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THEORIES ON MORAL STANDING OF THE HUMAN EMBRYO
AND FETUS - PART II. SCRIPTURE-BASED THEORIES *

Robert W. Evans

Abstract

Part II. of two parts reviews two most prominent Scripture-based theories
concerning the moral standing of the embryo and fetus, i.e. assigning moral
standing and a right to life either at the birth or at the conception. Author
concludes, that though each life is differentiated in many ways from the ini-
tial moment of conception, each and every human preembryo, embryo and
fetus possesses the very nature, value and dignity of being the imago Dei. As
such, each human being, from the very earliest moment of conception, ought
to be regarded as having moral standing and a right to life.

Key words: human embryo and fetus, moral standing, right to life, concep-
tion, birth.

Having considered several of the more prevailing non-scriptural theories
concerning the moral standing of the embryo and fetus (1), we now turn to
a discussion of scripturally-based theories. From the Bible, both birth and
conception may be argued as the event at which time an entity may be assig-
ned moral standing and a right to life. Here, both will be considered in turn.

Birth

One argument that may be advanced from the Scriptures is that moral
standing is acquired at the moment of birth. In Genesis 2: 7 it states that “...the
Lord God formed man out of the clay of the ground and blew into his nostrils
the breath of life, and so man became a living being.” According to this theo-
ry, since Adam became “a living being” at the moment he received breath, so
each life is assigned moral standing at the moment it takes it’s first breath; na-
mely, at birth. Of course, under this construction, partial-birth abortion is mo-

* Part II. of two parts. Part I. Secular Theories was published in Medical Ethics & Bioethics, Vol. 5,
1998, No. 3-4, p. 1-6, 15.
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rally permissible and may be argued as compatible with
biblical teaching.

There are several significant problems with this theo-
ry of moral standing. First, this view stands only if one is
willing to argue that the factors involved in the creation
of Adam ought to be considered normative. However,
any such perspective is surely tilted. In the creation
narrative, we see God personally fashioning Adam out of
the clay of the ground - we are born of mother’s wombs.
God created Adam as a full human adult - we begin with
conception, proceed through gestation, and are born.
The first oxygen that Adam received was expelled from
the very mouth of God - we first received oxygen while
still in the womb. God created Adam as néphesh, or soul;
he was a complete person - we proceed through various
stages of maturation [1]. Indeed, there are too many uni-
que features involved in the creation of Adam for one to
reasonably argue that the various characteristics atten-
ding to the beginning of his life should be considered
normative.

Second, when the biblical genealogies record that “so-
and-so begat so-and-so,” no precise differentiation between
conception and birth is intended. Rather, it appears that
God has crowned human beings with a spiritual-moral
nature and that all requisite minimal features of
God’s image are present in each stage of humanity be-
tween conception and birth [2]. In support of this argu-
ment, one need only consider the poem of David, to be
sung by all (Ps 51), and note that he considered himself
to be a spiritual being between the time of conception
and birth (Ps 51:7-8). David remarked that at the very mo-
ment of conception that he was both sinful and in po-
ssession of a conscience. Elsewhere, David states that
God had been his guide from the moment that he was
formed and that he later came to trust God at his mo-
ther’s breast (Ps 22:10). Furthermore, Job provides us
with a very transparent metaphor in which he views him-
self as having been formed and fashioned in the womb
by the hands of God: “Your hands have formed me and
fashioned me; will you then turn and destroy me? Oh, re-
member that you fashioned me from clay! Will you then
bring me down to dust again? Did you not pour me out
like milk, and thicken me like cheese? With skin and flesh
you clothed me, with bones and sinews knit me together.
Grace and favor you granted me, and your providence
has preserved my spirit.” (Job 10:8-12).

So while Adam was personally formed by God outside
of the womb, here we find that humans are personally for-
med by God inside the womb—before they take a breath!

The theory of basing moral standing on birth or breath
fails on several grounds. In short, this view is neither exe-
getically sound nor theologically tenable.

Conception

Another scriptural theory concerning moral standing
regards conception as the defining event. According to
this theory, an early embryo is conferred moral status as
a human being, along with a corresponding right to life,
at the moment of conception.

One of the more intriguing arguments concerning
the conception theory has been advanced by Nigel Came-
ron [3]. Cameron frames his argument from the theologi-
cal implications of the incarnation of Jesus Christ. Accor-
ding to this view, the life of Jesus Christ must have begun
in His embryonic biological state due to the fact that this
is the time at which He was conceived (rather than being
created as a fully functioning person) and that such was
necessary in order for Him to take on true manhood.
Accordingly, it was at the moment of conception at
which Christ’s life-story began. Moreover, it is argued
that the reason why God could take up residency within

a human being is because humans are already created in
the image of God.

Therefore, in order for God to become truly man, His
image must be present in the embryo prior to any quality
of functioning on the part of the embryo. In other words,
Mary’s ovum must have contained all of the necessary qua-
lities of God’s image in it in order for God to assume the
beginning of His earthly life in its substance. As Cameron
summarizes, “..for God to become man by the miraculous
fertilising [sic] of one of Mary’s ova, it is necessary that
a fertilised [sic] ovum should be image-bearing already
and of its own nature.”[4]

One potential weakness in Cameron’s theory arises
from his use of the term “fertilised” [5]. Modern biology
holds that fertilization is a process over time, not an
event in time [6]. Furthermore, fertilization includes the
period of time during which the sperm is being prepared
in both the male and female reproductive tracts prior to
fusing with the egg, and the approximate twenty-four-
hour period after the sperm penetrates the outer surface
of an egg (i.e., oocyte) [7]. Only toward the end of this
process do the chromosomes of both the sperm and egg
align themselves (a process known as syngamy) and form
a new genome. The process of syngamy culminates in
the fertilized egg becoming a single-cell zygote. Concep-
tion is defined as “the process of becoming a zygote” [8].

In requiring that the process of fertilization be a com-
pleted act (i.e., “fertilised ovum”) prior to locating the
image of God within its substance, Cameron creates a prob-
lem. What is the moral standing of the entity during the
early and intermediate stages of fertilization? Would it be
morally permissible to terminate the process of fertilization
at some point prior to the twenty-fourth hour? The
answers to these questions appear to have considerable
bearing upon the moral appropriateness of certain con-
traceptive and birth control methods. By stating that the
“fertilised ovum” is image-bearing, Cameron (perhaps qui-
te unwittingly) has left open the possibility that it is mo-
rally permissible to terminate an ovum that is still in the
process of fertilization, and not yet completely fertilized.

Cameron’s position would be strengthened if he were
to concede that the image of God is located in the “fertili-
sing ovum, “ [sic] rather than in the “fertilised ovum.”
Such would place the imputation of God’s image in hu-
man beings at the initial moment of conception (i.e., fu-
sion of sperm and egg), rather than at the completed sta-
ge of fertilization.

However, this does not resolve all of the issues of con-
cern. Clinically, it is exceedingly difficult to determine
the precise moment at which conception begins because
women can vary considerably in their ovulation cycles.
Often, women are instructed to note the date of the be-
ginning of their last menstrual period and count that day
as zero, or the moment of conception. However, most
women produce an egg fourteen days after their last
menstrual period resulting in the embryo already being
“two weeks old” at the moment of conception. The actual
age of the embryo then continues to be approximately
two weeks off throughout the course of the pregnancy.
As such, even in situations where a woman is able to
identify the last occurrence of sexual intercourse, it re-
mains nearly impossible to state with any degree of certain-
ty the precise moment of conception.

In many cases, this point is moot. The preembryo be-
gins implantation into the uterine wall at approximately
six to nine days, and is usually completely imbedded into
the uterine wall at ten days. Once implanted, pregnancy
is regarded as established. [9, 10] Therefore, by the time
a woman has learned that she is pregnant, both conception
and fertilization have already taken place and are then
completed processes. However, the problem of pinpoin-
ting the moment of conception still has moral implications
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for the use of abortifacients. This quandary is in need of
resolution.

In the biblical narrative, the angel Gabriel advises the
virgin Mary that she will “...conceive and bear a son....”
[11]. Emphasis is placed upon conception - the point at
which fertilization begins - not on completed fertilization.
Arguably, the image of God is imparted to human beings
at the beginning of the process of fertilization, and moral
standing and a corresponding right to life are, therefore,
conferred at the initial moment of conception. On such
a view, the use of any abortifacients that terminates preg-
nancy pursuant to conception would be morally prohibi-
ted. [12]

Summary and Conclusions

The purpose of this discussion has been to examine
several of the more prominent religious theories concer-
ning the moral standing of the human embryo and fetus.
The results of this study suggest that moral standing, and
a corresponding right to life, are conferred contempora-
neously with the imputation of the imago Dei (i.e. image
of God) at the earliest moment of conception. In short,
moral standing is assigned anywhere and everywhere
that human biological life has been initiated. Such a view
prohibits moral standing from being attached to, or pre-
dicated upon, any quality or activity of functioning. Atta-
ching God’s image to any functional capacity or quality
results in the thorny predicament of defining the bases
of the grounding for moral standing and a right to life for
those persons in whom the specified quality or qualities
are absent or diminished (e.g., mentally retarded, dis-
abled, comatose, morally aberrant, etc.). Rather, where
human biological life has begun (regardless of its limitations
or stage of development), there is God’s image.

In summary, though each life is differentiated in
many ways from the initial moment of conception, each
and every human preembryo, embryo and fetus possess-
es the very nature, value and dignity of being the imago
Dei. As such, each human being, from the very earliest
moment of conception, ought to be regarded as having
moral standing and a right to life.
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Abstract

In Slovakia, bioethics was developed as a theoretical
and medical practice-oriented discipline after the so-ca-
lled Velvet Revolution in the year 1989, when the need
of a profound economical, social, and cultural reform
was felt as an indispensable prerequisite of the prosperous
rise of the society. In the field of medicine and health
care this transition was marked by an unprecedent inte-
rest in the old and novel ethical problems, brought in by
the development of medicine itself, and by the necessary
reforms of the national health care system (HCS). Since
1990 institutions of bioethics were created in a step-wise
manner: Central Ethics Committee of the Ministry of Health
(1990), Chair of Medical Ethics of the Postgraduate Medi-
cal School (PMS) in Bratislava (1991) - later on developed
into the Institute of Medical Ethics and Bioethics (IMEB)
of PMS and the Faculty of Medicine of the Comenius Uni-
versity in Bratislava (1992). Research ethics committees
were set up in the research institutions and major hospi-
tals in the country, according to the guidelines issued by
the Ministry of Health (1992). Medical Ethics & Bioethics

* Paper presented as an abstract at the 4th Congress of International Asso-

ciation of Bioethics, Tokyo (Japan), November 1998.
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(an international journal, quarterly, bilingual (Slovak -
English)) was started (1994). First texts in Slovak langua-
ge on medical ethics for university students (1994) and
on nursing ethics (1998) were written. Postgraduate
(since 1991) and regular undergraduate education
(1992) of health care professionals (doctors and nurses)
were established. Several international congresses, confe-
rences and postgraduate courses were held. Multiple
international contacts, exchange and collaboration were
developed simultaneously.

Key words: transition, medical ethics, bioethics, health
care reform.

In this paper we would like to share with you some
thoughts and reflections stemming from our recent
experience of developing bioethics, as a theoretical and,
at the same time, practice-oriented discipline, in the con-
ditions of unexpected, exciting, but difficult transition
period, that our country - Slovak Republic - has experien-
ced, together with other Central and Eastern European
countries, since the fall of the “Iron Curtain” in Europe in
1989 - 1990.

Bioethics in Slovakia was born as an initiative of self-
educated physicians, theologians, philosophers and
members of other disciplines, that survived and grew up
scientifically and morally in the underground or in priva-
cy. It embodied in its protagonists different traditions of
the medical ethical thought inherrited from the past.
From the very beginning it has been enriched by the
intellectual input of the western traditional and modern
(and ‘postmodern’) philosophical thought. Soon on, the
original input of the research and study efforts in the
field, as well as the work of national research institutions
and various professional and scientific organizations be-
came visible.

