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Deklaracja Helsinska Swiatowego Stowarzyszenia
Lekarzy (WMAY)

Etyczne zasady prowadzenia badan medycznych? z
udziatem ludzi

Przyjeta przez 18 Zgromadzenie Ogdlne Swiatowego Stowarzyszenia Lekarzy (WMA),
Helsinki, Finlandia, czerwiec 1964 r.,

i zmieniona przez:
29 Zgromadzenie Ogélne WMA, Tokio, Japonia, pazdziernik 1975 r.
35 Zgromadzenie Ogdélne WMA, Wenecja, Wtochy, pazdziernik 1983 r.
41 Zgromadzenie Ogolne WMA, Hong Kong, wrzesien 1989 r.
48 Zgromadzenie Ogolne WMA, Somerset West, RPA, pazdziernik 1996 r.
52 Zgromadzenie Ogdélne WMA, Edynburg, Szkocja, pazdziernik 2000 r.
53 Zgromadzenie Ogdélne WMA, Waszyngton DC, USA, pazdziernik 2002 r. (dodana Nota
Wyjasniajgca do paragrafu 29)
55 Zgromadzenie Ogoélne WMA, Tokio, Japonia, pazdziernik 2004 r. (dodana Nota
Wyjasniajgca do paragrafu 30)
59 Zgromadzenie Ogdélne WMA, Seul, Republika Korei, pazdziernik 2008 r.

64 Zgromadzenie Ogélne WMA, Fortaleza, Brazylia, pazdziernik 2013 r.

PREAMBULA

1. Swiatowe Stowarzyszenie Lekarzy (WMA) opracowato Deklaracje Helsinskg jako
wyktadnie zasad etycznych dla badan medycznych z udziatem ludzi, wigcznie z
badaniami na mozliwym do zidentyfikowania ludzkim materiale biologicznym i
danych.

Zatozono, ze Deklaracja powinna by¢ czytana jako cato$¢ oraz, ze kazdy z jej
paragrafébw nie powinien by¢ stosowany bez uwzglednienia wszystkich innych

stosownych paragraféw.

1 WMA - skrét od World Medical Association (przypis ttum.)

2w starszych wersjach Deklaracji Helsinskiej angielskie stowo "research" ttumaczono jako "eksperyment" lub
badanie naukowe. Niniejsza wersja Deklaracji Helsinskiej wprowadzita nowy termin ,medical research” czyli
naukowe badanie medyczne w celu zwrdcenia uwagi, ze zasady Deklaracji odnoszg sie przede wszystkim do
lekarzy wykonujgcych badania naukowe z udziatem ludzi, w tym takze badania ludzkiego materiatu
biologicznego i danych. W niniejszym ttumaczeniu terminy: ,badanie medyczne” lub ,badanie” zawsze nalezy
rozumie¢ jako naukowe badanie medyczne. (przypis ttum.)
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2. Zgodnie z mandatem WMA Deklaracja jest adresowana przede wszystkim do lekarzy.
WMA zacheca tez inne osoby zaangazowane w badania medyczne prowadzone z
udziatem ludzi, do przyjecia niniejszych zasad.

ZASADY OGOLNE

3. Deklaracja Genewska WMA zobowigzuje lekarza do przestrzegania zasady "Zdrowie
mojego pacjenta bedzie mojg gtdwng troska", a Miedzynarodowy Kodeks EtyKi
Lekarskiej wskazuje, ze "Lekarz, udzielajgc pacjentowi pomocy medycznej, winien
dziata¢ w jego najlepszym interesie".

4. Obowigzkiem lekarza jest promocja i ochrona zdrowia, dobrostanu i praw pacjentéw,
w tym réwniez tych, ktérzy biorg udziat w badaniach medycznych. Wiedza i sumienie
lekarza stuzg wypetnianiu tego obowigzku.

5. Postep medyczny jest oparty na badaniach naukowych, ktére w koncowych etapach
muszg obejmowac badania prowadzone z udziatem ludzi.

6. Podstawowym celem badan medycznych prowadzonych z udziatem ludzi jest
zrozumienie przyczyn, rozwoju i skutkdw choréb oraz doskonalenie interwencji
profilaktycznych, diagnostycznych i leczniczych (metod, procedur i leczenia). Nawet
aktualnie najlepsze interwencje muszg by¢ ustawicznie oceniane poprzez badania
nad ich bezpieczenstwem, skutecznoscia, efektywnoscig rzeczywista®, dostepnoscia i
jakoscia.

7. Badania medyczne podlegajg normom etycznym, ktére promujg i zapewniajg
poszanowanie kazdemu uczestnikowi badania oraz stojg na strazy ich zdrowia i
praw.

8. Pomimo ze podstawowym celem badania medycznego jest zdobycie nowej wiedzy,
cel ten nie moze w zadnym razie mie¢ pierwszenstwa nad prawami i interesami
uczestnikow badania naukowego.

9. Lekarze zaangazowani w badania medyczne sg zobowigzani do ochrony zycia,
zdrowia, godnoéci, integralnosci, prawa do samookreslenia, prywatnosci oraz
poufnosci danych osobowych uczestnikow badan. Odpowiedzialnos¢ za ochrone
uczestnikow badan spoczywa zawsze na lekarzu lub osobie wykonujacej inny zawéd
medyczny, nigdy zas na uczestnikach badan, nawet, jesli wyrazili na to zgode.

10. Lekarze powinni uwzglednia¢ normy i standardy etyczne, przepisy prawa i inne
regulacje dotyczace badan z udziatem ludzi, ktére obowigzujg w ich wiasnych
krajach, jak rowniez odpowiednie miedzynarodowe normy i standardy. Zaden krajowy
lub miedzynarodowy wymog etyczny, prawny lub wynikajgcy z innych regulacji nie
powinien pomniejsza¢ lub eliminowa¢ ktoregokolwiek ze sposobow ochrony
uczestnikow badan okreslonych w niniejszej Deklaracji.

11. Badania medyczne powinny by¢é prowadzone w taki sposob, by minimalizowac
mozliwe szkodliwe oddziatywania na sSrodowisko.

12. Badania medyczne z udziatem ludzi mogg prowadzi¢ wytgcznie osoby posiadajgce
odpowiednie wyksztatcenie w zakresie etyki i metod naukowych oraz przygotowanie
praktyczne i kwalifikacje. Badania z udziatem pacjentéw lub zdrowych ochotnikow
wymagajg nadzoru ze strony kompetentnego i odpowiednio wykwalifikowanego
lekarza lub osoby wykonujgcej inny zawdd medyczny.

13. Grupom, ktére nie sg wystarczajgco reprezentowane w badaniach medycznych
powinno sie zapewni¢ odpowiedni dostep do udziatu w tych badaniach.

8 Efektywno$¢ rzeczywista (ang. efficiency) odpowiada efektywnosci danej interwencji w warunkach codziennej
praktyki medycznej (przypis ttum.).
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14.

15.

Lekarze, ktérzy taczg badania medyczne z opiekg medyczng mogg wigczaé swoich
pacjentow do badan naukowych tylko woéwczas, gdy usprawiedliwia to potencjalna
profilaktyczna, diagnostyczna lub lecznicza warto$¢ tych badan oraz jesli lekarz ma
dobre podstawy, by sadzi¢, Zze udziat w badaniu nie wptynie niekorzystnie na zdrowie
pacjentow, ktérzy wezmg w nich udziat.

Osobom, ktore odniosty szkode w zwigzku z udziatem w badaniu nalezy zapewni¢
odpowiednie odszkodowanie i leczenie.

RYZYKA*, OBCIAZENIA | KORZYSCI

16. W praktyce lekarskiej i w badaniach medycznych wiekszosci interwencji towarzyszg

17.

18.

ryzyka i obcigzenia.

Badania medyczne z udziatem ludzi mogg by¢ prowadzone jedynie wowczas, gdy
znaczenie celu badania przewaza nad nieodtgcznymi ryzykami i obcigzeniami dla
uczestnikow badania.

Kazde badanie medyczne z udziatem ludzi musi by¢ poprzedzone staranng oceng
przewidywalnych ryzyk i obcigzen dla indywidualnych oséb i spotecznos$ci biorgcych
udziat w badaniu w poréwnaniu z mozliwymi do przewidzenia korzysciami dla nich lub
dla innych oséb lub spotecznosci, ktérych dotyczy badany problem.

Nalezy wdrazac¢ dziatania zmierzajgce do minimalizowania ryzyka. Ryzyka muszg byc¢
stale monitorowane, oceniane i dokumentowane przez badacza.

Lekarze nie mogg uczestniczy¢ w badaniu z udziatem ludzi, jesli nie sg przekonani,
ze ryzyka zostaly prawidtowo oszacowane i ze bedg w sposoéb zadowalajgcy
zarzadzane”®.

Jesli zostanie wykazane, ze ryzyka przewazajg nad potencjalnymi korzysciami lub
gdy pojawi sie rozstrzygajgcy dowod wskazujgcy, jaki bedzie ostateczny wynik
badania, lekarze muszg oceni¢, czy nalezy kontynuowac, zmodyfikowaé, czy
natychmiast przerwa¢ badanie naukowe.

OSOBY | GRUPY NARAZONE NA WYKORZYSTANIE®

19.

Niektore osoby i grupy sg szczegodlnie narazone na wykorzystanie i istnieje wigeksze
prawdopodobienstwo ich skrzywdzenia lub narazenia na dodatkowe szkody.

* W niniejszym thumaczeniu uzyto $wiadomie liczby mnogiej dla terminu ,ryzyko” w celu podkreslenia, ze udziat w
badaniach naukowych niesie rézne rodzaje ryzyka, takie jak ryzyko odniesienia szkdd fizycznych, ryzyko
odniesienia krzywd psychicznych, ryzyko poniesienia ,strat” spotecznych, czy ryzyko pogwatcenia prywatnosci
(przypis ttum.).

° Zarzgdzanie ryzykiem w badaniach medycznych polega na identyfikacji i ocenie ré6znych rodzajéw ryzyka w celu
opracowania metod rozpoznawania, monitorowania i kontrolowania przebiegu zdarzen niepozgdanych i innych
niekorzystnych zjawisk mogacych ujawnic sie podczas realizacji badan, w tym zaplanowania dziatarn majgcych
ograniczy¢ skutki niepozadanych zdarzen (przypis tum.).

cw oryginale "Vulnerable groups and individuals" (przypis ttum.).
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20.

Wszystkie osoby i grupy narazone na wykorzystanie wymagajg zapewnienia
specjalnie zaplanowanej ochrony.

Badanie medyczne prowadzone z udziatem grupy os6b narazonych na wykorzystanie
moze by¢ uzasadnione tylko, jesli poszukuje odpowiedzi na potrzeby zdrowotne lub
priorytety tej grupy i nie mozna go przeprowadzi¢ na grupie niebedgcej narazong na
wykorzystanie. Ponadto grupa ktérej dotyczy badanie powinna mie¢ mozliwosé
skorzystania z wiedzy, praktyki lub interwenc;ji, ktére sg jego wynikiem.

WYMAGANIA NAUKOWE | PROTOKOLY BADAN

21.

22.

Badania medyczne prowadzone z udziatem ludzi muszg pozostawa¢ w zgodzie z
ogolnie przyjetymi zasadami naukowymi, by¢ oparte na gruntownej znajomosci
literatury naukowej i innych istotnych zrédet informacji oraz na odpowiednich
badaniach doswiadczalnych i, jesli jest to wlasciwe, na badaniach na zwierzetach.
Dobro zwierzagt wykorzystywanych w badaniach musi by¢é poszanowane.

Projekt i sposéb realizacji kazdego badania naukowego z udziatem ludzi muszg byc¢
jasno opisane w protokole badania.

Protokdét powinien zawieraé oswiadczenie o zagadnieniach etycznych, ktore wigzg sie
z badaniem i wskazywaé, w jaki sposdb uwzgledniono zasady niniejszej Deklaracji.
Protokot powinien zawieraC¢ informacje dotyczace finansowania, sponsoréw,
powigzan instytucjonalnych, potencjalnych konfliktow intereséw, zachet dla
uczestnikow badania oraz informacje na temat zabezpieczen umozliwiajgcych
leczenie lub zadoséuczynienie dla uczestnikdw poszkodowanych w nastepstwie
udziatu w badaniu.

W przypadku badan klinicznych” protokét musi takze opisywaé odpowiednie ustalenia
odnoszgce sie do postepowania po zakonczeniu badania.

KOMISJE BIOETYCZNE®

23.

Protokét badania musi zostaé przedtozony w celu rozpatrzenia, skomentowania,
udzielenia wytycznych i zatwierdzenia wiasciwej komisji bioetycznej przed
rozpoczeciem badania. Komisja ta musi dziata¢ w sposéb przejrzysty, by¢ niezalezna
od badacza, od sponsora i od innych nieuprawnionych naciskow oraz musi posiadac
odpowiednie kwalifikacje. Musi ona bra¢ pod uwage prawo i inne regulacje w kraju
lub krajach, w ktérych badanie ma by¢ przeprowadzone, jak rowniez odpowiednie
miedzynarodowe normy i standardy, kitore jednak nie mogg ogranicza¢ lub

' Badania kliniczne to eksperymenty medyczne, ktérych celem jest ocena produktéw leczniczych lub wyrobow
medycznych (przypis ttum.).

g w oryginale "research ethics committees". W Polsce projekty eksperymentéw medycznych opiniujg komisje
bioetyczne. Polskie przepisy nie okreslajg, ktére komisje powinny opiniowaé projekty badah na mozliwym do
zidentyfikowania ludzkim materiale biologicznym lub danych osobowych (przypis ttum.).
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eliminowac ktéregokolwiek ze sposobdw ochrony uczestnikéw badan okreslonych w
niniejszej Deklaracji.

Komisja musi mie¢ prawo do monitorowania toczacych sie badan. Badacz musi jej
dostarcza¢ informacje z przebiegu badania, w szczegdlnosci informacje na temat
kazdego powaznego zdarzenia niepozgdanego. Zadna zmiana protokotu nie moze
zostac¢ dokonana bez jej rozpatrzenia i zatwierdzenia przez komisje. Po zakohczeniu
badania badacze muszg przedtozy¢é komisji raport koncowy zawierajacy
podsumowanie wynikéw oraz wnioski z badania.

PRYWATNOSC | POUFNOSC

24. Wszelkie $rodki ostroznosci muszg zostaé przedsiewziete w celu ochrony

prywatnosci uczestnikow badan oraz poufnosci ich danych osobowych.

SWIADOMA ZGODA

25.

Udziat oséb zdolnych do wyrazenia $wiadomej zgody® na uczestniczenie w badaniu
medycznym musi by¢ dobrowolny. Jakkolwiek moze byé stosowne uzyskanie opinii
cztonkéw rodziny lub przywddcédw spotecznosci, to zadna zdolna do udzielenia
Swiadomej zgody osoba nie moze zostaC wigczona do badania, jesli sama,
dobrowolnie, nie wyrazi na to zgody.

26. W badaniach medycznych z udziatem osdb zdolnych do udzielenia swiadomej zgody

27.

kazdy potencjalny uczestnik musi zosta¢ nalezycie poinformowany o celach,
metodach, zrédtach finansowania, wszelkich mozliwych konfliktach intereséw,
powigzaniach instytucjonalnych badacza, przewidywanych korzysciach i ryzykach
zwigzanych z badaniem oraz o niedogodnosciach, jakie moze ono spowodowaé, o
ustaleniach odnoszacych sie do postepowania po zakohczeniu badania, a takze o
wszelkich innych istotnych aspektach badania. Potencjalny uczestnik musi zostaé
poinformowany o prawie do odmowy udziatu w badaniu lub do wycofania zgody na
udziat w badaniu w dowolnym czasie, bez zadnych konsekwenciji. Szczegdlng uwage
nalezy zwrécic na specyficzne potrzeby w zakresie informowania niektorych
potencjalnych uczestnikdw, jak rowniez na metody wykorzystywane do przekazania
im informaciji.

Po upewnieniu sie, ze potencjalny uczestnik zrozumiat informacje, lekarz lub inna
odpowiednio wykwalifikowana osoba musi uzyskaé dobrowolnie wyrazong zgode
potencjalnego uczestnika, najlepiej na pismie. Jedli zgoda nie moze zosta¢ wyrazona
na pismie, zgoda wyrazona w innej formie musi zosta¢ oficjalnie udokumentowana i
potwierdzona przez swiadkow.

Wszyscy uczestnicy naukowych badan medycznych powinni mie¢ mozliwos¢
uzyskania informaciji na temat wynikoéw badania i ich znaczenia.

Lekarz powinien zachowacC szczegdlng ostroznos¢, gdy zwraca sie o udzielenie
Swiadomej zgody na udziat w badaniu do potencjalnego uczestnika pozostajgcego z

® Chodzi o osoby posiadajgce prawng i faktyczng zdolno$é do samodzielnego wyrazenia Swiadomej zgody na
udziat w badaniu (przypis ttum.).

5/8



28.

29.

30.

31.

32.

33.

nim w relacji zaleznosci lub mogacego wyrazi¢ zgode pod wptywem presji. W takim
przypadku swiadoma zgoda powinna by¢ uzyskana przez inng odpowiednio
wykwalifikowang osobe, ktéra nie ma nic wspdlnego z relacjami tgczgcymi uczestnika
z lekarzem prowadzacym badanie.

W odniesieniu do potencjalnego uczestnika badania, ktoéry nie jest zdolny do
samodzielnego udzielenia $wiadomej zgody, lekarz musi uzyska¢ swiadomg zgode
od przedstawiciela ustawowego uczestnika badania. Takich osoéb nie wolno wigczac
do badania, jesli nie istnieje prawdopodobienstwo uzyskania przez nie korzysci,
chyba ze badanie ma na celu poprawe zdrowia grupy reprezentowanej przez
potencjalnego uczestnika, nie moze zostaé przeprowadzone na osobach zdolnych do
udzielenia swiadomej zgody, i wigze sie tylko z minimalnym ryzykiem i minimalnymi
obcigzeniami.

Jesli potencjalny uczestnik niezdolny do udzielenia Swiadomej zgody jest w stanie
wyrazié przyzwolenie’® na swoj udziat w badaniu, lekarz, oprécz zgody
przedstawiciela ustawowego uczestnika badania, musi stara¢ sie dodatkowo uzyskac
przyzwolenie uczestnika badania. Sprzeciw potencjalnego uczestnika badania
powinien by¢ uszanowany.

Badania, w ktorych uczestnicy nie sg zdolni do udzielenia zgody z przyczyn
fizycznych lub psychicznych (na przyktad pacjenci nieprzytomni), mogg zostaé
przeprowadzone jedynie, jesli stan fizyczny lub umystowy, ktory uniemozliwia
udzielenie $wiadomej zgody, jest konieczng cechg charakteryzujgcg badang grupe.
W takich okolicznosciach lekarz powinien uzyska¢ $wiadomg zgode od
przedstawiciela ustawowego uczestnika badania. Jesli zaden taki przedstawiciel nie
jest dostepny oraz jesli badanie nie moze zostaé opdznione, eksperyment moze byc
rozpoczety bez swiadomej zgody, pod warunkiem, ze szczegdlne powody udziatu
uczestnikow w stanie, ktéry czyni ich niezdolnymi do udzielenia $wiadomej zgody,
zostaty okreslone w protokole badania oraz pod warunkiem, ze badanie zostato
zaakceptowane przez komisje bioetyczng. Zgoda na pozostanie uczestnika w
badaniu powinna zostac¢ uzyskana tak szybko jak tylko bedzie to mozliwe od samego
uczestnika lub od jego przedstawiciela ustawowego.

Lekarz musi wyczerpujgco poinformowac pacjenta, ktére aspekty opieki medyczne;j
sg powigzane z badaniem. Nieudzielenie przez pacjenta zgody na udziat w badaniu
lub podjecie przez pacjenta decyzji o wycofaniu sie z badania nie moze mie¢ nigdy
negatywnego wptywu na relacje pacjent-lekarz.

