate and urgent medical 
treatment. If a delay is permissible without prejudice to the 
health and/or life of the patient, the physician is obliged the 
obtain suitable permission from the custody court.

To sum up, it must be stressed again that in the first case the 
doctor should discuss the problem with another specialist, 
then immediately implement necessary medical procedures, 
justify the fact of initiating such procedures without the 
consent of the patient’s statutory representative and custody 
court. Finally, after implementing all the necessary medical 
procedures, he should notify either the child’s statutory 
representatives or the custody court (according to his own 
choice) about the medical procedures applied.

In the second case, most striking is the fact that the statutory 
representatives of the minor patient took different decisions 
on the recommended medical management. They then made 
a unanimous decision: they both definitely objected to their 
child’s stay in a psychiatric hospital.

While determining whether the doctor’s conduct was 
legal, the authors try to answer two questions: Is the consent 
expressed by one parent only binding for the doctor when 
the other parent expresses his/her refusal? Does the doctor 
have to accept the refusal and discharge the minor suicidal 
patient from hospital if the parents demand it?

It seems that the answer to the first question can be found 
in Article 34, Paragraph 6 of The Act on the Medical Doctor 
Profession and the Dentist Profession. The paragraph states 
that:

if the statutory representative of the minor patient does 
not agree for the doctor to perform necessary medical 
procedures which are necessary to save the patient from 
death or prevent any serious detriment to health, the doctor 
has a right to implement such procedures after obtaining 
a consent from the custodian court [9].

On the other hand, one should recall Article 34, Paragraph 
7 which permits the physician to proceed without the 
custody court’s consent when required. However, it must 
be emphasized that the quoted regulations do not apply to 
situations in which both parents are present, and each of 
them makes a different decision. The solution can be found 
in The Family and Guardianship Code which states that:

if both the parents exercise parental authority, each of 
them is obliged and entitled to do it. Issues important for 
the child require the parents’ unanimous decision. If they 
fail to work out a compromise, the decision is taken by the 
custodian court [16].

The article provides that each parent has a right to 
represent the child independently, and the right includes 
making independent decisions on behalf of the child. A 
joint decision is required only in issues important for the 
child. Professional literature states that such issues are: the 
child’s place of residence, giving the first name, the choice of 
school, citizenship, and decisions about medical treatment 
[17]. In the opinion of the authors, the decision with regard 
to the child’s treatment does not have to be made by both 
the parents; a joint decision should be required only before 
implementing risky medical procedures, and if the doctor 
abandoned them the consequences might be serious – both 
for the patient’s life and health [18]. It should be assumed that 
the doctor can initiate life-saving activities after a suicide 
attempt if both parents agree to such activities. If the parents’ 
decisions are different, the question can be solved only by 
the custody court.
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The appropriate approach in a given situation (being 
simultaneously the answer to the first question) depends on 
the clinical condition of the patient. If the patient’s condition 
is good enough that one can wait until the decision of the 
custody court about how deal with the patient, the physician 
is obliged to suspend operations and wait for the decision 
of the court. If the clinical state is worse and the patient 
cannot wait, the doctor, having discussed the problem with 
another specialist, implements all the necessary medical 
procedures without obtaining consent, and notifies the 
appropriate custody court. Adopting such an algorithm of 
conduct allows the doctor to initiate the required medical 
management, despite the objection made by either parent.

When looking for the answer to the second question, the 
content of the Article 29, Paragraph 1 of The Act of Medical 
Activity’ should first be recalled, which states that a minor 
patient is allowed to be discharged from hospital only after 
his statutory representative demands it [19]. However, the 
important exception to the quoted regulation is included in 
Paragraph 2 which provides that:

the doctor has a right to refuse to discharge the [minor] 
patient from hospital if he still requires to be treated despite 
the demand of his statutory representative. The doctor can 
withhold the discharge until he has obtained a consent 
from the custodian court of local jurisdiction (…)[20].

