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OD REDAKCIE / EDITORIAL

Bioetika pre 21. storocie !
Mili priatelia, December 2000

stretdvame sa na strankach naSho spolo¢ného casopisu vo velmi zvlast-
nom case: na prelome dvoch storoci, ktory je sucasne i zriedkavym striedanim
tisicroc¢i. Pripomina nim pominajaci charakter nasSej osobnej existencie v
tomto svete, ako ho pozname a zazivame, isti relativitu nasich kazdodennych
starosti, namah, ambicii, prikori, ispechov i prehier. Ozaj, vS§imnu si nebeské
hviezdy a galaxie ten na$ neobycajny prelom cCasov? A ako sa asi pozeraju ves-
mirne svety na nasu ,dolezita“ dobu?

Ako sa bude javit ,nase“ 20. storocie o takych, povedzme 50, 100 alebo
1000 rokov? Storocie vedy a techniky, letov na Mesiac, antibiotik a AIDS,
,V8eobecnej deklaracie I'udskych prav“ a dvoch svetovych vojen, ,sexuilnej
revoldcie“ a antikoncepcnej pilulky, hippies i Rodinovho ,Myslitela; storocie
uaspesnych transplanticii organov, rozvoja kardiologie a preventivnej medici-
ny, umelych obliciek, ,deti zo skaimavky“, umelého potratu i ispechov neona-
tologie; storocie opakovaného odsudenia i novej legalizdcie eutanazie, rozvoja
paliativnej mediciny a zakladania hospicov, vrcholiacej populacnej explozie a
zacinajucej popula¢nej implozie; storocie neslychaného plytvania a konzumu,
hladu a biedy, masakier a etnickych distiek, virtudlnej reality a internetu, sku-
toc¢nej vojny splyvajicej s hrou pocitacov a medidlnou senziciou; storocie ato-
movej bomby i Cernobyl'u, ochrany prirody a neslychanych ekologickych ka-
tastrof, ,Bioetickej konvencie® i ekoterorizmu, vzostupu a padu totalitnych
rezimov, masového rozsirenia drog a neslychanej prosperity i moci farma-
ceutickych gigantov; storocie rozlistenia genetického kodu i genému clove-
ka, eradikicie varioly a milionov umierajicich na podvyzivu a lahko liec¢itelné
infek¢né choroby; storocie televizie a masovokomunikacnych prostriedkov i
,vVelkych bratov“ podla Orwella, zapasov o slobodu, demokraciu, pravdu a

! English text see on p. 2. (pokracovanie na s. 2)




spravodlivost, diela Matky Terezy z Kalkaty; ¢i storocie
zrodu a rychleho vyvoja bioetiky...?

Na konci 20. storocia sa bioetika stala vyznamnou aka-
demickou disciplinou, ba dokonca akymsi intelektual-
nym spoloc¢enskym hnutim. Problémy, ktoré sa podujala
riesit sa jej pricinenim nezmensili, ba ich pocet i zavaz-
nost neustile narasti. Vedecky, technicky a technologic-
ky pokrok predbieha aj tie najsmelSie predstavy prognos-
tikov a autorov literatary science-fiction. Schopnost, po-
hotovost a ochota zodpovednej rozumovej reflexie mo-
rilnej dimenzie tychto novych skuto¢nosti neraz zaostava
v hibke, presved¢ivosti i plynticom case. Jej vplyv i hlas na
trhu senzicii sveta prehluSuji in€ priority a in€ zaujmy...

Aj samotna bioetika sa nie vZdy dokazala ubranit zvo-
dom popularity a populizmu, likavym reflektorom me-
didlnej slavy, ani vplyvu zdanlivo vSiemocnej moci penazi.
V prostredi moralneho pluralizmu a roz$ireného moral-
neho relativizmu si tazko hl'adala a eSte stile iba hlada
potrebny pevny zdklad pre svoju azda najvyznamnejsiu,
Jhistoricka“ alohu, pre svoje poslanie i dovod existencie
v lokdlnom aj globdlnom kultdrnom priestore 21. storo-
¢ia: byt svedomim cloveka i Iudstva, ukazovatelom smeru
i majakom na azda najhaklivejSich mravnych i existencial-
nych krizovatkach, aké doterajsia historia Zivota i Cloveka
na naSej Zemi pozna...

Je narocnou ulohou bioetiky na prahu nového storo-
¢ia, aby proti vSetkej neduzivosti, pochybovaniu, zlému
vkusu i pesimizmu post-totalitného a post-moderného
myslenia casti sucasnej intelektudlnej elity zodpovedne
hladala primerané vychodiska i spolahlivé smerovanie
pre novu analyzu, ale predovSetkym pre ucelenu, plno-
krvnu syntézu odvazneho a optimistického moralneho
pohladu vpred, tam, kde sa eSte len ukazuju prvé zore
prichadzajiceho nového sveta... Ani ‘slovenska bioeticka
Skola’; ani nd$ casopis, ale ani vy, vaZeni Citatelia a Cita-
telky, by ste pri tomto naro¢nom i zaujimavom hladani
odpovedi na odveké i celkom nové ,otizky zivota a smrti“
v tomto novom, ,nasom*“ 21. storo¢i nemali chybat.

Mnoho dobrych, pozehnanych rokov, dostatok dob-
rych a kvalitnych stranok na citanie i prilezitosti na pre-
myslanie a hladanie zmyslu, dobra a ozajstného I'udského
Stastia - a vObec: vSetko dobré, priatelia!

Dr. Jozef Glasa

Bioethics for the 21st Century

Dear friends, December 2000

we meet at the pages of our journal at a very special,
distinguished moment of time: at the turning point of
two centuries, which is at the same time also a rare mo-
ment of turning of two milenia. This remembers to us a
passing on character of our personal existence in this
world we know, some relativity of our everyday’s wor-
ries, troubles, efforts, ambitions, successes and failures.
By the way, will the stars and the galaxies of the Universe
note this extraordinary, important turning point of the
human time? And how would they see our era, such im-
portant in our own eyes?

How will ,our“ 20th century be seen in, say, 50, or
100, or even 1000 years? The century of science and
technology, journeys to the Moon, antibiotics and AIDS,
,General Declaration of Human Rights“ and the two
world wars, ,sexual revolution“ and the contraceptive
pill, hippies and the ,Thinker“ of Auguste Rodin; the cen-
tury of successfull organ transplantation, developments
in cardiology and preventive medicine, artificial kidneys,
Ltest tube babies®, legalisation of abortion and unprece-
dented developments in neonatology; the century of
repeated condemnation and legalisation of euthanasia,

development od paliative medicine and global hospice
movement, culminating population explosion and inci-
pient population implosion; the century of unprecedented
consume of the rich and of squandering, the one of mass
hunger and poverty, massacres and ethnic cleansing, vir-
tual reality and internet, real war mixed with the appa-
rent computer play and brutal media coverage; the centu-
ry of the atom bomb and Tchernobyl tragedy, nature
preservation and huge man-made environmental disas-
ters, ,Bioethics Convention“ and eco-terrorism, the rise
and fall of totalitarian regimes, the mass spread of drug
addiction and of the medicinal drug explosion; the cen-
tury of revealing of the genetic code and reading of the
human genome, eradication of variola, the milions dying
from infectious diseases for which relatively inexpensive
treatments exist; the century of television and mass
media - and of ,Big brothers“ according to G. Orwell,
struggles for freedom, democracy, truth and justice, the
work of Mother Theresa from Calcutta; or the century of
birth and rapid development of bioethics... ?

In the end of the 21st century, bioethics has become an
important academic discipline, even a kind of intellectual
social movement. Problems, that she has aimed to resolve,
however, have not grown smaller or more simple: their
number and complexity is even growing rapidly. Scientific
and technological progress is heading far beyond the most
crazy imagination of scientific prognosers and authors of
science-fiction literature. The ability, readiness and willing-
ness to an appropriate rational reflection of the moral
dimensions of new realities often lag far behind in time, or
depth, or in being convincing enough for the general lay
public. Its influence and voice is usually suppressed in the
marketplace of the world issues of importance by another
priorities or by other interests.

Even bioethics itself was unable to stay always free
from the temptations of popularity and populism, media
power and fame, and from the ubiquitous power of
money. In the present cultural environment of moral plu-
ralism and even moral relativism, bioethics has eagerly,
but with limited success so far, been looking for a com-
mon, firm ground and a point of departure in which to
root and from which to carry out its most important,
maybe ,historical“ mission to perform in the local and
global cultural milieu and life of the 21st century: to be
the conscience of man and the mankind, to become the
pointer and the lighthouse at the most difficult and dan-
gerous moral and existential crossroads ever walked
through by man in the history of life and mankind on the
Earth...

It is an important and challenging task of bioethics at
the beginning of the new century, to be eager and able -
despite all emaciation, doubts, bad taste and pesimism of
the post-totalitarian and post-modern way of thinking of a
good part of the contemporary intellectual elite - in look-
ing for appropriate background and pointing the paths
for a new analysis, but even more for the comprehensive,
‘fullblood’ synthesis of a courageous and optimistic view
forwards, overthere, where the first signs of the coming
dawn of the new world become to apear in the darkness...

Neither ‘slovak bioethics school’, nor our journal, but
also neither you, distinguished readers, should stay aside
in this exciting-to-be enterprise of looking for the novel
answers to both the ancient and brand new ,questions of
life and death® in this new, ,our” 21st century.

Many good, blessed years of courage, hope and joy;
many good pages of our journal to read and to think
through; plentitude of good occasions to think and look-
ing into and for the meaning, the good, and for the real
human happiness - in short: all the good, dear friends!

Dr. Jozef Glasa
Editor
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GENOMIC AND STEM CELL THERAPIES:
CONCERNS FOR SECULAR AND RELIGIOUS
ETHICS

Gerard Magill

Center for Health Care Ethics, Saint Louis
University, St. Louis, MO, USA

Abstract

The essay discusses significant ethical issues that are
emerging with the development of genomic therapies
and stem cell therapies. The analysis considers some cru-
cial issues aligned to genomic therapies through the lens
of secular ethics and other threshold issues aligned to
stem cell therapies through the lens of religious ethics.
The purpose is to illustrate how both secular and reli-
gious ethics can make significant contributions to the
new technologies associated with genomic and stem cell
therapies.

Key words: stemm cells, genomic therapy, secular and
religious ethics.

Introduction

Recent breakthroughs in molecular medicine and the
astounding technique of somatic cell nuclear transfer
have generated great expectations both for genomic
therapies and stem cell therapies. Mapping techniques in
molecular medicine have brought us the first draft of the
human genome. And mastery of somatic cell nuclear
transfer has enabled us to research the amazing potential
of human stem cells. These micro-technologies also raise
significant questions for secular and religious ethics. This
essay provides an overview of the main concerns that
require ethical discourse for these therapies. The first
part of the essay relates genomic therapies to secular
ethics; and the second part of the essay relates stem cell
therapies to religious ethics. The purpose here is simply
to illustrate how both secular and religious ethics can
make significant contributions to the emerging technolo-
gies associated with genomic and stem cell therapies.

Mapping the Human Genome

To begin, a definition of terminology may help. Gene-
tics refers to gene inheritance, traits, and mutations over
generations. Genomics refers to the systematic identifica-
tion and analysis of human genes and their functions,
such as tracing the molecular pathway between a muta-
tion and tumor.

At the end of June 2000, in a combined ceremony that
included the United States government’s Human Geno-
me Project and Celera Genomics from the private sector,
the completion of the first draft of the human genome
was announced. And even before this first draft, exciting
genetic therapies had been in the news.

For example, on September 2, 1998 the Advisory
Committee of the U.S. Food and Drug Administration re-
commended approval of a drug called Herceptin for wo-
men with advanced breast cancer. Made by Genentech,
based in San Francisco, this drug marked the long-awai-

ted beginning of a new wave of molecular based drugs.
This is a genetically engineered drug for the treatment of
patients whose breast cancer has metastasized. The cru-
cial change in this type of drug is that while chemothera-
py kills fast-multiplying cells (both healthy and cance-
rous), Herceptin targets the genetic alteration linked to
the cancer. Since 1998 there has been a remarkable acce-
leration in genetic science and technology that is likely
to transform the landscape of treating disease as we cur-
rently understand it today. There are many examples of
private sector research on genomic therapies: Genzyme
is working on Gaucher’s disease; Genentech is focusing
upon clots; Pfizer is working on the EGF receptor for
cancer; Glaxo is specializing in diabetes and psoriasis;
and Genset is examining schizophrenia.

The first gene therapy protocol was presented to the
U.S. Human Gene Therapy Subcommittee on September
14, 1990. This was the first officially sanctioned human
gene-therapy experiment. The experiment was to treat a
4 year old girl with adenosine deaminase (ADA) deficien-
cy by providing the missing gene that produces the criti-
cal enzyme (adenosine deaminase). Optimistic outcomes
have been reported in the subsequent literature. Since
then, the target diseases have included: cancers; HIV/AIDS;
genetic diseases (e.g., cystic fibrosis); and many other dis-
eases (e.g. rheumatoid arthritis, cardiovascular disease,
liver fibrosis, viral infections etc). Breakth-roughs are
occurring with increasing frequency as evidenced when
researchers identified the Reed-Sternberg cell of Hodg-
kin’s Lymphoma. The science of the human genome
(genomics) is developing at an amazing pace through the
combination of automated gene-sequencing technology
and super-computers. The race is on between the Govern-
ment's Human Genome Project and private sector indust-
ry to complete the final draft of the human genome.

This progress in molecular medicine raises significant
ethical questions for the secular domain. Fortunately, in
the United States there has been a concerted effort to in-
tegrate ethics discourse into the technological advances
of genomic science. To understand this focus upon ethics
it helps to recall the main objectives of the U.S. govern-
ment’s Human Genome Project. These objectives include
the following: spelling out the 3 billion bases in the hu-
man genome with an accuracy of above 99.99%; sequen-
cing the human DNA in all 100,000 genes and making
the sequence affordable; and providing accessibility of the
human DNA sequence via databases within 24 hours [1].
To accomplish these objectives the U.S. government’s
Human Genome Project has several priority areas, as fol-
lows: large scale sequencing; functional analysis of the
human genome; pursuing genetic variations and genome
infomatics; enhancing genome research training and
career development; and studying the ethical, legal, and
social implications of the project [2].

The last item in the list of priorities encapsulates the
adherence of the U.S. government’s Human Genome
Project to ethical principles. As long ago as February
1985 the National Institutes of Health (NIH) Human Ge-
ne Therapy Subcommittee identified seven points to gui-
de the design of genetic protocols: ,Points to Consider in
the Design and Submission of Human Somatic-Cell Gene
Therapy Protocols.“[3] These seven points implemented
general ethical principles that have been adopted widely
in the United States: the ethical principles of benefi-
cence, fairness, and respecting patient autonomy. The
NIH seven points for gene therapy protocols integrate
these ethical principles by addressing the following ques-
tions. (1) What is the disease to be treated? The point
here is that the disease or condition should be serious or
life-threatening. (2) What alternative treatments are avai-
lable? Here, gene therapy may be avoided if there are
alternatives at reasonable cost with minimal side effects.
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(3) What is the potential harm of the intervention? The
harm should be assessed with regard to the relevant data,
for example from preclinical studies; moreover, atten-
tion must be given to the reliability of the vectors that
deliver the therapy to avoid infection. (4) What is the
potential benefit of the intervention? Again, based espe-
cially on preclinical studies, there must be a probability
of benefit to the patient combined with a rigorous scien-
tific design for the research. (5) How will selection occur
in a way fair to all candidates? The point here highlights
the reality that a fair selection process is more difficult to
establish for prevalent conditions. (6) How will volun-
tary and informed consent be solicited? This point addres-
ses the widely recognized problem of conveying ade-
quate knowledge that can be comprehended by the
patient in a field where science is so complicated. (7)
How will privacy and confidentiality be preserved?

