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AHoTaums

Cuneus KanukoBa, Boiitex O3opoBcku, Mapus Hosakosa. Moxe nu meamumHata aa
octaHe Ars Curandi? CTpyKTypHUTe HanpexeHUs Mexay npaBaTa Ha JIMYHOCTTA W YCTOMYM-
BOCTTa Ha 3[paBHaTa CMCTEMa B YCrOBUATa Ha pecypceH AedmunT. B nscneasaqeTo ce pas-
rmexaa HapacTeaLLoTO HaNPEXEeHNEe MEXIy 3alluTaTa Ha npaBaTa Ha OTAEMNHNS nauueHT 1 Heobxo-
AMMOCTTa OT NOALbPXaHe Ha YCTONYMBOCTTA Ha 3apaBHaTa CUCTEMA B YCMOBMS Ha pecypceH aedn-
uMT. Bb3 OCHOBA Ha CbBPEMEHHUTE NPEAN3BIKATENCTBA, KaTO N3BBHPEOHNTE CUTYaLWK B 30paBeo-
na3BaHeTo, HeOCTMra Ha MeMLIMHCKM NepPCoHan 1 HapacTBaLLOTO TbPCEHE Ha MEWLIMHCKM YChyTy,
Ce npasu ONUT Ja Ce OTroBOpM Ha Bbrpoca: “Moxe nu MeguupMHaTa Aa NPOAbLITKA Aa U3MbNHSABA
TpaguuUMoHHaTa cv pons Ha ars curandi, (hyHKLMOHWpaki B YCOBUSTA Ha CTPYKTYPHN 1 (HAHCO-
BW orpaHnyermns?”. OcobeHo BHMaHWe Ce OTAENs Ha B3auMOBpb3KaTa Mex/ay npodecuoHanHaTa
aBTOHOMUS Ha fnekapuTe, AOCTbNA A0 MEANLMHCKA NOMOLL, 1 KONEKTUBHUTE MHTEPECU B CUTYaLmK,
B KOWTO 30paBHUTE Pecypcu ca OrpaHnyeHu. MacnenBaHeTo JonpuHacs 3a HaydHata AMCKycus,
KOHLienTyanuampanki yCToNYMBOCTTa Ha 3apaBHaTa CUCTEMA KaTo NPaBHO-ETUYHO Npeam3BuKkaTen-
CTBO, @ He MPOCTO OPraHM3aLMOHEH N yrpaeneHcku BbNpoC. B cTatusta ce obocHoBaBa Tesara,
Ye YCTOMYMBOTO ynpaBneHne Ha 34paBeonasBaHeTo U3NCKBa BHUMaTeNeH BanaHc mexay 3auuTa-
HETO Ha npaBaTa Ha IMYHOCTTa N MEPKUTE, HACOMEHN KbM rapaHTupaHe Ha (PYHKLMOHWUPAHETO Ha
34paBHaTa cuUcTema kaTo usano. AKTyanHuTe CbOUTUS Noka3Bar, Ye HeJoCTUrbT He Moxe da 6bae
HaMbIHO eNUMIUHMPaH, HO ToW TpsbBa fa Obae BCe No-NpeaBuanM 1 KOHTponpaH. KayecteoTo Ha
3aKOHWTE 1 NOA3aKOHOBUTE HOPMAaTMBHM aKTOBE MMa PeLUaBaLlo 3HaYeHWe 3a rapaHTUpaHeTo Ha
NpO3paYHOCT, PaLMOHANHOCT M CPaBeAMBOCT NP NPEAOCTABAHETO HA MEAMLIMHCKA MOMOLL.
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KnrouoBw gymu: He[OCTVI Ha 3apaBHM YCITyTH, YCTOMYMBOCT Ha 3APaBEONa3BaHeTo, NpaBa
Ha naumeHTuTe, AAAQ cucTema, aBTOHOMMS Ha NiekapuTe, 3ApaBHO 3aKOHOLATENCTBO