The Phenomenon of Transition

The phenomenon of transition could be seen as the
“normal state of affaires” for the Man and the Mankind as
a whole, while walking down the decades and centuries
in this transient world. Transition might be nearly or fu-
1ly invisible for the insiders. However, there are situations
and periods in the individual, group or societal life, when
the phenomenon of transition is especially strongly per-
ceived by many. There are many other aspects of this phe-
nomenon, some have been collected in the Figure 1.

Figure 1: Some Aspects of the Phenomenon of Transition

self - herself. Figure 2 shows some of the famous “hot to-
pics” of contemporary bioethics debate worldwide. The
eternal themes are completed by new disturbing dilemas.
The hazards of the global debate in the transition period
are caused, among other features, by an unprecedent
under-development of a common moral grounding for
the solution of both interesting and important quanda-
ries faced.

Figure 2: Hot Topics in Bioethics

research in human subjects, in vitro fertilization, hu-
man cloning, assisted reproduction in man, birth and
population control, withholding and withdrawing of
the treatment, futile treatment, euthanasia, abortion,
assisted suicide, surrogate motherhood, transplantation,
xenografting, resource allocation and rationing in health
care, implantation of artificial organs, equity in health,
right to the health care, gender perspectives on health,
sexual and reproductive health, patients’ rights, physi-
cian-patient relationship, the goals of medicine (etc.)

Central and Eastern Europe in Transition, 1990-es

The fall of the so-called “communist” - totalitarian re-
gimes in the Central and Eastern Europe in 1989/1990
started the new, un-precedent period of transition in this
part of the Old Continent (Figure 3). It has not yet stopp-
ed to be painful and complicated. Many questions are still
rised and answers sought continue being unclear and di-
fficult. The “old” problems inherrited from the past com-
bine themselves with the new challenges for “young” de-
mocracies. The problems of contemporary societal tran-
sition pose a serious challenge to the bioethics (to the
“ethics of life”) as well.

Figure 3: Transition in Central and Eastern Europe
in 1990-ies

¢ Transition - “normal” state of the affaires: Man and
Mankind walking in the transient world.

e Meaning of transition: (Dis-)oriented progress ?

o Transition and the “problem of the firm point in the
Universe”. (Archimedes)

¢ (Bio-)Diversity, the mantra of “Pluralism”,
clonig of minds ?

e The “postmodern” life-pesimism and the problem
of Hope.

e The values of Man and the value of Man
in transition.

o “Eternal” bio-ethical problems and the new
(post-)modern dilemas.

e The under-development of a common moral
grounding.

Transition to What? To Whom? Where?
For Whom? At What [Kind(s) of] Cost(s)?

¢ The fall of the so-called “socialism”.

e The rise of nationalism(s), hatred, neo-colonialism,
violence, suffering, poverty, etc.

e The problems inherrited from the past,
new problems imported and developed.

e New economical, political, social and cultural
challenges for “new democracies”.

o Nostalgia(s) after “Uncle State”.

e New people wanted! Where one could get them?

The values of Man are at stake in the period of transi-
tion. The less visible, but far more important drama be-
hind the scene is concerned with the value of Man him-

While there is still some nostalgia commemorating
the “Uncle State”, the overall progress hardly could be
stopped. New people are wanted to shape the paths of
transition successfully - they are expected to find
answers for many practical questions, and also for those
posed from the moral point of view.

Bioethics and Society in Transition - Slovakia

In Slovakia, the new democratic developments, espe-
cially at the beginning, were connected with the set of
positive moral values stemming from the centuries-long
Christian tradition (e.g. the leading political movement
was called “People against Violence”, in Czech Republic
it was called “The Citizens’ Forum”). A moral re-newal
was seen as an important pre-requisite for a successfull
reform of the society and all public structures - damaged
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or compromised by the late “communism”. The contribu-
tion of bioethics, soon after its birth in 1990, was expec-
ted to be “practical” - not only theoretical one. These
expectations were not limited to the field of medicine,
health care, environment or other life sciences. They
included also a re-introduction of the “old” good values
and virtues to the society as a whole. The story was far
more complicated, however.

Medicine and health care, of course, were the fields
of major public interest. The profound reform of the
health care system, together with some “humanization”
and improvement of existing medical care, were deemed
more than necessary. Main characteristics of the health
care system reform of in Slovakia are given in Figure 4.
The complicated transition from the state-owned, cent-
rally planned, fee-free health care system to a more de-
centralized one has been the major trend of the changes
undertaken.

Figure 4: Main Characteristics of the Health Care
System Reform in Slovakia

The major legal developments of importance for the
field of medical ethics and bioethics in Slovakia are
shown in the Figure 5. The most important improvements
were connected with passing of the new law on health
care (The Law No. 277/1994) and the new law on drugs
(The Law No. 140/1998). They, among other provisions,
re-affirmed the rights of patients, the protection of sub-
jects, and gave the necessary legal backing for the on-go-
ing transformation processes.

Figure 5: Legal Developments Important for Bioethics

Transition from the state-owned, centrally planned,
fee-free health care to a more decentralized system,
with a considerable proportion of the private sector.
The right to the health care re-affirmed in the Consti-
tution of the Slovak Republic, the state-guaranteed
extent of care specified in the law.

e New system of funding: compulsory health insuran-
ce with a pluralism of health insurance companies,
direct participation of the patient continuously
increased (payments for some health care services,
some drugs, etc.).

Privatization (the primary care, dental care, pharma-
cies, some outpatient specialists).

e New system of the state management - marked de-
centralization.

1991 - novelization of the health law
(Law No. 419/1991)

1992 - Constitution of the Slovak Republic

(the right for the health care re-affirmed)

- new laws on professional organizations
of the health care workers
(Laws No. 13, 14, 27/1992)

- Guidelines on Ethics Committees in Health
Care Facilities and Biomedical Research
Institutions (guidelines of the Ministry
of Health Slovak Republic)

1994 - new health law
(Law No. 277/1994 on Health Care)

1998 - new Law on Drugs
(Law No. 140/1998)

The overall conviction about the necessity, and major
expectations from the moral re-newal and humanization
of medicine in the country created a fruitfull athmosphere
in which the birth and early development of Slovakian bio-
ethics took place. It could be analysed from two different
aspects:

1) The activities, structural developments and buil-
ding of institutions of bioethics as a new discipline;

2) The concrete impact on professional, individual
and societal thinking and behaviour.

The second aspect is very difficult, and perhaps also
too early to assess at present: the period of transition as
characterised above is still not over in Slovakia. Therefo-
re we concentrate further on the first aspect mainly.

The people coming to the field of bioethics in Slo-
vakia, composing the “manpower” of the new discipline,
were members of different societal groups. The major
group consisted of the former dissenters against totalita-
rian ethics and ideology. The other was composed of for-
mer university teachers of the so-called scientific “disci-
plines” of marxism - leninism, educated in abundance du-
ring previous political regime. The third group were pu-
pils or proponents of different interest groups, “schools”,
ideologies and value systems present in contemporary
world bioethics. They were coming, or supported finan-
cially and “scientifically” from abroad.

The concrete developments achieved by Slovakian bio-
ethics since the year 1990 might be divided into several
areas: 1) “institutionalization” of bioethics in Slovakia, 2)
legal developments important for the health care, medici-
ne and bioethics, 3) participation in the professional and
in the general public debate, 4) international collaboration
and exchange.

The most important steps of creation and develop-
ment of the “institutional” basis of bioethics in Slovakia
are given in the Figure 6. Within the “ bioethics institutio-
nalization” efforts in Slovakia - besides the foundation of
the national research, teaching and information bio-
ethics centre, i.e. the Institute of Medical Ethics and Bio-
ethics in Bratislava; the “field working places” of bioethics,
i.e. the ethics committees in biomedical research institu-
tions, major teaching hospitals and regional hospitals -
also the regular teaching of medical ethics, nursing
ethics and bioethics has been started at the faculties of
medicine, the nursing schools and in the postgraduate
education and training of the health professionals. The
opinion of ethics committee is asked nowadays within
the review process of the biomedical research projects
(including the clinical trials of new drugs), and, to some
extent, in decision-making schemes concerning some
health resources allocation problems, and also in solving
of various ethical problems or considerations arisen
from the everydays medical and nursing practice.

Figure 6: Bioethics “Institutionalization”
in the Slovak Republic

1990 - Central Ethics Committee of the Ministry
of Health

1991 - Chair of Medical Ethics at the Postgraduate
School of Medicine (Bratislava)

1991 - ethics committees in the research institutions
and in the major hospitals

1992 - Institute of Medical Ethics and Bioethics,
Bratislava (national research, teaching and
information centre in medical ethics, nursing
ethics, health care ethics and bioethics)

1994 - scientific journal - Medical Ethics & Bioethics
(English/Slovak, quarterly)

1995 - Commission for Bioethics of the Catholic
Bishops’ Conference (Bratislava)

1997 - re-vitalization of the Central Ethics Committee
of the Ministry of Health
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A specific feature of these developments has been an
important interest and support from the Ministry of Health,
especially in the beginning phase of those efforts. The
overall characteristics of the relationships between “bio-
ethics” and the Ministry of Health could be given in the
form of following “periodization”

e The period of enthusiasm (1990 - 1993): marked by
a very positive attitude and support given by the Ministry;
conceptual work and various activities of the Central Ethics
Commitee; organization of two big international congresses
in Bratislava (1991, 1992) and several international confe-
rences; foundation of the Chair of Medical Ethics and the
Institute of Medical Ethics and Bioethics, etc.;

e The period of dissappointment (1993 - 1996): new
ministry wrongly percieved the activities in bioethics as
“political” ones; some suppression of the work of the
Central Ethics Committee; lack of the support to the local
ethics committees; slowing - down the process of imple-
mentation of bioethics in health care facilities and re-
search intitutions; lesser amount of international activi-
ties and exchange, etc.;

o The period of realism (1997 - till now): marked by
growing understanding by the Ministry of the role and
possible contribution of bioethics within the health care
and its reform (including several provisions contained in
the new health legislature); growing acceptance and sup-
port of the international collaboration and exchange
(including the activities of the Council of Europe, the
integration efforts towards the European Union, etc.); re-
vitalization of the Central Ethics Committee work, etc.

The most important guidelines and bio-ethics publica-
tions and documents produced during the first develop-
mental phase are listed in the Figure 7.

Figure 7: Guidelines and Important Bioethics
Documents and Publications

1992 - Deontological Code of the Slovak Medical

Chamber

- Guidelines on Ethics Committees in Health
Care Facilities and Biomedical Research
Institutions

- Questionaire for Investigators and Reviewers
(developed by Prof. T. R. Niederland, the useful
aid for the research ethics review committees)

1993 - book “Clinical Aspects of the Evaluation
of New Drugs”, Niederland, T. R., Dzurik, R. (Eds.),
(first book on GCP in Slovak language)
- book “Contemporary Problems of Medical
Ethics in Central Europe”, Glasa, J. (Ed.)
(first international publication in bioethics)

1994 - book “Selected Chapters of Medical Ethics”,
Soltés, L. et al. (first textbook of medical ethics
for medical students in Slovak language)

1998 - book “Nursing Ethics 1.7, Glasa, J., Soltés, L. (Eds.)
(first book on nursing ethics in Slovak language)
- book “Health Care under Stress”,
Glasa, J., Klepanec, J. (Eds.)
(first international book on resource allocation
and rationing published in Slovakia)

They document both the effort of producing the texts
in Slovak language with direct impact on the professio-
nal community in the country, as well as to built simulta-
neously the information and scientific links with the Eu-
ropean and global bio-ethics. The later tendency is clear-
ly expressed by numerous international activities and
exchange work undertaken by the Slovak bio-ethicists
during the last few years. The numerous international
conferences organized so far in Bratislava have built

a nice tradition of the West-East bio-ethics meetings, with
hundreds of participants, an athmosphere of open - min-
ded and fruitfull discussions, contacts and collaboration
and modern net-working in the field.