Of course, ethical discussion alone will not prevent
errors and mistakes, so governments need to continue
their regulatory oversight of this fast-changing landscape.
An obvious reason for such oversight was abundantly evi-
dent after the unfortunate case of the first reported gene
therapy death in the United States. On September 10,
1999, Jesse Gelsinger died in a gene therapy trial at the
University of Pennsylvania. This young man died with
severe immune reaction to an experimental genetic the-
rapy virus for an inherited liver disease. His family filed
law suit in September 2000 alleging fraudulence and neg-
ligence in recruiting this patient - and this included the
first law suit against a medical ethicist in the US. The suit
was settled out of court in November 2000 [4].

The need for government oversight and social con-
sensus in the development of new therapies will become
increasingly important as new technologies emerge.
Such oversight and consensus seems urgent in the emer-
ging arena of stem cell research. This consensus building
needs to include religious ethics because the fundamen-
tal respect for human life is unavoidably entangled in
embryonic stem cell research.

Developing Stem Cell Therapies

On August 23, 2000 the National Institutes of Health
announced new guidelines to permit stem cell research
derived from human embryos [5]. This astounding deci-
sion raises serious concerns in both the foundational and
me-dical aspects of health care ethics. At the levels of
foundational ethics and of medical ethics, the NIH deci-
sion constitutes an unfortunate assault on human life
that pursues medical therapies for patients with disease
or disability at the price of destroying or discarding hu-
man embryos. To analyze the impact of the NIH guide-
lines upon human life it can be helpful to consider the
religious perspective of Catholic ethics that upholds the
res-pect for life so strenuously. It is no surprise that the
Vati-can and the U.S. Bishops have focused upon this
basic problem of respecting human life [6]. To clarify the
ethical quandary here the essay considers the impact of
the NIH guidelines upon the delivery of Catholic health
care in the United States.

On the surface there may appear to be little immedia-
te impact insofar as Catholic health care will prefer not
to become involved with embryonic stem cell research.
But closer scrutiny suggests that Catholic health care will
have great difficulty avoiding the issue when stem cell
therapies emerge. Unlike other ethical quandaries about
human life, such as abortion, it will be much more diffi-
cult for Catholic health care to keep clean hands with
regard to stem cell therapies. After all, by avoiding abor-
tion one service is declined. But what will happen if
Catholic health care declines using an array of stem cell
therapies that may stretch across the continuum of care,

from neurological diseases to cancers to transplants? And
if Catholic health care opts not to use these new thera-
pies when they are developed, will others in the secular
or the for-profit arena have such a competitive edge that
Catholic health care will no longer be financially viable?
Simply, the NIH guidelines have far-reaching conse-
quences for the continuance of Catholic health care - espe-
cially when it seems likely that extensive clinical trials on
stem cell therapies might begin within 3-5 years time.

The really tricky dilemma, then, that is raised by the
NIH guidelines is not whether Catholic health care should
pursue embryonic stem cell research - of course it will
far prefer not do so because of the respect for the human
embryo. Rather, the dilemma is whether Catholic health
care may avail itself of the stem cell therapies that are
will result from this research, especially if those thera-
pies so permeate clinical practice that Catholic health
care could not compete effectively without using them.
There is an important principle in ethics that may shed
light on this unfortunate scenario - the principle of co-
operation. This principle forbids formal cooperation that
entails intending the wrongdoing of others (such as the
destruction of human embryos after harvesting embryo-
nic stem cells). But the principle can permit material
cooperation with the wrong doing of others in circum-
stances that genuinely limit moral freedom. Could the
use of stem cell therapies by Catholic health care be justi-
fied by appeal to the principle of material cooperation?
To address this question properly it is important to grasp
the significance of stem cell research in modern medi-
cine.

In 1998, U.S. scientists refined the method to isolate
and culture human embryonic stem cells. Using the tech-
nique of somatic cell nuclear transfer that was pioneered
by the Roslin Institute in Scotland to clone the renowned
ewe Dolly (in 1997), scientists in a laboratory at the
University of Wisconsin-Madison isolated and cultured
human embryonic stem cells for the first time. Then, du-
ring summer 2000, another team of U.S. scientists announ-
ced some success with adult bone marrow stem cells.
The advantage of stem cells is that they have the versatili-
ty to be reprogrammed to grow other kinds of bodily
organ or tissue. If stem cell research facilitates organ
regeneration the annual death rate of nearly 4,000 pa-
tients awaiting transplants in the U.S. can be reduced sig-
nificantly. And stem cell therapies might include grow-
ing neurons to replace nerve cells in the brain or nurtu-
ring pancreatic cells to produce insulin for diabetics.
These therapies may cater for conditions far beyond our
reach today: Alzheimer’s, Parkinson’s, multiple sclerosis,
spinal cord injuries, and many cancers [7]. Of course, it is
honorable for science to enhance the human condition
in this way. However, ethics must ask science to consider
the means used to accomplish its end of benefiting
humanity - ethics forces us to question whether we ought
to pursue the benefits and therapies of stem cell research
that may save human lives by means that destroy human
embryos?

The NIH guidelines permit federal support, with tax-
payer funds, for research on stem cells from human
embryos that are unavoidably destroyed in the process of
harvesting the cells. These guidelines seem to evade the
spirit of a U.S. Congressional ban on this matter. Since
1996, Congress in its Appropriations Bill for the Depart-
ment of Health and Human Services has forbidden the
use of federal funds for research in which ,embryos are
destroyed, discarded or knowingly subjected to risk or
injury.“ Technically, the NIH guidelines do not violate
this prohibition because the agency’s researchers will
not extract the stem cells. That is, NIH researchers must
obtain these stem cells only from other agencies, typical-
ly via private companies that extract the stem cells from
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aborted fetal tissue or from frozen embryos earmarked
for destruction in fertility clinics. This stance by the NIH
appears to be calling upon the principle of cooperation.
That is, the NIH tries to create a distance between other
agencies that harvest the stem cells from embryos and
the use of the stem cells by NIH funded researchers.
Nonetheless, it is difficult to argue that research on
embryonic stem cells is not morally complicit with the
destruction of the embryo from which the cells were har-
vested. The question that Catholic health pursues is
whether its future use of stem cell therapies derived
from this research also would be morally complicit with
the wrongdoing of destroying human embryos.

Another case that seems similar to this situation may
shed some light. Several decades ago, cells derived from
aborted fetal tissue were used in the development of vac-
cines. The production of vaccines today, such as for he-
patitis A, uses the cell line derived from the isolation of
those original cells. Health care today can use these vacci-
nations by legitimately calling upon the principle of
material cooperation. Because only the cell line is used
today, not fetal tissue, the development of beneficial vac-
cines is sufficiently distant and distinct from the origina-
ting fetal cells as to avoid the charge of moral complicity
with the original abortion. This situation is very different
from the scenario that develops therapies from stem cells
actually harvested from human embryos. Catholic health
care will be very attentive to the relation between stem
cell therapies and the destruction of human embryos.
Because of the dramatic problem that will arise from
therapies developed from stem cells that required the
destruction of human embryos, Catholic health care
needs to adopt a proactive stance with regard to this new
research. Two important steps are worth pursuing.

First, from the perspective of science, stem cell re-
search can be an honorable undertaking. But this research
must be pursued via avenues that do not raise the ethical
quandary of destroying human embryos. For example,
cells can be harvested from umbilical cord blood or hu-
man placentas - scholarly reports suggest these are rich
resources of stem cells. Also, science needs to pursue
resources for adult stem cells, such as bone marrow stem
cells that replenish red and white blood cells daily. These
stem cells may not be as versatile as embryonic cells. But
by following the high road of ethics, biotechnology may
make discoveries that cannot yet be imagined. There may
be alternative ways to harvest versatile stem cells without
having to destroy human embryos.

Second, from the perspective of ethics, a policy deba-
te about using embryonic stem cells needs to be fostered.
What a pity if ethical discourse on stem cell research is
short-circuited! Skirting this debate in the U.S. is destined
at best to create friction between Congress and the NIH
and at worst to widen the chasm between science and
society. What a pity if these technological marvels pro-
ceed in the long shadow of ethical compromise! Develo-
ping stem cell therapies that entail destroying embryos is
destined to further fragment the delivery of care by in-
creasingly separating patients and providers on grounds
of conscience.

However, engaging a policy debate on stem cell re-
search can help to bridge biotechnology and ethics. Each
step on this bridge will determine the next. Already
Britain is considering legislation to clone human embryos
for stem cells - who would have thought this Brave New
World scenario would be here so soon! Britain’s govern-
ment announced it would propose legislation that would
go beyond its current approval of using human embryos
for stem cell research: the new legislation will permit
cloning of human embryos for medical research while
retaining the current ban against implantation to create
babies. Previously, in 1990 Britain’s ,Human Fertilisation

and Embryology Act“ permitted some targeted research
on embryonic tissues obtained via aborted fetuses or
spare embryos from in-vitro fertilization techniques. In
August 2000, after Britain’s Chief Medical Officer Liam
Donaldson endorsed research on embryonic stem cells
for tissue and organ regeneration, the government announ-
ced it would submit legislation to parliament in the next
session [8].

It is evident that stem cell therapies will pose a serious
challenge to the continuance of Catholic health care
within a few years time. If the principle of cooperation
will not justify the use of stem cell therapies because
they are complicit with the destruction of human emb-
ryos, then Catholic health care may find itself unable to
compete in a delivery environment that uses such thera-
pies across the continuum of care. Faced with this
specter of the sudden demise of Catholic health care,
now is the time to engage a policy debate on the NIH
guidelines. If Catholic health care sits back considering
federal funding for embryonic stem cell research as
mostly a problem for scientists in other facilities, a strate-
gic mistake will be made that may effectively unravel its
future viability.

Conclusion

Medicine is on the cusp of developing a vast array of
genomic therapies and stem cell therapies based on
breakthrough discoveries in molecular medicine and
somatic cell nuclear transfer. These micro-technologies
raise significant questions for secular and religious
ethics. The essay has discussed this emerging scenario by
considering some crucial issues aligned to genomic thera-
pies through the lens of secular ethics and by conside-
ring other threshold issues aligned to stem cell therapies
through the lens of religious ethics. The purpose has
been to illustrate how both secular and religious ethics
can make significant contributions to the new technolo-
gies associated with genomic and stem cell therapies.
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Abstrakt

Prehladna praca sa zobera praktickym pristupom k
rieSeniu etickych problémov v kazdodennej oSetrovatel-
skej praxi. Aplikuje pristup klinickej etiky v podmien-
kach oSetrovatelskej starostlivosti. Prehladne komentuje
etické systémy a pristupy vyznamné z hladiska sucasnej
klinickej etiky. Upozoriiuje na potrebu kontinudlneho
multilaterdlneho dialégu vSetkych zainteresovanych -
¢lenov osetrujuceho timu (lekdrov, sestier i dalSich pra-
covnikov), pacientov, ich rodinnych prislusnikov a pria-
telov, manazmentu zdravotnickych zariadeni, a pod.; pri
hladani optimdlnych rieSeni, ktoré by reSpektovali dostoj-
nost, [udské prava i skutocné dobro vSetkych zucastne-
nych osob.

KTItiicové slova: oSetrovatel'stvo, oSetrovatelska etika,
klinicka etika, etické systémy, etické uvaZovanie a rozhodo-
vanie.

Nakolko sa z roznych dévodov oneskoruje vydanie
druhého dielu ucebnice osetrovatelskej etiky, ktorej prvy
diel vysiel vo vydavatelstve Osveta v roku 1998 [2], roz-
hodli sme sa poniiknut nasej odbornej verejnosti uprave-
ny text uvodnej casti spominaného druhého dielu uceb-
nice. Dovodom je jednak trvajuci nedostatok vhodnych
textov v slovenskom jazyku, ktoré by danu problematiku
prehladnejsie spractivali s ohladom na potreby osetrova-
telskej praxe, ako aj snaha vyvolat diskusiu a ziskat pripo-
mienky ,zainteresovanych: tak ucitelov, ako aj Studentov
osetrovatelstva, ale tieZ pripomienky a nimety sestier zo
sirokej osetrovatel'skej praxe. Podotykame, Ze nasleduju-
ci text ma byt v plinovanej ucebnici nasledovany special-
nymi kapitolami preberajicimi konkrétne etické prob-
lémy jednotlivych oblasti modernej mediciny a osetrova-
telstva. Ma vytvorit metodicky rimec pre mordlne uva-
Zovanie a riesenie praktickych etickych otazok.

Zavazinost etickych problémov
v sucasnej medicine a oSetrovatel'skej praxi

Sucasna medicina a zdravotnictvo, v prostredi kto-
rych pracuje sestra pri poskytovani oSetrovatel'skej sta-
rostlivosti, ako aj pri inych odbornych ¢innostiach, ktoré
charakterizuja vykon jej profesie, prindSaju v dennej pra-
xi mnoho zavaznych a komplikovanych problémov etické-
ho charakteru.

Ide o situacie, kedy je potrebné rozhodnut o dalsom
postupe diagnostiky, lieCby a o3etrovatel'skej starostli-
vosti u konkrétneho pacienta, pricom treba vybrat kon-
krétny postup z viacerych ,medicinsky spravnych“ moz-
nosti, ktoré v§ak maju roznu mordlnu (eticki) hodnotu
pre pacienta, jeho pribuznych, lekdra, sestru, d'alsich cle-

nov zdravotnickeho timu, ¢i spolo¢nost ako celok.
Jednotlivé mozZnosti, ktoré prichadzaju do tvahy pritom
na prvy pohlad vyzeraju rovnako spravne a opravnené.
Nizory ,rozumnych, informovanych a dobromyselnych
Iudi“ na dalsi postup v danom pripade sa mozu Ciastocne
alebo uplne roznit. Rozhodnutie sa navySe neraz Ziada
pod znaénym casovym tlakom a v situdcii, kedy eSte
chybaju vsetky potrebné informaicie. Vykonat lieCebny
alebo oSetrovatel'sky vykon prindsa urcity sahrn predvi-
datel'nych dosledkov, ,nerobit ni¢“ md rovnako konkrét-
ne dosledky a dopad na dalsi vyvoj ochorenia, na zdravie
alebo i na Zivot pacienta. Vyznamnym zdrojom narastaja-
cich etickych problémov su aj nové moznosti v diagnos-
tike a liecbe, ktoré prinasa vedecky pokrok, vyvoj samot-
nej mediciny a modernych medicinskych technoloégii.
LZdravy rozum®, klinické skusenosti, osobnia moralna
integrita a dobré umysly nezarucuju, Ze zdravotnicky
pracovnik sa v danej situdcii, vzhladom na zloZitost argumen-
tacie ,pre a proti“, bude vediet vzZdy spriavne rozhodnut.

Klinicka etika

V tejto situacii modernej mediciny a oSetrovatelstva
sa rozvija novy interdisciplinirny odbor - klinicki etika
(alebo klinicka bioetika) [5, 7]. Ma pomOct zdravotnic-
kym pracovnikom identifikovat a riesit etické problémy,
s ktorymi sa stretavaju pri praktickom rozhodovani o
dalSom postupe vo svojej kazdodennej praci.