AHorTauis

Cinbis KanikoBa, Boittex O3opoBcbkuii, Mapis HoakoBa. Yu moxe meauumHa 3a-
nuwatucs Ars Curandi? CTpyKTYpHi HanpyxeHOCTi Mix npaBamu ocobUCTOCTi Ta CTilKic-
TIO CUCTEMM OXOPOHM 3A0POB'A B yMOBaX AechiLuTy pecypciB. Y [OCHimKeHHI po3rnsgaeTbes
3pocTatoya HanpyKeHiCTb MiX 3aX1CTOM iHOMBIAyanbHUX NPpaB NaLieHTiB Ta HeobXigHICTIO NiATPY-
MyBaTW CTIKICTb CUCTEM OXOPOHU 3A0POB'S B yMoBax AediuuTy pecypcis. Cnnpatouncs Ha cyvac-
Hi BUKNWKY, TaKi SIK HaA3BWYalHI cuTyauii B ramy3i OXOPOHU 3[40POB'S, HecTada poboyoi cunu Ta
3pOCTaKoYMiA NONUT Ha MEAMYHI NOCAyrK, 3AINCHIOETLCS CNpoba BIAMOBICTY HA NUTAHHS: “4i MOXeE
MeauLMHa NPOLOBXKYBATU BUKOHYBATW CBOK TpaauLiHy ponb ars curandi, NpaLoyn B Mexax
CTPYKTYPHMX Ta (hiHaHCOBKX 0bMexeHb?”. Ocobnusa yBara npuainaeTsCa B3aEMO3B'A3KY MixX aBTo-
HOMi€to Nikapis, 4OCTYNOM A0 MeAWYHOI [ONOMOrM Ta KONEKTUBHUMM iHTEpecamu B CUTYaLlisiX, Komu
pecypcu OXOpPOHU 300pOB's oBMexeHi. [locnigxeHHs pobuTb BHECOK Y AWCKYCItO, KOHLenTyaniay-
t04M CTIAKICTb OXOPOHU 30OPOB'A SK OPUANYHWIA Ta €TUYHUIA BUKIWK, @ He NPOCTO OpraHiayjinHe
4N yNpaBniHCbKe MUTaHHS. Y HbOMY CTBEPIXKYETHCA, LU0 CTane ynpasniHHSA OXOPOHOK 3[40POB'A
BMMarae petenbHoro 6anaHcy Mix noBarow A0 npaB 0COOMCTOCTI Ta 3axodamu, CrpsMOBaHUMM
Ha 3aXWCT YHKLIOHYBaHHS CMCTEMW OXOPOHM 300pOB's B Linomy. CyyacHi nogii ceigyatb npo Te,
L0 AeiLT HE MOXHA MOBHICTIO YCYHYTK, ane 11oro NoTpibHO BCe YacTille nepeadavati Ta KOHTP-
ontoBaTyh. AKICTb 3aKOHIB Ta NiA3aKOHHKX aKTiB Mae BUpILLANbHE 3HaYeHHs 415 3abe3neyeHHs npo-
30pOCTi, payioHanbHOCTI Ta CNpaBeaIMBOCTI Y HafaHHI MEAUYHOT AONOMOTH.

KntouoBi cnoBa: gedhint MeguyHnx nocnyr, CTIMKICTb OXOPOHM 300POB'S, NpaBa nawjiex-
TiB, cuctema AAAQ, aBTOHOMIS NnikapiB, 3aKOHOAABCTBO MPO OXOPOHY 3[0POB'S

Annotation

Silvia Capikova, Vojtech Ozorovsky, Maria Novakova. Can Medicine Remain Ars
Curandi? Structural Tensions Between Individual Rights and Healthcare System Resilience
Under Conditions of Scarcity. The study examines the growing tension between the protection
of individual rights of patient and the need to maintain the resilience of healthcare systems under
conditions of resources scarcity. Drawing on contemporary challenges such as public health emer-
gencies, workforce shortages, and increasing demands on healthcare services, it explores whether
medicine can continue to fulfil its traditional role as Ars Curandi while operating within structural and
financial constraints. Particular attention is paid to the relationship between physician autonomy,
access to care, and collective interests in situations where healthcare resources are limited. The
study contributes to the debate by conceptualizing healthcare system resilience as a legal and ethi-
cal challenge rather than merely an organizational or managerial issue. It argues that sustainable
healthcare governance requires a careful balance between respect for individual rights and mea-
sures aimed at safeguarding the functioning of the healthcare system as a whole. Contemporary
developments suggest that scarcity cannot be fully eliminated, but must be increasingly anticipated
and managed. The quality of laws and bylaws is crucial for ensuring transparency, rationality and
fairness in healthcare delivery.

Keywords: healthcare resources scarcity, healthcare system resilience, patients’ rights,
AAAQ framework, physicians” autonomy, health law
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Recent global crises, including the COVID-19 pandemic, have exposed structural vulner-
abilities in health care systems and challenged their normative foundations. While health care in
many European countries, including Slovakia, is formally grounded in principles of solidarity and
universal access, persistent shortages of healthcare professionals, financial and material resources
and medical supplies increasingly limit the system’s capacity to meet health needs even in times of
continous medical innovations. Rights-based approach is of crucial importance in countries where
health care is perceived as a branch of economy with jsts slightly regulated “free hand of market”,
too.

While resource scarcity exists in all systems, war conditions and humanitarian crises ex-
pose, intensify, and make explicit the misalignment between the commitment of medicine to the
individual patient and the constraints imposed by system survival. Extreme situations of armed con-
flict, such as those experienced in Ukraine, should not be approached as points of comparison with
intact health systems, but rather as contexts in which underlying structural tensions within health
care become visible in their most acute form.

This paper argues that contemporary health care must be understood as operating at the
intersection of two analytically distinct levels: medicine as ars curandi, centred on the individual
patient and clinical judgment, and the health system as a material and organisational infrastruc-
ture that conditions the possibility of medical practice. Under conditions of scarcity, a misalignment
emerges between these two levels. While the clinical logic of medicine is oriented toward the needs
of the individual patient, the system-level logic is driven by constraints of resource allocation, pri-
oritisation, and continuity of services. By conceptualising this tension and clarifying the role of legal
regulation within it, this paper contributes to a deeper understanding of how individual rights, clinical
practice, and system-level imperatives can be balanced under recent challenges.