If the doctor decides that hospitalization is necessary, it 
is his duty to notify the custody court of the refusal, and 
give an explanation for such decision [21]. The Act does 
not directly state in what form such decision should be 
expressed to the custody court, but professional literature 
states that the institution should be notified in writing. The 
letter should contain information on the reasons for the 
doctor’s refusal [22].

Summing up the analysis of legal conduct presented 
in the second case, the authors would like to stress that 
the doctors should implement all the necessary medical 
procedures, although the patient’s statutory representatives 
have expressed different opinions on the recommended 
medical management. Moreover, the doctors should continue 
the treatment, then include psychiatric therapy despite the 
lack of the parents’ consent,and finally notify the custody 
court of the refusal to discharge the patient from hospital 
on demand of the statutory representative, and the reasons 
why he has taken such decision.

DISCUSSION

The right to give parallel informed consent in the process of 
treatment applies to patients who have completed 16 years 
of age. It should be noted that the age has been increased by 
the Centrum Onkologii Ziemi Lubelskiej in relation to age, 
which under Polish law can give minors limited legal capacity, 
and thus, the right to make certain decisions under the law. 
According to the Civil Code [23], a limited legal capacity is 
granted to minors after completing 13 years of age. However, 
those who are under 16 years of age do not have the right to 
make binding decisions, their lives and health is protected 
in a special way. This is due to the fact that persons under 16 
years of age who cannot validly decide for themselves, are 
dependent on the decisions of their legal representatives in the 

plane of providing health care services [24]. These decisions 
are not always optimal to the minors. Thus, the rule is that 
once the decisions made   by the representatives are objectively 
adverse to the minor, it is possible to ‘suspend’ the right to 
decide, and obtain consent from the alternative subject in the 
form of the legal guardian of the life and health of the minor 
(custody court). This rule is a solution that has a similar legal 
construction to the institution of the state of necessity, as 
defined in Article 26 of Penal Code, according to which one 
should rescue the welfare of obviously a greater value [25]. 
A similar conclusion has been given by Dukiet-Nagorska T. 
[26]. In the context of health care, the welfare of obviously 
a greater value is the life and health of a minor child; thus 
it’s protection should prevail over welfare in the form of the 
autonomy of decision-making, which is vested in the legal 
representatives of a minor. The problem of choice between 
the welfares to be protected, in the context of health care, was 
discussed by Zoll A. who concluded, that such choices are 
quite common. Zoll pointed out, that so-called ‘state of need’ 
can be the solution to such uncertainties [27]. The problem 
of statutory representative’s lack of consent for necessary 
treatment – often ‘tragic and avoidable’ – was discussed by 
Wilkins L P. in 1992, who ‘abandoned the consent doctrine 
and suggested new rules for medical treatment of minors’ 
[28]. His conclusions had similar effects as the rules outlined 
by the authors of the presented paper.

The same applies to the situation when not the legal 
representative but a minor alone objects to the required 
treatment or assessments. Under Polish law, the situation 
is clear with regard to minors younger than 16 years of age. 
Due to the necessity of parallel respecting the decisions 
of the minors aged 16–18, as well as their representatives, 
a physician faces the dilemma of how to proceed when a 
minor refuses. The Polish perspective clarifies the dilemmas: 
the algorithm is the same in the case of minors as well as 
their representatives, and corresponds to the situations 
discussed above.

The dilemma mentioned above also applies in the other 
countries as well as their legal systems. Devereux J. A., et al. 
stated in 1993, that the rule in the UK was to recognize the 
minor as competent to consent when he/she consented, and 
to doubt his/her mental competency and maturity when 
they disagreed [29]. The necessity of finding the optimal 
(quick) solution, together with simultaneously maintaining 
the balance between the protection of obviously the greater 
welfare and the violation of the rights of the individual to 
self-determination, was highlighted by Elton A. in 1995 
[30]. The results of the presented study are similar to general 
conclusions proposed by the quoted authors.