W odniesieniu do badan medycznych wykorzystujgcych mozliwy do zidentyfikowania
ludzki materiat lub identyfikowalne dane, takich jak badania na materiale lub danych
zgromadzonych w biobankach lub podobnych zasobach, lekarze muszg uzyskac
swiadomg zgode na ich pobranie, przechowywanie lub powtdérne wykorzystanie.
Moga zaistnie¢ wyjgtkowe sytuacje, w ktorych uzyskanie zgody bytoby niemozliwe lub
trudne do przeprowadzenia w danym rodzaju badania. W takich sytuacjach badania
mogg byé przeprowadzone jedynie po rozpatrzeniu i zatwierdzeniu przez komisje
bioetyczna.

ZASTOSOWANIE PLACEBO

Korzysci, ryzyka, obcigzenia i skutecznos¢ nowej interwencji muszg zostac
porownane do korzysci, ryzyk, obcigzen i skutecznosci najlepszej sprawdzonej

10y polskich przepisach uzywa sie okreslenia zgoda (ang. consent) zamiast przyzwolenie (ang. assent). Chodzi
o tak zwang zgode rownolegtg, w ktdrej konieczne jest uzyskanie zgody samego potencjalnego uczestnika
badania, ktory nie posiada zdolnosci do czynnosci prawnych oraz zgody jego przedstawiciela ustawowego
(przypis ttum.).
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(najlepszych sprawdzonych) interwenciji. Wyjatki od powyzszej zasady dotyczag
nastepujgcych okolicznosci:

- gdy nie istnieje zadna sprawdzona interwencja, uzycie placebo lub niezastosowanie
interwencji sg dopuszczalne lub

- gdy z przekonujgcych i uzasadnionych naukowo powodow metodologicznych
zastosowanie interwencji o nizszej skutecznosci niz najlepszej sprawdzonej, lub
uzycie placebo Ilub niezastosowanie interwencji jest konieczne dla okreslenia
skutecznosci lub bezpieczenstwa interwencji badanej, a pacjenci, u ktérych
zastosowana zostanie interwencja o nizszej skutecznosci niz najlepsza sprawdzona,
lub wobec ktérych zostanie uzyte placebo albo tez nie zostanie zastosowana
interwencja, nie bedg narazeni na dodatkowe ryzyka doznania powaznej lub
nieodwracalnej szkody w wyniku nieotrzymania najlepszej sprawdzonej interwencji.
Do opcji tej nalezy podchodzi¢ z najwyzszg ostroznoscig, aby unikngé jej
naduzywania.

USTALENIA ODNOSZACE SIE DO POSTEPOWANIA PO ZAKONCZENIU BADANIA

34. Sponsorzy, badacze i rzady krajéw, w ktérych badanie kliniczne bedzie realizowane,

powinni przed jego rozpoczeciem ustali¢ zasady dostepu do interwenciji, ktora w
badaniu okazataby sie korzystna dla wszystkich uczestnikédw badania, ktérzy nadal
bed3 jej potrzebowali po jego zakonczeniu. Informacije na ten temat nalezy przekazac
uczestnikom badania podczas uzyskiwania od nich Swiadomej zgody.

REJESTRACJA BADAN ORAZ PUBLIKACJA | ROZPOWSZECHNIANIE WYNIKOW

35.

36.

Kazde badanie naukowe prowadzone z udziatem ludzi jeszcze przed rekrutacjg
pierwszego uczestnika musi by¢ zarejestrowane w publicznie dostepnej bazie
danych.

Badacze, autorzy, sponsorzy, redaktorzy i wydawcy majg moralne obowigzki
zwigzane z publikowaniem i rozpowszechnianiem wynikbw badan naukowych.
Badacze majg obowigzek publicznego udostepnienia wynikow swoich badan
prowadzonych z udziatem ludzi i sg odpowiedzialni za kompletnos¢ i doktadnosc
swoich doniesien. Wszyscy powinni przestrzega¢ przyjetych etycznych zasad
prezentowania wynikow badan. Nalezy publikowa¢ lub w inny sposdb udostepniac
publicznie zarowno wyniki pozytywne jak i negatywne oraz wyniki nierozstrzygajgce.
Zrédta finansowania, powigzania instytucjonalne i konflikty intereséw powinny zostaé
ujawnione w publikacji. Raporty naukowe przygotowane niezgodnie z zasadami
niniejszej deklaracji nie powinny by¢ przyjmowane do publikacji.

INTERWENCJE O NIEUDOWODNIONEJ SKUTECZNOSCI W PRAKTYCE KLINICZNEJ

37.

Podczas leczenia pacjenta tam, gdzie sprawdzone interwencje nie istniejg lub tez
okazaty sie nieskuteczne, lekarz, po zasiegnieciu porady eksperta i uzyskaniu
swiadomej zgody pacjenta lub jego przedstawiciela ustawowego, moze zastosowac
interwencje o nieudowodnionej skutecznosci, jesli w ocenie lekarza daje ona nadzieje
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na ratowanie zycia, przywrdcenie zdrowia lub przyniesienie ulgi w cierpieniu.
Nastepnie interwencja taka powinna sta¢ sie przedmiotem badan naukowych
majgcych na celu ocene jej bezpieczenstwa i skutecznosci. We wszystkich
przypadkach nowe informacje powinny by¢ rejestrowane i tam, gdzie jest to
stosowne, powinny zosta¢ udostepnione publicznie.

Wytaczenie odpowiedzialnosci: © Swiatowe Stowarzyszenie Lekarzy, Inc. Wszystkie Prawa
Zastrzezone. Wszystkie prawa do wlasnosci intelektualnej dotyczace Deklaracji Helsinskiej
naleza do Swiatowego Stowarzyszenia Lekarzy. Wczesniejsze zgody na publikowanie lub inne
reprodukowanie stanowisk WMA nie majg zastosowania do tej wersji Deklaracji Helsinskiej
do 1 stycznia 2014 r. W sprawie innych pytan prosze kontaktowac sie z sekretariatem WMA:
secretariat@wma.net.lub

© do polskiego ttumaczenia: Marek Czarkowski, Romuald Krajewski, Konstanty Radziwitt -
Osrodek Bioetyki Naczelnej Rady Lekarskiej, Warszawa.
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KONWENCJA O OCHRONIE PRAW CZL.OWIEKA
I GODNOSCI ISTOTY LUDZKIEJ
WOBEC ZASTOSOWAN BIOLOGII I MEDYCYNY:

Konwencja o prawach czlowieka i biomedycynie

(Przyjeta przez Komitet Ministrow w dniu 19 listopada 1996 roku )

PREAMBULA

Panstwa cztonkowskie Rady FEuropy, inne Panstwa 1 Wspolnota Europejska,
sygnatariusze niniejszej Konwencji;

Uwzgledniajac  Powszechna Deklaracje Praw Cztowieka, ogloszong przez
Zgromadzenie Ogdlne Narodow Zjednoczonych w dniu 10 grudnia 1948 r.;

Uwzgledniajagc Konwencj¢ o ochronie praw cztowieka i podstawowych wolnosci z 4
listopada 1950 r.;

Uwzgledniajac Europejska Karte Spoteczng z 18 pazdziernika 1961 r.;
Uwzgledniajac Migdzynarodowy Pakt Praw Obywatelskich i1 Politycznych oraz
Migdzynarodowy Pakt Praw Gospodarczych, Spolecznych i1 Kulturalnych z 16 grudnia 1966

I,

Uwzgledniajac Konwencje o ochronie jednostki w aspekcie automatycznego
przetwarzania danych o charakterze osobowym z 28 stycznia 1981 r.;

Uwzgledniajac réwniez Konwencje¢ Praw Dziecka z 20 listopada 1989 r.;
Uznajac, ze celem Rady Europy jest osiaganie wigkszej jednos$ci jej cztonkoéw oraz ze
jedna z metod, dzigki ktérym mozna ten cel osiagnaé, jest przestrzeganie i rozwoj praw

cztowieka 1 podstawowych wolnosci;

Swiadome szybkiego postepu w biologii i medycynie;



Przekonane o koniecznos$ci poszanowania istoty ludzkiej, zardwno jako jednostki, jak i
przedstawiciela gatunku ludzkiego oraz uznajgc znaczenie zapewnienia godnosci istocie
ludzkiej;

Swiadome, ze niewlasciwe wykorzystanie biologii i medycyny moze zagrazac
godnosci ludzkiej;

Potwierdzajac, ze postgp w biologii i medycynie nalezy wykorzystywacé dla dobra
obecnych i przysztych pokolen;

Podkreslajac potrzebe wspotpracy miedzynarodowej, tak aby cata ludzko$¢ mogta
skorzysta¢ z osiagnie¢ biologii i medycyny;

Uznajac znaczenie promowania dyskusji publicznej na temat problemow

wynikajacych z zastosowania biologii i medycyny a takze mozliwych rozwigzan tych
problemoéw;

Pragnac przypomnie¢ wszystkim cztonkom spoteczenstwa ich prawa i obowiazki;

Uwzgledniajac dorobek Zgromadzenia Parlamentarnego w tej dziedzinie, w tym
Rekomendacje¢ 1160 (1991) w sprawie opracowania Konwencji Bioetycznej;

W zamiarze stworzenia koniecznych §rodkow gwarantujagcych godno$é istoty ludzkiej
i podstawowe prawa i wolnosci 0soby w dziedzinie zastosowan biologii i medycyny;

Uzgodnily, co nastepuje:

Rozdzial 1
Postanowienia ogolne

Artykul 1 ( Cel i przedmiot )
Strony niniejszej Konwencji chronig godnos$¢ i tozsamos$¢ istoty ludzkiej i gwarantuja

kazdej osobie, bez dyskryminacji, poszanowanie dla jej integralnosci oraz innych
podstawowych praw i wolno$ci wobec zastosowan biologii i medycyny.

Panstwa - Strony podejma w prawie wewnetrznym konieczne $rodki w celu
zapewnienia skutecznosci przepisoOw niniejszej Konwencji.

Artykul 2 ( Prymat istoty ludzkiej )

Interes 1 dobro istoty ludzkiej przewaza nad wylacznym interesem spoteczefistwa lub
nauki.



Artykul 3 ( Zasada sprawiedliwego dostepu do opieki zdrowotnej )

Uwzgledniajac potrzeby zdrowotne oraz dostepne srodki, Strony podejma w ramach
swoich wlasciwosci, stosowne dziatania w celu zapewnienia sprawiedliwego dostepu do
opieki zdrowotnej o wlasciwej jakosci.

Artykul 4 ( Standardy zawodowe )

Jakakolwiek interwencja w dziedzinie zdrowia, w tym badania naukowe, musi by¢
przeprowadzona przy poszanowaniu norm i obowigzkéw wynikajacych z zasad postgpowania
zawodowego, jak réwniez regul postepowania, ktore majg zastosowanie w konkretnym
przypadku.

Rozdzial 11
Zgoda

Artykul 5 ( Postanowienia ogélne )

Nie mozna przeprowadzi¢ interwencji medycznej bez swobodnej i §wiadomej zgody

osoby jej poddane;j.

Przed dokonaniem interwencji osoba jej poddana otrzyma odpowiednie informacje o
celu 1 naturze interwencji, jak rowniez jej konsekwencjach 1 ryzyku.

Osoba poddana interwencji moze w kazdej chwili swobodnie wycofa¢ zgodg.
Artykul 6 (Ochrona oso6b niezdolnych do wyrazenia zgody )

1. Z zastrzezeniem artykulow 17 1 20, interwencja medyczna moze by¢ dokonana
wobec osoby, ktora nie ma zdolnosci do wyrazenia zgody tylko wtedy, gdy jest to dla niej
bezposrednio korzystne.

2. W stosunku do matoletniego, nie posiadajacego, zgodnie z obowigzujacym prawem,
zdolnosci do wyrazenia zgody na interwencj¢ medyczng, interwencja taka moze byc¢
przeprowadzona za zgoda jego przedstawiciela ustawowego, odpowiedniej wladzy albo inne;j
osoby lub instytucji ustanowionych w tym celu na mocy przepiséw prawa.

Stanowisko matoletniego jest uwzglednione jako czynnik, ktérego znaczenie wzrasta
w zaleznosci od wieku i stopnia dojrzatosci.

3. Jezeli zgodnie z obowigzujacym prawem, osoba dorosta nie posiada zdolnosci do
wyrazenia zgody na interwencje z powodu zaktocen czynnos$ci psychicznych, choroby albo
innych podobnych powoddéw, interwencja medyczna moze by¢ przeprowadzona za zgoda jej
przedstawiciela ustawowego, odpowiedniej wiladzy albo innej osoby lub instytucji
ustanowionych w tym celu na mocy przepisow prawa.

Osoba poddana interwencji medycznej powinna, o ile jest to mozliwe, uczestniczy¢ w
podejmowaniu decyzji.



4. Przedstawiciel ustawowy, odpowiednie wtadze albo inna osoba lub instytucja,
wymienione w ustgpach 2 1 3, powinny w tych samych okolicznosciach co osoba
zainteresowana otrzymac¢ informacje, o ktérych mowa w artykule 5.

5. Zgoda, o ktorej mowa w ustepach 2 i 3, moze by¢ w kazdym czasie wycofana dla
dobra osoby poddanej interwencji.

Artykul 7 ( Ochrona osob z zaburzeniami psychicznymi )

Osoba cierpigca na powazne zaburzenia psychiczne moze, bez wyrazenia zgody,
zosta¢ poddana interwencji medycznej majacej na celu leczenie tych zaburzen jezeli brak
interwencji stwarza ryzyko znacznego uszczerbku dla jej zdrowia, pod warunkiem
zachowania gwarancji okres$lonych przez prawo, obejmujacych nadzoér, kontrole i $rodki
odwotawcze.

Artykul 8 ( Nagle przypadki )

Jezeli, ze wzgledu na nagla sytuacj¢, nie mozna uzyskaé¢ wymaganej zgody,
interwencj¢ medyczng mozna przeprowadzi¢ bezzwlocznie, o ile jest niezbedna z punktu
widzenia korzysci zdrowotnych danej osoby.

Artykul 9 ( Zyczenia wczesniej wyrazone )
Nalezy bra¢ pod uwage wczesniej wyrazone zyczenia pacjenta co do interwencji

medycznej, jezeli w chwili jej przeprowadzania nie jest on w stanie wyrazi¢ swojej woli.

Rozdzial 111

Prywatnos¢ i prawo do informacji
Artykul 10 ( Prywatnos¢ i prawo do informacji )

1. Kazdy ma prawo do poszanowania jego zycia prywatnego w odniesieniu do
informacji dotyczacych jego zdrowia.

2. Kazdy ma prawo zapoznania si¢ z wszelkimi informacjami zebranymi o jego
zdrowiu. Nalezy jednak respektowaé zyczenia osob, ktore nie chca zapoznaé si¢ z tymi
informacjami.

3. W wyjatkowych przypadkach prawo wewnetrzne moze wprowadzi¢, w interesie
osoby zainteresowanej, ograniczenia w wykonywaniu praw okre§lonych w ustepie 2.



Rozdzial IV
Ludzki genom

Artykul 11 ( Zakaz dyskryminacji )

Kazda forma dyskryminacji skierowana przeciwko danej osobie ze wzgledu na
dziedzictwo genetyczne jest zakazana.

Artykul 12 ( Genetyczne testy prognozujace )

Testy prognozujace choroby genetyczne albo testy, ktore moga stuzy¢ do identyfikacji
nosiciela genu odpowiedzialnego za chorobg, oraz testy, ktore moga wykry¢ genetyczne
predyspozycje lub podatno$¢ na zachorowanie, moga by¢ przeprowadzone wytacznie dla
celow zdrowotnych albo dla badan naukowych zwigzanych z celami zdrowotnymi, oraz
podlegaja odpowiedniemu poradnictwu genetycznemu.

Artykul 13 ( Interwencja wobec ludzkiego genomu )

Interwencja majaca na celu dokonanie zmian w genomie ludzkim moze byc¢
przeprowadzona wyltacznie w celach profilaktycznych, terapeutycznych lub diagnostycznych
tylko wtedy, gdy jej celem nie jest wywolanie dziedzicznych zmian genetycznych u
potomstwa.

Artykul 14 ( Zakaz dokonywania wyboru plci )
Wykorzystywanie technik medycznie wspomaganej prokreacji jest zakazane, o ile

celem tych technik jest wybor plci przysziego dziecka za wyjatkiem sytuacji, gdy wybor taki
pozwala unikna¢ powaznej choroby dziedzicznej zaleznej od plci dziecka.

Rozdzial V
Badania naukowe
Artykul 15 ( Postanowienia ogolne )
Badania naukowe w dziedzinie biologii 1 medycyny prowadzone sg w sposob
swobodny, z zastrzezeniem postanowien niniejszej Konwencji i innych przepiséw
zapewniajacych ochrong istoty ludzkie;j.

Artykul 16 ( Ochrona oséb poddawanych badaniom )

Przeprowadzanie badan naukowych na ludziach jest dopuszczalne, o ile zostang
spetnione wszystkie nastepujace warunki:

i. brak metody o pordownywalnej skutecznosci, alternatywnej do badan na ludziach,

1. ryzyko podejmowane przez osob¢ poddang badaniom jest proporcjonalne do
potencjalnych korzys$ci wynikajacych z tych badan,



iii. projekt badan zostat zatwierdzony przez wtasciwg instytucje w wyniku niezaleznej
oceny jego warto$ci naukowej, w tym wagi celu badan i po przeprowadzeniu
wszechstronnej oceny co do jego dopuszczalnosci pod wzglgdem etycznym,

Iv. osoba poddawana badaniom jest informowana o swoich prawach oraz o ochronie
gwarantowanej jej w przepisach prawa,

v.  wymagana zgoda, o ktorej mowa w artykule 5, powinna by¢ wyrazona w sposob
wyrazny 1 dotyczy¢ konkretnego badania oraz powinna by¢ udokumentowana. W
kazdej chwili mozna swobodnie zgode wycofac.

Artykul 17 (Ochrona os6b niezdolnych do wyrazenia zgody )

1. Badania naukowe na osobie nie posiadajacej zdolnosci do wyrazenia na nie zgody, o
ktérej mowa w artykule 5, moga by¢ przeprowadzone tylko przy spelnieniu wszystkich
nastepujacych warunkow:

i.  spelienie warunkéw wynikajacych z artykutu 16, punkty (1) - (iv),

ii.  oczekiwane wyniki badan sag w stanie zapewni¢ rzeczywista i bezposrednia
korzy$¢ dla jej zdrowia,

ii. badania o poréwnywalnej skutecznosci nie mogg by¢ przeprowadzone na
osobach posiadajacych zdolnos¢ do wyrazenia zgody,

iv.  wymagana zgoda, o ktérej mowa w artykule 6, zostata wyrazona na pismie i
dotyczy konkretnego badania,

V. o0soba poddana badaniom nie sprzeciwia sig.

2. Wyjatkowo 1 z zachowaniem $rodkéw ochronnych przewidzianych przez prawo, w
sytuacji, gdy oczekiwane wyniki badan nie zapewniajg bezposredniej korzysci dla zdrowia
osoby im poddawanej, badania takie moga by¢ przeprowadzone, o ile spelnione zostang
warunki wymienione w punktach ( 1), (ii1), (iv), oraz (v) poprzedzajacego ustepu 1 1
dodatkowo nastepujace warunki:

1. badanie ma na celu przyczynienie si¢, poprzez osiggnigcie znacznego postepu
wiedzy naukowej o stanie osoby, jej chorobie lub zaburzeniach, do osiggnigcia
wynikoéw zapewniajacych korzy$¢ zdrowotng osobie im poddanej albo innym
osobom tej samej kategorii wiekowej albo dotknigtym tg samg chorobg lub
zaburzeniami albo o tym samym stanie zdrowia,

ii. badania stwarzaja minimalne ryzyko i minimalne obcigzenie dla osoby im
poddawanej.