Ulohou klinickej etiky je predovsetkym:

a) Identifikovat etické problémy ako také, odlisit ich
od otazok ,cisto medicinskeho“ rozhodovania, ako aj
puheho interpersonalneho konfliktu.

b) ZhromaZdovat a poskytovat informicie o etickych
problémoch a ich dosial znamych rieSeniach.

c) Objasiiovat dovody konkrétneho rozhodovania
v klinickej praxi. V pripade eticky kontroverznych, nejas-
nych situdcii sa ¢asto ako ,konec¢né slovo“ uvadza nie
vidy dobre definovany poukaz na ,prava“, svedomie,
alebo morilku zacastnenych osob.

Poukaz na priva (pacienta, pribuznych, zdravotnikov,
atd’.): ,Ma / maju na to pravo.“ Prdva st opravnené naroky
jednotlivca voci druhym alebo voci spolo¢nosti, ktori
maju povinnost tieto naroky splnit (pozri kapitolu 2
v [2],s. 58 - 67a [3]). Problémom tohto spdsobu dévode-
nia byva, Ze mnohé ,prava“ nie su vSeobecne uznané, pri-
jimané, alebo dokonca predstavuju Skodlivé, neoprav-
nené naroky (napr. ,pravo na smrt, eutaniziu, pomoc pri
samo-vrazde“, ,pravo na zmenu pohlavia“, atd.), pri-
padne, Ze v danej situdcii sa uplatiuja prava, koré su
v konflikte (napr. pravo na zachovanie mlcanlivosti o
otdzkach zdravotného stavu - napr. o sexudlne prenos-
nom ochoreni, a privo ohrozeného c¢loveka (manzela/Ky,
sexudlneho partnera/Kky) poznat riziko a chranit sa proti
nemu, pripadne sa liecit).

Poukaz na svedomie. Zdovodnuje dané rozhodnutie
ako ,vec svedomia“. Svedomie umoznuje ¢loveku vlastné,
subjektivne hodnotenie morilnej hodnoty daného skut-
ku (moralne dobry - zly, moralne spravny - nespravny).
Konanie v rozpore so svedomim prindsa vnutorné zahan-
benie a pocit viny, narusenia osobnej mravnej celistvosti
(integrity). Nutenie osoby, aby konala proti svojmu vnu-
tornému presvedceniu je hlboko dehumanizujice,
ponizuje dostojnost cloveka. ReSpektovanie seriozne cha-
panej ,slobody svedomia“ patri medzi zakladné Tudské
prava.

V tejto suvislosti treba vidiet aj otazku tzv. vyhrady
svedomia zdravotnickeho pracovnika (napr. voci ucasti
pri sterilizacidch, umelych potratoch, apod.), ktord je
v demokratickych krajinach garantovana zakonom. Prob-
Iémom tohoto typu zdovodnenia v konkrétnej situacii
moze byt, ak sa tymto sposobom zdovodiuju eticky pro-
tichodné stanoviska, alebo ak niektoré nezodpovedné
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osoby tymto sposobom ,zdovodnuja“ alebo racionalizuju
sebecky alebo nemorilny postup (skutok).

Poukaz na mordlku. Na tomto mieste je vhodné si
pripomenut prakticky rozdiel medzi pojmami moralka a
etika (ktoré sa neraz ,popularne“ pouZzivaju tak, akoby
znamenali to isté).

Morilka predstavuje suhrn pravidiel spravneho (dob-
rého) konania (spravania), ktoré sa zvycCajne prijimaja
ako také na zaklade existujucej tradicie, bez zvlaStneho
rozumového uvazovania alebo zddévodnovania. Mordlne
konanie zodpoveda prijatym zvyklostiam a presvedceniu
danej skupiny ludi (napr. rodina, spolo¢enstvo, narod,
stat, apod.), danej kultire. Problémom byva, Ze beZné
mordlne pravidld su nezriedka madlo Specifické pre
rieSenie konkrétnych, zloZitych otazok sucasnej medi-
cinskej a zdravotnickej praxe.

Etika je castou filozofie (filozofickou disciplinou),
ktora sa systematicky zaobera skimanim pravidiel sprav-
neho (dobrého) konania (spravania), priCom sa zameria-
va na dovody (,preco?“ - ,z akého dovodu?“), pre ktoré
dané konanie (spravanie) mozno povazovat za spravne
(dobré€). VyZaduje zdovodnenie daného nazoru na zak-
lade rozumovych (racionalnych) argumentov. Problé-
mom sucasnosti je, Ze nateraz neexistuje eticky systém,
ktory by bol vSeobecne a do dosledkov prijaty. Naopak,
sucasna situdcia je charakterizovana znacnym etickym
pluralizmom, t.j. existenciou mnohych etickych systé-
mov, ktoré vedu k réoznym, neraz i protichodnym zive-
rom pri rieSeni konkrétnych etickych problémov (pod-
robnejsie v kapitole 1 v [2], ako aj v dalSom texte,
tabulky 5-13 a [1,6, 7).

d) Navrhovat etické smernice pre postup v konkrét-
nych klinickych situdciach. Pri zohladneni sucasnej plu-
rality etickych systémov sa klinickd etika snaZi ponuknut
urcitd pomoc pri rozhodovani o konkrétnych etickych
problémoch v klinickej praxi prostrednictvom etickych
smernic (angl. guidelines).

Pri priprave takychto smernic identifikuje oblasti a
problémy, v ktorych existuje viac alebo menej vyhraneny
stihlas (konsenzus) o tom, ¢i urcité konanie (spravanie)
je dobré (spravne) alebo zlé (nespriavne, nepripustné).
Poukazuje aj na problémy, pri rieSeni ktorych existuju
etické rozpory alebo aj protichodné stanoviska, v zavis-
losti od uplatnenia rozdielnych etickych systémov (napr.
deontologicky pristup voci utilitaristickému).

Niekedy sa v tejto stupnici rozliSuje z etického hla-
diska konanie obligatorne (,povinné“; lekar alebo zdra-
votnicky pracovnik ma eticka povinnost dany postup
realizovat, napr. poskytnut prva pomoc, hovorit pravdu,
nepodvadzat pri vystavovani potvrdeni alebo hlaseni pre
poistoviiu), konanie fakultativne (pripustné; dany postup
sa mdze ale nemusi realizovat, a to alebo preto, Ze argu-
menty ,za a proti“ su celkom vyrovnané, alebo realizo-
vanie ,optimdlneho* alebo ,heroického“ (hrdinského)
postupu nie je moZné z praktického alebo I'udského
hladiska ocakavat (napr. ubytovanie a starostlivost o
socialne neprispdsobivého bezdomovca vo vlastnom
byte)) a konanie nepripustné (dany postup sa nesmie
realizovat, napr. podat pacientovi smrtiacu davku ,lieku®).

Zodpovednost sestry
ako morilneho {initela

Vicsina zavaznych rozhodnuti o diagnostike a liecbe
konkrétneho pacienta je povinnostou a zodpovednostou
oSetrujuceho lekara.

Sestra vo svojej praci viak nielen vykondva Specializo-
vané ukony a vykony podla ordindcie lekdra (napr. po-
danie lieku) alebo v priamej spoluprici s nim (asisto-
vanie pri vykonoch), ale poskytuje samostatne Specifické
uakony vlastnej oSetrovatelskej starostlivosti, pricom je

v tzkom, priamom a z Casového hladiska aj najvyznam-
nejSom kontakte s pacientom a jeho pribuznymi. Je
prvou kontaktnou osobou pri mnohych otidkach pacienta
a pribuznych, ktorymi sa obracaju na zdravotnickych
pracovnikov. Je dnes stidle vyznamnejSou, ba klticovou
c¢lenkou zdravotnickeho timu. Preto je velmi dolezité a
potrebné, aby sestra poznala a do istej miery zdielala
etické postoje oSetrujucich lekarov, zdravotnickeho timu
(tzv. konsenzualne postoje, t,j. postoje, v ktorych je spo-
lo¢ny stihlas timu), aby ich vedela sama pochopit, prijat a
rozumove ich zdovodnit. Na druhej strane je potrebné,
aby sestra poznala a vedela porozumiet i odliSné moralne
postoje samotného pacienta, ¢i jeho pribuznych ku kon-
krétnym vykonom alebo postupom poskytovanej starost-
livosti a bola pripadne aj ,advokdtkou“ tychto postojov
pri rozhodovani v ramci zdravotnickeho timu.

Osetrovatelskd ¢innost sestry, ktorou zabezpecuje
naplnenie zikladnych Zivotnych potrieb cloveka - pacien-
ta v situdcii jeho uplnej alebo ciasto¢nej odkazanosti a
zranitel'nosti danej naruSenym zdravotnym stavom, ma
sama osebe nezanedbatelny moralny (eticky) rozmer.

Sestra pri vykone svojho povolania vystupuje ako
mordlny cCinitel: jej slobodné rozhodovanie a profe-
siondlne konanie ma zavazné dosledky pre konkrétnych
I'udi (pacient, pribuzni, kolegyne a kolegovia), pre samot-
nu sestru, pre zdravotnicku profesiu i pre celd spoloc¢-
nost. Nesie so sebou zavaznu morilnu zopodvednost. Pre-
to sestra pri vykone svojho povolania, podobne ako ostat-
ni zdravotnicki pracovnici, ma v sebe pestovat vlastnosti
a ¢rty zodpovedného moralneho ¢initela (Tabulka 1)
(podrobnejsie v kapitole 3 v [2],s. 71 - 89).

Tabulka 1
Vlastnosti a ¢rty zodpovedného moralneho cinitela

O mordlna citlivost - schopnost spoznat situdciu
moralneho problému (dilemy)

U morilne reagovanie - aktivne a uvazlivo reagovat na
moralny problém

0 mordlna zodpovednost - ochota prijat a prijatie zod-
povednosti za vlastné rozhodnutia, za vyber z r0z-
nych moznosti a za svoje konanie

O mordlny charakter - je charakterizovany pritom-
nostou a kultivovanim cnosti, t.j. nauc¢enych vzor-
cov moralneho konania (spriavania), ktoré umoz-
nuju cloveku rozhodovat sa a konat v stilade s tym,
¢o si vazi a o ¢om je presvedceny ako o morilne
dobrom, spravnom skutku

0O morilne uvedomenie - uwvedomelym a kritickym
sposobom si vazit a konat podla hodnot, ktoré su
v sulade s dobrym mordlnym charakterom a mrav-
nou integritou

O mordlne uvaZovanie - schopnost rozumového
rozboru mordlnych (etickych) problémov, ktora je
nevyhnutna pre pochopenie, vysvetlenie a zdovod-
nenie prijatych rozhodnuti, vyberu z réznych moz-
nosti a navrhovaného rieSenia tychto problémov

O mordlna iniciativnost - osobné angazovanie sa pre
vytvaranie takej kultiry (na pracovisku, v spoloc¢-
nosti, atd".), ktord by ulahcovala morilne rozhodo-
vanie a moralne dobré konanie (spravanie)

Cielom vzdeldavania a profesiondlneho i osobnost-
ného rastu sestry je preto nielen ziskavanie konkrétnych
zdravotnickych vedomosti, potrebnych pre poskytovanie
kvalitnej oSetrovatel'skej starostlivosti, ale aj postupné
nadobudnutie patri¢nej osobnostnej zrelosti a etickej
kompetencie. T4 spociva nielen v poznani a zvladnuti
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potrebnej vedomostnej zakladne a principov morilneho
uvazovania, v schopnosti metodicky analyzovat a ,rieSit”
moralne problémy (etické dilemy), ale predstavuje pre-
dovsetkym schopnost zodpovedného, praktického a
cielavedomého moridlneho rozhodovania a konania
v konkrétnej situdcii oSetrovatel'skej praxe.

Prakticky pristup pri rieSeni
etickych problémov

Prakticky pristup pri rieSeni etickych problémov
mozno rozdelit do niekolkych, navzijom previazanych
krokov (Tabulka 2) [5, 7]. Systematicky postup napo-
moze dosiahnut, aby sa Ziadne dolezité okolnosti pripadu
neprehliadli a aby rozhodnutia prijimané v klinickej a
osetrovatel'skej praxi boli vnttorne konzistentné.

Tabulka 2
Prakticky pristup pri rieSeni etickych problémov

1. Zhromazdovanie informicii o konkrétnom pripade.
2. Identifikacia a rozbor etick€ého problému.
3. RieSenie konfliktu (etickej dilemy).

1. ZhromaZdovanie informacii
o konkrétnom pripade

Etické rozhodovanie v klinickej praxi si vyZaduje
presné a spolahlivé informacie. Ide najmd o odpovede na
nasledovné okruhy otizok:

a) O akii situdciu ide z medicinskeho hladiska? (diag-
noéza, priebeh, aktudlny stav a prognoéza vyvoja ochorenia,
moznosti lie¢by (kurativna alebo paliativna liecba?) a
oSetrovatel'skej starostlivosti, mozné komplikacie, medi-
cinske a oSetrovatel'ské nezname*“ v danom konkrétnom
pripade).

b) Aky je ndzor pacienta? Ide o mentilne kompetent-
ného pacienta? Je mentalna kompetencia pacienta dosta-
to¢nd pre dané rozhodnutie? Ma pacient zikonného zas-
tupcu?

©) Aké sii ndzory pribuznych? Aka vahu maji mat tieto
nazory pri rozhodovani o dalSom postupe u pacienta?

d) Aké si nazory zdravotnickeho timu? (lekirov, ses-
trier, psycholéga, socidlneho pracovnika, duchovného,
apod.) Existuje konsenzus alebo sa v time vykytuja odlis-
né nazory? Su odlisné nazory v protiklade? Ide dokonca o
interpersonalny konflikt? Su niektoré odlisné nazory
potlicané? Maju v3etci ¢lenovia oSetrovacieho timu pri-
merani moznost vyjadrit svoj nazor, pochybnosti?

e) Aké sii dolezité praktické strinky daného pripadu?
Sa pritomné emociondlne niaro¢né okolnosti, interper-
sonalny konflikt, nedostato¢na komunikicia, ,konflikt
zaujmov*, ¢asovy tlak? Existuju pisomné smernice pre
takyto pripad (na Grovni nemocnice, zdravotnickeho za-
riadenia, celoStatne (napr. metodicky list, odborné us-
mernenie, vyhlaska, zikon))? Aky byva obvykly postoj
zdravotnej poistovne v podobnych pripadoch? Ako sa
v podobnych pripadoch postupovalo v raimci daného
zdravotnickeho zariadenia, v inych zdravotnickych zaria-
deniach (na Slovensku, v zahranic¢i)? Existuje postup,
ktory je dostupny iba v zahranic¢i? Su dovody na odporu-
cenie takejto liecby?

2. Identifikicia a rozbor etického problému

O Kedy ide o eticky problém?

Ako spoznime, Zze mame do cinenia s ,etickym prob-
Iémom*? Najcastejsie je to vtedy, ked pri rozhodovani o
dalSom diagnostickom, lieCebnom alebo oSetrovatel-
skom postupe sa ocitneme v situdcii neistoty: mame via-
cej moznosti a nevieme, ktora z nich je ,spravna“, ,JepSia

pre pacienta®, ;morilne (eticky) unosna, pripustna”. Py-
tame sa, Co je a €o nie je v danej situdcii nasou povinnos-
tou a preco.

Inokedy prezivame situdciu, Ze rdzni lekari, sestry,
sam pacient alebo jeho pribuzni maju odliSné alebo aj
celkom protikladné niazory na smerovanie dalSieho pos-
tupu zdravotnej starostlivosti, pricom jednotlivé “medi-
cinske alebo oSetrovatelské alternativy (moZnosti)” sa
zdaja rovnocenné.