Our analysis focuses on the relationship between the human rights-based AAAQ framework
(availability, accessibility, acceptability, quality) (UN Committee on Economic, Social and Cultural
Rights, 2000) in one hand and the concept of health system resilience (World Health Organization,
2024) on the other. The AAAQ framework, explicitly formulated by the UN Committee on Economic,
Social and Cultural Rights in 2000, expresses a normative commitment to universal and equal ac-
cess to care, presupposing that health systems are capable of delivering at least a minimum stan-
dard to all. By contrast, resilience framework emphasises the capacity of the system to anticipate,
absorb, and adapt to shocks, often requiring prioritisation and the allocation of limited resources.
These frameworks thus operate according to different normative logics and come into structural
tension when not all individual entitlements (rights) can be realised simultaneously.

Scarcity also exposes a conflict between two distinct ethical frameworks: one oriented to-
ward the individual, and the other toward the system. While traditional medical ethics (Trizuljakova,
2017) is grounded in principles such as beneficence, non-maleficence, and respect for autonomy,
these principles are primarily oriented toward the individual patient. Public health ethics (Coughlin,
2008) is focusing control over variety of determinants to maintain health. In contrast, ethical reason-
ing at the level of the health system increasingly relies on additional principles, such as solidarity,
utility, duty to care, stewardship, and proportionality, which reflect the need to allocate limited re-
sources and maintain system functionality. These principles do not replace classical medical ethics,
but operate alongside it, often generating tension between the commitment to individual care and
the demands of population-level decision-making.

Many authors had addressed the issue of equitable allocation of resources in response
to an acute public health threat claiming the need to balance competing values (O'Sullivan, et al.,
2022; Emanuel, Persad, 2023). Emanuel and Persad (2023) developed a general ethical framework
for the allocation of scarce medical resources face to face to accute public health threats, identify-
ing key principles such as maximizing benefits, mitigating unfair disadvantage, and ensuring equal
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moral concern. Drawing on experiences from the COVID-19 pandemic, including triage protocols
and allocation frameworks (O'Sullivan, et al., 2022; Emanuel, Persad, 2023; Emanuel et al., 2020),
we argue that distributive justice becomes increasingly inherent to clinical practice under conditions
of scarcity. Decision-making is no longer confined to determining what is medically appropriate for
a particular patient but increasingly involves evaluating how limited resources should be distributed
across competing claims. In this context, clinical judgment becomes inseparable from consider-
ations of fairness, prioritisation, and system sustainability.

Within this tension, health law and legal regulation assume a crucial but often under-theo-
rised role. Law does not eliminate the need for allocation, nor law resolves the underlying conflict
between individual rights and system constraints. Rather, law structures this conflict by providing
the normative and procedural framework within which allocation decisions can be made. Legal rules
and principles — such as non-discrimination, proportionality, and due process — transform allocation
from an ad hoc or purely clinical practice into a legitimate and accountable form of decision-making.
In doing so, the law mediates between the logic of individual rights and the logic of system resil-
ience. For law, this creates a particularly demanding task: not merely to balance competing values
or principles, but to mediate between fundamentally different normative logics. This mediation role
becomes particularly visible in situations where not all rights can be simultaneously realised.

At the same time, legal regulation performs a limiting and protective function: it sets bound-
aries to prioritisation and prevents the complete subordination of individual entitlements to system-
level considerations. Thus, law simultaneously enables and constrains allocation, making visible the
structural nature of the tension it seeks to govern. In conditions of legal uncertainty, this mediation
function weakens, potentially leading to inconsistent or non-transparent allocation practices. Thus,
quality of laws and bylaws is crucial to ensure transparency, rationality, fairness in delivering health
care.

Preparedness frameworks institutionalise the expectation that scarcity must be managed
through allocation, not eliminated. Crisis preparedness framework transforms scarcity from an ex-
ceptional situation into a foreseeable and governable condition of health system operation. Sce-
narios of scarcity must be anticipated and allocation principles must be embedded into planning and
legal frameworks. As a result, allocation logic becomes integrated into the organisation of care and
care delivery even before crises occur. A prominent example on an international level is the WHO
Pandemic Agreement (World Health Organization, 2025).

As noted in the literature, “governments and policy makers must do all they can to pre-
vent the scarcity of medical resources” (Emanuel, et al., 2020, p. 2054). However, it is not always
possible to secure sufficient resources. Contemporary developments in health system governance
suggest that scarcity cannot be fully eliminated, but must increasingly be anticipated and managed.
In this sense, a tension emerges between the normative aspiration to avoid scarcity and the practi-
cal necessity of organising health care under conditions where limited resources are a persistent
reality. The resulting structural tension between individual rights, material constraints, and system
resilience is not a contingent failure, but a constitutive feature of contemporary health care systems.
We conclude, that scarcity does not alter the fundamental aim of medicine as ars curandi, but re-
shapes the conditions under which this aim can be realised. Thus, need for legitimacy, transparency
and legality of distributive mechanisms is of utmost importance and requires expertise overarching
traditional disciplinary boundaries.
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