Artykul 18 ( Badania na embrionach in vitro )

1. Jezeli prawo zezwala na przeprowadzanie badan na embrionach in vitro, powinno
ono zapewni¢ odpowiednig ochrong tym embrionom.

2. Tworzenie embriondw ludzkich dla celow naukowych jest zabronione.

Rozdzial VI

Pobieranie organow i tkanek od zyjacych dawcow dla celéw transplantacji
Artykul 19 ( Postanowienia ogodlne )
1. Pobranie organdéw albo tkanek od zyjgcego dawcy w celu dokonania transplantacji
moze by¢ przeprowadzone jedynie dla uzyskania terapeutycznej korzysci biorcy 1 tylko wtedy,
gdy nieosiggalny jest odpowiedni organ lub tkanka od osoby zmarlej, a nie istnieje

alternatywna metoda terapeutyczna o porownywalnej skutecznosci.

2. Wymagana zgoda, o ktorej mowa w artykule 5, powinna dotyczy¢ konkretnego
pobrania, by¢ wyrazona w sposob wyrazny, na pismie lub przed wlasciwymi instytucjami.

Artykul 20 ( Ochrona os6b niezdolnych do wyrazenia zgody na pobranie organow )

1. Nie mozna dokona¢ pobrania organdéw lub tkanek od osoby, ktora nie posiada
zdolnos$ci do wyrazenia zgody, o ktérej mowa w artykule 5.

2. Wyjatkowo 1 zgodnie z ochrong zapewniong przez przepisy prawa, pobranie
regenerujacych si¢ tkanek od osoby, ktéra nie posiada zdolno$ci do wyrazenia zgody, moze
by¢ dokonana, gdy zostang spelnione wszystkie nastepujace warunki:

1. odpowiedni dawca majacy zdolno$¢ do wyrazenia zgody nie jest osiggalny,

ii. biorcg jest brat lub siostra dawcy,

iii. transplantacja jest niezbg¢dna dla ratowania zycia biorcy,

iv. zgoda, o ktorej mowa w artykule 6, ustepy 2 i 3, zostata wyrazona w sposob
wyrazny i na piSmie, zgodnie z prawem i za zgoda wlasciwej instytucji oraz

dotyczy konkretnego pobrania,

v. potencjalny dawca nie zglasza sprzeciwu.



Rozdzial VII

Zakaz osiagania zysku i wykorzystywanie czeSci ciala ludzkiego
Artykul 21 ( Zakaz osiggania zysku )
Ciato ludzkie 1 jego czg$ci nie moga, same w sobie, stanowi¢ zrodla zysku.
Artykul 22 ( Wykorzystanie pobranych cze$ci ciala ludzkiego )
Jezeli w czasie interwencji medycznej pobrano cze$¢ ludzkiego ciata, moze by¢ ona

przechowywana i wykorzystana w celu innym niz ten, dla ktérego zostata pobrana tylko
wtedy, gdy wlasciwie poinformowano o tym odpowiednie osoby 1 uzyskano ich zgodg.

Rozdzial VIII

Naruszenie postanowien Konwencji
Artykul 23 ( Naruszenie praw lub zasad )
Strony zapewniaja wlasciwa ochrong sadowa w celu zapobiezenia albo spowodowania
niezwlocznego zaniechania bezprawnego naruszania praw i zasad okre$lonych w niniejszej
Konwencji.

Artykul 24 ( Odszkodowanie )

Osoba, ktora poniosta nieuzasadniong szkod¢ na skutek interwencji, ma prawo do
stosownego odszkodowania, na warunkach i w sposob okreslony przez prawo.

Artykul 25 ( Sankcje)
Strony zapewnig stosowanie odpowiednich sankcji w przypadku naruszenia

postanowien niniejszej Konwencji.

Rozdzial IX
Stosunek Konwencji do innych przepiséw

Artykul 26 ( Ograniczenie w wykonywaniu praw )

1. Wykonywanie praw i gwarancji zawartych w niniejszej Konwencji nie moze
podlega¢ innym ograniczeniom, niz te okre$lone przez prawo, ktére sa konieczne w
demokratycznym spoteczenstwie, do ochrony bezpieczenstwa publicznego, zapobiegania
przestepczosci, ochrony zdrowia publicznego albo ochrony praw i wolno$ci innych osob.

2. Ograniczenia przewidziane w ustegpie poprzedzajacym sa niedopuszczalne w
odniesieniu do artykutow 11, 13, 14, 16, 17, 19, 201 21.



Artykul 27 ( Szersza ochrona )

Zadnego z przepisow niniejszej Konwencji nie mozna interpretowaé jako
ograniczajacego albo w inny sposob naruszajacego uprawnienia Strony do przyznania dalej
idacej ochrony, w dziedzinie zastosowan biologii i medycyny, niz ochrona okre§lona w
niniejszej Konwencji.

Rozdzial X
Debata publiczna

Artykul 28 ( Debata publiczna)

Strony podejma dzialania aby podstawowe problemy zwigzane z rozwojem biologii i
medycyny byly przedmiotem debaty publicznej, uwzglgdniajacej zwlaszcza istotne implikacje
medyczne, spoteczne, ekonomiczne, etyczne i prawne tych problemdéw, oraz uznaja, ze
mozliwe zastosowania osiggnie¢ biologii i medycyny podlegaja odpowiednim konsultacjom.

Rozdzial XI
Interpretacja i stosowanie Konwencji

Artykul 29 ( Interpretacja Konwencji )

Europejski Trybunat Praw Cztowieka moze wydawaé, bez bezposredniego odniesienia
do jakiegokolwiek postepowania toczacego si¢ w sadzie, opinie doradcze na zapytania prawne
dotyczace interpretacji tej Konwencji, na wniosek:

- Rzadu Strony po zawiadomieniu innych Stron

- Komitetu ustanowionego na podstawie artykutu 32, w sktadzie ograniczonym do

Przedstawicieli Stron Konwencji, decyzja przyjeta wigkszoscig dwoch trzecich

oddanych gltosow.

Artykul 30 ( Sprawozdania ze stosowania Konwencji )

Strony, na wniosek Sekretarza Generalnego Rady Europy, skladaja wyjasnienia
dotyczace sposobu, w jaki ich prawo wewnetrzne zapewnia skuteczne wdrozenie kazdego z

postanowien niniejszej Konwencji.

Rozdzial XII
Protokoly

Artykul 31 ( Protokoly )

Strony moga uzgodni¢ protokoty, o ktéorych mowa w artykule 32, w celu rozwinigcia W
poszczegblnych dziedzinach zasad zawartych w niniejszej Konwenciji.
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Protokoly sga otwarte do podpisu dla Sygnatariuszy niniejszej Konwencji. Beda one
podlega¢ ratyfikacji, przyjeciu lub zatwierdzeniu. Sygnatariusz nie moze ratyfikowac, przyjac
lub zatwierdzi¢ protokotow przed ratyfikowaniem Konwencji.

Rozdzial XIII
Zmiany przepisow Konwencji
Artykul 32 ( Zmiany przepiséw Konwencji )

1. Zadania przydzielone ,, Komitetowi” w tym artykule 1 w artykule 29 sg wykonywane
przez Komitet Kierujagcy do spraw Bioetyki (CDBI) albo przez inny komitet wyznaczony do
tych zadan przez Komitet Ministrow.

2. Bez naruszania postanowien artykutu 29, kazde Panstwo cztonkowskie Rady
Europy, jak réwniez kazde Panstwo-Strona Konwencji nie bedace czlonkiem Rady Europy,
moze by¢ reprezentowane 1 mie¢ jeden glos w Komitecie w zakresie zadan natozonych przez
Konwencje.

3. Panstwo nie bedace Strong Konwencji, wobec ktoérego ma zastosowanie artykut 33,
lub ktore zostalo zaproszone do przystgpienia do Konwencji zgodnie z postanowieniami
artykutu 34, moze by¢ reprezentowane w Komitecie przez obserwatora. Wspolnota
Europejska, o ile nie jest Strong Konwencji, moze by¢ reprezentowana w Komitecie przez
obserwatora.

4. Aby uwzgledni¢ osiggniecia nauki, Komitet powinien zbada¢ Konwencje nie
pdzniej niz pigé lat po jej wejsciu w Zycie, a nastgpnie w okreslonych przez siebie odstgpach
Czasu.

5. O propozycjach zmiany przepisow niniejszej Konwencji, propozycjach protokotu
lub jego zmiany, ztozonych przez Strong¢, Komitet lub Komitet Ministrow, zawiadamia si¢
Sekretarza Generalnego Rady Europy, ktory przekazuje je Pafistwom cztonkowskim Rady
Europy, Wspdlnocie Europejskiej, Sygnatariuszom, Stronom, Panstwom zaproszonym do
podpisania niniejszej Konwencji zgodnie z artykulem 33, oraz Panstwom zaproszonym do
przystapienia do niniejszej Konwencji zgodnie z artykutem 34.

6. Komitet obraduje nad propozycja nie wczesniej niz po uptywie dwoch miesiecy od
przekazania propozycji przez Sekretarza Generalnego Rady Europy, zgodnie z ustgpem 5.
Przedstawia do zatwierdzenia Komitetowi Ministrow tekst przyjety wickszoscia dwoch
trzecich oddanych gloséw. Po jego zatwierdzeniu tekst przekazuje si¢ Stronom w celu
ratyfikacji, przyjecia lub zatwierdzenia.

7. Zmiana wchodzi w zycie w stosunku do Stron, ktére ja przyjely, pierwszego dnia
miesigca nastgpujacego po uptywie jednego miesigca od dnia, w ktérym pigc¢ Stron, w tym co
najmniej czterech cztonkow Rady Europy powiadomito Sekretarza Generalnego o jej
przyjeciu.
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W stosunku do Strony, ktéra przyjmuje zmiang w terminie poézniejszym, wchodzi ona
w zycie pierwszego dnia miesigca nastepujacego po uplywie jednego miesigca od dnia, w
ktérym Strona ta powiadomita Sekretarza Generalnego o jej przyjeciu.

Rozdzial XIV

Postanowienia koncowe
Artykul 33 ( Podpisanie, ratyfikowanie i wejscie w zycie )

1. Niniejsza Konwencja jest otwarta do podpisu dla Panstw czlonkowskich Rady
Europy, Panstw nie bedacych cztonkami Rady Europy, ktére uczestniczyly w opracowaniu
Konwencji oraz dla Wspdlnoty Europejskiej.

2. Konwencja podlega ratyfikacji, przyjeciu lub zatwierdzeniu. Dokumenty
ratyfikacyjne, przyjecia lub zatwierdzenia, sktada si¢ Sekretarzowi Rady Europy.

3. Konwencja wchodzi w zycie pierwszego dnia miesigca nastepujacego po uplywie
trzech miesiecy od dnia, w ktorym pig¢ Panstw, w tym co najmniej cztery Panstwa
cztonkowskie Rady Europy, wyrazilo zgode na zwigzanie si¢ Konwencja, zgodnie z ustepem
2 niniejszego artykutu.

4. W stosunku do Sygnatariusza, ktory wyrazi zgod¢ na zwigzanie si¢ Konwencja w
terminie pdzniejszym, Konwencja wchodzi w Zycie pierwszego dnia miesigca nastgpujacego
po uplywie trzech miesiecy od dnia zlozenia dokumentu ratyfikacyjnego, przyjecia lub
zatwierdzenia.

Artykul 34 ( Panstwa nie bedace czlonkami Rady Europy )

1. Po wejsciu w zycie Konwencji, Komitet Ministrow Rady Europy, po konsultacji ze
Stronami, moze zaprosi¢ Panstwo nie bedace cztonkiem Rady Europy, do przystapienia do
niniejszej Konwencji, podejmujac decyzje wigkszoscia glosow, okreslong w artykule 20 litera
d Statutu Rady Europy, przy jednomyslnej zgodzie przedstawicieli umawiajacych si¢ Stron,
uprawnionych do zasiadania w Komitecie Ministrow.

2. W stosunku do Panstwa przystepujacego Konwencja wchodzi w zycie pierwszego
dnia miesigca nastgpujacego po uplywie trzech miesigcy od dnia zlozenia dokumentu
przystapienia Sekretarzowi Generalnemu Rady Europy.

Artykul 35 ( Terytoria )

1. Sygnatariusz, w czasie podpisywania albo skladania dokumentu ratyfikacyjnego,
przyjecia lub zatwierdzenia, moze okresli¢ terytorium lub terytoria, do ktoérych stosuje sig¢
niniejsza Konwencj¢. Inne Panstwo moze ztozy¢ takie samo o$wiadczenie w czasie sktadania
dokumentu przystapienia.

2. Strona, w dowolnym terminie pdzniejszym, poprzez oswiadczenie, skierowane do
Sekretarza Generalnego Rady Europy, moze rozszerzy¢ stosowanie Konwencji na inne
terytorium, wskazane w takim o$wiadczeniu, za ktérego stosunki miedzynarodowe odpowiada
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i w imieniu ktorego jest upowazniona do podejmowania zobowigzan. W stosunku do takiego
terytorium Konwencja wchodzi w zycie pierwszego dnia miesigca nastepujacego po uptywie
trzech miesi¢cy od dnia zlozenia o§wiadczenia Sekretarzowi Generalnemu.

3. Oswiadczenie ztozone w trybie ustepow poprzedzajacych moze by¢ wycofane, w
stosunku do jakiegokolwiek terytorium okreslonego w os$wiadczeniu, poprzez notyfikacje
skierowang do Sekretarza Generalnego. Wycofanie wywoluje skutek pierwszego dnia
miesigca nastgpujacego po uptywie trzech miesiecy od dnia ztozenia notyfikacji Sekretarzowi
Generalnemu.

Artykul 36 ( Zastrzezenia )

1. Kazde Panstwo i Wspdlnota Europejska, w czasie podpisywania albo sktadania
dokumentu ratyfikacyjnego moga zglosi¢ =zastrzezenie do ktoregokolwiek artykutlu
Konwencji, w takim stopniu w jakim ich prawo wewngtrzne nie jest zgodne z tym artykulem.
Zglaszanie zastrzezen o charakterze ogélnym nie jest dopuszczalne.

2. Zastrzezenie sktadane w trybie niniejszego artykulu powinno zawiera¢ krotkie
przedstawienie odpowiednich przepisdw prawa wewngtrznego.

3. Strona, ktora rozcigga stosowanie niniejszej Konwencji na terytorium okreslone w
o$wiadczeniu, o ktérym mowa w artykule 35 ustep 2, moze zglosi¢ w stosunku do tego
terytorium zastrzezenie, zgodnie z przepisami ustepéw poprzedzajacych.

4. Strona, ktoéra zglosita zastrzezenie, o ktdrym mowa w niniejszym artykule, moze je
wycofaé poprzez o$wiadczenie skierowane do Sekretarza Generalnego Rady Europy.
Wycofanie takie wywotuje skutek pierwszego dnia miesigca nastgpujacego po uplywie
jednego miesigca od dnia jego otrzymania przez Sekretarza Generalnego.

Artykul 37 (Wypowiedzenie )

1. Strona moze w kazdym czasie wypowiedzie¢ niniejsza Konwencj¢, poprzez
notyfikacje skierowang do Sekretarza Generalnego Rady Europy.

2. Wypowiedzenie wywotuje skutek pierwszego dnia nastepujacego po uptywie trzech
miesi¢cy od dnia otrzymania notyfikacji przez Sekretarza Generalnego.

Artykul 38 ( Zawiadomienia )
Sekretarz Generalny Rady Europy zawiadamia Panstwa cztonkowskie Rady Europy,
Wspolnote Europejska, Sygnatariuszy, Strony 1 inne Panstwa zaproszone do przystgpienia do
niniejszej Konwencji:

a. 0 jej podpisaniu;

b. o zlozeniu dokumentow ratyfikacyjnych, przyjecia, zatwierdzenia lub
przystapienia;

c. o dacie wejscia w zycie Konwencji, zgodnie z artykutem 33 lub 34;
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d. o zmianach lub protokotach przyje¢tych zgodnie z artykutem 32 oraz o dacie ich
wejscia w zycie;

e. o oswiadczeniach ztozonych zgodnie z artykutem 35;
f. o zastrzezeniach i wycofaniu zastrzezen zgodnie z artykutem 36;

g. o innych czynno$ciach, notyfikacjach i zawiadomieniach zwigzanych z niniejsza
Konwencja.

Na dowdd powyzszego nizej podpisani, bedac do tego nalezycie upowaznieni,
podpisali niniejszag Konwencje.

Sporzadzono w Oviedo, dnia 4 kwietnia 1997 r., w jezyku francuskim i angielskim,
przy czym obie wersje sa jednakowo autentyczne, w jednym egzemplarzu, ktory zostanie
ztozony w archiwum Rady Europy. Sekretarz Generalny Rady Europy przekaze
uwierzytelnione odpisy kazdemu Panstwu czlonkowskiemu Rady Europy, Wspdlnocie
Europejskiej, Panstwom nie bedacym cztonkami Rady Europy, ktére uczestniczyly w
opracowaniu niniejszej Konwencji oraz Panstwom zaproszonym do przystapienia do
niniejszej Konwencji.



PROTOKOL DODATKOWY
DO
KONWENCJI O OCHRONIE PRAW CZLOWIEKA I GODNOSCI ISTOTY
LUDZKIEJ
WOBEC ZASTOSOWAN BIOLOGII I MEDYCYNY,
W SPRAWIE ZAKAZU KLONOWANIA ISTOT LUDZKICH

Panstwa cztonkowskie Rady Europy, inne Panstwa i1 Wspdlnota Europejska,
sygnatariusze niniejszego Protokotu Dodatkowego do Konwencji o ochronie praw cztowieka i
godnosci istoty ludzkiej wobec zastosowan biologii i medycyny,

Majac na uwadze osiggni¢cia nauki w dziedzinie klonowania ssakow, w szczegdlnosci
w drodze podziatu zarodka i transferu jadra komérkowego;

Swiadome, ze pewne techniki klonowania moga, jako takie, przyczyni¢ sie do rozwoju
postepu naukowego, jak rowniez §wiadome mozliwosci ich zastosowan w medycynie;

Uwazajac, ze klonowanie istot ludzkich mogtoby sta¢ si¢ technicznie mozliwe;

Zwazywszy, ze podzial embrionu moze nastapi¢ w sposob naturalny, w wyniku czego
moga narodzi¢ si¢ bliznigta genetycznie identyczne;

Przekonane jednakze, Ze instrumentalne traktowanie istoty ludzkiej poprzez rozmys$lne
tworzenie istot ludzkich genetycznie identycznych zaprzecza godno$ci cztowieka i stanowi
niewlasciwe wykorzystanie biologii i medycyny;

Wzigwszy réwniez pod uwage powazne trudnosci natury medycznej, psychologicznej i
socjalnej, jakie implikowataby taka praktyka biomedyczna w stosunku do wszystkich osob
zainteresowanych;

Majac na uwadze przedmiot Konwencji o prawach czlowieka i biomedycynie, a w
szczegolnosci zasade proklamowana w jej artykule 1, majaca na celu ochrong godnosci i
tozsamosci istoty ludzkiej;

Postanowily co nastepuje:

Artykut 1

Jakakolwiek interwencja majaca na celu tworzenie istoty ludzkiej genetycznie
identycznej z inng istotg ludzka zyjaca lub martwg jest zabroniona.

W rozumieniu niniejszego artykutu, pojgcie istoty ludzkiej ,,genetycznie identycznej” z
inng istota ludzka oznacza istote ludzka dzielacg wspoélnie z inng ten sam zespol genow
zawartych w jadrze komorkowym.



Artykut 2

Jakiekolwiek ograniczenie stosowania przepisOw niniejszego Protokolu nie jest
dozwolone na podstawie artykutu 26 ustep 1 Konwencji.