A distinctive feature of the development of bioethics
in Slovakia has been the existence of a broad public de-
bate on various problems of medicine and health care,
broadly covered, substantially influenced, or sometimes
even started by the media (press, TV, radio). The major
contributors to this debate might be listed as follows:

o Central Ethics Committee at the Ministry of Health
(ethics review of legislation proposals, statements to vari-
ous health care problems, humanization efforts and edu-
cation activities, input into the media space);

o Institute of Medical Ethics and Bioethics, Bratislava
(under-graduate and postgraduate teaching activities, re-
search, information centre, scientific publications, media
input);

e Local ethics committees (ethics review of research
projects, opinions to ethical problems of the local health
care, local bioethics education activities);

¢ Slovak Medical Association and its member Socie-
ties (statements on the concrete medical-ethical prob-
lems);

¢ Slovak Medical Chamber (professional ethics of the
physician, Deontological Code, statements including
ethical aspects of varius problems of the health care sys-
tem and of the professional ethics of the physician);

e Slovak Chamber of Nurses (Professional Code of
the Nurse, statements on varius problems of health care
and of the professional ethics of the nurse);

o Slovak Association of Hospitals (original proposal of
the Charter of Patients’ Rights, statements including ethi-
cal aspects of varius problems of the health care);

¢ Slovak Association of the Original Drug Manufactu-
rers (ethical Code of practice, statements on different
problems of the health care);

e Catholic Church - Commission on Bioethics of the
Catholic Bishops’ Conference of Slovakia (statements on
different bioethics problems from the point of view of
catholic moral teaching);

e Association of Christian Physicians and Health Care
Workers in Slovakia (statements on the problems of health
care and of the professional ethics from the christian pers-
pective, journal Acta Medica Christiana Slovaca);

o Non-governmental organisations (patient self-help
groups, charity organisations (Charita, Diakonia, etc.), foun-
dations, funds, initiative groups, etc.).

In conclusion it could be observed, that bioethics in
Slovakia has made a considerable progress in quite
a short period of time (about 8 years). It has been able to
constitute itself as a modern, practice-oriented, multidis-
ciplinary developed and shaped scientific discipline,
whose voice is still more clearly heard in the relevant na-
tional and international fields (medicine, health care, bio-
medical and life-sciences research, legislation initiatives,
professional and general public debates). The existing
pre-requisites for the further development of bioethics
in Slovakia support some optimistic expectations for the
future.
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ZMENY V NAZORECH STUDENTU NA NEKTERE ETICKE
PROBLEMY BEHEM VYUKY LEKARSKE ETIKY

Tomas Lajkep

Ustav Ieékarské etiky Lékarské fakulty Masarykovy Uni-
versity, Brno, Ceskd republika

Abstrakt

Clinek pojedniva o nékterych zménich v nizorech
studentii na obtizné etické problémy, béhem vyukovych
seminafa 1ékafské etiky na LF MU v Brné€. Autor predkla-
da jednotlivé kasuistiky, ze kterych se na seminafich vy-
chazi, a dopliiuje je nejobvyklejSimi reakcemi studentt.

Klic¢ova slova: vyuka lékarské etiky, postoje studentq,
kasuistiky.

Ackoli 1ékarska etika patfi k relativné nejmladS$im sa-
mostatnym medicinskym oboriim, mai jeji vyuka ve vétsi-

né zemi Evropské unie jiZ svou historii a tradici. Je to
diano mimo jiné také tim, Ze obtiZzné€ etick€ a pravni prob-
Iémy jsou v soucasné€ l€karské praxi stile Cast€jsi, a dobra
klinicka péce budoucnosti bude nutné doplnéna o dalsi
aspekty terapeutického vztahu, pfinejmensim o ty, které
uvadi napf. A. Hope v Oxfordském manualu pro vyuku lé-
kafské etiky [2]:

1. Citlivost k etickym aspektiim terapie.

2. Porozuméni a znalost legislativniho rimce ve kterém
se budou uskutec¢niovat obtizna medicinska rozhodnuti.

3. Rozvoj komunikac¢ni obratnosti, aby lékaf byl vhod-
nym partnerem v dialogu s pacientem a pfibuznymi.

Také na Lékarské fakulté Masarykovy university
v Brné€ budeme vstupovat do nového tisicileti jiz s pomér-
né presnou piedstavou o tom, jakd ma byt organizace
prednasek a seminafa tohoto relativn€ nového oboru.
V né€kolika poslednich letech také muZeme zaznamenat
vzrustajici zdjem student(i o bioetiku. Zacatky vyuky lé-
kaiské etiky byly ve znameni jakéhosi odporu, nebot stu-
denti Casto tvrdili, Ze “etika se neda naucit” a Ze vlastni
etické nazory a postoje se odvodi az z vykonu praxe.
S timto ndzorem se jizZ dnes nestkame. Studenti si stdle
vice uvédomuji, Ze etické souvislosti diagnostiky, terapie
a komunikace s pacientem jsou minimalné stejné dulezi-
té, jako ovladani diagnostickych a terapeutickych postu-
pu, a etickd problematika jednotlivych lI€kafskych obort
je na naSich seminarich Zivé diskutovana.

Jeden ze semindit je zaméfen na problematiku po-
¢atku zivota a technologickych intervenci do lidské rep-
rodukce. Zakladem tohoto seminafe jsou jednotlivé kasu-
istiky, které vSak v sob¢€ vZdy obsahuji také obecnéjsi prob-
1émy. Myslim, Ze by bylo zajimavé shrnout, jak se studenti
LF MU stavéiji k nékterym problémum.

Hned na zacitku je tfeba pfipomenout, Ze zde uverej-
néné zavéry jsou mym osobnim hodnocenim. Bylo by to-
tiz obtizné néjak objektivizovat ménici se postoje studen-
th. Na to, jaky ma jejich nazor dynamiku, ma totiz vliv
také ten, kdo tento seminaf vede. Proto jini ucitelé mo-
hou mit i jiné zkuSenosti.

I. kasuisticky rozbor

Dvacetilety chlapec mél vaznou automobilovou ne-
hodu. Byl privezen na kliniku, ale tam jiZ Iékari konstato-
vali mozkovou smrt. ProtoZe tento hoch se Iékarim jevil
jako vhodny ddrce organu pro transplantaci, byli pozvani
jeho rodice k ovéreni souhlasu. Rodice s transplantaci sou-
hlasi, ale otec ma zvlastni prani. Odebrat spermie jiz
mrtvému synovi. Vysvétluje to tak, Ze to byl jejich jediny
hoch, oni sami jsou bezdétni a chtéli by mit vnoucka - po-
kracovatele rodu. Mrtvy hoch sice ma snoubenku, ale ta
neni schopna se aktudlné vyjadrit, zdali by s umélym
oplodnéni souhlasila. RodicCe tvrdi, Ze jim to nevadi, po-
kud ona svolna nebude, najdou si jinou Zenu, kterd by
byla ochotnéjsi. [1]

Po precteni tohoto pfipadu se studenti obvykle rozdé-
li na dva tabory. Jedni fikaji jasn€ ne, druzi se ptaji proc
ne? Obvykle byva vice téch studentt, ktefi by v tomto pii-
padé vyhovéli Zadosti rodict a spermie jim odevzdali.

Argumenty studentd pro odebrani spermii na Zadost
rodica:

1. Neposkozuje se tim nikdo druhy.

2.Je to prani rodicu a lékaf ma povinnost jim vyhovét.

3. Prarodice mohou dobfe vychovavat takto pocaté

dité.

4. Pokud by spermie pozadovala snoubenka, mélo by

se vyhovét spise ji, nez rodi¢am.

5. KdyZ ma Iékafska véda nyni k dispozici tyto moz-
nosti, mé€la by je také vyuzit. I kdyZ je to nezvyklé, moral-
ni hodnoceni se brzy pfizptisobi technickym vymozZenos-
tem a takovéto zasahy nam nebudou pripadat nemoralni.
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Argumenty studentd proti odebriani spermii:

1. Nikdo nemuZe zjistit nazor mrtvého, zda by si tako-
vym zptsobem pril mit dité. ProtoZe tento postup je kraj-
né nezvykly, lze pfedpokladat, Ze by to nejspis nechtél.

2. Rodic¢e nemaji pravo nakladat s organy zemfelého
tak, jak se jim zlibi.

3. Dité ma pravo na to, aby mélo otce.

4. Lékatf nema povinnost vyhovét vsem Zadostem.

Ucitel ma moznost pouZit tento priklad k diskusi
0 obecnéjSim problému. MuZe se napfiklad zeptat: “Co
myslite, na ziakladé tohoto pfipadu, je moZné rozsifit
uplatnéni metody asistované reprodukce na tzv. netera-
peutické indikace?”

Vétsinou je potfeba dalsi vysvétleni: “Vite, Ze umélé
oplodnéni bylo zpocitku chipano jako metoda k pfeko-
nani neplodnosti partnerskych dvojic. Od zacitku zde
byli dva partnefi, ktefi nemohli spolu mit dité. Byl to tedy
vlastné jakysi druh terapie, kdyZ se predpokladalo, Ze ne-
plodnost je nemoc. V neterapeutickych indikacich se ale
o nemoc nejednd. Je to napfiklad tehdy, kdyby Zena chté-
la mit dité bez sexualniho styku s muzem. Ten pfipad,
o kterém mluvime je vlastné tak€ jakymsi druhem netera-
peutické indikace. Uméla reprodukce by zde méla slouzit
k naplnéni socidlnich zdjmu urcitych skupin. Nehrozilo
by pak nebezpeci, ze by se uméld reprodukce stala vyso-
ce komercni zdleZitosti, kterd by s terapii jiZ neméla nic
spole¢ného? Byly by v takovémto prostfedi dostate¢né
zohlednény zdjmy ditéte?”

Studenti vétSinou prichdzeji na to, Ze zajmy ditéte by
v tomto procesu umé€lé reprodukce mély mit pfednost
pred zajmy Zadateli. ProtoZe nas vSak vyvojova psycho-
logie udi, Ze vychové ditéte prospiva predevsim harmo-
nickad heterosexuailni rodina, pak minimalni pozadavek
pro etick€é schvileni umélé reprodukce je ten, aby se dité
pocinalo s imyslem narodit se do kompletni rodiny.

II. kasuisticky rozbor

ManZelé chtéji mit dité, ale ukaZe se, Ze Zena neni
schopna dité donosit. UvaZuji o mozZnosti, Ze jim jind
Zena za uplatu dité¢ donosi. Sepisi s touto Zenou radnou
smlouvu. Po porodu jim vsak tato nihradni matka odmita

dité vydat. Jak ma rozhodnout soud?

Vétsinou studenti védi, Ze v pravni praxi statd, kde je
nihradni matefstvi povoleno, je za matku povazZovana
Zena, ktera dité porodi. Ucitel je mZe upozornit na to, Ze
zakony a morilka spolu nemusi vZdy korespondovat,
a vyzvat je k diskusi o tom, zda s takovym rozhodnutim
soudu souhlasi. Studenti se opét rozd€li na dvé skupiny.

Neéktefi si mysli, Ze, pokud je smlouva fadné sepsina,
nemad Zena, co dité porodi, pravo od ni odstoupit. Takto
by se do prava vnesl chaos, kdyZ by i po sepsani byla
smlouva jednostranné vypovéditelna.

Jini si mysli, Ze rodic¢ka priavo na dité mi. Béhem 9
mésict si mohla s ditétem utvorit vztah, ktery si nemohla
racionalné predstavit. Pravo by mélo respektovat citovy
vztah matky a ditcte.

Uditel se vSak muZe zeptat: “Jak postupovat v pfipadé,
kdyz rodice - Zadatelé prokazi, ze dité se narodi do ne-
vhodnych socidlnich poméra. Muze byt pak dité odebra-
no matce i pfes jeji nesouhlas v tzv. “lepSim zajmu ditéte”
a jakoby nahodou svéfeno do péce ptivodnich Zadatel(i?”