Dalsou moznostou je situdcia, ked nds nejaky predpis,
zauZivany postup na nasom oddeleni alebo v nemocnici,
alebo smernica zdravotnej poistovne nuti k ur¢itému
postupu, ktory sa ndm javi ako nevhodny alebo dokonca
nepripustny u daného pacienta, v jeho situacii, alebo kto-
ry pacient “zo zavaznych osobnych dévodov” odmieta.

Dnes sa Coraz CastejSie moOZeme stretnut aj s pacient-
mi, lekdrmi alebo sestrami, ¢i inymi ¢lenmi zdravotnicke-
ho timu, ktori/é pochadzaju z kultirne a naboZensky
odlisnych prostredi - a prinasaju si so sebou hodnotové
(morilne) presvedcenia a postoje, ktoré s vel'mi odliSné,
aZ cudzie postojom obvyklym v naSom prostredi, inSpiro-
vanym judeo - krestanskou naboZenskou a kultirnou
tradiciou (napr. hinduisti, mohamedani, vyznavaci pri-
rodnych naboZenstiev z Afriky, atd’.). Podobné problémy
mozu nastat aj v pripade privrZencov niektorych siekt,
naboZenskych spolo¢nosti, alebo orientalnych naboZen-
stiev povodne pochddzajucich z naSho prostredia (napr.
extrémni vegetariani, svedkovia Jehovovi, apod.).

O Aké s vSeobecné dimenzie etického problému?

Pre pochopenie podstaty etického problému je uzi-
to¢né si uvedomit jeho vSeobecné sucasti (Tabulka 3).

Moralny cinitel’ (¢initelia) je osoba, ktord sa rozhodu-
je a prijima za dané rozhodnutie osobnd moralnu zod-
povednost. Eticky problém zvycajne zahffia rozhodova-
nie o konkrétnom konani viacerych ztucastnenych osob.

Okolnosti su konkrétne faktory, ktoré maji vplyv na
danu situdciu a nasledky konania, ktoré je predmetom
rozhodnutia.

Konanie je konkrétna, praktickd ¢innost, ktord je
predmetom a uskuto¢nenim rozhodnutia.

Vyber znamena volbu z réoznych moZnosti konania
(spravania), ktoré v danej situdcii prichadzaja do tvahy.

Rozhodnutie znamena prijatie jednej mozZnosti a
zavrhnutie ostatnych.

Dosledky, ndsledky st konkrétne udalosti, ktoré sa
(priamo alebo nepriamo, predvidatelne alebo nepredvi-
datelne) zapric¢inené prijatim a realiziciou daného roz-
hodnutia.

Tabulka 3
Vseobecné dimenzie etického problému

mordlny Cinitel, Cinitelia

okolnosti

konanie, vyber z moznosti, rozhodnutie
dosledky, nasledky

O 0o o O™

O O aky konkrétny eticky problém ide?

Vzhladom na komplikovanost aktualnej situdcie moze
byt pomenovanie (identifikacia) etického problému
naroc¢né. Je vSak predpokladom jeho dalSieho rozboru a
rieSenia. Napomoct moZu nasledovné otazky, ktoré vy-
chddzaju zo zdkladnych etickych principov pre oblast
klinickej mediciny a oSetrovatelstva (Tabulka 4).

a) Respektuje zvoleny postup liecby a oSetrovania au-
tonémiu pacienta? Re§pektovanie autonémie pacienta
vychadza z uznania jeho dostojnosti ako I'udskej osoby a
jeho neodnatelnych Iudskych prav. V praxi znamena slo-
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bodné a informované rozhodovanie pacienta o vietkych
zalezitostiach, ktoré sa ho tykaja - teda i o uvaZzovanom
diagnostickom alebo liecebnom vykone.

Rozhodnutia mentilne kompetentného pacienta (t,j.
pacienta, ktory je mentilne spOsobily na prijatie daného
rozhodnutia) je potrebné reSpektovat, a to aj vtedy, ked
odporuju odporacaniu lekara alebo prianiu pribuznych
pacienta. NajcastejSou situaciou, v ktorej ide o reSpekto-
vanie autonomie pacienta, je ziskanie jeho informované-
ho siihlasu s vySetrenim a liecbou (bliZsie v kapitole 4
[2],5.100 - 106).

Tabulka 4
Zakladné etické principy klinickej mediciny
a oSetrovatel'stva

O Respektuj dostojnost pacienta ako Iudskej osoby,
jeho autonomiu.

Hovor a konaj pravdivo.
Dodrzuj micanlivost o dovernych veciach.
Vzdy splii, co si sltibil(a).

Konaj v najlepSom zdujme pacienta.

O O oo™

Pouzivaj dostupné medicinske a ostatné prostried-
ky spravodlivo.

b) Su vsetky ziicastnené strany, najmi sim pacient,
pravdivo informované? V tomto pripade nejde len o for-
malne dodrZovanie pravdivosti naSich vyrokov a vyhyba-
nie sa priamemu klamstvu, ale skor o naozaj pravdivé
sprostredkovanie potrebnej informicie pacientovi tak,
aby ju mohol pochopit a na zdklade tejto informacie slo-
bodne (t.j. bez nepripustnej manipulacie zo strany iného
Cloveka) urobit potrebné rozhodnutie. V Sirsich suvislos-
tiach ide o vzdjomnu pravdiva informovanost vSetkych
zucastnenych strianok, o zamedzenie podvodu a klam-
livého informovania. Vynimky z poziadavky pravdo-
vravnosti su velmi rizikové (“loz ma kratke nohy”), moz-
né morilne skody velké [4].

NajznamejSou, klasickou vynimkou bolo tzv. terapeu-
tické privilégium, lekiar smel, ba mal povinnost zatajit
pacientovi jeho skuto¢ny zdravotny stav a prognozu,
s ohladom na mozné negativne psychické i zdravotné
dosledky. V sucasnosti je tento postup v nasich pod-
mienkach skor vynimocny. Je prijatelnejsi v kultirnom
prostredi, kde je eSte stile akceptovany tradi¢ny, paterna-
listicky model vztahu medzi lekirom, zdravotnickym pra-
covnikom a pacientom (blizsie v kapitole 4 [2], 5. 93 - 96).

c¢) Zachoviva sa déverny charakter medicinskych
informicii a ml¢anlivost o nich? Mlcanlivost o dovernych
informacidch ziskanych v stivise s vykonom zdravotnej
starostlivosti je povinnostou vSetkych zdravotnickych
pracovnikov (u nas i v inych krajinach aj sankciovana
zakonom). Vychadza z reSpektovania ludskej dostojnosti
a integrity pacienta, chriani pred nepovolanymi jeho
sukromie, zabrafuje zneuZitiu dovernych informacii.
Porusenie ml¢anlivosti je moZzné iba vtedy, ak sa tym pre-
dide zavaznému poskodeniu inych osob (napr. infor-
movanie sexualnych partnerov a kontaktov pacienta o
zavaznom sexudlne prenosnom ochoreni). Viaceré moz-
né pripady su dopredu vymedzené zikonom, klinickd
prax vSak mozZe priniest neoCakavané dilemy (napr. hod-
notenie zavaznosti umyslov psychicky chorého alebo
naruSeného pacienta - napr. vyhraZanie sa zabitim, povin-
nost informovat ohrozenu osobu a policiu).

d) DodrZuje sa danym postupom nejaky slub dany
pacientovi? Dodrziavanie slubov umoznuje fungovanie
Tudskej spolo¢nosti. Znamena reSpektovanie dostojnosti
druhého cloveka zo strany slubujtiiceho, zvySuje doveryhod-
nost ¢loveka i profesie, ktorua reprezentuje (lekar, sestra).

e) Je dany postup v najlep§om zdujme pacienta’?

V kontexte zdravotnickej starostlivosti sa tito poZia-
davka vyjadruje aj reSpektovanim principu non-malefi-
ciencie (neskodnosti; dany postup predovsetkym nesmie
pacientovi poskodit) a principu beneficiencie (prospes-
nosti; dany postup ma pacientovi priniest prospech -
uzitok, napr. zichranu zivota, prinavritenie zdravia, zmen-
Senie utrpenia, zlepSenie funkc¢nej sposobilosti, skratenie
praceneschopnosti, apod.). Problém v konkrétnom pri-
pade spociva nielen v tom, Ze skuto¢ny prinos je niekedy
tazko dopredu odhadnut, ale aj v tom, Ze mnohé medicin-
ske zakroky, ktorych cielom je priniest pacientovi i vyraz-
ny prospech, st spojené s vic¢simi alebo mensimi rizikami
pre zdravotny stav alebo aj Zivot pacienta (napr. rizika
operacie - umrtnost, komplikacie, zmrzacenie, a pod.).

Na druhej strane aj medicinsky alebo oSetrovatel'sky
velmi naro¢né (nezriedka i finan¢ne nakladné) postupy,
pokial neprinasaju pacientovi konkrétny prospech, pri-
padne len zvySuju alebo predlZuju jeho utrpenie, alebo
proces zomierania, ktory uz zacal, alebo znamenaja pre
neho neprimeranu zataz z hladiska pretrpenej bolesti,
nepohodlia, vedlaj$ich a neziaducich ucinkov, zmrzacenia,
straty zivotnych funkcii, a pod., nemozZno povazovat za
postupy v sulade s najlep$im zdujmom pacienta, ani za
tzv.“dobru medicinu”, ale je potrebné ich z etického
hl'adiska odmietnut. Oznacuju sa niekedy aj terminom zby-
toc¢nd, iporna diagnostika a liecba (angl. futile treatment).

Inym problémom je, ked mentilne kompetentny
pacient (neraz z iracionalnych, nepochopitelnych do-
vodov) odmieta liecbu, diagnostiku alebo oSetrovatel'ska
starostlivost, ktora je ocividne v jeho najlepSom ziujme.
Casto pomdZe objasfiujici rozhovor v atmosfére dovery a
reSpektovania pacienta. V pripade, Ze sa pacienta pres-
vedcit nepodari - a nie si pochybnosti o jeho mentalnej
kompetentnosti vo vztahu k rozhodnutiu v danej veci - je
potrebné jeho rozhodnutie reSpektovat (tzv. informo-
vany nesthlas pacienta) (blizsie v kapitole 4 [2], s. 100 -
106). V pripade mentilne nekompetentného pacienta
vystupuje poZiadavka konania v jeho najlepSom ziujme
este viac do popredia. Je samozrejmou sucastou etického
kodexu zdravotnickych povolani.

Novsi problém v danej suvislosti predstavuje otazka
tzv. konfliktu ziujmov, napriklad, pokial oSetrujuci lekar
(alebo cely zdravotnicky tim) je zainteresovany (niekedy
aj financne!) na zaradeni alebo zotrvani pacienta v urci-
tom protokole klinického vyskumu (napr. klinické sku-
Sanie novych liekov). Viaceré poziadavky pravidiel Sprav-
nej klinickej praxe sa usiluju zabranit vplyvu tychto okol-
nosti na zdravotnu starostlivost u konkrétneho pacienta.
Iny pripad modZe predstavovat napr. starostlivost o pa-
cienta - potenciilneho darcu orginov a stanovenie diag-
nézy mozgovej smrti, v kontraste s usilim transplantacné-
ho timu ziskat pre pacenta - prijemcu vhodny orgin
v redlnom case. Aktudlne predpisy v nasich podmienkach
prakticky eliminuju toto riziko.

) Je dany postup v stilade so spravodlivym pride-
Tovanim prostriedkov? S narastanim nakladovosti mo-
dernej mediciny a oSetrovatel'skej starostlivosti bude za-
vaznost tejto otazky dalej rast. Rozpor medzi poziadavka-
mi na nakladné diagnostické a lieCebné postupy, ktoré
prinasaju zdravotny prospech pomerne malému poctu
0sOb, a omnoho lacnej$imi opatreniami, ktoré prinasaji
prospech vicSiemu poctu potencialnych alebo aktual-
nych pacientov sa i v budacnosti pravdepodobne bude
prehlbovat. Nikdy, v Ziadnom State nebude dost prost-
riedkov na vSetku myslitelnu zdravotnu starostlivost,
ktora by priniesla medicinsky prospech jeho obyvatelom.
Poziadavka spravodlivosti v tejto suvislosti znamena, Ze
pri rozdelovani existujicich prostriedkov sa postupuje
statocne, v zmysle “fair play”, bez diskriminacie.
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O Z akych moralnych (etickych) predpokladov, pozi-
cii vychiddzaji jednotlivé strinky zainteresované do prob-
1ému (pacient, pribuzni, lekari, sestry, atd.), aké postupy
morilneho uvaZovania pouZivaji?

Pri uvazovani o konkrétnom morilnom (etickom)
probléme casto jednotlivé zucastnené osoby vedome
alebo nevedome vychadzaju z odliSnych mordlnych (etic-
kych) vychodisk, principov.

Poznanie tychto vychodisk, pritomnych morilnych
(etickych) principov a postojov, konkrétnych postupov
moralneho (etick€ého) uvaZzovania moZe podstatne napo-
moct pri vyjasneni odliSnosti zastavanych stanovisk a
navrhovanych postupov konania v danom pripade (napr.
postoje k zvazovanému umelému potratu: dobrovolny
pracovnik krestanského centra “pro-life” - versus pracov-
nik poradne “plinovaného rodicovstva” ponukajucej
potrat ako jednu zo “Standardnych” moZznosti, atd.). Je aj
nevyhnutnym predpokladom pre hladanie spolocne pri-
jateIného (konsenzualneho) riesenia.

Prehlad modelov morilneho uvaZovania, s ktorych
pouZzitim sa dnes moéZeme najCastejSie stretnut pri rieSeni
etickych problémov v medicine a oSetrovatelstve uvadza
Tabulka 5. Ich stru¢na charakteristika, najma z praktického
hladiska a pouzitia v klinickej praxi, je v Tabulkich 6 - 13.

Tabulka 5
Modely moralneho uvazovania v klinickej
a oSetrovatel'skej praxi

Tabulka 7
Konzekvencionalisticka etika (vratane utilitarizmu)

Hodnoti morilnu hodnotu konania (skutku) podla
jeho nasledkov (lat. consequentio - nasledok). Zdoraz-
nuje princip beneficiencie (prospesnosti) a non-
maleficiencie (neskodnosti). Mravne dobry skutok podla
utilitarizmu (z lat. utilita - uzito¢nost, prospesnost)
prindsa maximum mozného prospechu (dobra) ¢o najvic-
Siemu poctu 0sob.

Pozitiva:

A "Popularna“, vSeobecne pochopitelnd forma uva-
Zovania.

A Vsetky zucastnené strinky dosiahnu nepredpo-
jaté dobro.

A Ponuka akceptovatelné normy pre verejné (hro-
madné) opatrenia (napr. zdravotnu politiku).

Negativa a obmedzenia:

v Niekedy akoby zdovodnuje alebo pripusta nemo-
rdlne konanie (,Ucel sviti prostriedky.©).

VvV Zaujmy vicSiny mozu prevladnut nad zdujmami
mensiny.