Artykut 3

Strony uwazajg artykuty 1 i1 2 niniejszego Protokolu za artykuty dodatkowe do
Konwencji, wszystkie postanowienia Konwencji znajduja odpowiednio zastosowanie.

Artykut 4

Niniejszy Protokot jest otwarty do podpisu dla Sygnatariuszy Konwencji. Podlega
ratyfikacji, przyjeciu lub zatwierdzeniu. Sygnatariusz nie moze ratyfikowaé, przyja¢ lub
zatwierdzi¢ Protokotu bez uprzedniej lub jednoczesnej ratyfikacji Konwencji. Dokumenty
ratyfikacyjne, przyjecia lub zatwierdzenia sktada si¢ Sekretarzowi Generalnemu Rady Europy.

Artykut 5
1. Niniejszy Protokot wchodzi w zycie pierwszego dnia miesigca nastepujacego po

uptywie trzech miesiecy od dnia, w ktérym pig¢ Panstw, w tym co najmniej cztery Panstwa
Cztonkowskie Rady Europy, wyrazilo zgod¢ na zwigzanie si¢ Protokotem zgodnie z
przepisami artykutu 4.

2. W stosunku do Sygnatariusza, ktory wyrazi zgode na zwigzanie si¢ Protokotem w
terminie pozniejszym, Protokol wchodzi w Zzycie pierwszego dnia miesigca nast¢pujacego po
uptywie trzech miesigcy od dnia ztozenia dokumentu ratyfikacyjnego, przyjecia lub
zatwierdzenia.

Artykut 6
1. Po wejsciu w zycie niniejszego Protokotu, kazde Panstwo, ktdre przystapito do

Konwencji, moze rowniez przystapi¢ do niniejszego Protokotu.

2. Przystapienie nastepuje w drodze zlozenia Sekretarzowi Generalnemu Rady Europy
dokumentu przystapienia i odnosi skutek pierwszego dnia miesigca nastepujacego po uplywie
trzech miesiecy od dnia ztozenia dokumentu przystapienia.

Artykut 7
1. Kazda ze Stron moze w kazdym czasie wypowiedzie¢ niniejszy Protokot poprzez

notyfikacje skierowang do Sekretarza Generalnego Rady Europy.

2. Wypowiedzenie wywoluje skutek pierwszego dnia nastgpujacego po upltywie trzech
miesiecy od dnia otrzymania notyfikacji przez Sekretarza Generalnego.



Artykut 8

Sekretarz Generalny Rady Europy zawiadamia Panstwa cztonkowskie Rady Europy,
Wspolnote Europejska, Sygnatariuszy, Strony i inne Panstwa zaproszone do przystgpienia do

Konwenciji:

a. 0 jej podpisaniu;

b. o ztozeniu dokumentdw ratyfikacyjnych, przyjecia, zatwierdzenia lub przystgpienia;

C. o dacie wejs$cia w zycie niniejszego Protokotu, zgodnie z artykutami 5 1 6;

d. o innych czynnosciach, notyfikacjach lub zawiadomieniach zwigzanych z niniejszym
Protokotem.

Na dowod powyzszego nizej podpisani, nalezycie do tego upowaznieni, podpisali niniejszy
Protokot.

Sporzadzono w Paryzu, dnia 12 stycznia 1998 roku, w jezyku francuskim i angielskim, przy
czym obie wersje s3 jednakowo autentyczne, w jednym egzemplarzu, ktéry zostanie ztozony
w archiwum Rady Europy. Sekretarz Generalny Rady Europy przekaze uwierzytelnione
odpisy kazdemu Panstwu cztonkowskiemu, Panstwom nie bedagcym cztonkami Rady Europy,
ktore uczestniczyly w opracowaniu niniejszego Protokotu, Panstwom zaproszonym do
przystapienia do Konwencji i Wspdlnocie Europejskie;j.
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BACKGROUND

The Council for International Organizations of Medical Sciences (CIOMS) is an international
nongovernmental organization in official relations with the World Health Organization
(WHO). It was founded under the auspices of WHO and the United Nations Educational,
Scientific and Cultural and Organization (UNESCO) in 1949 with among its mandates that of
maintaining collaborative relations with the United Nations and its specialized agencies,
particularly with UNESCO and WHO.

CIOMS, in association with WHO, undertook its work on ethics in relation to biomedical
research in the late 1970s. At that time, newly independent WHO Member States were setting
up health-care systems. WHO was not then in a position to promote ethics as an aspect of
health care or research. It was thus that CIOMS set out, in cooperation with WHO, to prepare
guidelines " to indicate how the ethical principles that should guide the conduct of biomedical
research involving human subjects, as set forth in the Declaration of Helsinki, could be
effectively applied, particularly in developing countries, given their socioeconomic
circumstances, laws and regulations, and executive and administrative arrangements”. The
World Medical Association had issued the original Declaration of Helsinki in 1964 and an
amended version in 1975. The outcome of the CIOMS/WHO undertaking was, in 1982,
Proposed International Ethical Guidelines for Biomedical Research Involving Human
Subjects.

The period that followed saw the outbreak of the HIV/AIDS pandemic and proposals to
undertake large-scale trials of vaccine and treatment drugs for the condition. These raised new
ethical issues that had not been considered in the preparation of Proposed Guidelines. There
were other factors also — rapid advances in medicine and biotechnology, changing research
practices such as multinational field trials, experimentation involving vulnerable population
groups, and also a changing view, in rich and poor countries, that research involving human
subjects was largely beneficial and not threatening. The Declaration of Helsinki was revised
twice in the 1980s — in 1983 and 1989. It was timely to revise and update the 1982 guidelines,
and CIOMS, with the cooperation of WHO and its Global Programme on AIDS, undertook
the task. The outcome was the issuing of two sets of guidelines: in 1991, International
Guidelines for Ethical Review of Epidemiological Studies; and, in 1993, International Ethical
Guidelines for Biomedical Research Involving Human Subjects.

After 1993, ethical issues arose for which the CIOMS Guidelines had no specific provision.
They related mainly to controlled clinical trials, with external sponsors and investigators,
carried out in low-resource countries and to the use of comparators other than an established
effective intervention. The issue in question was the perceived need in those countries for
low-cost, technologically appropriate, public-health solutions, and in particular for HIV/AIDS
treatment drugs or vaccines that poorer countries could afford. Commentators took opposing
sides on this issue. One advocated, for low-resource countries, trials of interventions that,
while they might be less effective than the treatment available in the better-off countries,
would be less expensive. All research efforts for public solutions appropriate to developing
countries should not be rejected as unethical, they claimed. The research context should be
considered. Local decision-making should be the norm. Paternalism on the part of the richer
countries towards poorer countries should be avoided. The challenge was to encourage
research for local solutions to the burden of disease in much of the world, while providing
clear guidance on protecting against exploitation of vulnerable communities and individuals.
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The other side argued that such trials constituted, or risked constituting, exploitation of poor
countries by rich countries and were inherently unethical. Economic factors should not
influence ethical considerations. It was within the capacity of rich countries or the
pharmaceutical industry to make established effective treatment available for comparator
purposes. Certain low-resource countries had already made available from their own
resources established effective treatment for their HIVV/AIDS patients.

This conflict complicated the revision and updating of the 1993 Guidelines. Ultimately, it
became clear that the conflicting views could not be reconciled, though the proponents of the
former view claimed that the new guidelines had built in effective safeguards against
exploitation. The commentary to the Guideline concerned (11) recognizes the unresolved, or
unresolvable, conflict.

The revision/updating of the 1993 Guidelines began in December 1998, and a first draft
prepared by the CIOMS consultant for the project was reviewed by the project steering
committee, which met in May 1999. The committee proposed amendments and listed topics
on which new or revised guidelines were indicated; it recommended papers to be
commissioned on the topics, as well as authors and commentators, for presentation and
discussion at a CIOMS interim consultation. It was considered that an interim consultation
meeting, of members of the steering committee together with the authors of commissioned
papers and designated commentators, followed by further redrafting and electronic
distribution and feedback, would better serve the purpose of the project than the process
originally envisaged, which had been to complete the revision in one further step. The
consultation was accordingly organized for March 2000, in Geneva.

At the consultation, progress on the revision was reported and contentious matters reviewed.
Eight commissioned papers previously distributed were presented, commented upon, and
discussed. The work of the consultation continued with ad hoc electronic working groups over
the following several weeks, and the outcome was made available for the preparation of the
third draft. The material commissioned for the consultation was made the subject of a CIOMS
publication: Biomedical Research Ethics: Updating International Guidelines. A Consultation
(December 2000).

An informal redrafting group of eight, from Africa, Asia, Latin America, the United States
and the CIOMS secretariat met in New York City in January 2001, and subsequently
interacted electronically with one another and with the CIOMS secretariat. A revised draft
was posted on the CIOMS website in June 2001 and otherwise widely distributed. Many
organizations and individuals commented, some extensively, some critically. Views on certain
positions, notably on placebo-controlled trials, were contradictory. For the subsequent
revision two members were added to the redrafting group, from Europe and Latin America.
The consequent draft was posted on the website in January 2002 in preparation for the
CIOMS Conference in February/ March 2002

The CIOMS Conference was convened to discuss and, as far as possible, endorse a final draft
to be submitted for final approval to the CIOMS Executive Committee. Besides representation
of member organizations of CIOMS, participants included experts in ethics and research from
all continents. They reviewed the draft guidelines seriatim and suggested modifications.
Guideline 11, Choice of control in clinical trials, was redrafted at the conference in an effort
to reduce disagreement. The redrafted text of that guideline was intensively discussed and
generally well received. Some participants, however, continued to question the ethical
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acceptability of the exception to the general rule limiting the use of placebo to the conditions
set out in the guideline; they argued that research subjects should not be exposed to risk of
serious or irreversible harm when an established effective intervention could prevent such
harm, and that such exposure could constitute exploitation. Ultimately, the commentary of
Guideline 11 reflects the opposing positions on use of a comparator other than an established
effective intervention for control purposes.

The new text, the 2002 text, which supersedes that of 1993, consists of a statement of general
ethical principles, a preamble and 21 guidelines, with an introduction and a brief account of
earlier declarations and guidelines. Like the 1982 and 1993 Guidelines, the present
publication is designed to be of use, particularly to low-resource countries, in defining
national policies on the ethics of biomedical research, applying ethical standards in local
circumstances, and establishing or redefining adequate mechanisms for ethical review of
research involving human subjects

Comments on the Guidelines are welcome and should be addressed to the Secretary-General,
Council for International Organizations of Medical Sciences, ¢/o World Health Organization,
CH-1211 Geneva 27, Switzerland; or by e-mail to cioms@who.int



Please note that this CIOMS guideline has been replaced by a more recent version

INTRODUCTION

This is the third in the series of international ethical guidelines for biomedical research
involving human subjects issued by the Council for International Organizations of Medical
Sciences since 1982. Its scope and preparation reflect well the transformation that has
occurred in the field of research ethics in the almost quarter century since CIOMS first
undertook to make this contribution to medical sciences and the ethics of research. The
CIOMS Guidelines, with their stated concern for the application of the Declaration of
Helsinki in developing countries, necessarily reflect the conditions and the needs of
biomedical research in those countries, and the implications for multinational or transnational
research in which they may be partners.

An issue, mainly for those countries and perhaps less pertinent now than in the past, has been
the extent to which ethical principles are considered universal or as culturally relative — the
universalist versus the pluralist view. The challenge to international research ethics is to apply
universal ethical principles to biomedical research in a multicultural world with a multiplicity
of health-care systems and considerable variation in standards of health care. The Guidelines
take the position that research involving human subjects must not violate any universally
applicable ethical standards, but acknowledge that, in superficial aspects, the application of
the ethical principles, e.g., in relation to individual autonomy and informed consent, needs to
take account of cultural values, while respecting absolutely the ethical standards.

Related to this issue is that of the human rights of research subjects, as well as of health
professionals as researchers in a variety of sociocultural contexts, and the contribution that
international human rights instruments can make in the application of the general principles of
ethics to research involving human subjects. The issue concerns largely, though not
exclusively, two principles: respect for autonomy and protection of dependent or vulnerable
persons and populations. In the preparation of the Guidelines the potential contribution in
these respects of human rights instruments and norms was discussed, and the Guideline
drafters have represented the views of commentators on safeguarding the corresponding rights
of subjects.

Certain areas of research are not represented by specific guidelines. One such is human
genetics. It is, however, considered in Guideline 18 Commentary under Issues of
confidentiality in genetics research. The ethics of genetics research was the subject of a
commissioned paper and commentary.

Another unrepresented area is research with products of conception (embryo and fetal
research, and fetal tissue research). An attempt to craft a guideline on the topic proved
unfeasible. At issue was the moral status of embryos and fetuses and the degree to which risks
to the life or well-being of these entities are ethically permissible.

In relation to the use of comparators in controls, commentators have raised the the question of
standard of care to be provided to a control group. They emphasize that standard of care refers
to more than the comparator drug or other intervention, and that research subjects in the
poorer countries do not usually enjoy the same standard of all-round care enjoyed by subjects
in richer countries. This issue is not addressed specifically in the Guidelines.

In one respect the Guidelines depart from the terminology of the Declaration of Helsinki.
‘Best current intervention’ is the term most commonly used to describe the active comparator



Please note that this CIOMS guideline has been replaced by a more recent version

that is ethically preferred in controlled clinical trials. For many indications, however, there is
more than one established “current” intervention and expert clinicians do not agree on which
is superior. In other circumstances in which there are several established ‘current’
interventions, some expert clinicians recognize one as superior to the rest; some commonly
prescribe another because the superior intervention may be locally unavailable, for example,
or prohibitively expensive or unsuited to the capability of particular patients to adhere to a
complex and rigorous regimen. ‘Established effective intervention’ is the term used in
Guideline 11 to refer to all such interventions, including the best and the various alternatives
to the best. In some cases an ethical review committee may determine that it is ethically
acceptable to use an established effective intervention as a comparator, even in cases where
such an intervention is not considered the best current intervention.

The mere formulation of ethical guidelines for biomedical research involving human subjects
will hardly resolve all the moral doubts that can arise in association with much research, but
the Guidelines can at least draw the attention of sponsors, investigators and ethical review
committees to the need to consider carefully the ethical implications of research protocols and
the conduct of research, and thus conduce to high scientific and ethical standards of
biomedical research.
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INTERNATIONAL INSTRUMENTS AND GUIDELINES

The first international instrument on the ethics of medical research, the Nuremberg Code, was
promulgated in 1947 as a consequence of the trial of physicians (the Doctors’ Trial) who had
conducted atrocious experiments on unconsenting prisoners and detainees during the second
world war. The Code, designed to protect the integrity of the research subject, set out
conditions for the ethical conduct of research involving human subjects, emphasizing their
voluntary consent to research.

The Universal Declaration of Human Rights was adopted by the General Assembly of the
United Nations in 1948. To give the Declaration legal as well as moral force, the General
Assembly adopted in 1966 the International Covenant on Civil and Political Rights. Article 7
of the Covenant states "No one shall be subjected to torture or to cruel, inhuman or
degrading treatment or punishment. In particular, no one shall be subjected without his free
consent to medical or scientific experimentation”. It is through this statement that society
expresses the fundamental human value that is held to govern all research involving human
subjects — the protection of the rights and welfare of all human subjects of scientific
experimentation.

The Declaration of Helsinki, issued by the World Medical Association in 1964, is the
fundamental document in the field of ethics in biomedical research and has influenced the
formulation of international, regional and national legislation and codes of conduct. The
Declaration, amended several times, most recently in 2000 (Appendix 2), is a comprehensive
international statement of the ethics of research involving human subjects. It sets out ethical
guidelines for physicians engaged in both clinical and nonclinical biomedical research.

Since the publication of the CIOMS 1993 Guidelines, several international organizations have
issued ethical guidance on clinical trials. This has included, from the World Health
Organization, in 1995, Guidelines for Good Clinical Practice for Trials on Pharmaceutical
Products; and from the International Conference on Harmonisation of Technical
Requirements for Registration of Pharmaceuticals for Human Use (ICH), in 1996, Guideline
on Good Clinical Practice, designed to ensure that data generated from clinical trials are
mutually acceptable to regulatory authorities in the European Union, Japan and the United
States of America. The Joint United Nations Programme on HIVV/AIDS published in 2000 the
UNAIDS Guidance Document Ethical Considerations in HIV Preventive Vaccine Research.

In 2001 the Council of Ministers of the European Union adopted a Directive on clinical trials,
which will be binding in law in the countries of the Union from 2004. The Council of Europe,
with more than 40 member States, is developing a Protocol on Biomedical Research, which
will be an additional protocol to the Council’s 1997 Convention on Human Rights and
Biomedicine.

Not specifically concerned with biomedical research involving human subjects but clearly
pertinent, as noted above, are international human rights instruments. These are mainly the
Universal Declaration of Human Rights, which, particularly in its science provisions, was
highly influenced by the Nuremberg Code; the International Covenant on Civil and Political
Rights; and the International Covenant on Economic, Social and Cultural Rights. Since the
Nuremberg experience, human rights law has expanded to include the protection of women
(Convention on the Elimination of All Forms of Discrimination Against Women) and children
(Convention on the Rights of the Child). These and other such international instruments
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endorse in terms of human rights the general ethical principles that underlie the CIOMS
International Ethical Guidelines.
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GENERAL ETHICAL PRINCIPLES

All research involving human subjects should be conducted in accordance with three basic
ethical principles, namely respect for persons, beneficence and justice. It is generally agreed
that these principles, which in the abstract have equal moral force, guide the conscientious
preparation of proposals for scientific studies. In varying circumstances they may be
expressed differently and given different moral weight, and their application may lead to
different decisions or courses of action. The present guidelines are directed at the application
of these principles to research involving human subjects.

Respect for persons incorporates at least two fundamental ethical considerations, namely:

a) respect for autonomy, which requires that those who are capable of deliberation about their
personal choices should be treated with respect for their capacity for self-determination; and

b) protection of persons with impaired or diminished autonomy, which requires that those
who are dependent or vulnerable be afforded security against harm or abuse.

Beneficence refers to the ethical obligation to maximize benefits and to minimize harms. This
principle gives rise to norms requiring that the risks of research be reasonable in the light of
the expected benefits, that the research design be sound, and that the investigators be
competent both to conduct the research and to safeguard the welfare of the research subjects.
Beneficence further proscribes the deliberate infliction of harm on persons; this aspect of
beneficence is sometimes expressed as a separate principle, nonmaleficence (do no harm).

Justice refers to the ethical obligation to treat each person in accordance with what is morally
right and proper, to give each person what is due to him or her. In the ethics of research
involving human subjects the principle refers primarily to distributive justice, which requires
the equitable distribution of both the burdens and the benefits of participation in research.
Differences in distribution of burdens and benefits are justifiable only if they are based on
morally relevant distinctions between persons; one such distinction is vulnerability.
"Vulnerability" refers to a substantial incapacity to protect one's own interests owing to such
impediments as lack of capability to give informed consent, lack of alternative means of
obtaining medical care or other expensive necessities, or being a junior or subordinate
member of a hierarchical group. Accordingly, special provision must be made for the
protection of the rights and welfare of vulnerable persons.

Sponsors of research or investigators cannot, in general, be held accountable for unjust
conditions where the research is conducted, but they must refrain from practices that are likely
to worsen unjust conditions or contribute to new inequities. Neither should they take
advantage of the relative inability of low-resource countries or vulnerable populations to
protect their own interests, by conducting research inexpensively and avoiding complex
regulatory systems of industrialized countries in order to develop products for the lucrative
markets of those countries.

In general, the research project should leave low-resource countries or communities better off
than previously or, at least, no worse off. It should be responsive to their health needs and
priorities in that any product developed is made reasonably available to them, and as far as
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possible leave the population in a better position to obtain effective health care and protect its
own health.