Tato otazka vyvola u studentd nékdy doslova zdéSeni.
Nahle si mnozi uvédomi, jak velky prostor skytd institu-
ce nahradniho matefstvi pro skryté manipulace, socidlni
natlak, jak nerovnopravné postaveni mohou zaujimat
rizné subjekty zucastnéné na této hie a jak se z ditéte
muze lehce stat zbozi, o kterém se vedou nekonec¢né
soudni pre. VétSina z nich nakonec pfijme s ulevou
informaci o tom, Ze instituce nihradni matky neni u nis
zakonné povolena.

III. kasuisticky rozbor

Zena je ve 36. tydnu téhotenstvi. Pfi vySetieni se ukd-
Ze, Ze plod ma hydrocefalus. Zvétsena hlavicka tvori po-
rodni prekazku. Plod je maturovian, mohlo by se uvaZovat
o predcasném porodu. Teoreticky je mozny dvoji zptisob
vedeni porodu: bud’ cisarskym rezem, ktery ma svd obvyk-
14 rizika (anestesie, krvidceni, mozné poskozeni urogeni-
talniho traktu apod.), nebo provést kraniotomii plodu
a dit€ porodit normdlni cestou. Tento zpiisob vedeni po-
rodu je vsak neslucitelny s prezitim ditéte. Dile je uvede-
no, Ze pokud je dité porozeno cisarskym rezem ma dvou-
tietinovou Sanci na prezZiti. Asi 60 % prezivsich déti je
pak v riizném stupni mentdlné retardovano. Ma Zena pra-
vo na to byt seznimena s obémi alternativami a ma pravo
si mezi nimi zvolit? [1]

Tento drasticky pfiklad vyvolava dalekosahlé polemic-
ké diskuse. Zahrnuje v sobé pravo na informace, pravo se
rozhodnout a predstavuje i situaci, kde prava ditéte a pra-
va matky jsou ve vzijemném konfliktu.

Vétsina studentt mini, Ze 1ékaf nejenom smi, ale do-
konce musi matku informovat o obou alternativach. Mat-
ka by pak méla mit zikonnou moznost rozhodnout se
v jednom, ¢i druhém sméru. Nikdo ji nemuize nutit, aby
porodila (moZna) poskozené dité, kdyz nechce.

MenSina student® zastava nazor, Ze od jistého tydne
gestace matka nema pravo rozhodovat o tom, jestli dité
bude Zit nebo ne. At je dité poskozené nebo ne, matka
ma povinnost porodit Zivé dité a neméla by tedy byt
s druhou alternativou vibec seznamovana.

Ucitel opét muiZe vyuZit téchto hlast a zeptat se, jak
postupovat, kdyZ matka ma normalni zdravé dité, ale ne-
chce porod cisafskym fezem - tfeba z ryze subjektivnich
davodu. I kdyZ je to extrémni situace, mtiZeme si predsta-
vit, Ze dité je pln€ maturované, zdravé, ale matka si uma-
ne, Ze cisafsky rez nepodstoupi. Dité v§ak normalné ne-
Ize porodit. Ma tedy byt dité segmentovano? Je toto také
pripustni alternativa?

VétSina studenttl se nyni citi poboufena. Tato situace
jim pfipada diametrilné odliSnd. “V ¢em je odlisna?” - pta
se ucitel. “V prvnim pfipadé je dité (moznd) poskozené,
ve druhém ne. PoSkozené dité ma tedy jakési “oslabené”
pravo na zivot? Zdravé dité ma naproti tomu pravo na Zzi-
vot v plném rozsahu - bez ohledu na to, jestli matka chce
nebo ne?” Mnozi studenti tedy zméni nazor a mini, Ze od
urcitého tydne gestace by vSechny vyvijejici se plody
mély mit narok na pravni ochranu.

Problém, o ktery jde, vSak jiz byl vysloven. Existuje
v nas asi nevédoma tendence divat se na zZivot druhého
clovéka z pozice soudce, ktery rozhoduje o tom, jestli je
tento Zivot kvalitni, jestli si tento Zivot zaslouZi byt Zit.
Existuje i tendence prorokovat - anticipovat osud posko-
zené€ho ditéte a mluvit o tom, Ze kromé€ stradani jej v Zivo-
té jiz nic dobrého necekd. Zapominame, Ze i my mame
vliv na to, jak se nemocni a postiZzeni mezi nami citi.
I naSe postoje prispivaji k jejich Zivotnimu komfortu.

Po tomto pfipadu ndsleduje obvykle diskuse o etické
problematice potrat(l. VétSina studentdl ma za to, Ze Zivot
¢lovéka vznika od okamZiku poceti. Tento nazor je mezi
studenty jednoznacné nejrozsifenéjsi. Stejné tak mezi stu-
denty pfevazuje nazor, Ze Zena ma pravo pozadat o pot-
rat, kdykoli to uzna za vhodné, pravé v téch mezich, kte-
ré urcuje zakon. Nasleduje otazka, jak je mozZné na jedné
strané souhlasit, Ze potratem se usmrti lidskd bytost, a na
druhé strané€ uznat, ze zahubeni lidské bytosti muze byt
eticky a pravné legitimni. Studenti obvykle odpovidaji
tak, Ze lidska bytost je hodna pravni ochrany aZ od urcité-
ho stupné gestacniho vyvoje. Tato shoda mezi nimi je
vSak pouze zdanliva, nebot poté nasleduje diskuse o tom,
od kterého obdobi gestace a proc¢ pravé v tomto obdobi
gestace, je lidska bytost nositelem takovych prav, které
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neumoziuji druhym lidem - v¢etné matky - zpochybnit
zakladni pravo této bytosti a to pravo na Zivot.

Diskuse tedy odkryva hlubsi filosofickou problemati-
ku. Hledd se odpovéd na otizku: Co je to lidskd bytost?
Jakd ma clovék zakladni prava? Jaka mohou byt eticky le-
gitimni omezeni téchto prav?

Studenti ¢asto dojdou k ndzoru, Ze aktudlni pravni
stav nemusi byt vzdy v souladu se zakladnimi etickymi
poZadavky. S problematikou potrath se obvykle velmi ne-
snadno vyporadavaji. Mohu si snad dovolit citovat vyrok
jedné ze studentek, ktery jako by charakterizoval jejich
rozporuplné nazory na tento problém: “S potratem nesou-
hlasim, je to vrazda. Je potfeba to lidem neustile pfipomi-
nat. Ale se soucasnym zakonem, ktery umoznuje liberalni
pfistup k potratiim, souhlasim.” NaSim zamérem je, aby si
studenti uvédomili, Ze i kdyZ se n€co v praxi béZzné déje,
neni tato samoziejmost jeSté sama o sobé diivodem k bez-
problémovému pfijeti. Tak jsou studenti vedeni k tomu,
aby si sami udélali na véc nazor, pouze na zikladé kritické
reflexe. Praxe byva Casto vzdilena od etického idealu.

Z naSich zkuSenosti pfi vedeni semindfa vyplyva, ze
etické problémy v mediciné mohou byt pfedmétem racio-
nédlniho diskursu. Tento racionadlni diskurs muzZe u vétsi-
ny studenta vést ke zméné predchozich, vétsinou emotiv-
né ladénych postoji. Je vyhodou, Ze dochazi ke korekci
téchto postojt jesté pred tim, nez jsou fixovany a prohla-
Seny za raciondlni. Seminafe vedou k hlubsimu zamysleni
i nad slozitostmi osobniho Zivota, nebot ukazuji, Ze 1ékar
do terapeutického vztahu promita svoje osobni Zivotni po-
stoje. Zpétné se od studentt ¢asto dozvidame, jak zdsadni
zmény v hodnoceni urditych etickych problému oni osob-
né prodélali béhem vyukového bloku o 1ékarské etice.
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Abstract

Virtually every major medical achievement of the last
century has depended directly or indirectly on research
with animals. Animal studies have provided the scientific
knowledge that allows health care providers to improve
the quality of life for humans and animals by preventing
and treating diseases and disorders, and by easing pain

and suffering. Knowledge gained from animal research
has contributed immeasurably to the dramatical increase
of human life span. The aim of the article is to review the
historical necessity of animal research for understanding
of major medical problems.

Key words: animal research, animal testing, non-ani-
mal models.

The knowledge obtained from animal research that
has significantly extended the human life is not only
from the research of the 20th century, but it covers
approximately 4.000 years of the history of mankind.

The earliest written records of involving animals in
medicine date to 2000 BC, when Babylonians and Assy-
rians documented surgery on humans and animals. The
roots of real animal research-based knowledge could be
find in the intellectually free climate of the ancient Gree-
ce. The first documented animal experiments were con-
ducted by the anatomist Erasistratus, who in the 3rd cen-
tury BC demonstrated the correlation between food inta-
ke and weight gain in birds. In the 2nd century BC, the
physician Galen used a variety of animals to show that
arteries contain blood and not air, as has been previously
believed. During that period physicians accumulated
a wide list of achievements, including a description of
embryonic development, the establishment of the impor-
tance of the umbilical cord for fetal survival and the re-
cognition of the relationship between the optic nerves,
which arise from the eyes and the brain. The Greeks and
later Romans developed schools of higher learning, that
included medical schools, and they documented their
findings in the libraries.

The pace of biomedical research increased in 1700s.
Pioneering scientists of that era described the relation-
ship between nerve impulse and muscle contraction,
observed tissue repair and cellular division, discovered
that food is digested by secretion of stomach, and measu-
red the heat generated by body metabolism. In each case,
these discoveries were made by means of observations in
animals.

In the 1860s Louis Pasteur discovered, that microsco-
pic particles, which he called vibrions (i.e. bacteria),
were the cause of a fatal disease in silkworm. When he
eliminated the vibrions, silkworms grew free of disease -
the first demonstration of germ theory of disease.

The second half of the 19th century began a new era
in biology and medicine. It is possible to observe, that
every important medical development (vaccination, an-
aesthesia, blood transfusion) depended on animal experi-
mentation. The 20th century has seen enormous growth
in animal experimentation both in the “science” and in
the industry.

The need of the whole animals for biomedical re-
search was reduced, when the methods for growing cells
and tissues in artificial media were introduced. These
non-animal methods helped to understand such funda-
mental areas as cell growth and differentiation, cellular
interactions, signalization, transformation of normal cells
to cancerous ones, cellular aging, etc. However, the who-
le animal models were still irreplaceable for many key
experiments, as listed in Table 1. [3, 4, 5].

A short look at the list of Nobel Prizes for medicine
awarded in 1980s and 1990s shows that the whole ani-
mals were directly involved in the research of eleven of
the sixteen winners. (Table 2, p. 12) [1, 7]

On the other hand, the use of research animals today
is often difficult, costly, and requires strict adherence to
the various regulations. [2, 10] E.g. the costs of a two-year
chronic toxicity test in rats is typically about 600.000,-
USD. [6] Because of this, the incentives to introduce the
non-animal, or alternative methods of testing are great. In
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Table 1: Animals in Biomedical Research

Work initiated Medical advance Species studied
or culminated
Early 1900s elucidation of malaria-parasite life cycle, pigeons
cardiac catheterization techniques, dogs
tuberculosis research cattle, sheep
1920s discovery of insulin and the treatment dogs
of diabetes,
thymus research pigs, monkey
1930s transfusion, blood groups, blood typing  many species
anticoagulants cats
sulfa drugs mice, rabbits
1940s treatment of rheumatoid arthritis rabbits, monkey
yellow fever vaccine mice,monkey
streptomycin, chlortetracycline many species
discovery of Rh factor in blood typing rhesus monkey
1950s cardiac pacemakers dogs
poliomyelitis vaccine rabbits, primate
cancer chemotherapy rabbits, primate
open-heart surgery dogs
1960s defibrillation of heart dogs
discovery of tumor inducing viruses chickens
kidney and liver transplantation dogs
cortisone therapy rabbits
hypothermia techniques dogs
1970s computed tomography pigs
heart transplantation dogs
treatment of leprosy monkeys
nonaddictive painkillers rats, monkeys
discovery of natural opiate pain many species
control systems
1980s artificial heart dogs, cows
in vitro fertilization techniques mice, primates
gene replacement techniques mice, rats
development of antiviral therapy many species
discovery of causative agent of AIDS primates
monoclonal antibodies rabbits, mice
1990s human gene therapy many species

experimental AIDS vaccines

chemical communication between cells
genetic control of early structural
development

primates
frog
fruit fly

many cases, these could offer economical and scientific
advantages. The non-animal assays would presumably be
faster and more easily reproducible. Several categories of
non-animal test methodologies are currently in use; how-
ever, all of them have inherent limitations.