Vv Pozaduje prili$ vela, ked robi moralneho cCinitela
(¢loveka) zodpovednym za vSetky dosledky jeho skut-
kov (za tie, ktoré priamo konanim zapriciniuje, aj za tie,
ktorym svojim konanim nezabranil, hoci ich zapricinili
ini I'udia alebo okolnosti).

e Deontologicki etika - etika povinnosti

e Etika nasledkov - konzekvencionalisticka etika
(vritane utilitarizmu)

e Etika principov (principalizmus)

e FEtika cnosti

e Teologicki etika

e Etika Iudskych priv

e Pripadovi etika

e [Etika starostlivosti

Tabulka 8
Etika principov (principalizmus)

Tabulka 6
Deontologicka etika - etika povinnosti

Jednotlivec ma povinnost konat dobro pre ne sa-
motné, pretoZe ide o dobro (“kategoricky moralny im-
perativ”). RozliSuje vnutorne dobré a vnutorne zlé
skutky, pricom tito ich mravna hodnota nezavisi od
okolnosti alebo dosledkov. NajvyznamnejSim pri-
kladom je “kantovska etika” (Immanuel Kant (1724 -
1804), vyznamny nemecky filozof). Tento pristup je
zakladom vypracovania moralnych principov, pripadne
pisomnych kédexov profesionilnej etiky (etika lekara,
sestry, zdravotnickeho pracovnika, apod.), ktoré hovo-
ria o povinnostiach ¢lenov profesie - zdravotnikov voci
pacientovi, kolegom, samym sebe i voc¢i spolo¢nosti.

Pozitiva:

A vnutorna konzistentnost, logi¢nost (ulahcuje
posudenie podobnych pripadov)

A relativna jasnost a jednoduchost systému povin-
nosti alebo zavizkov

Negativa a obmedzenia:

v problém konfliktu povinnosti (napr. povinnost
voci pacientovi a povinnost voci zdravotnickemu zaria-
deniu, zdravotnickej profesii, spolupracovnikom, atd’.)

v zanedbiva otazku vztahov

v priliSny formalizmus niektorych konsStrukcii a
pojmov, otazka ich praktického pouZitia

Je zalozend na tzv. prima facie principoch, t.j. prin-
cipoch, ktorych platnost je zrejmd a nepotrebuje zdo-
vodnovanie. Ide o tieto 4 principy: non-maleficiencia
(neskodnost), beneficiencia (prospesnost), autonémia
a spravodlivost. Mravna hodnotu konania hodnoti vo
svetle uvedenych principov - mravne dobry skutok je
v sulade so vSetkymi prima facie principmi.

Pozitiva:

A kompatibilita s konzekvencionalistickym a deon-
tologickym modelom

A poskytuje primerane konkrétne a Specifické za-
very pre praktické pouzitie

A vhodnot pre vyuZitie v bioetike a klinickej etike

Negativa a obmedzenia:

v chybanie zjednocujlcej etickej (moralnej) teorie,
systému (napr. na urcenie hierarchie, prednosti princi-
pov v pripade ich konfliktu v konkrétnej situdcii, ako aj
na urcenie ,etického obsahu“ principov)

v redukovanie etiky na ,etiku tazkych (hranic¢nych)
pripadov®

Vv zniZuje citlivost na ,kazdodenné“ etické prob-
lémy

v komunikuje falo$nu predstavu, Ze vSetky skutky
zdovodnené na ziklade prima facie principov su rovna-
ko ,spravne“ (dobré)

O Aké st medicinske, oSetrovatel'ské a etické dovody
“pre a proti, jednotlivym navrhovanym postupom
starostlivosti?

Pri analyze situdcie je potrebné zvazit vSetky “medi-
cinske, oSetrovatel'sk€” a v spojitosti s nimi aj vSetky mo-
rilne (etické) dovody, ktoré su vyznamné pre rozhodnu-
tie o dalSom smerovani zdravotnej starostlivosti o daného
pacienta (dalSia diagnostika, liecba - invazivna, neinvaziv-
na, paliativna; osetrovatel'ska starostlivost; hospic; atd’.).

DoleZité je, aby sa seridzne vzali do tvahy podla moz-
nosti vSetky pripomienky vSetkych zucastnenych stranok
- vytvori sa tak nielen priaznivej$ia atmosféra pre dosiah-
nutie dohody (konsenzu), ale tento postup modZze priniest
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aj origindlne navrhy rieSenia problému, ktoré dosial ne-
boli k dispozicii.

Niekedy je potrebné si uvedomit rozdiel medzi prav-
nym a etickym hladiskom. Pravne hladisko sa zvycCajne
musi reSpektovat, resp. navrhované rieSenie musi byt v su-
lade s existujucim pravnym systémom. V niektorych pri-
padoch, predvidanych zakonom, rozhoduje sud (napr.
nutend hospitalizacia psychicky chorého, nariadenie
povinnej liecby, atd.). Etické hladisko v3ak ide dalej, hlb-
Sie, v istom zmysle nad a za rimec zdkona (ktory vSak mo-
Ze predchadzat alebo inSpirovat - moZe byt podkladom
legislativnej iniciativy a prijatia novely zakona alebo novej
zakonnej normy) (blizsie v kapitole 2 [2],s. 55 - 57).

Tabulka 9
Etika cnosti

3. RieSenie konfliktu (etickej dilemy)

Po ziskani potrebnych informacii a objasneni pritom-
nych etickych aspektov problému je potrebné dospiet
k praktickému rieSeniu - nivrhu konkrétneho oSetro-
vatel'ského, diagnostického alebo lie¢ebného postupu, ktory
by bol prijatelny pre vSetky ziiCastnené strany - pre pacienta
(a jeho pribuznych), osetrujuci tim (lekarov, sestry, dalSich
pracovnikov), ako aj prijatelny z pravneho hladiska.

Tabulka 11
Etika ludskych prav

Upriamuje pozornost na charakter mravného cini-
tela a koncentruje sa na postoje, dispozicie a tie pozi-
tivne charakterové ¢rty (cnosti), ktoré mu umoznuju
zit a konat tak, aby rozvinul ¢o najplnsie svoj [udsky po-
tencial. Medzi takéto cnosti patria: iprimnost, odvaha,
vernost, pravdivost a charakterova celistvost (integrita).

Pozitiva:

A spochybiiuje ndzor, Ze etika sa ma venovat vyluc-
ne hodnoteniu samotného skutku (konania)

A ozivuje prastar€ tradicie etiky (poc¢nuc klasickou
gréckou filozofiou)

A povzbudzuje k vyhladdvaniu a kultivovaniu pozi-
tivnych Iudskych vlastnosti (,dokonalosti®), ktoré su
predpokladom vykonavania ,dobrej vedy, mediciny,
oSetrovatel'stva”, atd.

A kompatibilnd s etikou principov (napr. princip
beneficiencie - cnost dobroprajnosti (benevolencie))

Negativa a obmedzenia:

v chybajici konsenzus (zhoda) ohladom zaklad-
nych (“esenciilnych”) cnosti

v predpokladd predstavu, teoriu dobra a zla, I'ud-
skej prirodzenosti (podstaty), na zaklade ktorych je
mozné definovat jednotlivé cnosti

Vv osobny charakter cnosti

Vv stary problém: MoZno cnosti vyucovat? Mozno
ich pritomnost objektivizovat (“zmerat”)?

Tabulka 10
Teologicka etika

Studuje moralny (eticky) aspekt konania z hladiska
niboZenského presvedcenia a postojov. Odvolava sa
na mordilne principy, poziadavky alebo “prikazania”
zjavené Bohom (napr. v Zidovstve a krestanstve Desa-
toro Bozich prikazani; v krestanstve vyroky a podoben-
stva JeziSa Krista, ¢i mravné ucenie apostolov uvedené
v Biblii, a pod.).

Pozitiva:

A prispieva nahromadenym poznanim a mudros-
tou, ktoré su plodom stiroc¢nej tradicie niboZenského,
teologického uvazovania

A praktické dilemy bioetiky casto predpokladaju
rieSenie vSeobecnych, spolo¢nych, ,vSeludskych® ota-
zok o podstate a zmysle I'udskej osoby, Zivota, utrpe-
nia, choroby a smrti, ktoré si v centre pozornosti
nabozenskych tradicii a tvah

Negativa a obmedzenia:

v nabozensky pluralizmus (mnohost naboZen-
stiev) je prekazkou vSeobecného roz$irenia a prijatia
urditej teologickej etiky

v etické argumenty, ktoré sa odvolavaju na nabo-
Zenské presvedcCenie a predstavy, ktoré nie su SirSie
akceptované v spolo¢nosti, maju v danych podmien-
kach len obmedzenu pouzitelnost

Identifikuje urcité zaujmy a aktivity, ktoré musi
mravné konanie re$pektovat vo vztahu k inym ludom.
Ide o tie aspekty Zivota ¢loveka, ktoré maja taka hodno-
tu, Ze si zasluhuju zvlastnu ochranu a maju zvlastne
naroky na res$pektovanie voci ostatnym [udom. Tieto
naroky - Iudské prava, prinaleZia kazdému cloveku
vzhladom na jeho prisluSnost ako ¢lena I'udskej rodiny,
su neodnateln€ a zakladaja sa na jeho dostojnosti ako
Iudskej osoby. Predpokladaju povinnost na strane
ostatnych Iudi i spoloc¢nosti ako celku v zmysle ich
respektovania a naplfiania ich obsahu.

Pozitiva:

A predstavuje ochranu proti utlicaniu, netolerant-
nosti, mravnej nerovnosti, [ubovolnému zasahovaniu
do stukromia, atd.

A VZitd vo verejnej mienke a komunikdcii v niekto-
rych Kkrjindch sveta, najmi v krajinach s rozvinutou a
stabilizovanou demokratickou tradiciou

A ries$i otazky o tom, ,¢o sa musi vykonat“ aj ,Co sa
nesmie vykonat®

A kompatibilna s deontologickou etikou (etikou
povinnosti)

Negativa a obmedzenia:

Vv vyluény doraz na otazku prav moze viest k zaze-
nému chdpaniu moralky a etiky (vynechajic napr.
otazku motivu, umyslu, cnosti, atd.)

v zanedbava hladisko spolo¢ného dobro, zaujmov
spolo¢nosti

Vv priliSné zdoraznovanie prav jednotlivca moze
vniest nepriatelsky ton do dialégu a debate o etike a
mravnosti

Tabulka 12
Pripadova etika

Sustreduje sa na jednotlivy pripad (kazuistika). Pri
jeho rieSeni uvaZuje pomocou analogie (na zaklade
podobnosti) s podobnymi pripadmi, pri ktorych uz
existuje moralny konsenzus (,paradigmatické“ (mode-
lové) pripady, ktoré vytvaraju precedens (modelovy
sposob rieSenia)).

Pozitiva:

A pokusa sa systematizovat proces budovania etic-
kého konsenzu medzi I'ud'mi, ktori maja rozliény sve-
tondzor a uznavaju odliSné hodnotové systémy

A znama, l'ahko pochopitelnd metodologia; novy
pripad sa rie$i podobne alebo zhodne ako podobny
predchddzajuci (precendentny) pripad

Negativa a obmedzenia:

Vv spolieha sa na ,mudreho cloveka“, ktory pre dany
pripad rozpoznava hodiaci sa precendentny pripad a
v pripade obsiahnuté etické aspekty (maxima)

v historicky sa tento pristup pouzival v kontexte
existencie Siroko zaloZzeného moralneho konsenzu
(zhody) v relativne homogénnej spolo¢nosti (obme-
dzenia vzhladom k svetondzorovému pluralizmu a
velkej diferencovanosti siac¢asnych (post)ymodernych
spolocnosti)
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Tabulka 13
Etika starostlivosti

Zameriava sa na vyznam vztahu zucastnenych osob
pri poskytovani/prijimani zdravotnej (oSetrovatel'skej)
starostlivosti (angl. caring relationship - vztah starostli-
vosti). Tento vztah medzi zdravotnickym pracovnikom
a pacientom je asymetricky (nevyvazeny), pacient je
v zavislom postaveni. Etika starostlivosti (angl caring
ethics) sa sustred'uje na presadzovanie dostojnosti a
reSpektovania pacienta ako udskej osoby, na uznanie a
prijatie konkrétnych vlastnosti daného pacienta a zdra-
votnickeho pracovnika (napr. osobné presvedcenie,
hodnoty, vztahy) ako morilne relevantnych (vyznam-
nych) faktorov v konkrétnom morialnom (etickom)
rozhodovani, ako aj na normy mravnej citlivosti a zod-
povednosti. Tento spdsob etického uvazovania vznikol a
rozvija sa najmi v ramci sicasnej feministickej filozofie.

Pozitiva:

A spochybiiuje mechanicku aplikaciu (pouzitie)
etickych systémov zaloZenych na principoch univerzalnos-
ti (vSeobecnej platnosti), nepredpojatosti a autonomie

A spochybnuje mechanisticky a redukcionisticky
(zuzujaci) pristup k zdravotnej starostlivosti a etike,
ktory ,objektivizuje“ pacienta

A obracia pozornost k realite konkrétnych pacien-
tov, videnych vo svetle a kontexte ich vlastnych Zivot-
nych pribehov

Negativa a obmedzenia:

v nedostato¢na definicia starostlivosti (angl. ca-
ring) ako pojmu (mdze znamenat ¢rtu charakteru,
morilny imperativ, cit, interpersondlny vztah a posobe-
nie, konkrétnu ¢innost)

v “druhi strana” starostlivosti (potreba urcitého
odstupu na strane lekara, sestry, zdravotnika; moznosti
zneuzitia autondmie zo strany pacienta; nevyhnutné
praktick€é obmedzenia osobnej obetavosti zdravotnic-

juceho lekira (ktory je v kone¢nom dosledku priamo
zodpovedny za zdravotnu starostlivost poskytovanu
pacientovi). Pri rieSeni zvlast komplikovanych pripadov
je vhodné poziadat o vyjadrenie eticka komisiu. V zried-
kavych pripadoch je potrebné obritit sa na sud.

4) Vyhodnotenie, kontrola postupu a podmienky
nového prehodnotenia rozhodnutia. Ukazuje sa uzitoc-
nym zakomponovat uz do dosiahnutej dohody o dalSom
postupe zdravotnej starostlivosti poZiadavku, resp. ter-
min vyhodnotenia zvoleného postupu, kontrolné ukazo-
vatele (napr. vyvoj zdravotného stavu, spokojnost pacien-
ta, atd’.) a podmienky pripadného prehodnotenia a zme-
ny rozhodnutia.

Tabulka 14
Praktické kroky pri dosiahnuti dohody
o rieseni etického problému

1) Stretnutie vsetkych zainteresovanych (lekir, sest-
ry, pacient, pripadne aj rodinni prislusnici).

2) Zhrnutie a prehlad jednotlivych mozZnosti riese-
nia problému.

3) Dosiahnutie dohody o dalsom postupe zdravot-
nej starostlivosti (konsenzu - spolo¢ného suhlasu).
V pripade potreby konzulticia privolaného experta -
konzultanta, etickej komisie, pravneho oddelenia. V zried-
kavych pripadoch riesenie stidnou cestou.

4) Vyhodnotenie, kontrola postupu a podmienky
nového prehodnotenia rozhodnutia.

keho pracovnika)

Praktické kroky (Tabulka 14) predstavuju:

1) Stretnutie vsetkych zainteresovanych (lekir, sestry,
pacient (pripadne rodinni prislusnici)). Vedie k doplne-
niu a vzijomnému odovzdaniu si doleZitych informacii,
objasneniu jednotlivych etickych stanovisk a aktudlnych
sposobov morilneho (etického) uvazovanie a dovodenia
(vid' vyssie); moOZe priniest aj nové podnety a upozorne-
nia na dosial zanedbané hl'adiskd alebo nové okolnosti,
pripadne navrhnuat nové alternativy rieSenia problému.