Justice requires also that the research be responsive to the health conditions or needs of
vulnerable subjects. The subjects selected should be the least vulnerable necessary to
accomplish the purposes of the research. Risk to vulnerable subjects is most easily justified
when it arises from interventions or procedures that hold out for them the prospect of direct
health-related benefit. Risk that does not hold out such prospect must be justified by the
anticipated benefit to the population of which the individual research subject is representative.
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PREAMBLE

The term "research™ refers to a class of activity designed to develop or contribute to
generalizable knowledge. Generalizable knowledge consists of theories, principles or
relationships, or the accumulation of information on which they are based, that can be
corroborated by accepted scientific methods of observation and inference. In the present
context "research™ includes both medical and behavioural studies pertaining to human health.
Usually "research™ is modified by the adjective "biomedical” to indicate its relation to health.

Progress in medical care and disease prevention depends upon an understanding of
physiological and pathological processes or epidemiological findings, and requires at some
time research involving human subjects. The collection, analysis and interpretation of
information obtained from research involving human beings contribute significantly to the
improvement of human health.

Research involving human subjects includes:

- studies of a physiological, biochemical or pathological process, or of the response to a
specific intervention — whether physical, chemical or psychological — in healthy subjects or
patients;

- controlled trials of diagnostic, preventive or therapeutic measures in larger groups of
persons, designed to demonstrate a specific generalizable response to these measures against a
background of individual biological variation;

- studies designed to determine the consequences for individuals and communities of specific
preventive or therapeutic measures; and

- studies concerning human health-related behaviour in a variety of circumstances and
environments.

Research involving human subjects may employ either observation or physical, chemical or
psychological intervention; it may also either generate records or make use of existing records
containing biomedical or other information about individuals who may or may not be
identifiable from the records or information. The use of such records and the protection of the
confidentiality of data obtained from those records are discussed in International Guidelines
for Ethical Review of Epidemiological Studies (CIOMS, 1991).

The research may be concerned with the social environment, manipulating environmental
factors in a way that could affect incidentally-exposed individuals. It is defined in broad terms
in order to embrace field studies of pathogenic organisms and toxic chemicals under
investigation for health-related purposes.

Biomedical research with human subjects is to be distinguished from the practice of medicine,
public health and other forms of health care, which is designed to contribute directly to the
health of individuals or communities. Prospective subjects may find it confusing when
research and practice are to be conducted simultaneously, as when research is designed to
obtain new information about the efficacy of a drug or other therapeutic, diagnostic or
preventive modality.
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As stated in Paragraph 32 of the Declaration of Helsinki, "In the treatment of a patient, where
proven prophylactic, diagnostic and therapeutic methods do not exist or have been ineffective,
the physician, with informed consent from the patient, must be free to use unproven or new
prophylactic, diagnostic and therapeutic measures, if in the physician's judgement it offers
hope of saving life, re-establishing health or alleviating suffering. Where possible, these
measures should be made the object of research, designed to evaluate their safety and
efficacy. In all cases, new information should be recorded and, where appropriate, published.
The other relevant guidelines of this Declaration should be followed."

Professionals whose roles combine investigation and treatment have a special obligation to
protect the rights and welfare of the patient-subjects. An investigator who agrees to act as
physician-investigator undertakes some or all of the legal and ethical responsibilities of the
subject's primary-care physician. In such a case, if the subject withdraws from the research
owing to complications related to the research or in the exercise of the right to withdraw
without loss of benefit, the physician has an obligation to continue to provide medical care, or
to see that the subject receives the necessary care in the health-care system, or to offer
assistance in finding another physician.

Research with human subjects should be carried out only by, or strictly supervised by,
suitably qualified and experienced investigators and in accordance with a protocol that clearly
states: the aim of the research; the reasons for proposing that it involve human subjects; the
nature and degree of any known risks to the subjects; the sources from which it is proposed to
recruit subjects; and the means proposed for ensuring that subjects’ consent will be adequately
informed and voluntary. The protocol should be scientifically and ethically appraised by one
or more suitably constituted review bodies, independent of the investigators.

New vaccines and medicinal drugs, before being approved for general use, must be tested on
human subjects in clinical trials; such trials constitute a substantial part of all research
involving human subjects.



Please note that this CIOMS guideline has been replaced by a more recent version

THE GUIDELINES

Guideline 1: Ethical justification and scientific validity of biomedical research involving
human beings

The ethical justification of biomedical research involving human subjects is the prospect
of discovering new ways of benefiting people’s health. Such research can be ethically
justifiable only if it is carried out in ways that respect and protect, and are fair to, the
subjects of that research and are morally acceptable within the communities in which
the research is carried out. Moreover, because scientifically invalid research is unethical
in that it exposes research subjects to risks without possible benefit, investigators and
sponsors must ensure that proposed studies involving human subjects conform to
generally accepted scientific principles and are based on adequate knowledge of the
pertinent scientific literature.

Commentary on Guideline 1

Among the essential features of ethically justified research involving human subjects,
including research with identifiable human tissue or data, are that the research offers a means
of developing information not otherwise obtainable, that the design of the research is
scientifically sound, and that the investigators and other research personnel are competent.
The methods to be used should be appropriate to the objectives of the research and the field of
study. Investigators and sponsors must also ensure that all who participate in the conduct of
the research are qualified by virtue of their education and experience to perform competently
in their roles. These considerations should be adequately reflected in the research protocol
submitted for review and clearance to scientific and ethical review committees (Appendix I).

Scientific review is discussed further in the Commentaries to Guidelines 2 and 3: Ethical
review committees and Ethical review of externally sponsored research. Other ethical aspects
of research are discussed in the remaining guidelines and their commentaries. The protocol
designed for submission for review and clearance to scientific and ethical review committees
should include, when relevant, the items specified in Appendix I, and should be carefully
followed in conducting the research.

Guideline 2: Ethical review committees

All proposals to conduct research involving human subjects must be submitted for
review of their scientific merit and ethical acceptability to one or more scientific review
and ethical review committees. The review committees must be independent of the
research team, and any direct financial or other material benefit they may derive from
the research should not be contingent on the outcome of their review. The investigator
must obtain their approval or clearance before undertaking the research. The ethical
review committee should conduct further reviews as necessary in the course of the
research, including monitoring of the progress of the study.

Commentary on Guideline 2
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Ethical review committees may function at the institutional, local, regional, or national level,
and in some cases at the international level. The regulatory or other governmental authorities
concerned should promote uniform standards across committees within a country, and, under
all systems, sponsors of research and institutions in which the investigators are employed
should allocate sufficient resources to the review process. Ethical review committees may
receive money for the activity of reviewing protocols, but under no circumstances may
payment be offered or accepted for a review committee's approval or clearance of a protocol.

Scientific review. According to the Declaration of Helsinki (Paragraph 11), medical research
involving humans must conform to generally accepted scientific principles, and be based on a
thorough knowledge of the scientific literature, other relevant sources of information, and
adequate laboratory and, where indicated, animal experimentation. Scientific review must
consider, inter alia, the study design, including the provisions for avoiding or minimizing risk
and for monitoring safety. Committees competent to review and approve scientific aspects of
research proposals must be multidisciplinary.

Ethical review. The ethical review committee is responsible for safeguarding the rights,
safety, and well-being of the research subjects. Scientific review and ethical review cannot be
separated: scientifically unsound research involving humans as subjects is ipso facto unethical
in that it may expose them to risk or inconvenience to no purpose; even if there is no risk of
injury, wasting of subjects™ and researchers’ time in unproductive activities represents loss of
a valuable resource. Normally, therefore, an ethical review committee considers both the
scientific and the ethical aspects of proposed research. It must either carry out a proper
scientific review or verify that a competent expert body has determined that the research is
scientifically sound. Also, it considers provisions for monitoring of data and safety.

If the ethical review committee finds a research proposal scientifically sound, or verifies that a
competent expert body has found it so, it should then consider whether any known or possible
risks to the subjects are justified by the expected benefits, direct or indirect, and whether the
proposed research methods will minimize harm and maximize benefit. (See Guideline 8:
Benefits and risks of study participation.) If the proposal is sound and the balance of risks to
anticipated benefits is reasonable, the committee should then determine whether the
procedures proposed for obtaining informed consent are satisfactory and those proposed for
the selection of subjects are equitable.

Ethical review of emergency compassionate use of an investigational therapy. In some
countries, drug regulatory authorities require that the so-called compassionate or humanitarian
use of an investigational treatment be reviewed by an ethical review committee as though it
were research. Exceptionally, a physician may undertake the compassionate use of an
investigational therapy before obtaining the approval or clearance of an ethical review
committee, provided three criteria are met: a patient needs emergency treatment, there is some
evidence of possible effectiveness of the investigational treatment, and there is no other
treatment available that is known to be equally effective or superior. Informed consent should
be obtained according to the legal requirements and cultural standards of the community in
which the intervention is carried out. Within one week the physician must report to the ethical
review committee the details of the case and the action taken, and an independent health-care
professional must confirm in writing to the ethical review committee the treating physician's
judgment that the use of the investigational intervention was justified according to the three
specified criteria. (See also Guideline 13 Commentary section: Other vulnerable groups.)
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National (centralized) or local review. Ethical review committees may be created under the
aegis of national or local health administrations, national (or centralized) medical research
councils or other nationally representative bodies. In a highly centralized administration a
national, or centralized, review committee may be constituted for both the scientific and the
ethical review of research protocols. In countries where medical research is not centrally
administered, ethical review is more effectively and conveniently undertaken at a local or
regional level. The authority of a local ethical review committee may be confined to a single
institution or may extend to all institutions in which biomedical research is carried out within
a defined geographical area. The basic responsibilities of ethical review committees are:

o to determine that all proposed interventions, particularly the administration of drugs
and vaccines or the use of medical devices or procedures under development, are
acceptably safe to be undertaken in humans or to verify that another competent expert
body has done so;

« to determine that the proposed research is scientifically sound or to verify that another
competent expert body has done so;

o toensure that all other ethical concerns arising from a protocol are satisfactorily
resolved both in principle and in practice;

« to consider the qualifications of the investigators, including education in the_principles
of research practice, and the conditions of the research site with a view to ensuring the
safe conduct of the trial; and

o to keep records of decisions and to take measures to follow up on the conduct of
ongoing research projects.
(e}

Committee membership. National or local ethical review committees should be so composed
as to be able to provide complete and adequate review of the research proposals submitted to
them. It is generally presumed that their membership should include physicians, scientists and
other professionals such as nurses, lawyers, ethicists and clergy, as well as lay persons
qualified to represent the cultural and moral values of the community and to ensure that the
rights of the research subjects will be respected. They should include both men and women.
When uneducated or illiterate persons form the focus of a study they should also be
considered for membership or invited to be represented and have their views expressed.

A number of members should be replaced periodically with the aim of blending the
advantages of experience with those of fresh perspectives.

A national or local ethical review committee responsible for reviewing and approving
proposals for externally sponsored research should have among its members or consultants
persons who are thoroughly familiar with the customs and traditions of the population or
community concerned and sensitive to issues of human dignity.

Committees that often review research proposals directed at specific diseases or impairments,
such as HIV/AIDS or paraplegia, should invite or hear the views of individuals or bodies
representing patients with such diseases or impairments. Similarly, for research involving
such subjects as children, students, elderly persons or employees, committees should invite or
hear the views of their representatives or advocates.
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To maintain the review committee’s independence from the investigators and sponsors and to
avoid conflict of interest, any member with a special or particular, direct or indirect, interest
in a proposal should not take part in its assessment if that interest could subvert the member’s
objective judgment. Members of ethical review committees should be held to the same
standard of disclosure as scientific and medical research staff with regard to financial or other
interests that could be construed as conflicts of interest. A practical way of avoiding such
conflict of interest is for the committee to insist on a declaration of possible conflict of
interest by any of its members. A member who makes such a declaration should then
withdraw, if to do so is clearly the appropriate action to take, either at the member’s own
discretion or at the request of the other members. Before withdrawing, the member should be
permitted to offer comments on the protocol or to respond to questions of other members.

Multi-centre research. Some research projects are designed to be conducted in a number of
centres in different communities or countries. Generally, to ensure that the results will be
valid, the study must be conducted in an identical way at each centre. Such studies include
clinical trials, research designed for the evaluation of health service programmes, and various
kinds of epidemiological research. For such studies, local ethical or scientific review
committees are not normally authorized to change doses of drugs, to change inclusion or
exclusion criteria, or to make other similar modifications. They should be fully empowered to
prevent a study that they believe to be unethical. Moreover, changes that local review
committees believe are necessary to protect the research subjects should be documented and
reported to the research institution or sponsor responsible for the whole research programme
for consideration and due action, to ensure that all other subjects can be protected and that the
research will be valid across sites.

To ensure the validity of multi-centre research, any change in the protocol should be made at
every collaborating centre or institution, or, failing this, explicit inter-centre comparability
procedures must be introduced; changes made at some but not all will defeat the purpose of
multi-centre research. For some multi-centre studies, scientific and ethical review may be
facilitated by agreement among centres to accept the conclusions of a single review
committee; its members could include a representative of the ethical review committee at each
of the centres at which the research is to be conducted, as well as individuals competent to
conduct scientific review. In other circumstances, a centralized review may be complemented
by local review relating to the local participating investigators and institutions. The central
committee could review the study from a scientific and ethical standpoint, and the local
committees could verify the practicability of the study in their communities, including the
infrastructures, the state of training, and ethical considerations of local significance.

In a large multi-centre trial, individual investigators will not have authority to act
independently, with regard to data analysis or to preparation and publication of manuscripts,
for instance. Such a trial usually has a set of committees which operate under the direction of
a steering committee and are responsible for such functions and decisions. The function of the
ethical review committee in such cases is to review the relevant plans with the aim of
avoiding abuses.

Sanctions. Ethical review committees generally have no authority to impose sanctions on
researchers who violate ethical standards in the conduct of research involving humans. They
may, however, withdraw ethical approval of a research project if judged necessary. They
should be required to monitor the implementation of an approved protocol and its progression,
and to report to institutional or governmental authorities any serious or continuing non-
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compliance with ethical standards as they are reflected in protocols that they have approved or
in the conduct of the studies. Failure to submit a protocol to the committee should be
considered a clear and serious violation of ethical standards.

Sanctions imposed by governmental, institutional, professional or other authorities possessing
disciplinary power should be employed as a last resort. Preferred methods of control include
cultivation of an atmosphere of mutual trust, and education and support to promote in
researchers and in sponsors the capacity for ethical conduct of research.

Should sanctions become necessary, they should be directed at the non-compliant researchers
or sponsors. They may include fines or suspension of eligibility to receive research funding,
to use investigational interventions, or to practise medicine. Unless there are persuasive
reasons to do otherwise, editors should refuse to publish the results of research conducted
unethically, and retract any articles that are subsequently found to contain falsified or
fabricated data or to have been based on unethical research. Drug regulatory authorities
should consider refusal to accept unethically obtained data submitted in support of an
application for authorization to market a product. Such sanctions, however, may deprive of
benefit not only the errant researcher or sponsor but also that segment of society intended to
benefit from the research; such possible consequences merit careful consideration.

Potential conflicts of interest related to project support. Increasingly, biomedical studies
receive funding from commercial firms. Such sponsors have good reasons to support research
methods that are ethically and scientifically acceptable, but cases have arisen in which the
conditions of funding could have introduced bias. It may happen that investigators have little
or no input into trial design, limited access to the raw data, or limited participation in data
interpretation, or that the results of a clinical trial may not be published if they are
unfavourable to the sponsor's product. This risk of bias may also be associated with other
sources of support, such as government or foundations. As the persons directly responsible for
their work, investigators should not enter into agreements that interfere unduly with their
access to the data or their ability to analyse the data independently, to prepare manuscripts, or
to publish them. Investigators must also disclose potential or apparent conflicts of interest on
their part to the ethical review committee or to other institutional committees designed to
evaluate and manage such conflicts. Ethical review committees should therefore ensure that
these conditions are met. See also Multi-centre research, above.

Guideline 3: Ethical review of externally sponsored research

An external sponsoring organization and individual investigators should submit the
research protocol for ethical and scientific review in the country of the sponsoring
organization, and the ethical standards applied should be no less stringent than they
would be for research carried out in that country. The health authorities of the host
country, as well as a national or local ethical review committee, should ensure that the
proposed research is responsive to the health needs and priorities of the host country
and meets the requisite ethical standards.

Commentary on Guideline 3
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Definition. The term externally sponsored research refers to research undertaken in a host

country but sponsored, financed, and sometimes wholly or partly carried out by an external
international or national organization or pharmaceutical company with the collaboration or
agreement of the appropriate authorities, institutions and personnel of the host country.

Ethical and scientific review. Committees in both the country of the sponsor and the host
country have responsibility for conducting both scientific and ethical review, as well as the
authority to withhold approval of research proposals that fail to meet their scientific or ethical
standards. As far as possible, there must be assurance that the review is independent and that
there is no conflict of interest that might affect the judgement of members of the review
committees in relation to any aspect of the research. When the external sponsor is an
international organization, its review of the research protocol must be in accordance with its
own independent ethical-review procedures and standards.

Committees in the external sponsoring country or international organization have a special
responsibility to determine whether the scientific methods are sound and suitable to the aims
of the research; whether the drugs, vaccines, devices or procedures to be studied meet
adequate standards of safety; whether there is sound justification for conducting the research
in the host country rather than in the country of the external sponsor or in another country;
and whether the proposed research is in compliance with the ethical standards of the external
sponsoring country or international organization.

Committees in the host country have a special responsibility to determine whether the
objectives of the research are responsive to the health needs and priorities of that country. The
ability to judge the ethical acceptability of various aspects of a research proposal requires a
thorough understanding of a community's customs and traditions. The ethical review
committee in the host country, therefore, must have as either members or consultants persons
with such understanding; it will then be in a favourable position to determine the acceptability
of the proposed means of obtaining informed consent and otherwise respecting the rights of
prospective subjects as well as of the means proposed to protect the welfare of the research
subjects. Such persons should be able, for example, to indicate suitable members of the
community to serve as intermediaries between investigators and subjects, and to advise on
whether material benefits or inducements may be regarded as appropriate in the light of a
community's gift-exchange and other customs and traditions.

When a sponsor or investigator in one country proposes to carry out research in another, the
ethical review committees in the two countries may, by agreement, undertake to review
different aspects of the research protocol. In short, in respect of host countries either with
developed capacity for independent ethical review or in which external sponsors and
investigators are contributing substantially to such capacity, ethical review in the external,
sponsoring country may be limited to ensuring compliance with broadly stated ethical
standards. The ethical review committee in the host country can be expected to have greater
competence for reviewing the detailed plans for compliance, in view of its better
understanding of the cultural and moral values of the population in which it is proposed to
conduct the research; it is also likely to be in a better position to monitor compliance in the
course of a study. However, in respect of research in host countries with inadequate capacity
for independent ethical review, full review by the ethical review committee in the external
sponsoring country or international agency is necessary.
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Guideline 4: Individual informed consent

For all biomedical research involving humans the investigator must obtain the voluntary
informed consent of the prospective subject or, in the case of an individual who is not
capable of giving informed consent, the permission of a legally authorized representative
in accordance with applicable law. Waiver of informed consent is to be regarded as
uncommon and exceptional, and must in all cases be approved by an ethical review
committee.

Commentary on Guideline 4

General considerations. Informed consent is a decision to participate in research, taken by a
competent individual who has received the necessary information; who has adequately
understood the information; and who, after considering the information, has arrived at a
decision without having been subjected to coercion, undue influence or inducement, or
intimidation.

Informed consent is based on the principle that competent individuals are entitled to choose
freely whether to participate in research. Informed consent protects the individual's freedom
of choice and respects the individual's autonomy. As an additional safeguard, it must always
be complemented by independent ethical review of research proposals. This safeguard of
independent review is particularly important as many individuals are limited in their capacity
to give adequate informed consent; they include young children, adults with severe mental or
behavioural disorders, and persons who are unfamiliar with medical concepts and technology
(See Guidelines 13, 14, 15).