Knowledge of medical law among doctors in Poland is 
unsatisfactory [31, 32]. Poland’s current legal status orders 
the following algorithm of proceeding.
A. In urgent cases, when a physician has to initiate a medical 

procedure immediately, he has a right to perform it and 
then notify the patient’s legal guardian or the custody court 
of the implemented medical procedure. If necessary, he has 
the right to violate both the rights to self-determination of a 
minor and/or the disagreement of statutory representatives. 
In such cases, he is obliged to notify the custody court 
afterwards.

B. When the condition of a minor patient is stable enough, the 
physician is obliged to obtain the informed consent before 
the procedure is started. The possible cases are as follows:
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a. if no statutory nor factual guardians are available, the 
physician performs the necessary procedures unless the 
patient (16–18 y. o.) objects. The position is then decided 
by the custody court;

b. if no statutory guardians are available, but the factual 
guardian is in contact, the physician can perform 
standard medical examinations (those which do not 
interfere into the patient’s body or entail any negative 
consequences) only after consent has been obtained 
from the patient’s factual guardian. The same refers to 
simple treatment procedures related with normal, not 
increased risk to the patient. If the risk is increased, the 
physician is obliged to obtain consent from the custody 
court. A  similar way of conduct was given earlier by 
Filar M. [33].

c. If only one statutory guardian (e.g. parent) is in contact 
and:
i. the patient is younger than 15 years of age, consent 

is given by the statutory guardian, or in the case off 
refusal to grant consent, by the custody court.

ii. the patient is aged between 16–18 years, parallel 
consent is needed, i.e. consent should be expressed 
both by the patient and the statutory representative 
[5]. If the patient refuses to express consent or/and the 
statutory guardian refuses, consent is granted (or not) 
by the custody court. If the patient is unconscious or 
unable to understand the procedure information [31], 
the informed consent of the statutory representative 
is sufficient.

d. If more than one statutory guardian is available, it is a 
general rule that crucial decisions concerning the child 
are undertaken by both parents (statutory representatives) 
[34]. However, if the views of the statutory guardians (e.g. 
parents) are different, then decides the position of the 
custody court. The age of the patient plays a minor role 
due to the necessity of obtaining the consent from the 
custody court. If the view of minor patient (16–18 y. o.) 
differs from the view of any or all statutory guardians, 
the position of the custody court is conclusive.

The authors realize that sometimes the legal regulations 
are morally controversial, and as Pawlikowski J. et al. reveal, 
‘can provoke conflicts between patients and physicians’” 
[35]. Violation of one’s privilege to self-determination or 
determining the life of legally dependent persons can be seen 
as step back in the process of shifting the physician-patient 
relation from paternalistic towards partnership approach 
[36]. Legal solutions are still needed because the ethical 
attitudes of physicians do not necessarily correlate with the 
respect for autonomy [37].

Consent for procedures involving minors raises many 
issues. Some authors admit that ‘minors are unable to express 
any conscious consent’ [38]. Under such conclusions, the 
more it seems reasonable to create highly algorithmized 
procedures for obtaining informed consent in the process 
of treatment of minors.

It seems clear that general regulations about expressing 
refusal and agreement to recommended medical services 
apply to all cases if they are standard services, planned 
beforehand and not urgent. In immediate cases which require 
prompt decisions, different regulations should be applicable 
after Article 34, Paragraph 7 of ‘The Act on the Medical 
Doctor Profession and the Dentist Profession’.

Having considered the above, the authors conclude that:
1. when it is not possible to contact the statutory representative 

of the minor patient, and the doctor has to initiate a medical 
procedure immediately, he has the right to perform it and 
then notify the patient’s legal guardian or the custody court 
of the medical procedure implemented;

2. different decisions of the child’s parents on the 
recommended medical services do not result in abandoning 
them by the doctor;

3. the doctor does not have to agree with the parents’ 
objection to their child’s being hospitalized and demand 
for discharge from hospital.