2) Zhrnutie a prehlad jednotlivych moZnosti rieSenia
problému. Napomaha vzijomnej komunikacii zacast-
nenych strin, méZe podnietit ndvrh novych alternativ rie-
Senia.

3) Dosiahnutie dohody o dalSom postupe zdravotnej
starostlivosti. Snahou vsetkych zacastnenych by malo byt
dosiahnutie dohody o dalSom postupe, ktord by ¢o najviac
uspokojila vSetky strany problému. RieSenie by malo
byt prijateIné predovsetkym pre pacienta (a jeho pribuz-
nych) a pre zdravotnickych pracovnikov, podielajicich
sa priamo na poskytovanej zdravotnej (oSetrovatel'skej)
starostlivosti. Dosiahnutie konsenzu (spolo¢ného suhla-
su) ma samo osebe urcitd moralnu hodnotu, vzhladom
na udrZanie a posilnenie dobrych medziludskych vzta-
hov, rieSenie a predchadzanie konfliktom, znizovanie
nevyhnutnej psychickej zataze, ktoru l'udia v zlozitej,
tazkej situdcii musia znasat. Konsenzudlne rieSenie, uspo-
kojujuce vSetky strany zicastnené na probléme, je pot-
rebné preferovat vzdy, pokial je mozné€. V pripade ne-
moZnosti dosiahnutia konsenzu vsetkych zainteresova-
nych ma prednost stanovisko kompetentného pacienta
(resp. stanovisko jeho zikonného zastupcu, pokial pa-
cient nie je mentilne kompetentny) a stanovisko oSetru-

Zaverom je potrebné zdoraznit, Ze uvedené prehlad-
né schémy chcu byt iba pomockou pri pochopeni pos-
tupu a skvalitneni uvaZovania o konkrétnych etickych
problémoch, s ktorymi sa sestra a ostatni zdravotnicki
pracovnici stretavaji vo svojej kazdodennej praxi. Cie-
Iom je napomoct hladaniu a formulovaniu spolo¢ného
konsenzu pri rieSeni tychto problémov v ramci uvazlivé-
ho a kvalitného vzajomného dialogu vSetkych clenov
zdravotnickeho timu, ktory by mal v kone¢nom dosledku
viest ku skvalitneniu starostlivosti o pacienta a k posilne-
niu timového pristupu, timovej spoluprace a etickej kul-
tury na danom pracovisku.

Perspektivou je postupné zavedenie pravidelnych
spolo¢nych diskusii o etickych aspektoch price a kon-
krétnych etickych problémoch, ktoré sa najcastejsie vys-
kytuju v praci toho-ktorého pracoviska zaradovanim
tychto tém napr. v rimci zvycajnych semindrov lekdrov a
sestier. V tomto smere pomocou by mohlo byt zriadenie
(resp. obnovenie tam, kde boli zriadené podla Smernic
Ministerstva zdravotnictva SR z juna 1992 [8]) a edukac-
na ¢innost etickych komisii, ktoré je v trende sacasného
vyvoja nielen v zamori, ale aj v mnohych okolitych europ-
skych krajinach [9].
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DOKUMENTY / DOCUMENTS

WORLD MEDICAL ASSOCIATION

DECLARATION OF HELSINKI
Ethical Principles for Medical Research
Involving Human Subjects

Adopted by the 18th WMA General Assembly Helsinki,
Finland, June 1964 and amended by the 29th WMA
General Assembly, Tokyo, Japan, October 1975 - 35th
WMA General Assembly, Venice, Italy, October 1983 -
41st WMA General Assembly, Hong Kong, September
1989 - 48th WMA General Assembly, Somerset West,
Republic of South Africa, October 1996
and the
52nd WMA General Assembly,

Edinburgh, Scotland, October 2000

A. INTRODUCTION

1. The World Medical Association has developed the
Declaration of Helsinki as a statement of ethical principles
to provide guidance to physicians and other participants
in medical research involving human subjects. Medical
research involving human subjects includes research on
identifiable human material or identifiable data.

2. It is the duty of the physician to promote and safe-
guard the health of the people. The physician’s know-
ledge and conscience are dedicated to the fulfilment of
this duty.

3. The Declaration of Geneva of the World Medical
Association binds the physician with the words, ,The
health of my patient will be my first consideration,” and
the International Code of Medical Ethics declares that, ,A
physician shall act only in the patient’s interest when
providing medical care which might have the effect of

weakening the physical and mental condition of the
patient.“

4. Medical progress is based on research which ulti-
mately must rest in part on experimentation involving
human subjects.

5. In medical research on human subjects, considera-
tions related to the well-being of the human subject
should take precedence over the interests of science and
society.

6. The primary purpose of medical research involving
human subjects is to improve prophylactic, diagnostic
and therapeutic procedures and the understanding of
the aetiology and pathogenesis of disease. Even the best
proven prophylactic, diagnostic, and therapeutic methods
must continuously be challenged through research for
their effectiveness, efficiency, accessibility and quality.

7. In current medical practice and in medical research,
most prophylactic, diagnostic and therapeutic procedu-
res involve risks and burdens.

8. Medical research is subject to ethical standards that
promote respect for all human beings and protect their
health and rights. Some research populations are vulne-
rable and need special protection. The particular needs
of the economically and medically disadvantaged must
be recognized. Special attention is also required for those
who cannot give or refuse consent for themselves, for
those who may be subject to giving consent under du-
ress, for those who will not benefit personally from the
research and for those for whom the research is com-
bined with care.

9. Research Investigators should be aware of the ethi-
cal, legal and regulatory requirements for research on
human subjects in their own countries as well as applicab-
le international requirements. No national ethical, legal
or regulatory requirement should be allowed to reduce
or eliminate any of the protections for human subjects
set forth in this Declaration.

B. BASIC PRINCIPLES
FOR ALL MEDICAL RESEARCH

10. It is the duty of the physician in medical research
to protect the life, health, privacy, and dignity of the hu-
man subject.

11. Medical research involving human subjects must
conform to generally accepted scientific principles, be
based on a thorough knowledge of the scientific litera-
ture, other relevant sources of information, and on ade-
quate laboratory and, where appropriate, animal experi-
mentation.

12. Appropriate caution must be exercised in the con-
duct of research which may affect the environment, and
the welfare of animals used for research must be respected.

13. The design and performance of each experimen-
tal procedure involving human subjects should be clearly
formulated in an experimental protocol. This protocol
should be submitted for consideration, comment, gui-
dance, and where appropriate, approval to a specially
appointed ethical review committee, which must be
independent of the investigator, the sponsor or any
other kind of undue influence. This independent com-
mittee should be in conformity with the laws and regula-
tions of the country in which the research experiment is
performed. The committee has the right to monitor
ongoing trials. The researcher has the obligation to pro-
vide monitoring information to the committee, especial-
ly any serious adverse events. The researcher should also
submit to the committee, for review, information regar-
ding funding, sponsors, institutional affiliations, other
potential conflicts of interest and incentives for subjects.

14. The research protocol should always contain a
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statement of the ethical considerations involved and
should indicate that there is compliance with the princi-
ples enunciated in this Declaration.

15. Medical research involving human subjects should
be conducted only by scientifically qualified persons and
under the supervision of a clinically competent medical
person. The responsibility for the human subject must
always rest with a medically qualified person and never
rest on the subject of the research, even though the sub-
ject has given consent.

16. Every medical research project involving human
subjects should be preceded by careful assessment of
predictable risks and burdens in comparison with fore-
seeable benefits to the subject or to others. This does not
preclude the participation of healthy volunteers in medi-
cal research. The design of all studies should be publicly
available.

17. Physicians should abstain from engaging in re-
search projects involving human subjects unless they are
confident that the risks involved have been adequately
assessed and can be satisfactorily managed. Physicians
should cease any investigation if the risks are found to
outweigh the potential benefits or if there is conclusive
proof of positive and beneficial results.

18. Medical research involving human subjects should
only be conducted if the importance of the objective out-
weighs the inherent risks and burdens to the subject.
This is especially important when the human subjects are
healthy volunteers.

19. Medical research is only justified if there is a rea-
sonable likelihood that the populations in which the
research is carried out stand to benefit from the results
of the research.

20. The subjects must be volunteers and informed
participants in the research project.

21. The right of research subjects to safeguard their
integrity must always be respected. Every precaution
should be taken to respect the privacy of the subject, the
confidentiality of the patient’s information and to mini-
mize the impact of the study on the subject’s physical and
mental integrity and on the personality of the subject.

22. In any research on human beings, each potential
subject must be adequately informed of the aims, me-
thods, sources of funding, any possible conflicts of interest,
institutional affiliations of the researcher, the anticipated
benefits and potential risks of the study and the discom-
fort it may entail. The subject should be informed of the
right to abstain from participation in the study or to
withdraw consent to participate at any time without rep-
risal. After ensuring that the subject has understood the
information, the physician should then obtain the sub-
ject’s freely-given informed consent, preferably in wri-
ting. If the consent cannot be obtained in writing, the
non-written consent must be formally documented and
witnessed.

23. When obtaining informed consent for the re-
search project the physician should be particularly cau-
tious if the subject is in a dependent relationship with the
physician or may consent under duress. In that case the
informed consent should be obtained by a wellinformed
physician who is not engaged in the investigation and
who is completely independent of this relationship.

24. For a research subject who is legally incompetent,
physically or mentally incapable of giving consent or is a
legally incompetent minor, the investigator must obtain
informed consent from the legally authorized representa-
tive in accordance with applicable law. These groups
should not be included in research unless the research is
necessary to promote the health of the population repre-
sented and this research cannot instead be performed on
legally competent persons.

25. When a subject deemed legally incompetent, such

as a minor child, is able to give assent to decisions about
participation in research, the investigator must obtain
that assent in addition to the consent of the legally autho-
rized representative.

26. Research on individuals from whom it is not pos-
sible to obtain consent, including proxy or advance con-
sent, should be done only if the physical/mental condi-
tion that prevents obtaining informed consent is a neces-
sary characteristic of the research population. The speci-
fic reasons for involving research subjects with a condi-
tion that renders them unable to give informed consent
should be stated in the experimental protocol for consi-
deration and approval of the review committee. The pro-
tocol should state that consent to remain in the research
should be obtained as soon as possible from the indivi-
dual or a legally authorized surrogate.

27. Both authors and publishers have ethical obliga-
tions. In publication of the results of research, the inves-
tigators are obliged to preserve the accuracy of the re-
sults. Negative as well as positive results should be pub-
lished or otherwise publicly available. Sources of fun-
ding, institutional affiliations and any possible conflicts
of interest should be declared in the publication. Reports
of experimentation not in accordance with the princip-
les laid down in this Declaration should not be accepted
for publication.

C. ADDITIONAL PRINCIPLES
FOR MEDICAL RESEARCH
COMBINED WITH MEDICAL CARE

28. The physician may combine medical research
with medical care, only to the extent that the research is
justified by its potential prophylactic, diagnostic or thera-
peutic value. When medical research is combined with
medical care, additional standards apply to protect the
patients who are research subjects.

29. The benefits, risks, burdens and effectiveness of a
new method should be tested against those of the best
current prophylactic, diagnostic, and therapeutic methods.
This does not exclude the use of placebo, or no treat-
ment, in studies where no proven prophylactic, diagnos-
tic or therapeutic method exists.

30. At the conclusion of the study, every patient ente-
red into the study should be assured of access to the best
proven prophylactic, diagnostic and therapeutic methods
identified by the study.

31. The physician should fully inform the patient
which aspects of the care are related to the research. The
refusal of a patient to participate in a study must never
interfere with the patient-physician relationship.

32. In the treatment of a patient, where proven pro-
phylactic, diagnostic and therapeutic methods do not
exist or have been ineffective, the physician, with infor-
med consent from the patient, must be free to use un-
proven or new prophylactic, diagnostic and therapeutic
measures, if in the physician’s judgement it offers hope
of saving life, re-establishing health or alleviating suffe-
ring. Where possible, these measures should be made the
object of research, designed to evaluate their safety and
efficacy. In all cases, new information should be recor-
ded and, where appropriate, published. The other rele-
vant guidelines of this Declaration should be followed.
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PARLIAMENTARY ASSEMBLY
OF THE COUNCIL OF EUROPE

3RD PART OF 1999 PARLIAMENTARY ASSEMBLY SESSION

RECOMMENDATION 1418 (1999)

on the protection of the human rights
and dignity of the terminally ill and the dying

1. The vocation of the Council of Europe is to protect
the dignity of all human beings and the rights which
stem therefrom.

2. Medical progress, which now makes it possible to
cure many previously incurable or fatal diseases, the
improvement of medical techniques and the develop-
ment of resuscitation techniques, which make it possible
to prolong a person’s survival, to defer the moment of
death. As a result the quality of life of the dying is often
neglected, and their loneliness and suffering ignored, as
is that of their families and care-givers.

3. In 1976, in its Resolution 613, the Assembly decla-
red that it was ,convinced that what dying patients most
want is to die in peace and dignity, if possible with the
comfort and support of their family and friends“, and
added in its Recommendation 779 (1976) that ,the pro-
longation of life should not in itself constitute the exclu-
sive aim of medical practice, which must be concerned
equally with the relief of suffering®.

4. Since then, the Convention for the Protection of
Human Rights and Dignity of the Human Being with
regard to the Application of Biology and Medicine has
formed important principles and paved the way without
explicitly referring to the specific requirements of the
terminally ill or dying.

5. The obligation to respect and to protect the dignity
of a terminally ill or dying person derives from the invio-
lability of human dignity in all stages of life. This respect
and protection find their expression in the provision of
an appropriate environment, enabling a human being to
die in dignity.

6. This task has to be carried out especially for the
benefit of the most vulnerable members of society, a fact
demonstrated by the many experiences of suffering in
the past and the present. Just as a human being begins
his or her life in weakness and dependency, he or she
needs protection and support when dying.

7. Fundamental rights deriving from the dignity of the
terminally ill or dying person are threatened today by a
variety of factors:

i. insufficient access to palliative care and good pain
management;

ii. often lacking treatment of physical suffering and a
failure to take into account psychological, social and spiri-
tual needs;

iii. artificial prolongation of the dying process by
either using disproportionate medical measures or by
continuing treatment without a patient’s consent;

iv. the lack of continuing education and psychological
support for health-care professionals working in pallia-
tive medicine;

v. insufficient care and support for relatives and friends
of terminally ill or dying patients, which otherwise could
alleviate human suffering in its various dimensions;

vi. patients’ fear of losing their autonomy and beco-
ming a burden to, and totally dependent upon, their rela-
tives or institutions;

vii. the lack or inadequacy of a social as well as institu-
tional environment in which someone may take leave of
his or her relatives and friends peacefully;

viii. insufficient allocation of funds and resources for
the care and support of the terminally ill or dying;

ix. the social discrimination inherent in weakness,
dying and death.

8. The Assembly calls upon member states to provide
in domestic law the necessary legal and social protection
against these specific dangers and fears which a terminal-
ly ill or dying person may be faced with in domestic law,
and in particular against:

i. dying exposed to unbearable symptoms (for examp-
le, pain, suffocation, etc.);

ii. prolongation of the dying process of a terminally ill
or dying person against his or her will;

iii. dying alone and neglected;

iv. dying under the fear of being a social burden;

v. limitation of life-sustaining treatment due to eco-
Nnomic reasons;

vi. insufficient provision of funds and resources for
adequate supportive care of the terminally ill or dying.