Process. Obtaining informed consent is a process that is begun when initial contact is made
with a prospective subject and continues throughout the course of the study. By informing the
prospective subjects, by repetition and explanation, by answering their questions as they arise,
and by ensuring that each individual understands each procedure, investigators elicit their
informed consent and in so doing manifest respect for their dignity and autonomy. Each
individual must be given as much time as is needed to reach a decision, including time for
consultation with family members or others. Adequate time and resources should be set aside
for informed-consent procedures.

Language. Informing the individual subject must not be simply a ritual recitation of the
contents of a written document. Rather, the investigator must convey the information, whether
orally or in writing, in language that suits the individual's level of understanding. The
investigator must bear in mind that the prospective subject’s ability to understand the
information necessary to give informed consent depends on that individual's maturity,
intelligence, education and belief system. It depends also on the investigator's ability and
willingness to communicate with patience and sensitivity.

Comprehension. The investigator must then ensure that the prospective subject has adequately
understood the information. The investigator should give each one full opportunity to ask
questions and should answer them honestly, promptly and completely. In some instances the
investigator may administer an oral or a written test or otherwise determine whether the
information has been adequately understood.
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Documentation of consent. Consent may be indicated in a number of ways. The subject may
imply consent by voluntary actions, express consent orally, or sign a consent form. As a
general rule, the subject should sign a consent form, or, in the case of incompetence, a legal
guardian or other duly authorized representative should do so. The ethical review committee
may approve waiver of the requirement of a signed consent form if the research carries no
more than minimal risk — that is, risk that is no more likely and not greater than that attached
to routine medical or psychological examination — and if the procedures to be used are only
those for which signed consent forms are not customarily required outside the research
context. Such waivers may also be approved when existence of a signed consent form would
be an unjustified threat to the subject's confidentiality. In some cases, particularly when the
information is complicated, it is advisable to give subjects information sheets to retain; these
may resemble consent forms in all respects except that subjects are not required to sign them.
Their wording should be cleared by the ethical review committee. When consent has been
obtained orally, investigators are responsible for providing documentation or proof of consent.

Waiver of the consent requirement. Investigators should never initiate research involving
human subjects without obtaining each subject's informed consent, unless they have received
explicit approval to do so from an ethical review committee. However, when the research
design involves no more than minimal risk and a requirement of individual informed consent
would make the conduct of the research impracticable (for example, where the research
involves only excerpting data from subjects' records), the ethical review committee may
waive some or all of the elements of informed consent.

Renewing consent. When material changes occur in the conditions or the procedures of a
study, and also periodically in long-term studies, the investigator should once again seek
informed consent from the subjects. For example, new information may have come to light,
either from the study or from other sources, about the risks or benefits of products being
tested or about alternatives to them. Subjects should be given such information promptly. In
many clinical trials, results are not disclosed to subjects and investigators until the study is
concluded. This is ethically acceptable if an ethical review committee has approved their non-
disclosure.

Cultural considerations. In some cultures an investigator may enter a community to conduct
research or approach prospective subjects for their individual consent only after obtaining
permission from a community leader, a council of elders, or another designated authority.
Such customs must be respected. In no case, however, may the permission of a community
leader or other authority substitute for individual informed consent. In some populations the
use of a number of local languages may complicate the communication of information to
potential subjects and the ability of an investigator to ensure that they truly understand it.
Many people in all cultures are unfamiliar with, or do not readily understand, scientific
concepts such as those of placebo or randomization. Sponsors and investigators should
develop culturally appropriate ways to communicate information that is necessary for
adherence to the standard required in the informed consent process. Also, they should
describe and justify in the research protocol the procedure they plan to use in communicating
information to subjects. For collaborative research in developing countries the research
project should, if necessary, include the provision of resources to ensure that informed
consent can indeed be obtained legitimately within different linguistic and cultural settings.

Consent to use for research purposes biological materials (including genetic material) from
subjects in clinical trials. Consent forms for the research protocol should include a separate
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section for clinical-trial subjects who are requested to provide their consent for the use of their
biological specimens for research. Separate consent may be appropriate in some cases (e.g., if
investigators are requesting permission to conduct basic research which is not a necessary part
of the clinical trial), but not in others (e.g., the clinical trial requires the use of subjects’
biological materials).

Use of medical records and biological specimens. Medical records and biological specimens
taken in the course of clinical care may be used for research without the consent of the
patients/subjects only if an ethical review committee has determined that the research poses
minimal risk, that the rights or interests of the patients will not be violated, that their privacy
and confidentiality or anonymity are assured, and that the research is designed to answer an
important question and would be impracticable if the requirement for informed consent were
to be imposed. Patients have a right to know that their records or specimens may be used for
research. Refusal or reluctance of individuals to agree to participate would not be evidence of
impracticability sufficient to warrant waiving informed consent. Records and specimens of
individuals who have specifically rejected such uses in the past may be used only in the case
of public health emergencies. (See Guideline 18 Commentary, Confidentiality between
physician and patient)

Secondary use of research records or biological specimens. Investigators may want to use
records or biological specimens that another investigator has used or collected for use, in
another institution in the same or another country. This raises the issue of whether the records
or specimens contain personal identifiers, or can be linked to such identifiers, and by whom.
(See also Guideline 18: Safeguarding confidentiality) If informed consent or permission was
required to authorize the original collection or use of such records or specimens for research
purposes, secondary uses are generally constrained by the conditions specified in the original
consent. Consequently, it is essential that the original consent process anticipate, to the extent
that this is feasible, any foreseeable plans for future use of the records or specimens for
research. Thus, in the original process of seeking informed consent a member of the research
team should discuss with, and, when indicated, request the permission of, prospective subjects
as to: i) whether there will or could be any secondary use and, if so, whether such secondary
use will be limited with regard to the type of study that may be performed on such materials;
ii) the conditions under which investigators will be required to contact the research subjects
for additional authorization for secondary use; iii) the investigators' plans, if any, to destroy or
to strip of personal identifiers the records or specimens; and iv) the rights of subjects to
request destruction or anonymization of biological specimens or of records or parts of records
that they might consider particularly sensitive, such as photographs, videotapes or audiotapes.

(See also Guidelines 5: Obtaining informed consent: Essential information for prospective
research subjects; 6: Obtaining informed consent: Obligations of sponsors and investigators;
and 7: Inducement to participate.)
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Guideline 5: Obtaining informed consent: Essential information for prospective research
subjects

Before requesting an individual’s consent to participate in research, the investigator
must provide the following information, in language or another form of communication
that the individual can understand:

10.

11.

that the individual is invited to participate in research, the reasons for
considering the individual suitable for the research, and that participation is
voluntary;

that the individual is free to refuse to participate and will be free to withdraw
from the research at any time without penalty or loss of benefits to which he or
she would otherwise be entitled;

the purpose of the research, the procedures to be carried out by the investigator
and the subject, and an explanation of how the research differs from routine
medical care;

for controlled trials, an explanation of features of the research design (e.g.,
randomization, double-blinding), and that the subject will not be told of the
assigned treatment until the study has been completed and the blind has been
broken;

the expected duration of the individual's participation (including number and
duration of visits to the research centre and the total time involved) and the
possibility of early termination of the trial or of the individual’s participation in
it;

whether money or other forms of material goods will be provided in return for
the individual’s participation and, if so, the kind and amount;

that, after the completion of the study, subjects will be informed of the findings of
the research in general, and individual subjects will be informed of any finding
that relates to their particular health status;

that subjects have the right of access to their data on demand, even if these data
lack immediate clinical utility (unless the ethical review committee has approved
temporary or permanent non-disclosure of data, in which case the subject should
be informed of, and given, the reasons for such non-disclosure);

any foreseeable risks, pain or discomfort, or inconvenience to the individual (or
others) associated with participation in the research, including risks to the health
or well-being of a subject’s spouse or partner;

the direct benefits, if any, expected to result to subjects from participating in the
research

the expected benefits of the research to the community or to society at large, or
contributions to scientific knowledge;



12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,
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whether, when and how any products or interventions proven by the research to
be safe and effective will be made available to subjects after they have completed
their participation in the research, and whether they will be expected to pay for
them;

any currently available alternative interventions or courses of treatment;

the provisions that will be made to ensure respect for the privacy of subjects and
for the confidentiality of records in which subjects are identified;

the limits, legal or other, to the investigators' ability to safeguard confidentiality,
and the possible consequences of breaches of confidentiality;

policy with regard to the use of results of genetic tests and familial genetic
information, and the precautions in place to prevent disclosure of the results of a
subject’s genetic tests to immediate family relatives or to others (e.g., insurance
companies or employers) without the consent of the subject;

the sponsors of the research, the institutional affiliation of the investigators, and
the nature and sources of funding for the research;

the possible research uses, direct or secondary, of the subject’s medical records
and of biological specimens taken in the course of clinical care (See also
Guidelines 4 and 18 Commentaries);

whether it is planned that biological specimens collected in the research will be
destroyed at its conclusion, and, if not, details about their storage (where, how,
for how long, and final disposition) and possible future use, and that subjects
have the right to decide about such future use, to refuse storage, and to have the
material destroyed (See Guideline 4 Commentary);

whether commercial products may be developed from biological specimens, and
whether the participant will receive monetary or other benefits from the
development of such products;

whether the investigator is serving only as an investigator or as both investigator
and the subject’s physician;

the extent of the investigator's responsibility to provide medical services to the
participant;

that treatment will be provided free of charge for specified types of research-
related injury or for complications associated with the research, the nature and
duration of such care, the name of the organization or individual that will
provide the treatment, and whether there is any uncertainty regarding funding of
such treatment.

in what way, and by what organization, the subject or the subject’s family or
dependants will be compensated for disability or death resulting from such
injury (or, when indicated, that there are no plans to provide such
compensation);
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25. whether or not, in the country in which the prospective subject is invited to
participate in research, the right to compensation is legally guaranteed;

26. that an ethical review committee has approved or cleared the research protocol.

Guideline 6: Obtaining informed consent: Obligations of sponsors and investigators
Sponsors and investigators have a duty to:

o refrain from unjustified deception, undue influence, or intimidation;

o seek consent only after ascertaining that the prospective subject has adequate
understanding of the relevant facts and of the consequences of participation and
has had sufficient opportunity to consider whether to participate;

e asageneral rule, obtain from each prospective subject a signed form as evidence
of informed consent — investigators should justify any exceptions to this general
rule and obtain the approval of the ethical review committee (See Guideline 4
Commentary, Documentation of consent);

e renew the informed consent of each subject if there are significant changes in the
conditions or procedures of the research or if new information becomes available
that could affect the willingness of subjects to continue to participate; and,

« renew the informed consent of each subject in long-term studies at pre-
determined intervals, even if there are no changes in the design or objectives of
the research.

Commentary on Guideline 6

The investigator is responsible for ensuring the adequacy of informed consent from each
subject. The person obtaining informed consent should be knowledgeable about the research
and capable of answering questions from prospective subjects. Investigators in charge of the
study must make themselves available to answer questions at the request of subjects. Any
restrictions on the subject’s opportunity to ask questions and receive answers before or during
the research undermines the validity of the informed consent.

In some types of research, potential subjects should receive counselling about risks of
acquiring a disease unless they take precautions. This is especially true of HIVV/AIDS vaccine
research (UNAIDS Guidance Document Ethical Considerations in HIV Preventive Vaccine
Research, Guidance Point 14).

Withholding information and deception. Sometimes, to ensure the validity of research,
investigators withhold certain information in the consent process. In biomedical research, this
typically takes the form of withholding information about the purpose of specific procedures.
For example, subjects in clinical trials are often not told the purpose of tests performed to
monitor their compliance with the protocol, since if they knew their compliance was being
monitored they might modify their behaviour and hence invalidate results. In most such cases,
the prospective subjects are asked to consent to remain uninformed of the purpose of some
procedures until the research is completed; after the conclusion of the study they are given the
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omitted information. In other cases, because a request for permission to withhold some
information would jeopardize the validity of the research, subjects are not told that some
information has been withheld until the research has been completed. Any such procedure
must receive the explicit approval of the ethical review committee.

Active deception of subjects is considerably more controversial than simply withholding
certain information. Lying to subjects is a tactic not commonly employed in biomedical
research. Social and behavioural scientists, however, sometimes deliberately misinform
subjects to study their attitudes and behaviour. For example, scientists have pretended to be
patients to study the behaviour of health-care professionals and patients in their natural
settings.

Some people maintain that active deception is never permissible. Others would permit it in
certain circumstances. Deception is not permissible, however, in cases in which the deception
itself would disguise the possibility of the subject being exposed to more than minimal risk.
When deception is deemed indispensable to the methods of a study the investigators must
demonstrate to an ethical review committee that no other research method would suffice; that
significant advances could result from the research; and that nothing has been withheld that, if
divulged, would cause a reasonable person to refuse to participate. The ethical review
committee should determine the consequences for the subject of being deceived, and whether
and how deceived subjects should be informed of the deception upon completion of the
research. Such informing, commonly called "debriefing”, ordinarily entails explaining the
reasons for the deception. A subject who disapproves of having been deceived should be
offered an opportunity to refuse to allow the investigator to use information thus obtained.
Investigators and ethical review committees should be aware that deceiving research subjects
may wrong them as well as harm them; subjects may resent not having been informed when
they learn that they have participated in a study under false pretences. In some studies there
may be justification for deceiving persons other than the subjects by either withholding or
disguising elements of information. Such tactics are often proposed, for example, for studies
of the abuse of spouses or children. An ethical review committee must review and approve all
proposals to deceive persons other than the subjects. Subjects are entitled to prompt and
honest answers to their questions; the ethical review committee must determine for each study
whether others who are to be deceived are similarly entitled.

Intimidation and undue influence. Intimidation in any form invalidates informed consent.
Prospective subjects who are patients often depend for medical care upon the
physician/investigator, who consequently has a certain credibility in their eyes, and whose
influence over them may be considerable, particularly if the study protocol has a therapeutic
component. They may fear, for example, that refusal to participate would damage the
therapeutic relationship or result in the withholding of health services. The
physician/investigator must assure them that their decision on whether to participate will not
affect the therapeutic relationship or other benefits to which they are entitled. In this situation
the ethical review committee should consider whether a neutral third party should seek
informed consent.

The prospective subject must not be exposed to undue influence. The borderline between
justifiable persuasion and undue influence is imprecise, however. The researcher should give
no unjustifiable assurances about the benefits, risks or inconveniences of the research, for
example, or induce a close relative or a community leader to influence a prospective subject's
decision. (See also Guideline 4: Individual informed consent.)
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Risks. Investigators should be completely objective in discussing the details of the
experimental intervention, the pain and discomfort that it may entail, and known risks and
possible hazards. In complex research projects it may be neither feasible nor desirable to
inform prospective participants fully about every possible risk. They must, however, be
informed of all risks that a ‘reasonable person’ would consider material to making a decision
about whether to participate, including risks to a spouse or partner associated with trials of,
for example, psychotropic or genital-tract medicaments. (See also Guideline 8 Commentary,
Risks to groups of persons.)

Exception to the requirement for informed consent in studies of emergency situations in which
the researcher anticipates that many subjects will be unable to consent. Research protocols
are sometimes designed to address conditions occurring suddenly and rendering the
patients/subjects incapable of giving informed consent. Examples are head trauma,
cardiopulmonary arrest and stroke. The investigation cannot be done with patients who can
give informed consent in time and there may not be time to locate a person having the
authority to give permission. In such circumstances it is often necessary to proceed with the
research interventions very soon after the onset of the condition in order to evaluate an
investigational treatment or develop the desired knowledge. As this class of emergency
exception can be anticipated, the researcher must secure the review and approval of an ethical
review committee before initiating the study. If possible, an attempt should be made to
identify a population that is likely to develop the condition to be studied. This can be done
readily, for example, if the condition is one that recurs periodically in individuals; examples
include grand mal seizures and alcohol binges. In such cases, prospective subjects should be
contacted while fully capable of informed consent, and invited to consent to their involvement
as research subjects during future periods of incapacitation. If they are patients of an
independent physician who is also the physician-researcher, the physician should likewise
seek their consent while they are fully capable of informed consent. In all cases in which
approved research has begun without prior consent of patients/subjects incapable of giving
informed consent because of suddenly occurring conditions, they should be given all relevant
information as soon as they are in a state to receive it, and their consent to continued
participation should be obtained as soon as is reasonably possible.

Before proceeding without prior informed consent, the investigator must make reasonable
efforts to locate an individual who has the authority to give permission on behalf of an
incapacitated patient. If such a person can be located and refuses to give permission, the
patient may not be enrolled as a subject. The risks of all interventions and procedures will be
justified as required by Guideline 9 (Special limitations on risks when research involves
individuals who are not capable of giving consent). The researcher and the ethical review
committee should agree to a maximum time of involvement of an individual without
obtaining either the individual's informed consent or authorization according to the applicable
legal system if the person is not able to give consent. If by that time the researcher has not
obtained either consent or permission — owing either to a failure to contact a representative or
to a refusal of either the patient or the person or body authorized to give permission — the
participation of the patient as a subject must be discontinued. The patient or the person or
body providing authorization should be offered an opportunity to forbid the use of data
derived from participation of the patient as a subject without consent or permission.

Where appropriate, plans to conduct emergency research without prior consent of the subjects
should be publicized within the community in which it will be carried out. In the design and
conduct of the research, the ethical review committee, the investigators and the sponsors
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should be responsive to the concerns of the community. If there is cause for concern about the
acceptability of the research in the community, there should be a formal consultation with
representatives designated by the community. The research should not be carried out if it does
not have substantial support in the community concerned. (See Guideline 8 Commentary,
Risks to groups of persons.)

Exception to the requirement of informed consent for inclusion in clinical trials of persons
rendered incapable of informed consent by an acute condition. Certain patients with an acute
condition that renders them incapable of giving informed consent may be eligible for
inclusion in a clinical trial in which the majority of prospective subjects will be capable of
informed consent. Such a trial would relate to a new treatment for an acute condition such as
sepsis, stroke or myocardial infarction. The investigational treatment would hold out the
prospect of direct benefit and would be justified accordingly, though the investigation might
involve certain procedures or interventions that were not of direct benefit but carried no more
than minimal risk; an example would be the process of randomization or the collection of
additional blood for research purposes. For such cases the initial protocol submitted for
approval to the ethical review committee should anticipate that some patients may be
incapable of consent, and should propose for such patients a form of proxy consent, such as
permission of the responsible relative. When the ethical review committee has approved or
cleared such a protocol, an investigator may seek the permission of the responsible relative
and enrol such a patient.

Guideline 7: Inducement to participate

Subjects may be reimbursed for lost earnings, travel costs and other expenses incurred
in taking part in a study; they may also receive free medical services. Subjects,
particularly those who receive no direct benefit from research, may also be paid or
otherwise compensated for inconvenience and time spent. The payments should not be
so large, however, or the medical services so extensive as to induce prospective subjects
to consent to participate in the research against their better judgment (*'undue
inducement™). All payments, reimbursements and medical services provided to research
subjects must have been approved by an ethical review committee.

Commentary on Guideline 7

Acceptable recompense. Research subjects may be reimbursed for their transport and other
expenses, including lost earnings, associated with their participation in research. Those who
receive no direct benefit from the research may also receive a small sum of money for
inconvenience due to their participation in the research. All subjects may receive medical
services unrelated to the research and have procedures and tests performed free of charge.