Physico-Chemical Techniques

The use of these techniques is aimed to identify hu-
man responses to chemicals and biological substances. In
some instances, they are more sensitive and less costly
than animal methods.

Mathematical and Computer Aids

Mathematical models can be useful in improving the

design of scientific experiments and
helping to predict an organism’s res-
ponses to varying levels of exposure to
a particular chemical. However, ma-
thematical constructs are no subtitute
for observation of the effects of a sub-
stance in a complex, living systém.

Computer-assisted data banks offer
the ability to reduce test duplication
through greater accessibility of results
to scientists working in laboratories all
over the world. One example is the
Cosmetic Ingredient Review, which
eliminates the need for safety data on
formulations for which ingredients
have already been tested. Computers
are also useful in the initial evaluation
of chemicals slated for further study.
Unsuitable chemicals can be elimina-
ted from consideration prior to the
institution of animal testing. But com-
puters can process and store only the
existing knowledge - much of which
came from animal studies. Animal tes-
ting is still needed to expand that know-
ledge base.

Cell, Tissue and Organ Cultures

Living cells, tissues and even whole
organs obtained from animals and hu-
mans can be used in the laboratory for
preliminary screening of chemical
compounds. They can help to identify
substances that are so toxic that there
is no purpose in continuing to investi-
gate their potential use in humans. How-
ever, the tests with cultured or preser-
ved cells, tissues or organs cannot provi-
de an assurance of the compound’s sa-
fety. Testing on tissue culture will not
reveal the effects of substance in an
organism composed of many different
organs and systems. Further testing in
an intact, living organism is needed to
provide accurate safety data. In addi-
tion, the usefulness of this technique
depends in many cases on the nature
of the culture medium in which biolo-
gical materials are kept viable. Artifi-
cial media may cause cells to undergo
the structural and biochemical chan-
ges that alter their function and, thus,
invalidate the test results. In addition,
these tests sometimes yield false positi-
ve or negative results.

Micro-organisms and Lower Invertebrates

Single-cell organisms such as protozoa and bacteria

(used e.g. in the Ames test) are increasingly useful in ear-
ly screening for toxic and mutagenic effects. However,
because of their simple physiology, they shed little light
on complex toxicity questions, and thus are less useful in
late stages of testing protocols. Invertebrate animals such
as insects and molluscs are also useful in early screening,
but the results obtained are often too general to be
applied to the multi-organ system toxicity problems in
humans.

In any discussion of non-animal testing methods the
following additional facts should be considered:
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Table 2: Animal Studies of Nobel Prize Winners

Year Scientist(s) Animal(s) used Contribution made

1980 Benacerraf, Dausset, Snell mouse, guinea pig identification of histo-
compatibility antigens
and mechanism of activity

1981 Sperry, Hubel, Wiesel cat, monkey processing of visual information
by the brain

1982 Bergstrom, Vane, Samuelsson ram, rabbit, guinea pig discovery of prostaglandins

1984 Milstein, Jerne, Kohler mouse technique for monoclonal
antibody formation

1986 Levi-Montalcini, Cohen mouse, chick, snake nerve growth factor
and epidermal growth factor

1987 Tonegawa mouse embryo basic principles of antibody
synthesis

1989 Varmus, Bishop chicken cellular origin of retroviral
oncogenes

1990 Murray, Thomas dogs organ transplantation
techniques

1991 Neher, Sakmann frog chemical communication
between cells

1992 Fischer, Krebs rabbit regulatory mechanism in cells

1995 Lewis, Wieschaus fruit flies genetic control of early

structural development

1. The search for new methodologies is a process of
trial and error guided by an accurate understanding of
basic physiological mechanisms. However, once again,
without animal testing these basic mechanisms cannot
by fully understood.

2. The requirements of regulatory agencies implicitly
hold that toxicity testing are done by the best methods
available. Alternative methodologies, therefore, must be
at least as scientifically reliable as the tests they replace.

3. The validity of non-animal testing methods can
only be confirmed in laboratory animals or - in human
beings. [8, 9]

The current public debate about the research with
animals highlights the complexity - both ethical and
scientific - of the medical research process. The benefits
of research are obvious in advances of medical and vete-
rinary science. The long and complicated process that leads
to those advances is more difficult to understand. But
there is a great need for such understanding, if society
has to find an appropriate balance between the need to
protect laboratory animals and the one of improving the
health and well-being of humans and animals.
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Abstrakt

Prispevok zhfiia niektoré poznatky psychoonkologie
vo vztahu k procesu adaptacie a zvladania situdcie viacna-
sobnej Zivotnej krizy letilne chorych dospievajucich. Pri-
ndsa niektoré skusenosti z prace s adolescentami, hospita-
lizovanymi na onkologickom oddeleni v slovenskych pod-
mienkach. Poukazuje na urcité nedostatky v komplexnej,
zvlast psychologickej a Specidlno-pedagogickej, ako aj so-
cidlnej starostlivosti o onkologicky chorych adolescentov
a ich rodinu, ako aj o oSetrujuci persondl tychto pracovisk.

Klticové slova: psychoonkoldgia, adolescenti, psychic-
ka kriza, adaptacia, zvladanie.

V komplexnej starostlivosti o pacientov s diagnézou
nadorového ochorenia sa v poslednych destrociach stile
viac upozorfiuje na psychické aspekty, zvlast emocné
stranky tohto ochorenia, ktoré moézu vplyvat na jeho prie-
beh i celkovu kvalitu Zivota pacienta [1, 2, 6, 10, 23]. Po-
znanie a objasnenie fungovania tychto mechanizmov
moze pomoct v prevencii zbytoc¢nej traumatizicie a psy-
chickych porich u onkologickych pacientov [25].

Psychické suvislosti nidorovych ochoreni su predme-
tom $tudia psychoonkoléogie. Spolocenské aspekty na-
dorového ochorenia, ktoré totiZz nezasahuje len pacienta,
ale dotyka sa aj jeho rodiny, priatelov, kolegov v zamest-
nani a vSetkych tych, ktori s nim prichdadzaju do styku
(“pacientom” je aj systém vztahov konkrétneho pacienta)
- skiima psychosocidlna onkolégia [10]. Pri spravnom od-
bornom pristupe k onkologicky chorému, ktory zahfna aj
jeho socidlne prostredie, nemusi sa samotny fakt nadoro-
vého ochorenia premietnut do Zivota pacienta vylu¢ne
negativne, ale mozZe sa stat paradoxne katalyzatorom jeho
dalSieho duSevného rozvoja, rastu, ako aj obohatenia
jeho prostredia [1, 3]. Tato osobna (rodinna) hrani¢na
krizova Zivotnd situdcia moze za optimalnych podmienok
viest k prehodnoteniu existencidlnych otdzok (filozofia
Zivota, zivotny Styl, rebricek hodnot), ale aj k zbliZzeniu
v medziludskych vztahoch [3, 20, 23, 24].

V okamihu spoznania diagnézy sa v preZivani pacien-
ta ale aj jeho rodiny a blizkych objavuju pocity straty, zar-
mutku, ktoré sa dotykaju minulosti, pritomnosti a osobit-
ne buducnosti - akoby bola stratend spolocne plinovana
budicnost [18]. Zisadne je ohrozené napifianie ziklad-
nych ludskych potrieb [16]: napr. potreba Zivotnej istoty,
najviac napliianej v citovom vztahu; potreba Zivotnej pers-
pektivy alebo otvorenej, stimulujicej budicnosti - buduc-
nost sa uzatvara, ¢o moze viest k zufalstvu [1, 5,].

Pacientova psychicka reakcia na nidorové ochorenie
ma dynamicky charakter, tj. meni sa v Case [10, 14, 21].
Ovplyviiuju ju viaceré faktory [1]: a) objektivna prognéza
ochorenia a jej subjektivne chapanie u pacienta, b) vek,
pohlavie, socidlne postavenie pacienta, ¢) pri¢ina ocho-
renia v suvislosti so Zivotnym Stylom pacienta, d) vlastné
symptomy ochorenia, €) priame ucinky choroby a liecby
na funkcie mozgu a nervového systému, f) psychické
ucinky podavanej liecby, g) socidlna stigmatizicia pacien-
ta kvoli ochoreniu, g) vztahy pacienta s oSetrujucim per-
sondlom, h) charakteristiky pacienta ako osoby (minula
Zivotna skusenost, osobnost, rodinné vztahy, naibozenské
presvedcenie, socidlne podmienky).

V pripade onkologicky chorych adolescentov sa okol-
nosti komplikuji pritomnou normativnou adolescent-
nou vyvinovou krizou [19]. Obdobie dospievania sa po-
vazuje za obdobie moratéria v tom, Ze voc¢i niektorym
prejavom adolescentov sa zaujima vSeobecne zhovieva-
vejsi postoj [4]. Dospievajuci sa sastred’uji na rieSenie zé-
kladnych existencialnych otazok - osobnej identity (Kto
som?) a zivotného zmyslu (Kym budem? Kym sa stanem?
Kam smerujem?). Neistota, citovd nevyrovnanost (labili-
ta), nadmerna sustredenost na seba (egocentrizmus) a za-
vislost su obvyklymi charakteristikami preZivania zvlast
prvych rokov dospievania. V ¢ase dotvaranie svojej iden-
tity sa oslabuju vizby s povodnou rodinou a nové, stabil-
nejsie socidlne vizby nie su eSte dotvorené.

Fakt choroby s ev. trvalym obmedzenim do budicnos-
ti spracovivaji adolescenti ovela taZ8ie ako mladsie deti
alebo dospeli [19, 21]. Ohrozenie Zivota, realitu smrti
chipu ako Sokujicu, nespravodlivi, znicujlicu, traumati-
zujucu skutocnost. Reaguju hnevom, zmitene, odporom,
destruktivnym spravanim (externalizuji) alebo unikom
od aktivity, stiahnutim sa do depresie (internalizuji) [8].
Objavuju sa aj inikové reakcie v podobe zneuZivania Skod-
livych latok alebo inych autodeStruktivnych prejavov [18].
Depresia sa lahko prehlbuje a viZznym rizikom je moznost
suicidia (u adolescentov su vSeobecne castejsie) [21].

Dospievajuci, ktori vSeobecne reaguju precitlivelo na
hodnotenie, neziaujem alebo neprijatie, uprednostiuju
v pristupe k nim na prvom mieste akceptaciu a porozu-
menie, doverny rozhovor s dostato¢nym priestorom pre
pocuvanie, ale aj sucit. Vo svojom adolescentnom ego-
centrizme a neistote v3ak len vel'mi tazko prijimaju zvySe-
nu pozornost druhych (rovesnikov alebo dospelych)
a odmietaju, aby sa k nim pristupovalo nejako vynimoc¢ne
v porovani s druhymi [1, 18, 19]. Neujasnenost spolocen-
ského statusu dospievajucich, ktori st v niektorych situ-
aciach povazovani za uz dospelych a v inych este za deti
[14], vS8ak mdZe byt zdrojom dalSicho emoc¢ného preta-
Zenia (ziada sa od nich, aby sa vedeli ovladat).

Zaikladom starostlivosti sa stiva budovanie dovery
a nadeje u pacienta a v celom systéme zucastnenych vzta-
hov [3,9, 12, 13, 18, 22, 25]. V komplexnej psycho-socidl-
nej, lie¢ebno-pedagogickej a duchovnej starostlivosti
o onkologicky chorych adolescentov sa odporuca podla
aktualneho stavu vSeobecne podporovat fyzicka aktivitu,
osobitnu pozornost venovat praci s emociami a hodnota-
mi, vyuzivat relaxdciu, imagindciu, arteterapeutické pros-
triedky (pisomny prejav - denniky, listy, malba, kresba, pra-
ca s hlinou, muzikoterapia, biblioterapia) a podporovat aj
meditaciu a duchovnu reflexiu [1, 8, 11, 18, 19, 20, 24].