REFERENCES

1. Ash P. Suicidal behavior in children and adolescents. J Psychosoc Nurs 
Ment Health Serv. 2008; 46(1): 26–30.

2. Kapka-Skrzypczak L, Kulpa P, Sawicki K, Cyranka M, Wojtyła A, 
Kruszewski M. Legal highs – legal aspects and legislative solutions. 
Ann Agric Environ Med. 2011; 18(2); 304–309.

3. Żukiewicz-Sobczak W, Zwoliński J, Chmielewska-Badora J, 
Krasowska E, Piątek J, Sobczak P, Wojtyła A, Fornal E, Kuczumow A, 
Biliński P, Analysis of psychoactive and intoxicating substances in legal 
highs, Ann Agric Environ Med. 2012; 19(2); 309–314.

4. Makara-Studzińska M, Urbańska A. Alcohol consumption patterns 
among young people from rural areas of Lublin province. Ann Agric 
Environ Med. 2007; 14 (1).

5. Art. 32 ust. 3 i 5 Ustawy o zawodach lekarza i lekarza dentysty z dnia 
5.12.1996 (DzU 2011 r., nr 277, poz. 1634) (in Polish).

6. Art. 32 ust. 2 Ustawy o zawodach lekarza i lekarza dentysty z dnia 
5.12.1996r (DzU 2011 r., nr 277, poz. 1634) (in Polish).

7. Art. 32 ust. 8 Ustawy o zawodach lekarza i lekarza dentysty z dnia 
5.12.1996r (DzU 2011 r., nr 277, poz. 1634) (in Polish).

8. Art. 33 Ustawy o zawodach lekarza i lekarza dentysty z dnia 5.12.1996r 
(DzU 2011 r., nr 277, poz. 1634) (in Polish).

9. Art. 34 ust. 6 i 7 Ustawy o zawodach lekarza i lekarza dentysty z dnia 
5.12.1996r (DzU 2011 r., nr 277, poz. 1634) (in Polish).

10. Art. 3, ust. 1 Ustawa o prawach pacjenta i Rzeczniku Praw Pacjenta z 
dnia 6.11.2008r (DzU 2009r., nr 52, poz. 417, ze zm.) (in Polish).

11. Art. 15 Ustawa o działalnosci leczniczej z dnia 15.04.2011r (DzU 2011r., 
nr 112, poz. 654) (in Polish).

12. Grebeniuk AN, et al. Clinical characteristics, diagnosis, and treatment 
of acute intoxication by baclofen. Voen Med Zh. 2009; 330(7): 18–23.

13. Mietka-Ciszowska A, Stojakowska M, Groszek B., Severe paracetamol 
poisoning complicated with liver and renal failure--case report and 
review of literature. Przegl Lek. 2012; 69(8): 614–617.

14. Williamson K, Wahl MS, Mycyk MB. Direct Comparison of 20-Hour 
IV, 36-Hour Oral, and 72-Hour Oral Acetylcysteine for Treatment 
of Acute Acetaminophen Poisoning. Am J Ther. 2013; 20(1): 37–40.

15. Art. 34 ust. 7 i 8 Ustawy o zawodach lekarza i lekarza dentysty z dnia 
5.12.1996 r (DzU 2011 r., nr 277, poz. 1634) (in Polish).

16. Art. 97 ust. 1 i 2, Ustawa Kodeks Rodzinny i Opiekuńczy z dnia 
25.02.1964 r (DzU 1964 r., nr 9, poz. 59, ze zm.) (in Polish).