Unacceptable recompense. Payments in money or in kind to research subjects should not be
so large as to persuade them to take undue risks or volunteer against their better judgment.
Payments or rewards that undermine a person's capacity to exercise free choice invalidate
consent. It may be difficult to distinguish between suitable recompense and undue influence
to participate in research. An unemployed person or a student may view promised recompense
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differently from an employed person. Someone without access to medical care may or may
not be unduly influenced to participate in research simply to receive such care. A prospective
subject may be induced to participate in order to obtain a better diagnosis or access to a drug
not otherwise available; local ethical review committees may find such inducements
acceptable. Monetary and in-kind recompense must, therefore, be evaluated in the light of the
traditions of the particular culture and population in which they are offered, to determine
whether they constitute undue influence. The ethical review committee will ordinarily be the
best judge of what constitutes reasonable material recompense in particular circumstances.
When research interventions or procedures that do not hold out the prospect of direct benefit
present more than minimal risk, all parties involved in the research — sponsors, investigators
and ethical review committees — in both funding and host countries should be careful to avoid
undue material inducement.

Incompetent persons. Incompetent persons may be vulnerable to exploitation for financial
gain by guardians. A guardian asked to give permission on behalf of an incompetent person
should be offered no recompense other than a refund of travel and related expenses.

Withdrawal from a study. A subject who withdraws from research for reasons related to the
study, such as unacceptable side-effects of a study drug, or who is withdrawn on health
grounds, should be paid or recompensed as if full participation had taken place. A subject who
withdraws for any other reason should be paid in proportion to the amount of participation.
An investigator who must remove a subject from the study for wilful noncompliance is
entitled to withhold part or all of the payment.

Guideline 8: Benefits and risks of study participation

For all biomedical research involving human subjects, the investigator must ensure that
potential benefits and risks are reasonably balanced and risks are minimized.

e Interventions or procedures that hold out the prospect of direct diagnostic,
therapeutic or preventive benefit for the individual subject must be justified by
the expectation that they will be at least as advantageous to the individual
subject, in the light of foreseeable risks and benefits, as any available alternative.
Risks of such 'beneficial’ interventions or procedures must be justified in relation
to expected benefits to the individual subject.

¢ Risks of interventions that do not hold out the prospect of direct diagnostic,
therapeutic or preventive benefit for the individual must be justified in relation
to the expected benefits to society (generalizable knowledge). The risks presented
by such interventions must be reasonable in relation to the importance of the
knowledge to be gained.

Commentary on Guideline 8

The Declaration of Helsinki in several paragraphs deals with the well-being of research
subjects and the avoidance of risk. Thus, considerations related to the well-being of the
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human subject should take precedence over the interests of science and society (Paragraph
5); clinical testing must be preceded by adequate laboratory or animal experimentation to
demonstrate a reasonable probability of success without undue risk (Paragraph 11); every
project should be preceded by careful assessment of predictable risks and burdens in
comparison with foreseeable benefits to the subject or to others (Paragraph 16); physician-
researchers must be confident that the risks involved have been adequately assessed and can
be satisfactorily managed (Paragraph 17); and the risks and burdens to the subject must be
minimized, and reasonable in relation to the importance of the objective or the knowledge to
be gained (Paragraph 18).

Biomedical research often employs a variety of interventions of which some hold out the
prospect of direct therapeutic benefit (beneficial interventions) and others are administered
solely to answer the research question (non-beneficial interventions). Beneficial interventions
are justified as they are in medical practice by the expectation that they will be at least as
advantageous to the individuals concerned, in the light of both risks and benefits, as any
available alternative. Non-beneficial interventions are assessed differently; they may be
justified only by appeal to the knowledge to be gained. In assessing the risks and benefits that
a protocol presents to a population, it is appropriate to consider the harm that could result
from forgoing the research.

Paragraphs 5 and 18 of the Declaration of Helsinki do not preclude well-informed volunteers,
capable of fully appreciating risks and benefits of an investigation, from participating in
research for altruistic reasons or for modest remuneration.

Minimizing risk associated with participation in a randomized controlled trial. In randomized
controlled trials subjects risk being allocated to receive the treatment that proves inferior.
They are allocated by chance to one of two or more intervention arms and followed to a
predetermined end-point. (Interventions are understood to include new or established
therapies, diagnostic tests and preventive measures.) An intervention is evaluated by
comparing it with another intervention (a control), which is ordinarily the best current
method, selected from the safe and effective treatments available globally, unless some other
control intervention such as placebo can be justified ethically (See Guideline 11).

To minimize risk when the intervention to be tested in a randomized controlled trial is
designed to prevent or postpone a lethal or disabling outcome, the investigator must not, for
purposes of conducting the trial, withhold therapy that is known to be superior to the
intervention being tested, unless the withholding can be justified by the standards set forth in
Guideline 11. Also, the investigator must provide in the research protocol for the monitoring
of research data by an independent board (Data and Safety Monitoring Board); one function
of such a board is to protect the research subjects from previously unknown adverse reactions
or unnecessarily prolonged exposure to an inferior therapy. Normally at the outset of a
randomized controlled trial, criteria are established for its premature termination (stopping
rules or guidelines).

Risks to groups of persons. Research in certain fields, such as epidemiology, genetics or
sociology, may present risks to the interests of communities, societies, or racially or ethnically
defined groups. Information might be published that could stigmatize a group or expose its
members to discrimination. Such information, for example, could indicate, rightly or wrongly,
that the group has a higher than average prevalence of alcoholism, mental illness or sexually
transmitted disease, or is particularly susceptible to certain genetic disorders. Plans to conduct
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such research should be sensitive to such considerations, to the need to maintain
confidentiality during and after the study, and to the need to publish the resulting data in a
manner that is respectful of the interests of all concerned, or in certain circumstances not to
publish them. The ethical review committee should ensure that the interests of all concerned
are given due consideration; often it will be advisable to have individual consent
supplemented by community consultation.

[The ethical basis for the justification of risk is elaborated further in Guideline 9]

Guideline 9: Special limitations on risk when research involves individuals who are not
capable of giving informed consent

When there is ethical and scientific justification to conduct research with individuals
incapable of giving informed consent, the risk from research interventions that do not
hold out the prospect of direct benefit for the individual subject should be no more likely
and not greater than the risk attached to routine medical or psychological examination
of such persons. Slight or minor increases above such risk may be permitted when there
is an overriding scientific or medical rationale for such increases and when an ethical
review committee has approved them.

Commentary on Guideline 9

The low-risk standard: Certain individuals or groups may have limited capacity to give
informed consent either because, as in the case of prisoners, their autonomy is limited, or
because they have limited cognitive capacity. For research involving persons who are unable
to consent, or whose capacity to make an informed choice may not fully meet the standard of
informed consent, ethical review committees must distinguish between intervention risks that
do not exceed those associated with routine medical or psychological examination of such
persons and risks in excess of those.

When the risks of such interventions do not exceed those associated with routine medical or
psychological examination of such persons, there is no requirement for special substantive or
procedural protective measures apart from those generally required for all research involving
members of the particular class of persons. When the risks are in excess of those, the ethical
review committee must find: 1) that the research is designed to be responsive to the disease
affecting the prospective subjects or to conditions to which they are particularly susceptible;
2) that the risks of the research interventions are only slightly greater than those associated
with routine medical or psychological examination of such persons for the condition or set of
clinical circumstances under investigation; 3) that the objective of the research is sufficiently
important to justify exposure of the subjects to the increased risk; and 4) that the interventions
are reasonably commensurate with the clinical interventions that the subjects have
experienced or may be expected to experience in relation to the condition under investigation.

If such research subjects, including children, become capable of giving independent informed
consent during the research, their consent to continued participation should be obtained.
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There is no internationally agreed, precise definition of a "slight or minor increase™ above the
risks associated with routine medical or psychological examination of such persons. Its
meaning is inferred from what various ethical review committees have reported as having met
the standard. Examples include additional lumbar punctures or bone-marrow aspirations in
children with conditions for which such examinations are regularly indicated in clinical
practice. The requirement that the objective of the research be relevant to the disease or
condition affecting the prospective subjects rules out the use of such interventions in healthy
children.

The requirement that the research interventions be reasonably commensurate with clinical
interventions that subjects may have experienced or are likely to experience for the condition
under investigation is intended to enable them to draw on personal experience as they decide
whether to accept or reject additional procedures for research purposes. Their choices will,
therefore, be more informed even though they may not fully meet the standard of informed
consent.

(See also Guidelines 4: Individual informed consent; 13: Research involving vulnerable
persons; 14: Research involving children; and 15: Research involving individuals who by
reason of mental or behavioural disorders are not capable of giving adequately informed
consent.)

Guideline 10: Research in populations and communities with limited resources

Before undertaking researchin a population or community with limited resources, the
sponsor and the investigator must make every effort to ensure that:

e the research is responsive to the health needs and the priorities of the population
or community in which it is to be carried out; and

e any intervention or product developed, or knowledge generated, will be made
reasonably available for the benefit of that population or community.

Commentary on Guideline 10

This guideline is concerned with countries or communities in which resources are limited to
the extent that they are, or may be, vulnerable to exploitation by sponsors and investigators
from the relatively wealthy countries and communities.

Responsiveness of research to health needs and priorities. The ethical requirement that
research be responsive to the health needs of the population or community in which it is
carried out calls for decisions on what is needed to fulfil the requirement. It is not sufficient
simply to determine that a disease is prevalent in the population and that new or further
research is needed: the ethical requirement of "responsiveness™ can be fulfilled only if
successful interventions or other kinds of health benefit are made available to the population.
This is applicable especially to research conducted in countries where governments lack the
resources to make such products or benefits widely available. Even when a product to be
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tested in a particular country is much cheaper than the standard treatment in some other
countries, the government or individuals in that country may still be unable to afford it. If the
knowledge gained from the research in such a country is used primarily for the benefit of
populations that can afford the tested product, the research may rightly be characterized as
exploitative and, therefore, unethical.

When an investigational intervention has important potential for health care in the host
country, the negotiation that the sponsor should undertake to determine the practical
implications of "responsiveness”, as well as "reasonable availability"”, should include
representatives of stakeholders in the host country; these include the national government, the
health ministry, local health authorities, and concerned scientific and ethics groups, as well as
representatives of the communities from which subjects are drawn and non-governmental
organizations such as health advocacy groups. The negotiation should cover the health-care
infrastructure required for safe and rational use of the intervention, the likelihood of
authorization for distribution, and decisions regarding payments, royalties, subsidies,
technology and intellectual property, as well as distribution costs, when this economic
information is not proprietary. In some cases, satisfactory discussion of the availability and
distribution of successful products will necessarily engage international organizations, donor
governments and bilateral agencies, international nongovernmental organizations, and the
private sector. The development of a health-care infrastructure should be facilitated at the
onset so that it can be of use during and beyond the conduct of the research.

Additionally, if an investigational drug has been shown to be beneficial, the sponsor should
continue to provide it to the subjects after the conclusion of the study, and pending its
approval by a drug regulatory authority. The sponsor is unlikely to be in a position to make a
beneficial investigational intervention generally available to the community or population
until some time after the conclusion of the study, as it may be in short supply and in any case
cannot be made generally available before a drug regulatory authority has approved it.

For minor research studies and when the outcome is scientific knowledge rather than a
commercial product, such complex planning or negotiation is rarely, if ever, needed. There
must be assurance, however, that the scientific knowledge developed will be used for the
benefit of the population.

Reasonable availability. The issue of “"reasonable availability"” is complex and will need to be
determined on a case-by-case basis. Relevant considerations include the length of time for
which the intervention or product developed, or other agreed benefit, will be made available
to research subjects, or to the community or population concerned; the severity of a subject’s
medical condition; the effect of withdrawing the study drug (e.g., death of a subject); the cost
to the subject or health service; and the question of undue inducement if an intervention is
provided free of charge.

In general, if there is good reason to believe that a product developed or knowledge generated
by research is unlikely to be reasonably available to, or applied to the benefit of, the
population of a proposed host country or community after the conclusion of the research, it is
unethical to conduct the research in that country or community. This should not be construed
as precluding studies designed to evaluate novel therapeutic concepts. As a rare exception, for
example, research may be designed to obtain preliminary evidence that a drug or a class of
drugs has a beneficial effect in the treatment of a disease that occurs only in regions with
extremely limited resources, and it could not be carried out reasonably well in more
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developed communities. Such research may be justified ethically even if there is no plan in
place to make a product available to the population of the host country or community at the
conclusion of the preliminary phase of its development. If the concept is found to be valid,
subsequent phases of the research could result in a product that could be made reasonably
available at its conclusion.

(See also Guidelines 3: Ethical review of externally sponsored research; 12, Equitable
distribution of burdens and benefits; 20: Strengthening capacity for ethical and scientific
review and biomedical research; and 21: Ethical obligation of external sponsors to provide
health-care services.)

Guideline 11: Choice of control in clinical trials

As a general rule, research subjects in the control group of a trial of a diagnostic,
therapeutic, or preventive intervention should receive an established effective
intervention. In some circumstances it may be ethically acceptable to use an alternative
comparator, such as placebo or ""no treatment'".

Placebo may be used:

« when there is no established effective intervention;

o when withholding an established effective intervention would expose subjects to,
at most, temporary discomfort or delay in relief of symptoms;

o when use of an established effective intervention as comparator would not yield
scientifically reliable results and use of placebo would not add any risk of serious
or irreversible harm to the subjects.

Commentary on Guideline 11

General considerations for controlled clinical trials. The design of trials of investigational
diagnostic, therapeutic or preventive interventions raises interrelated scientific and ethical
issues for sponsors, investigators and ethical review committees. To obtain reliable results,
investigators must compare the effects of an investigational intervention on subjects assigned
to the investigational arm (or arms) of a trial with the effects that a control intervention
produces in subjects drawn from the same population and assigned to its control arm.
Randomization is the preferred method for assigning subjects to the various arms of the
clinical trial unless another method, such as historical or literature controls, can be justified
scientifically and ethically. Assignment to treatment arms by randomization, in addition to its
usual scientific superiority, offers the advantage of tending to render equivalent to all subjects
the foreseeable benefits and risks of participation in a trial.

A clinical trial cannot be justified ethically unless it is capable of producing scientifically
reliable results. When the objective is to establish the effectiveness and safety of an
investigational intervention, the use of a placebo control is often much more likely than that
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of an active control to produce a scientifically reliable result. In many cases the ability of a
trial to distinguish effective from ineffective interventions (its assay sensitivity) cannot be
assured unless the control is a placebo. If, however, an effect of using a placebo would be to
deprive subjects in the control arm of an established effective intervention, and thereby to
expose them to serious harm, particularly if it is irreversible, it would obviously be unethical
to use a placebo.

Placebo control in the absence of a current effective alternative. The use of placebo in the
control arm of a clinical trial is ethically acceptable when, as stated in the Declaration of
Helsinki (Paragraph 29), "no proven prophylactic, diagnostic or therapeutic method exists."
Usually, in this case, a placebo is scientifically preferable to no intervention. In certain
circumstances, however, an alternative design may be both scientifically and ethically
acceptable, and preferable; an example would be a clinical trial of a surgical intervention,
because, for many surgical interventions, either it is not possible or it is ethically unacceptable
to devise a suitable placebo; for another example, in certain vaccine trials an investigator
might choose to provide for those in the “control’ arm a vaccine that is unrelated to the
investigational vaccine.

Placebo-controlled trials that entail only minor risks. A placebo-controlled design may be
ethically acceptable, and preferable on scientific grounds, when the condition for which
patients/subjects are randomly assigned to placebo or active treatment is only a small
deviation in physiological measurements, such as slightly raised blood pressure or a modest
increase in serum cholesterol; and if delaying or omitting available treatment may cause only
temporary discomfort (e.g., common headache) and no serious adverse consequences. The
ethical review committee must be fully satisfied that the risks of withholding an established
effective intervention are truly minor and short-lived.

Placebo control when active control would not yield reliable results. A related but distinct
rationale for using a placebo control rather than an established effective intervention is that
the documented experience with the established effective intervention is not sufficient to
provide a scientifically reliable comparison with the intervention being investigated,; it is then
difficult, or even impossible, without using a placebo, to design a scientifically reliable study.
This is not always, however, an ethically acceptable basis for depriving control subjects of an
established effective intervention in clinical trials; only when doing so would not add any risk
of serious harm, particularly irreversible harm, to the subjects would it be ethically acceptable
to do so. In some cases, the condition at which the intervention is aimed (for example, cancer
or HIV/AIDS) will be too serious to deprive control subjects of an established effective
intervention.

This latter rationale (when active control would not yield reliable results) differs from the
former (trials that entail only minor risks) in emphasis. In trials that entail only minor risks
the investigative interventions are aimed at relatively trivial conditions, such as the common
cold or hair loss; forgoing an established effective intervention for the duration of a trial
deprives control subjects of only minor benefits. It is for this reason that it is not unethical to
use a placebo-control design. Even if it were possible to design a so-called "non-inferiority”,
or "equivalency", trial using an active control, it would still not be unethical in these
circumstances to use a placebo-control design. In any event, the researcher must satisfy the
ethical review committee that the safety and human rights of the subjects will be fully
protected, that prospective subjects will be fully informed about alternative treatments, and
that the purpose and design of the study are scientifically sound. The ethical acceptability of
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such placebo-controlled studies increases as the period of placebo use is decreased, and when
the study design permits change to active treatment (“escape treatment") if intolerable
symptoms occur.

Exceptional use of a comparator other than an established effective intervention. An
exception to the general rule is applicable in some studies designed to develop a therapeutic,
preventive or diagnostic intervention for use in a country or community in which an
established effective intervention is not available and unlikely in the foreseeable future to
become available, usually for economic or logistic reasons. The purpose of such a study is to
make available to the population of the country or community an effective alternative to an
established effective intervention that is locally unavailable. Accordingly, the proposed
investigational intervention must be responsive to the health needs of the population from
which the research subjects are recruited and there must be assurance that, if it proves to be
safe and effective, it will be made reasonably available to that population. Also, the scientific
and ethical review committees must be satisfied that the established effective intervention
cannot be used as comparator because its use would not yield scientifically reliable results
that would be relevant to the health needs of the study population. In these circumstances an
ethical review committee can approve a clinical trial in which the comparator is other than an
established effective intervention, such as placebo or no treatment or a local remedy.

However, some people strongly object to the exceptional use of a comparator other than an
established effective intervention because it could result in exploitation of poor and
disadvantaged populations. The objection rests on three arguments:

o Placebo control could expose research subjects to risk of serious or irreversible harm
when the use of an established effective intervention as comparator could avoid the
risk.

o Not all scientific experts agree about conditions under which an established effective
intervention used as a comparator would not yield scientifically reliable results.

e An economic reason for the unavailability of an established effective intervention
cannot justify a placebo-controlled study in a country of limited resources when it
would be unethical to conduct a study with the same design in a population with
general access to the effective intervention outside the study.

Placebo control when an established effective intervention is not available in the host
country. The question addressed here is: when should an exception be allowed to the general
rule that subjects in the control arm of a clinical trial should receive an established effective
intervention?

The usual reason for proposing the exception is that, for economic or logistic reasons, an
established effective intervention is not in general use or available in the country in which the
study will be conducted, whereas the investigational intervention could be made available,
given the finances and infrastructure of the country.

Another reason that may be advanced for proposing a placebo-controlled trial is that using an
established effective intervention as the control would not produce scientifically reliable data
relevant to the country in which the trial is to be conducted. Existing data about the

effectiveness and safety of the established effective intervention may have been accumulated
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under circumstances unlike those of the population in which it is proposed to conduct the
trial; this, it may be argued, could make their use in the trial unreliable. One reason could be
that the disease or condition manifests itself differently in different populations, or other
uncontrolled factors could invalidate the use of existing data for comparative purposes.

The use of placebo control in these circumstances is ethically controversial, for the following
reasons:

e Sponsors of research might use poor countries or communities as testing grounds for
research that would be difficult or impossible in countries where there is general
access to an established effective intervention, and the investigational intervention, if
proven safe and effective, is likely to be marketed in countries in which an established
effective intervention is already available and it is not likely to be marketed in the host
country.

e The research subjects, both active-arm and control-arm, are patients who may have a
serious, possibly life-threatening, illness. They do not normally have access to an
established effective intervention currently available to similar patients in many other
countries. According to the requirements of a scientifically reliable trial, investigators,
who may be their attending physicians, would be expected to enrol some of those
patients/subjects in the placebo-control arm. This would appear to be a violation of the
physician’s fiduciary duty of undivided loyalty to the patient, particularly in cases in
which known effective therapy could be made available to the patients.