V nasledujucej ¢asti uvadzame niektoré skudsenosti
z prace a stretnuti s letdlne chorymi dospievajucimi, kto-
ré sa ziskali pocas dvojroc¢nej spoluprice psycholéga
a $peciidlneho pedagdga na detskej onkolégii v nasich
podmienkach (z 23 dospievajucich pacientov, dlhodobo
sledovanych v rokoch 1994 - 1996, uz viac ako tretina ne-
Zije)[11]:

1) Odhliadnuc od sucasnych ekonomickych a spolo-
¢enskych problémov, moZno povedat, Ze medicinska
a oSetrovatel'ska starostlivost na detskych onkologickych
oddeleniach ma dobru uroven.

2) Na tychto oddeleniach v$ak stile nie je vytvoreny
dostatocny priestor pre kontinudlne poskytovanie psy-
chologickej podpory a poradenstva detskému, adolescent-
nému pacientovi, osobitne jeho rodine, ale rovnako
i zdravotnickemu persondlu. Rezim tychto oddeleni je
pomerne rigidny (vyhradzuje dopoludnie pre vySetrenia,
terapeutické zikroky, pripadne Speciilne upravené vy-
ucovanie pre Skolopovinné deti).

3) Pre najrizikovejSie vekové skupiny, najmladsie
a najstarSie deti absentuje pritomnost odbornika, terapeu-
ta alebo poradcu, ktory by im pomohol vyplnit vol'ny cas,
poskytol psychicka podporu, radu a pomoc. Predpolud-
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najsia pritomnost hrového terapeuta, resp. lieCebného
pedagoga je skor vynimkou, spravidla je vyhradend na
popoludnie a zabezpecuje ju vychovavatel (jeho odborné
kompetencie vzhladom k uvedenym poziadavkam a Stan-
dardom st obmedzené). Pritom extrémna uroven uzkosti
sa preukdzala vo vicSine pripadov sledovenej skupiny
dospievajucich, nepriamo aj u rodicov a oSetrujuceho
persondlu.

4) Existujace vazne nedostatky v legislative a praxi so-
cidlnej pomoci stazuju zabezpecenie stalej pritomnosti
blizkych osob, pripadne ich castejSich navstev na oddele-
ni (minimalne pre tazsie stavy detskych pacientov), chy-
baju tiez nové formy paliativnej starostlivosti pre deti
a dospievajucich.

5) Stile chybaju praktické navody pristupov k detské-
mu a adolescentnému pacientovi, ako aj Specidlne progra-
my dal$ieho vzdeldavania v tejto oblasti, ktoré by boli zvlast
urcené pre oSetrujici persondl, ale aj napr. pre rodicov.
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CLINICAL RESEARCH
DEBRA Regional Meeting,
Bled (Slovenia)7-8 June, 1999
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Abstract

The report on the international meeting on ethics of
multicenter clinical trials arranged by the Council of Eu-
rope (Directorate for Legal Affaires) at Bled (Slovenia)
for the Czech Republic, Slovakia, Hungary, Croatia, and
the host country. The six core topics dealt with at the me-
eting are reported on (i.e.: 1. the high quality demands of
the applied methodology - condition sine qua non, 2. the
high standards of protection and respect for the project
patients and healthy volunteers, 3. the researcher’s perso-
nal ethics, 4. the scientists’ active participation in the
projects, 5. the necessity of demanding transparency of
all financial and money-like arrangements, 6. the addition
of distributional ethics (i.e. the restricted potential of
scientific resources)), in the first run on the principal le-
vel, and afterwards on the operational level, pointing to
the ways the member states’ research ethics committee
systems can influence future rules and practices for hand-
ling biomedical projects in man.

Key words: multicenter clinical research, ethics, drug
trials, research ethics committees.

In the valuable row of inter-European arrangements
for the promotion of research ethical standards the Coun-
cil of Europe arranged a meeting in Slovenia for the Czech
Republic, Slovakia, Hungary, Croatia, and the host country.
CDBI was represented by David Evered (UK), Elmar Doppel-
feld (Germany), Joze Trontelj (Slovenia) and Povl Riis
(Denmark). The Directorate of Legal Affairs, the Council of
Europe was represented by Peteris Zilgalvis.

The following is a brief report of the very constructi-
ve discussions that took place during the two-day mee-
ting. The present headlines were presented to the partici-
pants at the end of the meeting and they did not create
a demand for overall additions or changes.

Multicenter and Singlecenter Projects,
Clinical and Non-Clinical

According to the chosen title, one key term was multi-
center trials and another was the adjective clinical. Du-
ring the presentations and the discussions, however, it
soon became obvious that whereas multicenter projects
add some ethical and administrative problems to analysis
and control related to singlecenter projects, they also
make visible the general ethical principles and their
implementation in all biomedical research involving
man. Further, it became obvious that the adjective clini-
cal was too narrow within this context, and consequent-
ly needed to be understood broadly, because research in
healthy volunteers and epidemiological research in large
population groups also had to be comprised.

* Prof. Povl Riis, MD, DM, DMHC, FRCP is professor of medicine, member of
the CDBI in Strasbourg and a leading authority in the field of ethics of bio-
medical research.
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The Spectrum of Topics

In the following the six core topics dealt with at the
meeting will be reported on, in the first run on the prin-
cipal level, and afterwards on the operational level, point-
ing to the ways the member states’ research ethical com-
mittee systems can influence future rules and practices
for handling biomedical projects in man.

1. It was stressed that high quality demands of the
applied methodology in projects are a sine qua non, i.e.
as expressed earlier in the aphoristic way: “All methodo-
logically invalid research in man is by nature unethical”.

2. Ethics securing high standards of protection and
respect for project patients and healthy volunteers was
acknowledged as the basic principles for ethical commit-
tees’ work. Yet it was once more added, that the secunda-
ry aim, only slightly behind the primary one, is to facilita-
te innovative biomedical research in man, due to its great
societal importance, not the least for sick people.

3. As a relatively new constituent of the ethical spect-
rum, comprising research in man, the researcher’s perso-
nal ethics, primarily his or her reliability, was emphasi-
zed. There is a strong, negative interaction between rese-
arch ethics and the researcher’s ethics, because all disho-
nest projects are by nature unethical also in the partici-
pants’ perspective. The obvious reason is, that participants’
time, cooperation and possible risks are spent in vain, be-
cause fraudulent results can never be applied for projec-
tive universality, i.e. the transfer of reliable project results
from a sample to a large patient population.

4. High demands to scientists’ active participation in
projects, especially of multicenter type. Much bias cont-
rol in day-to-day work with a given project is dependent
on the scientists’ methodologically fair interpretation of
the protocol. Consequently much more bias may be
introduced, if the researchers only act as “water-carriers”.

5. One of the most pressing topics was the necessity
of demanding transparency of all financial and money-
like arrangements between company sponsors, or minist-
ries, or hospital owners, and investigators. For company
sponsors it means payment etc. to the investigators, for
ministeries political pressure related to ressource alloca-
tion, and for hospital owners sidetracking of public
accessibility to for instance diagnostic methods of scarce,
bottle-neck nature.

6. Another new aspect of research ethics is the addi-
tion of distributional ethics, i.e. the restricted potential
of scientific resources, including manpower: “we are
able to do more than we can afford”.

The Corresponding Operational Steps

Ad 1. In multicenter trials each participating center
should fulfil the demand, that at least the local responsib-
le investigator master singlecenter projects methodologi-
cally.

Especially in drug trials, run together with industry,
the responsible investigator must possess methodologi-
cal knowledge to an extent, making her or him an equitab-
le partner.

Ad 2. It is still necessary to consider fully informed
consent as an ideal, but an ideal that committees and
scientists have to approach as much as possible.

For the committees it is a further demand to avoid
scientists’ discriminatory recruitment of participating pa-
tients, for instance based on age. Often age limits of 60 or
65 years have been seen, probably due to predudices be-
hind the planning. The result is that we often need reliab-
le research results in the clinical decision making when
dealing with elderly or old patients.

Ad 3. Scientists’ personal ethics are especially a cru-
cial aim for control with multicenter and singlecenter,
non-pharmacological projects. Here monitor-concepts

are less appropriate, for instance in projects that evaluate
new surgical techniques or psychotherapy.

Probably control with scientific honesty should not
be dealth with by the same bodies as research ethics, but
there ought to be some formal links between the two ty-
pes of control bodies, because - as stated above - disho-
nest research is always at the same time research ethically
unacceptable.

Ad 4. Scientists’ active and responsible participation
in a biomedical project involving man is not only to be
considered a personal ethical question for the scientist
him- or herself. It is also a quarantee for an ethically
acceptable daily implementation of the project protocol,
for instance in the diagnosis and reporting of unforeseen
adverse events. Large multicenter trials have a tendency
to act as a band-waggon, inviting people to jump on,
even if their musical skill is minimal. Further, it influen-
ces downwards the demands to be a later co-author of
a subsequent publication, consequently being a trans-
ferred problem of publication ethical nature.

In multicenter projects with different disciplines and
professions involved it can be recommended that ethics
committees have issued quidelines and checklists in
order to advise the multicenter steering group to lay
down agreements on distributions of the procurement
of data, of authorships for resulting publications etc. In
this way intra-center disaggreements and quarrels can be
avoided.

Ad 5. It will be necessary to enable research ethics
committees to demand a full declaration of all external
support to scientific investigators, including gifts. It is
fundamental for the committees’ judgement of the scien-
tists’ independence. Openly declared support (except
for valuable personal gifts, totally unrelated to research
work) does not per se constitute a reduction of indepen-
dent research judgements, whereas hidden support is
a part of inhability, i.e. a potential loss of credibility.

It will further increase transparency if a national com-
mittee system supports the establishment of local, for
instance institutional, funds for research support to
which the openly declared sums of money, computer
equipment or the like are placed, and from which a board
distributes the individual support for scientific traveling
and other research purposes. The public pressure for
such arrangements will undoubtedly increase in the co-
ming years.

Ad 6. Because the potentials for innovative basic and
clinical research are limited, even in affluent societies,
there is an increasing need to include societal aspects in
committees’ ethical analyses. Repeated trials of for
instance new drugs’ effect might be necessary to the
extent that statistical type one and type two errors are
prevented. But multiple repetitions of the “me too” type
are unacceptable in a distributional ethical perspective,
because they detract ressources and manpower in
a scientifically unproductive direction, thereby skewing
the spontaneously developing national distribution of
innovative biomedical research. A dilemma obviously
exists here: on one side scientific freedom and on the
other the societal aspects, dealing with an important pub-
lic sector. However, this dilemma does not disappear by
just being not mentioned and considered by a national
committee system.

Another important societal perspective is the scope
of the term biomedical research. It has sometimes been
considered synonymous with clinical-pharmacological
research, as covered by the Good Clinical Practice guide-
lines. The fact is that the GCP-rules are derived from re-
search-ethical guidelines that are much older, and that
comprised also all other, non-pharmacology related types
of biomedical research. Further, these areas of non-dru-
grelated research increase with the fast growing number
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of screening projects, epidemiological studies, experi-
mental surgery and research on biomedical archives (or
“biobanks”, comprising both biological material as tissue
specimens, frozen sera, or hospital records and the like).
These areas do not fit in with the implementary tech-
niques of the GCP, but on the contrary necessitate com-
mittee systems’ further work with research ethical sco-
pes, terms and analytic techniques.

Industry and Biomedical Scientists

Often the relationship between these two is characte-
rized as an inborn conflict of interest. The real world is
however different. There are obviously examples from
both sides, that seem to confirm such a simplification: cli-
nicians who consider that it is their right to sell expensi-
ve tickets as access to “their “ patients, and industry re-
presentatives who consider clinical drug trials to be pri-
marily sales promoting arrangements. Obviously re-
search ethics committees ought to be very aware of such
undue influences on equitable, fair, cooperative interac-
tions between industry and non-industrial scientists.