9. The Assembly therefore recommends that the
Committee of Ministers encourage the member states of
the Council of Europe to respect and protect the dignity
of terminally ill or dying persons in all respects:

a. by recognising and protecting a terminally ill or
dying person’s right to comprehensive palliative care,
while taking the necessary measures:

i. to ensure that palliative care is recognised as a legal
entitlement of the individual in all member states;

ii. to provide equitable access to appropriate pallia-
tive care for all terminally ill or dying persons;

iii. to ensure that relatives and friends are encouraged
to accompany the terminally ill or dying and are profes-
sionally supported in their endeavours. If family and/or
private networks prove to be either insufficient or over-
stretched, alternative or supplementary forms of profes-
sional medical care are to be provided;

iv. to provide for ambulant hospice teams and net-
works, to ensure that palliative care is available at home,
wherever ambulant care for the terminally ill or dying
may be feasible;

V. to ensure co-operation between all those involved
in the care of a terminally ill or dying person;

vi. to ensure the development and implementation of
quality standards for the care of the terminally ill or
dying;

vii. to ensure that, unless the patient chooses other-
wise, a terminally ill or dying person will receive ade-
quate pain relief and palliative care, even if this treat-
ment as a side-effect may contribute to the shortening of
the individual’s life;

viii. to ensure that health professionals are trained
and guided to provide medical, nursing and psychologi-
cal care for any terminally ill or dying person in co-ordi-
nated teamwork, according to the highest standards pos-
sible;

ix. to set up and further develop centres of research,
teaching and training in the fields of palliative medicine
and care as well as in interdisciplinary thanatology;

X. to ensure that specialised palliative care units as
well as hospices are established at least in larger hospi-
tals, from which palliative medicine and care can evolve
as an integral part of any medical treatment;

Xi. to ensure that palliative medicine and care are
firmly established in public awareness as an important
goal of medicine;

b. by protecting the terminally ill or dying person’s
right to self-determination, while taking the necessary
measures:

i. to give effect to a terminally ill or dying person’s
right to truthful and comprehensive, yet compassionate-
ly delivered information on his or her health condition
while respecting an individual’s wish not to be informed,;
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ii. to enable any terminally ill or dying person to con-
sult doctors other than his or her usual doctor;

iii. to ensure that no terminally ill or dying person is
treated against his or her will while ensuring that he or she
is neither influenced nor pressured by another person.
Furthermore, safeguards are to be envisaged to ensure that
their wishes are not formed under economic pressure;

iv. to ensure that a currently incapacitated terminally
ill or dying person’s advance directive or living will refu-
sing specific medical treatments is observed. Further-
more, to ensure that criteria of validity as to the scope of
instructions given in advance, as well as the nomination
of proxies and the extent of their authority are defined,;
and to ensure that surrogate decisions by proxies based
on advance personal statements of will or assumptions of
will are only to be taken if the will of the person con-
cerned has not been expressed directly in the situation
or if there is no recognisable will. In this context, there
must always be a clear connection to statements that
were made by the person in question close in time to the
decision-making situation, more precisely at the time
when he or she is dying, and in an appropriate situation
without exertion of pressure or mental disability. To
ensure that surrogate decisions that rely on general value
judgements present in society should not be admissible
and that, in case of doubt, the decision must always be
for life and the prolongation of life;

v. to ensure that - notwithstanding the physician’s ulti-
mate therapeutic responsibility - the expressed wishes of
a terminally ill or dying person with regard to particular
forms of treatment are taken into account, provided they
do not violate human dignity;

vi. to ensure that in situations where an advance
directive or living will does not exist, the patient’s right
to life is not infringed upon. A catalogue of treatments
which under no condition may be withheld or with-
drawn is to be defined;

c. by upholding the prohibition against intentionally
taking the life of terminally ill or dying persons, while:

i. recognising that the right to life, especially with
regard to a terminally ill or dying person, is guaranteed
by the member states, in accordance with Article 2 of the
European Convention on Human Rights which states
that ,no one shall be deprived of his life intentionally*;

ii. recognising that a terminally ill or dying person’s
wish to die never constitutes any legal claim to die at the
hand of another person;

iii. recognising that a terminally ill or dying person’s
wish to die cannot of itself constitute a legal justification
to carry out actions intended to bring about death.

PONTIFICAL ACADEMY FOR LIFE

Declaration

on the Production

and the Scientific and Therapeutic Use
of Human Embryonic Stem Cells

This document seeks to contribute to the debate on
the production and use of embryonic stem cells which is
now taking place in the scientific and ethical literature
and in public opinion. Given the growing relevance of
the debate on the limits and licitness of the production
and use of such cells, there is a pressing need to reflect
on the ethical implications which are present.

The first section will very briefly set out the most
recent scientific data on stem cells and the biotechnolo-
gical data on their production and use. The second section

will draw attention to the more relevant ethical problems
raised by these new discoveries and their applications.

Scientific Aspects

Although some aspects need to be studied more thor-
oughly, a commonly accepted definition of ,stem cell®
describes it as a cell with two characteristics: 1) the pro-
perty of an unlimited selfrenewal - that is, the ability to
reproduce itself over a long period of time without
becoming differentiated; and 2) the capability to pro-
duce non-permanent progenitor cells, with limited
capacity for proliferation, from which derive a variety of
lineages of highly differentiated cells (neural cells, musc-
le cells, blood cells, etc.). For about thirty years stem cells
have provided a wide field of research in adult tissues, in
embryonic tissues and in in vitro cultures of embryonic
stem cells of experimental animals. But public attention
in these cells has recently been drawn by the achievement
of a new milestone: the production of human embryonic
stem cells.

Human embryonic stem cells

Today, the preparation of human embryonic stem
cells (human ES cells) implies the following: 1) the pro-
duction of human embryos and/or the use of the surplus
embryos resulting from in vitro fertilization or of frozen
embryos; 2) the development of these embryos to the
stage of initial blastocysts; 3) the isolation of the embryo-
blast or inner cell mass (ICM) - which implies the
destruction of the embryo; 4) culturing these cells on a
feeder layer of irradiated mouse fibroblasts in a suitable
medium, where they can multiply and coalesce to form
colonies; 5) repeated subculturing of these colonies,
which lead to the formation of cell lines capable of multi-
plying indefinitely while preserving the characteristics of
ES cells for months and years.

These ES cells, however, are only the point of depar-
ture for the preparation of differentiated cell lines, that is,
of cells with the characteristics of the various tissues (musc-
le, neural, epithelial, haematic, germinal, etc.). Methods for
obtaining them are still being studied; but the injection of
human ES cells into experimental animals (mice) or their
culture in vitro in environments conditioned as far as their
confluence have shown that they are able to produce dif-
ferentiated cells which, in a normal development, would
derive from the three different embryonic tissue layers:
endoderm (intestinal epithelium), mesoderm (cartilage,
bone, smooth and striated muscle) and ectoderm (neural
epithelium, squamous epithelium).

The results of these experiments have had a great
impact on the world of both science and biotechnology -
especially medicine and pharmacology - no less than the
world of business and the mass media. There were high
hopes that the application of this knowledge would lead
to new and safer ways of treating serious diseases, some-
thing which had been sought for years. But the impact
was greatest in the political world. In the United States in
particular, in response to the long-standing opposition of
Congress to the use of federal funds for research in
which human embryos were destroyed, strong pressure
came from the National Institutes of Health (NIH),
among others, to obtain funds for at least using stem cells
produced by private groups; recommendations were also
made by the National Bioethics Advisory Committee
(NBACQ), established by the Federal Government to study
the problem, urging that public money should be given
not only for research on embryonic stem cells but also
for producing them. Indeed, persistent efforts are being
made to rescind definitively the present legal ban on the
use of federal funds for research on human embryos.
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Similar pressures are being brought to bear also in
England, Japan and Australia.

Therapeutic cloning

It had become clear that the therapeutic use of ES
cells, as such, entailed significant risks, since - as had
been observed in experiments on mice - tumours resul-
ted. It would have been necessary therefore to prepare
specialized lines of differentiated cells as and when they
were needed; and it did not appear that this could be
done in a short period of time. But, even if successful, it
would have been very difficult to be certain that the
inoculation or therapeutic implant was free of stem cells,
which would entail the corresponding risk. Moreover
there would have been a need for further treatment to
overcome immunological incompatibility. For these rea-
sons, three methods of therapeutic cloning were pro-
posed, suitable for preparing pluripotent human embryo-
nic stem cells with well defined genetic information from
which the desired differentiation would then follow.

1. The replacement of the nucleus of an oocyte with
the nucleus of an adult cell of a given subject, followed
by embryonic development to the stage of blastocyst and
the use of the inner cell mass (ICM) in order to obtain ES
cells and, from these, the desired differentiated cells.

2. The transfer of a nucleus of a cell of a given subject
into an oocyte of another animal. An eventual success in this
procedure should lead - it is presumed - to the development
of a human embryo, to be used as in the preceding case.

3. The reprogramming of the nucleus of a cell of a
given subject by fusing the ES cytoplast with a somatic
cell karyoplast, thus obtaining a ,cybrid“. This is a possi-
bility which is still under study. In any event, this method
too would seem to demand a prior preparation of ES
cells from human embryos.

Current scientific research is looking to the first of
these possibilities as the preferred method, but it is obvious
that - from a moral point of view, as we shall see - all
three proposed solutions are unacceptable.

Adult stem cells

From studies on adult stem cells (ASC) in the last thir-
ty years it had been clearly shown that many adult tissues
contain stem cells, but stem cells capable of producing
only cells proper to a given tissue. That is, it was not
thought that these cells could be reprogrammed. In more
recent years, however, pluripotent stem cells were also
discovered in various human tissues - in bone marrow
(HSCs), in the brain (NSCs), in the mesenchyme (MSCs)
of various organs, and in umbilical cord blood (P/CB, pla-
cental/cord blood); these are cells capable of producing
different types of cells, mostly blood cells, muscle cells
and neural cells. It was learnt how to recognize them,
select them, maintain them in development, and induce
them to form different types of mature cells by means of
growth factors and other regulating proteins. Indeed
noteworthy progress has already been made in the expe-
rimental field, applying the most advanced methods of
genetic engineering and molecular biology in analyzing
the genetic programme at work in stem cells, and in
importing the desired genes into stem cells or progenitor
cells which, when implanted, are able to restore specific
functions to damaged tissue. It is sufficient to mention,
on the basis of the reported references, that in human
beings the stem cells of bone marrow, from which the
different lines of blood cells are formed, have as their
marker the molecule CD34; and that, when purified,
these cells are able to restore entirely the normal blood
count in patients who receive ablative doses of radiation
and chemotherapy, and this with a speed which is in pro-

portion to the quantity of cells used. Furthermore, there
are already indications on how to guide the development
of neural stem cells (NSCs) through the use of various
proteins - among them neuroregulin and bone morpho-
genetic protein 2 (BMP2) - which can direct NSCs to
become neurons or glia (myelin-producing neural sup-
port cells) or even smooth muscle tissue.

The note of satisfaction, albeit cautious, with which
many of the cited works conclude is an indication of the
great promise that ,adult stem cells“ offer for effective
treatment of many pathologies. Thus the affirmation
made by D. J. Watt and G. E. Jones: ,The muscle stem cell,
whether it be of the embryonic myoblast lineage, or of
the adult satellite status, may well turn out to be a cell
with far greater importance to tissues other than its tis-
sue of origin and may well hold the key to future thera-
pies for diseases other than those of a myogenic nature®
(p.- 93). As J. A. Nolta and D. B. Kohn emphasize: ,Prog-
ress in the use of gene transfer into haemotopoietic cells
has led to initial clinical trials. Information developed by
these early efforts will be used to guide future develop-
ments. Ultimately, gene therapy may allow a number of
genetic and acquired diseases to be treated, without the
current complications from bone marrow transplanta-
tion with allogeneic cells.“ (p. 460); and the confirmation
offered by D. L. Clarke and J. Frisén: ,These studies sug-
gest that stem cells in different adult tissues may be more
similar than previously thought and perhaps in some
cases have a developmental repertoire close to that of ES
cells“ (p. 1663) and ,demonstrates that an adult neural
stem cell has a very broad developmental capacity and
may potentially be used to generate a variety of cell types
for transplantation in different diseases“ (p. 1660).

All this progress and the results already obtained in
the field of adult stem cells (ASC) show not only their
great plasticity but also their many possible uses, in all
likelihood no different from those of embryonic stem
cells, since plasticity depends in large part upon genetic
information, which can be reprogrammed.

Obviously, it is not yet possible to compare the thera-
peutic results obtained and obtainable using embryonic
stem cells and adult stem cells. For the latter, various
pharmaceutical firms are already conducting clinical
experiments which are showing some success and rai-
sing genuine hopes for the not too distant future. As
regards embryonic stem cells, even if various experimen-
tal approaches prove positive, their application in the
clinical field - owing precisely to the serious ethical and
legal problems which arise - needs to be seriously recon-
sidered and requires a great sense of responsibility to-
wards the dignity of every human being.

Ethical Problems

Given the nature of this document, the key ethical
problems implied by these new technologies are briefly
presented below, with an indication of the responses
which emerge from a careful consideration of the human
subject from the moment of conception. It is this consi-
deration which underlies the position affirmed and pro-
posed by the Magisterium of the Church.

The first ethical problem, which is fundamental, can
be formulated thus: Is it morally licit to produce and/or
use living human embryos for the preparation of ES cells?

< The answer is negative >, for the following reasons:

1. On the basis of a complete biological analysis, the
living ?human embryo is - from the moment of the union
of the gametes - a human subject with a well defined iden-
tity, which from that point begins its own coordinated,
continuous and gradual development, such that at no
later stage can it be considered as a simple mass of cells.

2. From this it follows that as a ,human individual“ it
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has the right to its own life; and therefore every interven-
tion which is not in favour of the embryo is an act which
violates that right. Moral theology has always taught that
in the case of ,jus certum tertii‘ the system of probabi-
lism does not apply.

3. Therefore, the ablation of the inner cell mass (ICM)
of the blastocyst, which critically and irremediably da-
mages the human embryo, curtailing its development, is
a gravely immoral act and consequently is gravely illicit.

4. No end believed to be good, such as the use of stem
cells for the preparation of other differentiated cells to
be used in what look to be promising therapeutic proce-
dures, can justify an intervention of this kind. A good end
does not make right an action which in itself is wrong.

5. For Catholics, this position is explicitly confirmed
by the Magisterium of the Church which, in the Encycli-
cal Evangelium Vitae, with reference to the Instruction
Donum Vitae of the Congregation for the Doctrine of the
Faith, affirms: ,The Church has always taught and conti-
nues to teach that the result of human procreation, from
the first moment of its existence, must be guaranteed
that unconditional respect which is morally due to the
human being in his or her totality and unity in body and
spirit: “The human being is to be respected and treated as a
person from the moment of conception; and therefore
from that same moment his rights as a person must be recog-
nized, among which in the first place is the inviolable right
of every innocent human being to life* (No. 60).

The second ethical problem can be formulated thus:
Is it morally licit to engage in so-called ,therapeutic
cloning“ by producing cloned human embryos and then
destroying them in order to produce ES cells?

< The answer is negative >, for the following reason:

Every type of therapeutic cloning, which implies pro-
ducing human embryos and then destroying them in
order to obtain stem cells, is illicit; for there is present
the ethical problem examined above, which can only be
answered in the negative.

The third ethical problem can be formulated thus: Is
it morally licit to use ES cells, and the differentiated cells
obtained from them, which are supplied by other
researchers or are commercially obtainable?