17. Igantowicz J. In: Pietrzykowski K. et al. Kodeks rodzinny i opiekunczy, 
Warszawa 2003 r., p. 816, (in Polish).

18. Zajdel J. Wyklady prawnicze dla pediatrow, Lodz, 2011.p.13. (in Polish).
19. Art. 29 ust. 1 Ustawa o działalnosci leczniczej z dnia 15.04.2011r (DzU 

2011r., nr 112, poz. 654) (in Polish).
20. Art. 29 ust. 2 Ustawa o działalnosci leczniczej z dnia 15.04.2011r. (DzU 

2011r., nr 112, poz. 654) (in Polish).
21. Art. 29 ust. 3 Ustawa o działalnosci leczniczej z dnia 15.04.2011r (DzU 

2011r., nr 112, poz. 654) (in Polish).
22. Rek T. In: Dercz M, Rek T. Ustawa o działalności leczniczej. Komentarz 

(in Polish).
23. Art. 15 Ustawa Kodeks Cywilny z dnia 23.04.1964r. (DzU 1964 r., nr 16, 

poz. 93 ze zm.) (in Polish).
24. Dąbrowski AA. Próba samobójcza jako domniemana zgoda na podjęcie 

czynności leczniczych w celu ratowania życia. PiM. 2012; 14: 3–4.
25. Art. 26 Ustawa Kodeks Karny z dnia 06.06.1997 (DzU 1997, nr 88, 

poz. 553, ze zm.) (in Polish).
26. Dukiet-Nagórska T. Stan wyższej konieczności w działalności 

lekarskiej. PiM. 2005; 7: 19.

392



Annals of Agricultural and Environmental Medicine 2014, Vol 21, No 2

Justyna Zajdel, Radosław Zajdel. Should a doctor stop rendering medical services? Part II – Analysis of medico-legal conduct in cases of uncertainties regarding…

27. Zoll A. Stan wyższej konieczności jako okoliczność wyłączająca 
przestępność czynu w praktyce lekarskiej. PiM. 2009; 7: 19.

28. Wilkins LP. Children’s Rights: Removing the Parental Consent Barrier 
to Medical Treatment of Minors. Adoption and Fostering 1992; 17(1): 
14–19

29. Devereux JA, Jones DP, Dickenson DL. Can children withhold consent 
to treatment?, BMJ. 1993; 306(6890): 1459–1461.

30. Elton A, Honig P, Bentovim A, Simons J. Withholding consent to 
lifesaving treatment: three cases. BMJ. 1995; 310(6976): 373–377.

31. Zajdel J, Zajdel R, Dziki A, Wallner G. Alcohol-intoxicated patients at 
admission room – analysis of legal aspects of rendered medical services. 
Ann Agric Environ Med. 2012; 19(4): 701–706.

32. Zajdel J, Górski P. The analysis the doctor-patient communication on 
the basis of selected clinical and demographic factors. Med Pr. 2010; 
61(2):165–181 (in Polish).

33. Filar M. Postępowanie lecznicze (świadczenie zdrowotne) w stosunku do 
pacjenta niezdolnego do wyrażenia zgody. PiM. 2003; 5: 13 (in Polish).

34. Art. 97 Ustawa Kodeks Cywilny z dnia 23.04.1964r. (DzU 1964 r., nr 16, 
poz. 93 ze zm.) (in Polish).

35. Pawlikowski J, Sak JJ, Marczewski K. Polish physicians’opinions 
concerning morally controversial medical practices. Wiad Lek. 2012; 
65(2): 90–96.

36. Atras A, Patryn R, Marczewski K. Diagnostic and treatment processes 
and the requirement of patient’s consent in doctors’ opinions. Przegl 
Lek. 2007; 64(7–8): 525–527.

37. Pawlikowski J, Sak JJ, Marczewski K. Physicians’ religiosity and attitudes 
towards patients., Ann Agric Environ Med. 2012; 19(3): 503–507.

38. Pawlikowski J, Sak J, Marczewski K. Biobank research and ethics: the 
problem of informed consent in Polish biobanks. Arch Med Sci. 2011; 
7(5): 896–901.

393