Again not only drug industries need collaboration
with clinical scientists. Also producers of diagnostic equip-
ment, surgical tools and prostheses, hearing aids and
many others need to test their products under controlled
conditions.

Clinicians and society as a whole, i.e. present-day and
future patients have a genuine interest in all innovative
types of biomedical industry. Industry from all biomedi-
cal sectors share an interest in cooperating openly and
fairly with independent scientists, especially at a time
when again “honesty pays”.

In such cooperative projects the test patients and the
responsible clinical researchers are the ethical key-per-
sons, not the producer or the agent. For this reason both
parties must be allotted a formal right later to publish
their versions of a study, if the unhappy situation occurs
that they experience unsolvable disaggreements during
the publication process.

How to Proceed?

European cooperation in research ethical concepts,
terms and standards is still progressing. Yet, major areas
necessitate further developments and a continued Euro-
pean cooperation. Four of these will be commented brief-
ly on in this concluding section:

1. The research ethics committees independence and
competence need further to be strengthened; this will
confer a little extra bureaucracy, but the gain will be better
security for patients and healthy volunteers, and better
methodological quality of projects involving man.

2. The lay representation of European research ethics
committees is expected to be strengthend; dealing with
fundamental values in society, enlightened lay citizens
must be considered as much “experts” as scientists or
philosophers; in other words such a lay input to the
work of committees will inevitably strengthen the com-
mittees’ anchoring in the contemporary public culture.

3. Biomedical scientists’ independence and compe-
tence will have to be strengthened too; both “water-
carriers” and “ticket-sellers” are inappropriate scientific
participants in a serious sector as experiments in man.
Economic and other relations between investigators and
sponsors do not always fulfil a demand for transparancy,
but are still often the opposite: nebulous.

4. The so-called alternative sector need to be conside-
red more carefully by committees and other authorities;
research ethical committees must consider to deal with
such projects too, on the condition, that they fulfil the
methodological quality demands similar to traditional bio-
medical research projects (randomization, blinding, use

of statistics etc.); the part of the alternative movement
that does not want to, or can not, go for scientific docu-
mentation, but wants instead to stay in a grey area (as
“Heilversuche”) will remain the problem of health autho-
rities and the judicial sector of society, not of the re-
search ethics committees.

Can we pursue our principal aims and continue to
improve inter-European standards and structures for
equitable cooperation by just hoping for a continued
spontaneous development in the right direction? Or
must we intensify our formal contacts and even push for
legal initiatives if the present means do not suffice? In
a spirit of inter-European respect for national cultures
and political systems I think we need elements of both
approaches. The balance between these two must pro-
bably be found within the next 3-5 years. For this reason
there is still work to do both for the Council of Europe
and for those of us, who represent its public basis.

Riis, P.: Etika multicentrického klinického vyskumu. / Ethics of multicen-
ter clinical research. DEBRA Regional Meeting, 7-8 June, 1999. Medicin-
ska etika & bioetika / Medical Ethics & Bioethics, 6, 1999, No. 1 - 2, p. 14-
16. Sprava z medzinarodnej konferencie o etike multicentrického klinic-
kého vyskumu organizovanej Radou Eurépy (Direktorit pre pravne otiz-
ky) v Blede (Slovinsko) pre Cesku republiku, Slovensko, Mad'arsko, Chor-
vitsko a hostujucu krajinu. Podava informéciu o 6 hlavnych diskutova-
nych problémoch (1. vysoké poziadavky na kvalitu aplikovanej metodo-
logie - podmienka sine qua non, 2. vysoky Standard ochrany a reSpektu
voci pacientom a zdravym dobrovolnikom zucastiujicim sa na vyskum-
nom projekte, 3. osobna etika vyskumného pracovnika, 4. aktivna a nezas-
tupitel'nd participicia vedeckého pracovnika na danom projekte, 5. potre-
ba transparentnosti vSetkych finan¢nych dohovorov a opericii, 6. uplat-
nenie distribucnej etiky (reSpektovanie obmedzeného potencidlu vedec-
kych zdrojov)) - najprv z hladiska prislusnych etickych principov a nis-
ledne z pohladu ich praktickej aplikdcie, pricom sa poukazuje na moznos-
ti, ktorymi by systémy etickych komisii jednotlivych ¢lenskych Stitov
Rady Eur6épy mohli v budicnosti ovplyviiovat pravidld a sposob posudzo-
vania biomedicinskych vyskumnych projektov. Klticové slova: multicent-
ricky klinicky vyskum, etika, lickové studie, etické komisie.
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LISTY REDAKCII

LETTERS TO THE EDITOR

CILE MEDICINY
Poznimky ke zprivé mezinirodni skupiny

Vazeny pane vedouci redaktore,

1. Casopis Ustavu medicinské etiky a bioetiky v Bratislavé
uvefejnil v 1. ¢isle 4. ro¢niku v bfeznu 1997 v plném znéni zavé-
re¢nou zpravu mezinirodniho multicentrického vyzkumniho
projektu Cile mediciny. Nastoleni novych priorit. Dokument, be-
zesporu zivazny, vola po diskusi. Domnivam se, Ze byl-li by preji-
man rozhodovacimi mocenskymi strukturami bez kritického
pfistupu, mohlo by to vést az ke krizi soucasné (budouci?) medi-
ciny. Potencialni dusledky $irsi aplikace dokumentu by mohli
vést k nékterym, snad neoc¢ekavanym dusledkam. Proto je, mys-
lim, tieba, aby byly peclivé zkoumany zaklady, na nichz byl sesta-
ven, a bylo odstranéno, pokud mozno, vSe chybné, nebo neprav-
divé. Jako prispévek pro takové zkoumdni uvadim ndsledujici
poznamky.

Vyvoj mediciny v 19. a 20. stoleti

2. K pochopeni soucasného stavu mediciny je nezbytné vi-
dét jeji vyvoj po ndstupu jak zdsadnich objevi, tak technické re-
voluce, kterd do jejiho vyvoje zasihla podstatné. Jesté na konci
18. stoleti byla celd medicina odkdzina vyhradné na diagnostic-
ké schopnosti a terapeutické dovednosti 1ékaie jako jedince.
Ten vystupoval ve vztahu lékaf-pacient jako ustfedni aktivni
a zivy Cinitel. Z hlediska uplatiovani terapeutickych prostfedka
existovaly vyhradné prostfedky ze zdroji danych pfirodou.

3. S pfichodem technického pokroku se poznini o ¢lovéku
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a diagnostikovini nejen zdokonalovalo, ale stivalo se stile vice
ve svych vysledcich nezavislym na schopnostech osoby lékare.
Soubézné s tim prodé€lavala prudky vyvoj terapeutickd stranka lé-
karstvi. (...) Lékar se vuci pacientu stal spiSe urcovatelem zputiso-
bt vysetfeni, nosicem informaci o 1é¢ivech, ¢i pisatelem recep-
tl, nez ucastnikem a zkoumatelem jeho zivotnich obtizi. Opustil
tak ulohu podilnika na pacientové utrpeni a pomocnika v obno-
v¢é zivotnich sil. Stal se spiSe ufednim spravovatelem a zjiStovate-
lem lékaiskych informaci. Tuto tlohu navic vyrazné podporuje
trend totdlné institucionalizovat zdravotnictvi jako pravné pro-
vazany systém lékaiu (privatnich i neprivatnich), zdravotniho
pojisténi, zdrojh financi a obcanské spolec¢nosti.

4. Medicina se stala daleko vice souhrnem technologii diag-
nozy a lécby s dirazem na znalost postupti zjiStovani chorob
a predepisovani pramyslovych lécCiv. Jeji ptivodni charakter vni-
mani celé osobnosti pacienta jako soucisti prirody, s pfiroze-
nym zdkladem a pfirozenymi projevy - do nichz je zahrnuta s pl-
nym védomim i nemoc se svym pribéhem jako adaptace na mé-
nici se zZivotni stavy - (...) jsou v soucasném pojeti lékafstvi stale
jesté vytlaceny na periferii. (...)

5. Proces technologizace, podminény jednostrannym analy-
tickym pfistupem, byl umoZnén predevsim specializaci jednotli-
vych lékafskych obort, ktera dnes dosahuje takové Skaly a uvniti
dané specializace takového zuzeni pohledu, Ze pacient jako ce-
listvd bytost neni takika vnimdn. (...) Navic technologicky cha-
rakter soudobého 1€kafstvi podminil oproti ptivodnimu indivi-
dudlnimu pojeti pacienta pristup lékaie pod vlivem vidéni poza-
dované obecné normy zdravi, lécebného postupu, rychlosti vy-
sledku, pravni ochrany...

Medicina jako objekt trhu

6. Technologické pojeti mediciny a jeji vyvoj probihaly
v prostredi vzijemného socialniho ovliviiovani 1ékarstvi jako
védy o ¢lovéku a technického vyvoje diagnostickych a terapeu-
tickych prostredk a jejich nabidky. Od okamZiku, kdy se obje-
vila prvni diagnosticka technicka zafizeni a prvni vyrabéné far-
maceutické produkty, vstoupil do Zivota I€kafstvi trh se vSemi
pozitivnimi i negativnimi nasledky. Vyvoj prostfedkti mediciny
je od té doby také pod vlivem motivace zisku. (...) Na potfebé
zdravi se dnes Zivi s riznou mirou poctivosti tymy lidi, ktefi maji
s Iékafstvim samotnym vétSinou pramdilo spole¢ného. Princip
trhu - nabidka a poptavka - vnesly do mediciny zvySené riziko
ztraty vnimani lidského zdravi a umoznily zesilené proniknout
mentalité ziStnosti a motivaci zajmu.

Medicina v rukou politické moci

7. Zorganizovani a financovani vyuky i praxe lékafstvi pod
mocenské systémy statu postavilo 1€kafe do pozice jistoty Zivot-
niho pfijmu a jim urc¢eného spolecenského postaveni na jedné
strané€, naproti tomu vsak prinejmensim vyrazné snizilo “pfiroze-
nou filtraci” téch, ktefi diky jakosti svého lidského zaloZeni
a arovni lékarskych schopnosti vlastn€ ani 1€kafi byt neméli. Kri-
tériem pro uznini priva provozovat lékarskou praxi jsou zkous-
ky z védomosti daleko vice kniznich, zkousky z rozsahu znalosti
a prehledu informaci, nez individudlni uspésnosti v samotném
1éCeni. Vyvazanost zavaznych postupt na politicko-pravni fad
¢ini z lékare rutinniho, statem podporovaného ufednika daleko
vice, nez ¢lovéka hluboce zaujatého svym trpicim bliZnim.

8. Potencionalni pacient neni vici tomuto systému v dobro-
volné pozici. Zpisobem organizace finan¢niho zabezpeceni
zdravotni péce je nucen Zivit proti své vuli celou administrativua
pojistovacich systém i stitni byrokracie. Neucini-li tak, je prav-
né stihan. Potazmo Zivi - opét nedobrovolné - cely farmaceuticky
i technicky priimysl, ktery se, véetné€ obchodni sféry, na Zivoté sou-
¢asného zdravotnictvi podili. Obchodni sféra jej pfitom stoji nej-
vice.

9. Rlizna pojeti organizace zdravotniho zabezpeceni, resp. fi-
nancniho zajisténi fungovani zdravotnictvi, se zvlasté v soucas-
nych demokraciich stivaji jednim z klicovych politickych prost-
fedku ziskavani pfizné volict a moci. Tak lidsky vznesené posla-
ni, jakym lékafstvi je, je poniZeno na primitivni ndstroj politické
manipulace.