< The answer is negative >, since:

Apart from the participation - formal or otherwise - in
the morally illicit intention of the principal agent, the
case in question entails a proximate material cooperation
in the production and manipulation of human embryos
on the part of those producing or supplying them.

In conclusion, it is not hard to see the seriousness and
gravity of the ethical problem posed by the desire to
extend to the field of human research the production
and/or use of human embryos, even for an humanitarian
perspective.

The possibility, now confirmed, of using adult stem
cells to attain the same goals as would be sought with
embryonic stem cells - even if many further steps in both
areas are necessary before clear and conclusive results
are obtained - indicates that adult stem cells represent a
more reasonable and human method for making correct
and sound progress in this new field of research and in
the therapeutic applications which it promises. These
applications are undoubtedly a source of great hope for a
significant number of suffering people.

Prof. Juan de Dios Vial Correa

The President

Vatican City, August 25, 2000. S.E. Mons. Elio Sgreccia
The Vice President

(Original Text from ,L’Osservatore Romano*, Friday, August 25, 2000, p. 6).

KONFERENCIE / CONFERENCES

5. Svetovy kongres bioetiky
Londyn, 21. - 24. 9. 2000

Piatemu Svetovému kongresu bioetiky predchadzala
konferencia Eurdpskej asociicie centier medicinskej eti-
ky (EACME), ktora sa uskutocnila 20. septembra v pries-
toroch Imperial College v Londyne. Ide o najstar$iu aso-
cidciu centier medicinskej etiky na svete. (Jej riadnym
¢lenom po roku 1994 bol niekolko rokov aj Ustav medi-
cinskej etiky a bioetiky v Bratislave.) Na konferencii sa
zacastnili zastupcovia asi 40 eur6épskych centier me-
dicinskej etiky. Program bol venovany najmi europskym
perspektivam vztahu lekar-pacient a etickym problémom
financovania zdravotnictva.

Ku klnicovym prednasatelom patrili: Patrick Verspie-
ren (Pariz) poukdzal na dostojnost trpiaceho c¢loveka,
ktora ma byt reSpektovand v kazdej etape ochorenia, na
potrebu dialdgu oSetrujuceho personilu s pacientom a
naliehavost odstranenia nezdravych foriem paternalizmu.
Ruud Ter Meulen (Maastricht, Holandsko) sa venoval
problematike obmedzovania fina¢nych prostriedkov na
lie¢ebn starostlivost v krajinich Eur6pskej Unie. Zdoraz-
nil, Ze na vSetkych urovniach je potrebné rozvijat pove-
domie slobody, spravodlivosti, zodpovednosti a solidari-
ty. Pierre Boitte (Lille, Francuzsko) hovoril o principe
rovnosti a transparentnosti pri poskytovani zdravotnej
starostlivosti a o nutnosti spoluprace medzi etikmi a filo-
zofmi. Paul Schotsmans (Leuven, Belgicko; predseda
EACME) poukizal na krestansky personalizmus ako na
dolezity faktor v spolocenskej diskusii o poskytovani
zdravotnej starostlivosti.

Vlastny 5. Svetovy kongres bioetiky, ktory bol veno-
vany ,Etike, pravu a (zdravotnickej) politike“ [5th World
Congress of Bioethics - ,Ethics, Law, and Public Policy“],
sa konal v diloch 21. - 24. septembra 2000, tieZ v Imperial
College. Znucastnilo sa na nom okolo 700 ucastnikov zo 6
svetadielov a 53 krajin. Zorganizovala ho Medzinarodna
asocidcia pre bioetiku [International Association of Bio-
ethics (IAB)]. Jej prvy svetovy kongres sa uskutocnil v
roku 1992 v Amsterdame, druhy o dva roky neskor v
Buenos Aires, treti v roku 1996 v San Franciscu a Stvrty
pred dvoma rokmi v Tokiu.

Odborny program kongresu bol bohaty a Sirokospekt-
ralny. Bol charakterizovany duchom plurality a slobod-
ného prejavu vlastného nazoru. Ranné plendrne zasadnu-
tia boli venované 4 okruhom: bioetika a (zdravotnicka)
politika, celkové doticie na zdravotnu starostlivost, lekar-
sky vyskum v celosvetovom kontexte a genetické prob-
1émy v post-genomovej ére. Po kazdom pleniarnom zasad-
nuti nasledovali pocetné paralelné Specializované sekcie
(workshopy), ktoré sa podrobnejsie zaoberali mnohymi
aktudlnymi oblastami - ako priklady preberanych tém
vyberame: Europska bioetickd konvencia; globalna spra-
vodlivost pre Zeny; humanizmus, etika, rozhodovanie a
komunikacia v medicine; spravodlivost, korupcia a auto-
noémia v zdravotnej starostlivosti; geneticky vyskum; dos-
tojnost ¢loveka a jeho suhlas; riadenie, etika a vyskum,;
vzdelavanie v bioetike; ochrana oslabeného obcana; etic-
ké problémy v psychiatrii; etika v biomedicinskych pub-
likdciach; asistovana reprodukcia; prava a autonoémia sta-
rych I'udi; etické otazky spojené s AIDS; prava deti; géno-
va terapia; bioetika a vS§eobecné hodnoty; vyskum v kra-
jindch tretieho sveta; vyskum kmenovych buniek a I'ud-
ského embrya; etika verejného zdravotnictva; etika a bio-
etika handicapovanych osob; klinické etické komisie;
ludské prava v medicine; orginové transplanticie; lekar-
sky asistované suicidium a eutanizia; etika paliativnej
starostlivosti; nabozenstvo, veda a bioetika; genetické tes-
ty a informdcie; nové paradigmy v genetike; geneticky
modifikované potraviny; transplanticia zo zivych a mft-
vych; krasa [udského tela a lekar, atd'.
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Formou zhustenej syntézy mozno povedat, Ze boli
pozorovatelné najmi dve eticko-filozofické linie, ktoré sa
premietali do referatov i diskusnych prispevkov kongre-
su: kvalita Zivota [quality of life] vs. posvitnost Zivota
[sanctity of life]; utilitaristicky pristup vs. reSpektovanie
dostojnosti a nedotknutelnosti ludského Zivota. Prva li-
nia bola reprezentovana predovsetkym anglo-americkou
bioetickou Skolou, druhd najmi eurépskou kontinental-
nou Skolou medicinskej etiky. Orientdcia ucastnikov kong-
resu bola pluralitna: od krajne liberdlnej, cez umiernent
az po konzervativnu.

Medzi najvyznamnejs$ich predndSatelov plenarnych
zasadnuti kongresu patrili:

Paul Schotsmans (Leuven, Belgicko) - poukdzal na zak-
ladné rozdiely medzi dvoma tradiciami v bioetike: anglo-
americkd tradicia je zaloZena na principalizme a pragma-
tickom utilitarizme, ktory je inSpirovany myslenim J. S.
Milla, zdoraznuje autonomiu pacienta, zdravotnicky sys-
tém je viac privatizovany. Na druhej strane europska
medicinska etika (bioetika) je zaloZenda na Hippokratov-
skej tradicii, zdoraziuje vztah pacientlekar, zdravotnicky
systém ma silnejsi socidlny charakter. InSpiruje sa aris-
totelovskou, tomistickou, kantovskou, fenomenologickou,
existencialistickou a rela¢nou filozofiou, ako aj etikou
hodndt a ¢nosti. Europska bioetika, ako ,mladSia sestra“
americkej bioetiky, je pozvand k tomu, aby svoje filo-
zofické a historické skusenosti preniesla na toto novsie
pole. Cestné miesto v stic¢asnej Eurépe patri nemeckym,
romanskym, ale aj vychodoeurépskym etickym Skoldm a
ich iniciativam.

Ruth Macklin (New York, USA; sacasnd predsedkynia
Medzinirodnej asocidcie bioetiky) poukdzala na uzku
spojitost bioetiky a zdravotnej politiky v USA i v niek-
torych inych castiach sveta. Viac nez 44 milionov I'udi v
Spojenych Statoch nie je schopnych zaplatit si zdravotné
poistenie; v roku 1999, ked ekonomika USA zaznamenala
prudky rozmach, 31 percent obyvatelov tejto krajiny
trpelo hladom.

Gisela Badura-Lotter (Tubingen, Nemecko) v prispev-
ku zameranom na organy pochddzajice z embryonilnych
kmenovych buniek poukizala na potrebnu opatrnost,
pretoze manipuldcia s embryonalnymi zarodo¢nymi bun-
kami moze napr. viest ku vzniku teratokarcinému a k
niektorym neocakdvanym, tazko riesitelnym imunolo-
gickym problémom.

Johannes van Delden (Utrecht, Holandsko) poukazal
na skutocnost, podla ktorej v Holandsku na ziklade legis-
lativy nepriamo umozZiiujicej eutanaziu v roku 1994 tak-
to zomrelo 2.300 I'udi a v roku 1995 uz 3.500 I'udi, pri-
¢om asi 40 percent z nich bolo podrobenych nechcenej
eutandzii (bez predchadzajicej konzultacie s nimi)!

Torbjorn Tannsjo (Gotteborg, Svédsko) namiesto
pojmu eutanazia presadzoval termin ,termindlna sedicia“
ako spoOsob urcitého kompromisu, ¢o by podla neho
malo byt i SirSie ,akceptovatelné“. V diskusii sa vSak jeho
navrh stretol s vaznou kritikou a navrhovany termin bol
oznaceny za puhy eufemizmus pre eutaniziu.

Julian Savalescu (Victoria, Australia) odporucal zaviest
doslednu aplikdciu utilitaristického principu na vysledky
genetickych testov: podozrenie na akukolvek chorobu,
napr. aj na bronchidlnu astmu, md byt dostato¢nym
dovodom pre odstrinenie [udského zirodku. Ani tento
prispevok sa nestretol so sihlasom odborného publika.

Na kongrese sa zucastnil jeden zistupca zo Slovenska
(autor spravy). Jeho ucast bola umoznena na ziklade
Stipendia, ktoré mu ako prezentujicemu autorovi pri-
jatého odborného prispevku udelil organizacny vybor
kongresu (podobne bol slovensky zastupca pozvany aj na
predchadzajuci 4. WCB v Tokyu).

Slovensky prispevok pod ndzvom: ,Prvd dekdda rozvoja
bioetiky na Slovensku 1990-2000¢ (autori: J. Glasa, J. Dacok,
J. Bielik, J. Porubsky, H. Glasova, M. MojzeSova) sa stretol s
priaznivym ohlasom. Viaceri ucastnici prejavali Zivy zaujem
o rozvoj nasej mediciny, lekarskej etiky a bioetiky, jej vyuky
a perspektiv. Ocenili kroky, ktoré postupne sa formujtca

'slovenska bioeticka 8kola' urobila v obdobi rychlych
spolocensko-ekonomickych a politickych zmien a tak
pripravila velmi dobru vychodiskovu poziciu pre dalsi
rozvoj. Priama ucast autora v neformalnych diskusiich
umoznovala vel'mi zaujimavua a podnetnd vymenu informa-
cii a nadvizovanie cennych odbornych kontaktov. Zda sa,
Ze spOsob vzniku samostatnej Slovenskej republiky je ¢im
dalej tym pozitivnejSie vnimany Sirokou svetovou verej-
nostou. Velmi prijemne prekvapili i opakovane vyslovené
slova ocenenia, aZ obdivu voci skuto¢nosti pokojného
rozdelenia CSR i snih o dal§i demokraticky vyvoj a vie-
stranny rozvoj nasho Statu. Za vSetky napr. vyjadrenie zas-
tupcu Kamerunu: ,To je asi jediny priklad rozdelenia
spolo¢ného Stitu v celej historii l'udstva bez nasilia a nepo-
kojov, €o je velky a povzbudzujuci priklad pre nas!®, ¢i zds-
tupkyne Turecka: ,Byvam a pracujem v Ankare. Kazdy den
chodievam okolo budovy vasho velvyslanectva. S obdivom
a sympatiami sa divam na tato budovu, ktord symbolizuje
pokojny a zaujimavy l'ud vasej krajiny.”

Definitivny zoznam ucastnikov kongresu a abstrakty
prispevkov su dostupné na internetovej adrese: www.
bris.ac.uk/Depts/Ethics/bioethicscongress.html

Buduci svetovy kongres sa uskuto¢ni v dnoch 30. ok-
tobra - 3. novembra 2002 v hlavhom meste Brazilie.

Doc. MUDr. ThLic. Jan Dac¢ok, PhD.

Medzinarodna konferencia bioetiky - ,,Egické
komisie v strednej a vychodnej Eurépe*
Bratislava, 26. - 27. oktébra 2000

V diioch 26. - 27. oktébra 2000 sa v priestoroch Usta-
vu vzdelavania a sluzieb na BardoSovej ul. v Bratislave
uskutocnila Medzindrodna konferencia bioetiky - ,Etické
komisie v strednej a vychodnej Eurdpe: Sucasny stav a
perspektivy pre 21. storocie” [International Bioethics
Conference - “Ethics Committees in Central & Eastern Eu-
rope: Present State and Perspectives for the 21st Centu-
ry”]. Konferencia sa konala v rimci medziniarodného pro-
gramu DEBRA Rady Eur6py (RE).

Jej spoluorganizatormi boli: Riadiaci vybor pre bioetiku
RE, Ministerstvo zdravotnictva SR - Odbor zahrani¢nych
vztahov, Slovenska postgradualna akadémia mediciny
(SPAM), Kancelaria WHO v Bratislave a Nadicia Ustav medi-
cinskej etiky a bioetiky. U¢astnikmi konferencie boli delega-
cie 6 krajin pozvanych RE (Ceska republika, Pol'sko, Ru-
munsko, Moldavsko, Gruzinsko, Slovensko) a prednasatelia
pozvani Sekretaridtom RE v Strasburgu. Spolu bolo zastipe-
nych 16 krajin. Slovensku republiku reprezentovali 3
odborni prednasatelia a dvojclenna delegiacia nominovana
MZ SR. Organizatorom sa podarilo zabezpecit mozZnost
ucasti aj dalSich zaujemcov zo SR (a simultanne timocenie
celého priebehu podujatia, vratane diskusie). Pocet reg-
istrovanych ucastnikov konferencie preto prevysil 80. Podu-
jatie v mene MZ SR pozdravil v ivodnom ceremoniali vedu-
ci iradu MZ SR Doc. MUDr. Michal Ondrejc¢ak, CSc.

Odborny program konferencie prebiehal v 4 hlav-
nych predniaskovo-diskusnych blokoch (etické komisie -
principy ich vzniku a price; etické komisie pre biomedi-
cinsky vyskum; nemocni¢né etické komisie; etické komi-
sie pre 21. storocie - vyzvy a rizikd) a 3 samostatnych
workshopoch. O uspechu odborného programu konfer-
encie sveddi skuto¢nost, ze Sekretariat Rady Eur6py sa v
ramci programu DEBRA rozhodol podporit publikiciu
samostatného zbornika konferencie, ktory bude obsaho-
vat in extenso vSetky odborné prispevky - prednasky,
ktoré odozneli v ramci plenarnych zasadnuti konferen-
cie, ako aj n iektoré dopliiujice materidly o etickych
komisiach v krajinach strednej a vychodnej Eurépy a vo
svete. (Mal by vyjst v anglickom jazyku uZz zacCiatkom roka
2001. Zaujemcovia si zbornik mozZu objednat na adrese
redakcie, ktord je uvedena v tirdZi ¢asopisu.)

Mgr. Silvia Gubovi, MBA
MUDr. Jozef Glasa, CSc.
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