Medicina a pfiroda

10. Pro dalsi sledovani cest, které jsou pro medicinu sprav-
né, je nutno vidét ji v jeji ptivodnosti. Clovék je zcela urcité svou
biologickou podstatou pfirodni existenci. Je ¢asti celého systé-
mu zivé pfirody. (...) Od pradavna zkoumala medicina s timto
pohledem prostfedky, jimiZ nemocnému mohla pomoci zdolat
a pfekonat onemocnéni, jimz byl postiZzen, a také zmirnit a tisit
bolesti i jind utrpeni, jimiZ se nemoc projevovala. Pivodné pak

nebylo cilem 1ékaistvi potlacit nemoc v jejich pfiznacich. Ty
byly vniminy jako reakce organismu na poruchu Zivotnich sil.
Vyvoj pfiznakt vypovidal o obnové téchto sil. Usilovalo se tedy
primarné o regeneraci pacienta, nikoli o potlaceni nemoci. (...)
Lécebné postupy byly voleny tak, aby uplatnéni a davkovani lé-
¢ebnych prvka ci jejich slozek vyvolaly v daném pacientovi
obnovu a uzdraveni. (...)

Medicina a ¢lovék

11. Vzijemny pomér mediciny jako védy a jedince mél vzdy
nékolik stranek. Jednak je to véda o ¢lovéku - o jeho vitdlnich pro-
jevech, schopnostech a poruchich, které jej zneschopiuji ¢i nici.
Ve svém praktickém projevu je to zivy kontakt mezi lékafem a pa-
cientem. Je nesmirné dulezité, jakym zptisobem jsou utvireny
tyto vztahy.

12. Pfedné je dulezité, aby nositelé 1€kaiské védy - at uz bada-
telé ¢i prakticti Iékafi - si byli ustavi¢né védomi, Ze tato véda se
vSemi dusledky je zde pro ¢lovéka, ma mu slouZit pro navrat
a rozvoj zivotnich sil, je-li to mozné, a mirnit co nejvhodnéji utr-
peni, kdyz uZz i natrvalo tyto sily odchazeji. (...) Neméli by pfipus-
tit nadfazovani védy nad clovéka a stavét jej do postaveni zavis-
losti na jeji resp. jejich svévoli. (...)

13. Vztah jedince vici této véd€ by mél byt utvafen vycho-
vou i jiz $kolskou vyukou tak, aby v ném zesilovalo védomi, Ze je
zde tato véda nikoli pro utvireni jeho pocitu pohodli a bezbolest-
nosti ¢i zivota bez utrpeni, ale pro moznou obnovu zZivotnich sil
a tiSeni utrpeni plynouciho z jejich naruseni. Medicina se ma
objektivné a zaroven v oc¢ich jednotlivych pacientt starat o tako-
vé zajisténi jejich potieb, které je mozné.

14. V zadném pfipadé vSak nema uspokojovat jeho neusku-
te¢nitelné Ziadosti, nebo Zadosti, které nemaji vztah k jeho zdra-
votnimu poskozeni, ¢i vedou k nic¢eni existujici sily Zivota v exis-
tujicim jedinci. Neméla by ani pfijmout funkci tvorby technolo-
gii manipulujicich se silami Zivota, protoZe se takové postupy
dotykaji svobody a samotné existence jedince. Méla by takové
sporné postupy nilezité reflektovat s védomim, Ze jiZ tim, Ze
jsou prijaty na pole mediciny, je dina moznost jejich nehuman-
niho zneuziti a vytvareni vpravdé handlifskych snah zabezpecit
pohodli a svévoli jedince, které s navracenim zdravi a Zivotnich
sil nemaji nic spole¢ného.

15. Lékarskd véda by méla obnovit princip individualniho
pristupu k nemocnému a opustit mentalitu vyhradniho normo-
vani ¢lovéka, nebot abstraktni jedinec je jen uc¢ebnicovym pfipa-
dem. (...) V 1éCebné praxi by pak méla uskute¢nit navrat k 1é¢bé
pacienta postizeného nemoci, nikoli choroby “ziskané” pacien-
tem. Méla by volit k 1éCeni prirozené prostiedky vsude tam, kde
jsou vhodné. (...)

Medicina a spole¢nost

16. Lékafstvi (...) ma pfistupovat k lidem bez ohledu na jejich
stavajici spolecenské postaveni ¢i ptivod. Je svou profesi zvlast
disponovanou k solidarité. Timto svym charakterem se dotyka
celé spolecnosti. (...) Kazdému jedinci spolecnosti je nezbytnym
pomocnikem v nemoci, ¢iv radé, jak se ji vyhybat, jak Zit v co ne-
jpInéjsi disposici Zivotnich sil. Je tedy v zdjmu spolecnosti, aby
pro ni méla medicina prostiedky pro 1é¢ebné tucely tak vhodné,
jak je to jen mozné. (...) MoZnosti mediciny jsou vymezeny pfiro-
zenymi zdkonitostmi - které nemaji ptivod v ¢lovéku samém. Na-
opak on ma své kofeny v nich. Spolec¢nost by se méla s tictou
této skutecnosti podridit a neatakovat medicinu pozadavky
svych z4jmu a pohodli. Jedinym poZadavkem trvalého charakte-
ru by mé€lo byt podporovat ta usili mediciny, kterd pecuji o po-
tfebné pristupy k obnové zivotnich sil pacientt, ¢i utése utrpeni
tam, kde se jich jiz nevratné nedostava.

17.V pravnim systému by méla spolec¢nost oddé€lit do oblasti
tresti proti lidskosti veskeré technologie na poli Iékafstvi, které
se zdroji Zivota zachazeji zptisobem niceni, zvlisté niceni nevrat-
ného.

(Zde je mozno pfipomenout jen ty nejznamé;jsi - umélé potra-
ty, at chemické ¢i chirurgické (sem dnes patii drtiva vétSina prost-
fedku vydavanych za “antikoncepci”), plozeni laboratornimi me-
todami, euthanazie, stejn€ jako umé€lé prodluzovini Zivota tam,
kde k nému jiz neni sil.) (...)

18. V popredi zajmu soucasné spolecnosti je i otazka finan-
covani systému zdravotnictvi. Pfitom je zdravotnictvi ztotoZio-
vano automaticky a zcela nelogicky s medicinou jako takovou. Je
tieba vnimat rozdilnost téchto pojmii i to, jakym zptisobem spo-
lu souvisi. Zatimco zdravotnictvi je systém spravovany spolecen-
sko-politickou moci, zaloZzeny na institucionalizaci, 1ékafstvi je
véda o ¢lovéku se svou podstatnou praktickou strankou, kterd
byla do tohoto systému vsazena a ocitla se tak natrvalo pod ne-
bezpecim vsestranné manipulace. (...)
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Medicina a mravnost

19. Dosavadni uvahy vedou k nékolika zavériim. Ten, ktery
stoji nade vSemi, je vzajemné postaveni l€kafstvi a Clovéka, resp.
spolec¢nosti z thlu pohledu mravnosti - miry uplatnéni dobra
pro lidstvo i jednotlivce, pro jejich Zivot a naopak miry realizace
zlych umyslt bezohlednosti a sobectvi, tfebas i vychytrale a ne-
postrehnutelné zakryvanych, které Zivot nic¢i - samoziejmé v té-
matu, které I€kafstvi obsahuje. Bude-li 1€ékafstvi usilovat o pros-
péch pro zivot lidi, zvlasté téch, ktefi jsou, byt tfebas jen pre-
chodné ve své existenci bezbranni a zavisli na chovani jinych,
muize klicové slouzit lidskému Zivotu - nékde pro jeho rozvoj, jin-
de pro navrat ¢i obnovu zdravi, nékdy utéchou i pro pokoj
a smysl jeho odchodu. Prispéje-li k “normalizaci” a technologiza-
ci clovéka véetné kopirovaci reprodukce a snah o genetické ino-
vace, k manipulaci jeho podstatou, nabere trend dehumanizace
a bude spolupusobit na procesu zmény ¢lovéka na nékoho nelid-
ského - “ne uz ¢lovéka”. Druhy smér, feknéme, smér sebeznicuji-
ci, nepotiebuje ke svému rozvinuti nejmensich zasad. Prvni
smér, smér mravniho dobra, je poctivym uskute¢fiovanim pras-
tarych zdsad Hippokratovské etiky, k nimz se dodnes vSichni me-
dici pfihlasuji, aby dostali 1ékafsky diplom. Hlasi se vSak k ni
i vSichni 1€ékafi s diplomem?
Zlin, 28.9. 1998
Redakcne upravené, kratené: (...) - vynechané odstavce. Neskrdteny text je k dis-

pozicii v redakcii. B B
Adresa: Ing. Josef Husek, Sevcovska 4055, 76001 Zlin, Ceska republika.

Ing. Josef Husek
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HEALTH CARE UNDER STRESS
Glasa, J., Klepanec, J., R. (Eds.),
Charis IMEB Fdn., Bratislava, 1998, 145 pgs.

The book present to the broader professional audien-
ce the collection of papers of distinguished international
scholars in bioethics and public health devoted to the
ethical problems of relative or absolute scarcity of resour-
ces necessary to sustain and develop contemporary me-
dicine and health care. The papers are based on presenta-
tions delivered by the authors during the International
Bioethics Conference held under the same title at the Post-
graduate School of Medicine in Bratislava on August 29 -
31, 1996, that was organized by the Institute of Medical
Ethics and Bioethics (Bratislava) in collaboration with se-
veral bioethics centres from West European and from
the United States. The conference was participated by
doctors, nurses and health administrators from neighbou-
ring Central and East European countries. This created
a unique opportunity for mutual exchange of informa-
tion, views and ideas, and also a fruitful dialogue among
participants coming from different socioeconomical and
cultural background. This has been well embodied into
the book.

The book consists of several longer or shorter thema-
tic sections. The papers of T. Iglesias (Dublin) and H.

Watt (London) set the scene from the point of view of the
medical profession, remembering its mission and strugg-
ling for moral integrity in the time of scarcity perceived
in health care systems worldwide (“Medicine as a healing
profession”, “Moral integrity in medical practice”). Paper
of L. Badalik and J. B. Minichova brings in the view of the
World Health Organisation stemming from the recent
assessment of results and future perspectives of the Prog-
ram “Health for All to the Year 2000”. J. Polder and H. Jo-
chemsen analyze the features of systemic stress in health
care systems and health insurance in times of scarcity.

The next section is devoted to the problem of resour-
ce allocation and rationing in health care. Starting with
an ethical framework (J. Kilner), highlighting the West
European (L. Antico et al.) and East European view of the
problem (the later one demonstrated by the example of
developments in Slovakia during the present difficult
transformation period (P. Kleskerl)), it ends with reflec-
tions on economy, justice and equity in health care (A.
Romano et al.).

The following part of the book features the concrete
examples brought in by speakers from different count-
ries. The paper on ethical role of the physician in diagno-
sis related groups (DRG) health care system (A. G. Spag-
nolo et al.) is followed by the contribution of G. Gaizler
giving an overview of the impact and problems of transi-
tion from the socialist to competition based health care
system in Hungary. The paper of P. Sidorov (et al.) descri-
bes the experience of managing the health care system in
the North of Russia (Arkhangelsk Region) in the situation
of considerable scarcity and stress. Patterns of demogra-
phic behaviour in the European countries are analyzed
by K. Pastor from the point of view of an impact of the
second demographic transition on the future develop-
mental tendencies and problems to await in the field of
medicine and health care. H. Vrbova reports on the possi-
bilities the medical education should implement to pre-
pare future health professionals for their work in the
conditions of at least relative scarcity of resources and
economic stress in health care. D. Sacchini et al. and L.
Antico et al. bring together the highlights of the final pa-
nel discussion of the conference.

The publication is completed by two informative
chapters. The paper by J. Glasa et al. analyzes the deve-
lopment of bioethics in Slovakia in the period of transition
(since the year 1990 till nowadays). The paper of L. Bada-
lik et al. gives an overview of activities of the School of
Public Health in Bratislava during its 5year existence.

The book will be of interest to the health care professio-
nals and administrators, and to all interessants, who are fa-
ced by pressing, sometimes really stressful moral issues of
scarcity and professional integrity in contemporary medi-
cine and health care.

RNDr. Soiia Fti¢nikova, PhD.
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83301 Bratislava, Slovak Republic.
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