An argument for exceptional use of placebo control may be that a health authority in a
country where an established effective intervention is not generally available or affordable,
and unlikely to become available or affordable in the foreseeable future, seeks to develop an
affordable intervention specifically for a health problem affecting its population. There may
then be less reason for concern that a placebo design is exploitative, and therefore unethical,
as the health authority has responsibility for the population’s health, and there are valid health
grounds for testing an apparently beneficial intervention. In such circumstances an ethical
review committee may determine that the proposed trial is ethically acceptable, provided that
the rights and safety of subjects are safeguarded.

Ethical review committees will need to engage in careful analysis of the circumstances to
determine whether the use of placebo rather than an established effective intervention is
ethically acceptable. They will need to be satisfied that an established effective intervention is
truly unlikely to become available and implementable in that country. This may be difficult to
determine, however, as it is clear that, with sufficient persistence and ingenuity, ways may be
found of accessing previously unattainable medicinal products, and thus avoiding the ethical
issue raised by the use of placebo control.

When the rationale of proposing a placebo-controlled trial is that the use of an established
effective intervention as the control would not yield scientifically reliable data relevant to the
proposed host country, the ethical review committee in that country has the option of seeking
expert opinion as to whether use of an established effective intervention in the control arm
would invalidate the results of the research.

An "equivalency trial™ as an alternative to a placebo-controlled trial. An alternative to a
placebo-control design in these circumstances would be an "equivalency trial", which would



Please note that this CIOMS guideline has been replaced by a more recent version

compare an investigational intervention with an established effective intervention and produce
scientifically reliable data. An equivalency trial in a country in which no established effective
intervention is available is not designed to determine whether the investigational intervention
is superior to an established effective intervention currently used somewhere in the world; its
purpose is, rather, to determine whether the investigational intervention is, in effectiveness
and safety, equivalent to, or almost equivalent to, the established effective intervention. It
would be hazardous to conclude, however, that an intervention demonstrated to be equivalent,
or almost equivalent, to an established effective intervention is better than nothing or superior
to whatever intervention is available in the country; there may be substantial differences
between the results of superficially identical clinical trials carried out in different countries. If
there are such differences, it would be scientifically acceptable and ethically preferable to
conduct such “equivalency’ trials in countries in which an established effective intervention is
already available.

If there are substantial grounds for the ethical review committee to conclude that an
established effective intervention will not become available and implementable, the
committee should obtain assurances from the parties concerned that plans have been agreed
for making the investigational intervention reasonably available in the host country or
community once its effectiveness and safety have been established. Moreover, when the study
has external sponsorship, approval should usually be dependent on the sponsors and the health
authorities of the host country having engaged in a process of negotiation and planning,
including justifying the study in regard to local health-care needs.

Means of minimizing harm to placebo-control subjects. Even when placebo controls are
justified on one of the bases set forth in the guideline, there are means of minimizing the
possibly harmful effect of being in the control arm.

First, a placebo-control group need not be untreated. An add-on design may be employed
when the investigational therapy and a standard treatment have different mechanisms of
action. The treatment to be tested and placebo are each added to a standard treatment. Such
studies have a particular place when a standard treatment is known to decrease mortality or
irreversible morbidity but a trial with standard treatment as the active control cannot be
carried out or would be difficult to interpret [International Conference on Harmonisation
(ICH) Guideline: Choice of Control Group and Related Issues in Clinical Trials, 2000]. In
testing for improved treatment of life-threatening diseases such as cancer, HIV/AIDS, or heart
failure, add-on designs are a particularly useful means of finding improvements in
interventions that are not fully effective or may cause intolerable side-effects. They have a
place also in respect of treatment for epilepsy, rheumatism and osteoporosis, for example,
because withholding of established effective therapy could result in progressive disability,
unacceptable discomfort or both.

Second, as indicated in Guideline 8 Commentary, when the intervention to be tested in a
randomized controlled trial is designed to prevent or postpone a lethal or disabling outcome,
the investigator minimizes harmful effects of placebo-control studies by providing in the
research protocol for the monitoring of research data by an independent Data and Safety
Monitoring Board (DSMB). One function of such a board is to protect the research subjects
from previously unknown adverse reactions; another is to avoid unnecessarily prolonged
exposure to an inferior therapy. The board fulfils the latter function by means of interim
analyses of the data pertaining to efficacy to ensure that the trial does not continue beyond the
point at which an investigational therapy is demonstrated to be effective. Normally, at the
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outset of a randomized controlled trial, criteria are established for its premature termination
(stopping rules or guidelines).

In some cases the DSMB is called upon to perform “conditional power calculations”,
designed to determine the probability that a particular clinical trial could ever show that the
investigational therapy is effective. If that probability is very small, the DSMB is expected to
recommend termination of the clinical trial, because it would be unethical to continue it
beyond that point.

In most cases of research involving human subjects, it is unnecessary to appoint a DSMB. To
ensure that research is carefully monitored for the early detection of adverse events, the
sponsor or the principal investigator appoints an individual to be responsible for advising on
the need to consider changing the system of monitoring for adverse events or the process of
informed consent, or even to consider terminating the study.

Guideline 12: Equitable distribution of burdens and benefits in the selection of groups of
subjects in research

Groups or communities to be invited to be subjects of research should be selected in
such a way that the burdens and benefits of the research will be equitably distributed.
The exclusion of groups or communities that might benefit from study participation
must be justified.

Commentary on Guideline 12

General considerations: Equity requires that no group or class of persons should bear more
than its fair share of the burdens of participation in research. Similarly, no group should be
deprived of its fair share of the benefits of research, short-term or long-term; such benefits
include the direct benefits of participation as well as the benefits of the new knowledge that
the research is designed to yield. When burdens or benefits of research are to be apportioned
unequally among individuals or groups of persons, the criteria for unequal distribution should
be morally justifiable and not arbitrary. In other words, unequal allocation must not be
inequitable. Subjects should be drawn from the qualifying population in the general
geographic area of the trial without regard to race, ethnicity, economic status or gender unless
there is a sound scientific reason to do otherwise.

In the past, groups of persons were excluded from participation in research for what were then
considered good reasons. As a consequence of such exclusions, information about the
diagnosis, prevention and treatment of diseases in such groups of persons is limited. This has
resulted in a serious class injustice. If information about the management of diseases is
considered a benefit that is distributed within a society, it is unjust to deprive groups of
persons of that benefit. Such documents as the Declaration of Helsinki and the UNAIDS
Guidance Document Ethical Considerations in HIV Preventive Vaccine Research, and the
policies of many national governments and professional societies, recognize the need to
redress these injustices by encouraging the participation of previously excluded groups in
basic and applied biomedical research.
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Members of vulnerable groups also have the same entitlement to access to the benefits of
investigational interventions that show promise of therapeutic benefit as persons not
considered vulnerable, particularly when no superior or equivalent approaches to therapy are
available.

There has been a perception, sometimes correct and sometimes incorrect, that certain groups
of persons have been overused as research subjects. In some cases such overuse has been
based on the administrative availability of the populations. Research hospitals are often
located in places where members of the lowest socioeconomic classes reside, and this has
resulted in an apparent overuse of such persons. Other groups that may have been overused
because they were conveniently available to researchers include students in investigators’
classes, residents of long-term care facilities and subordinate members of hierarchical
institutions. Impoverished groups have been overused because of their willingness to serve as
subjects in exchange for relatively small stipends. Prisoners have been considered ideal
subjects for Phase I drug studies because of their highly regimented lives and, in many cases,
their conditions of economic deprivation.

Overuse of certain groups, such as the poor or the administratively available, is unjust for
several reasons. It is unjust to selectively recruit impoverished people to serve as research
subjects simply because they can be more easily induced to participate in exchange for small
payments. In most cases, these people would be called upon to bear the burdens of research so
that others who are better off could enjoy the benefits. However, although the burdens of
research should not fall disproportionately on socio-economically disadvantaged groups,
neither should such groups be categorically excluded from research protocols. It would not be
unjust to selectively recruit poor people to serve as subjects in research designed to address
problems that are prevalent in their group — malnutrition, for example. Similar considerations
apply to institutionalized groups or those whose availability to the investigators is for other
reasons administratively convenient.

Not only may certain groups within a society be inappropriately overused as research
subjects, but also entire communities or societies may be overused. This has been particularly
likely to occur in countries or communities with insufficiently well-developed systems for the
protection of the rights and welfare of human research subjects. Such overuse is especially
guestionable when the populations or communities concerned bear the burdens of
participation in research but are extremely unlikely ever to enjoy the benefits of new
knowledge and products developed as a result of the research. (See Guideline 10: Research in
populations and communities with limited resources.)

Guideline 13: Research involving vulnerable persons

Special justification is required for inviting vulnerable individuals to serve as research
subjects and, if they are selected, the means of protecting their rights and welfare must
be strictly applied.

Commentary on Guideline 13
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Vulnerable persons are those who are relatively (or absolutely) incapable of protecting their
own interests. More formally, they may have insufficient power, intelligence, education,
resources, strength, or other needed attributes to protect their own interests.

General considerations. The central problem presented by plans to involve vulnerable persons
as research subjects is that such plans may entail an inequitable distribution of the burdens
and benefits of research participation. Classes of individuals conventionally considered
vulnerable are those with limited capacity or freedom to consent or to decline to consent.
They are the subject of specific guidelines in this document (Guidelines 14,15) and include
children, and persons who because of mental or behavioural disorders are incapable of giving
informed consent. Ethical justification of their involvement usually requires that investigators
satisfy ethical review committees that:

o the research could not be carried out equally well with less vulnerable subjects;

« the research is intended to obtain knowledge that will lead to improved diagnosis,
prevention or treatment of diseases or other health problems characteristic of, or
unique to, the vulnerable class— either the actual subjects or other similarly situated
members of the vulnerable class;

e research subjects and other members of the vulnerable class from which subjects are
recruited will ordinarily be assured reasonable access to any diagnostic, preventive or
therapeutic products that will become available as a consequence of the research;

« the risks attached to interventions or procedures that do not hold out the prospect of
direct health-related benefit will not exceed those associated with routine medical or
psychological examination of such persons unless an ethical review committee
authorizes a slight increase over this level of risk (Guideline 9); and,

o when the prospective subjects are either incompetent or otherwise substantially unable
to give informed consent, their agreement will be supplemented by the permission of
their legal guardians or other appropriate representatives.

Other vulnerable groups. The quality of the consent of prospective subjects who are junior or
subordinate members of a hierarchical group requires careful consideration, as their
agreement to volunteer may be unduly influenced, whether justified or not, by the expectation
of preferential treatment if they agree or by fear of disapproval or retaliation if they refuse.
Examples of such groups are medical and nursing students, subordinate hospital and
laboratory personnel, employees of pharmaceutical companies, and members of the armed
forces or police. Because they work in close proximity to investigators, they tend to be called
upon more often than others to serve as research subjects, and this could result in inequitable
distribution of the burdens and benefits of research.

Elderly persons are commonly regarded as vulnerable. With advancing age, people are
increasingly likely to acquire attributes that define them as vulnerable. They may, for
example, be institutionalized or develop varying degrees of dementia. If and when they
acquire such vulnerability-defining attributes, and not before, it is appropriate to consider
them vulnerable and to treat them accordingly.

Other groups or classes may also be considered vulnerable. They include residents of nursing
homes, people receiving welfare benefits or social assistance and other poor people and the
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unemployed, patients in emergency rooms, some ethnic and racial minority groups, homeless
persons, nomads, refugees or displaced persons, prisoners, patients with incurable disease,
individuals who are politically powerless, and members of communities unfamiliar with
modern medical concepts. To the extent that these and other classes of people have attributes
resembling those of classes identified as vulnerable, the need for special protection of their
rights and welfare should be reviewed and applied, where relevant.

Persons who have serious, potentially disabling or life-threatening diseases are highly
vulnerable. Physicians sometimes treat such patients with drugs or other therapies not yet
licensed for general availability because studies designed to establish their safety and efficacy
have not been completed. This is compatible with the Declaration of Helsinki, which states in
Paragraph 32: " In the treatment of a patient, where proven...therapeutic methods do not exist
or have been ineffective, the physician, with informed consent from the patient, must be free to
use unproven or new... therapeutic measures, if in the physician’s judgement it offers hope of
saving life, re-establishing health or alleviating suffering". Such treatment, commonly called
‘compassionate use', is not properly regarded as research, but it can contribute to ongoing
research into the safety and efficacy of the interventions used.

Although, on the whole, investigators must study less vulnerable groups before involving
more vulnerable groups, some exceptions are justified. In general, children are not suitable for
Phase | drug trials or for Phase I or Il vaccine trials, but such trials may be permissible after
studies in adults have shown some therapeutic or preventive effect. For example, a Phase 11
vaccine trial seeking evidence of immunogenicity in infants may be justified when a vaccine
has shown evidence of preventing or slowing progression of an infectious disease in adults, or
Phase | research with children may be appropriate because the disease to be treated does not
occur in adults or is manifested differently in children (Appendix 3: The phases of clinical
trials of vaccines and drugs).

Guideline 14: Research involving children
Before undertaking research involving children, the investigator must ensure that:

e the research might not equally well be carried out with adults;

e the purpose of the research is to obtain knowledge relevant to the health needs of
children;

e aparentor legal representative of each child has given permission;

o the agreement (assent) of each child has been obtained to the extent of the child’s
capabilities; and,

« achild’s refusal to participate or continue in the research will be respected.

Commentary on Guideline 14
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Justification of the involvement of children in biomedical research. The participation of
children is indispensable for research into diseases of childhood and conditions to which
children are particularly susceptible (cf. vaccine trials), as well as for clinical trials of drugs
that are designed for children as well as adults. In the past, many new products were not tested
for children though they were directed towards diseases also occurring in childhood; thus
children either did not benefit from these new drugs or were exposed to them though little was
known about their specific effects or safety in children. Now it is widely agreed that, as a
general rule, the sponsor of any new therapeutic, diagnostic or preventive product that is
likely to be indicated for use in children is obliged to evaluate its safety and efficacy for
children before it is released for general distribution.

Assent of the child. The willing cooperation of the child should be sought, after the child has
been informed to the extent that the child's maturity and intelligence permit. The age at which
a child becomes legally competent to give consent differs substantially from one jurisdiction
to another; in some countries the "age of consent” established in their different provinces,
states or other political subdivisions varies considerably. Often children who have not yet
reached the legally established age of consent can understand the implications of informed
consent and go through the necessary procedures; they can therefore knowingly agree to serve
as research subjects. Such knowing agreement, sometimes referred to as assent, is insufficient
to permit participation in research unless it is supplemented by the permission of a parent, a
legal guardian or other duly authorized representative.

Some children who are too immature to be able to give knowing agreement, or assent, may be
able to register a 'deliberate objection’, an expression of disapproval or refusal of a proposed
procedure. The deliberate objection of an older child, for example, is to be distinguished from
the behaviour of an infant, who is likely to cry or withdraw in response to almost any
stimulus. Older children, who are more capable of giving assent, should be selected before
younger children or infants, unless there are valid scientific reasons related to age for
involving younger children first.

A deliberate objection by a child to taking part in research should always be respected even if
the parents have given permission, unless the child needs treatment that is not available
outside the context of research, the investigational intervention shows promise of therapeutic
benefit, and there is no acceptable alternative therapy. In such a case, particularly if the child
IS very young or immature, a parent or guardian may override the child’s objections. If the
child is older and more nearly capable of independent informed consent, the investigator
should seek the specific approval or clearance of the scientific and ethical review committees
for initiating or continuing with the investigational treatment. If child subjects become
capable of independent informed consent during the research, their informed consent to
continued participation should be sought and their decision respected.

A child with a likely fatal illness may object or refuse assent to continuation of a burdensome
or distressing intervention. In such circumstances parents may press an investigator to persist
with an investigational intervention against the child’s wishes. The investigator may agree to
do so if the intervention shows promise of preserving or prolonging life and there is no
acceptable alternative treatment. In such cases, the investigator should seek the specific
approval or clearance of the ethical review committee before agreeing to override the wishes
of the child.
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Permission of a parent or guardian. The investigator must obtain the permission of a parent
or guardian in accordance with local laws or established procedures. It may be assumed that
children over the age of 12 or 13 years are usually capable of understanding what is necessary
to give adequately informed consent, but their consent (assent) should normally be
complemented by the permission of a parent or guardian, even when local law does not
require such permission. Even when the law requires parental permission, however, the assent
of the child must be obtained.

In some jurisdictions, some individuals who are below the general age of consent are regarded
as "emancipated™ or "mature” minors and are authorized to consent without the agreement or
even the awareness of their parents or guardians. They may be married or pregnant or be
already parents or living independently. Some studies involve investigation of adolescents’
beliefs and behaviour regarding sexuality or use of recreational drugs; other research
addresses domestic violence or child abuse. For studies on these topics, ethical review
committees may waive parental permission if, for example, parental knowledge of the subject
matter may place the adolescents at some risk of questioning or even intimidation by their
parents.

Because of the issues inherent in obtaining assent from children in institutions, such children
should only exceptionally be subjects of research. In the case of institutionalized children
without parents, or whose parents are not legally authorized to grant permission, the ethical
review committee may require sponsors or investigators to provide it with the opinion of an
independent, concerned, expert advocate for institutionalized children as to the propriety of
undertaking the research with such children.

Observation of research by a parent or guardian. A parent or guardian who gives permission
for a child to participate in research should be given the opportunity, to a reasonable extent, to
observe the research as it proceeds, so as to be able to withdraw the child if the parent or
guardian decides it is in the child's best interests to do so.

Psychological and medical support. Research involving children should be conducted in
settings in which the child and the parent can obtain adequate medical and psychological
support. As an additional protection for children, an investigator may, when possible, obtain
the advice of a child's family physician, paediatrician or other health-care provider on matters
concerning the child's participation in the research.

(See also Guideline 8: Benefits and risks of study participation; Guideline 9: Special
limitations on risks when subjects are not capable of giving consent; and Guideline 13:
Research involving vulnerable persons.)

Guideline 15: Research involving individuals who by reason of mental or behavioural
disorders are not capable of giving adequately informed consent

Before undertaking research involving individuals who by reason of mental or
behavioural disorders are not capable of giving adequately informed consent, the
investigator must ensure that:
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« such persons will not be subjects of research that might equally well be carried
out on persons whose capacity to give adequately informed consent is not
impaired;

o the purpose of the research is to obtain knowledge relevant to the particular
health needs of persons with mental or behavioural disorders;

« the consent of each subject has been obtained to the extent of that person's
capabilities, and a prospective subject's refusal to participate in research is
always respected, unless, in exceptional circumstances, there is no reasonable
medical alternative and local law permits overriding the objection; and,

e in cases where prospective subjects lack capacity to consent, permission is
obtained from a responsible family member or a legally authorized
representative in accordance with applicable law.

Commentary on Guideline 15

General considerations. Most individuals with mental or behavioural disorders are capable of
giving informed consent; this Guideline is concerned only with those who are not capable or
who because their condition deteriorates become temporarily incapable. They should never be
subjects of research that might equally well be carried out on persons in full possession of
their mental faculties, but they are clearly the only subjects suitable for a large part of research
into the origins and treatment of certain severe mental or behavioural disorders.

Consent of the individual. The investigator must obtain the approval of an ethical review
committee to include in research persons who by reason of mental or behavioural disorders
are not capable of giving informed consent. The willing cooperation of such persons should
be sought to the extent that their mental state permits, and any objection on their part to taking
part in any study that has no components designed to benefit them directly should always be
respected. The objection of such an individual to an investigational intervention intended to
be of therapeutic benefit should be respected unless there is no reasonable medical alternative
and local law permits overriding the objection. The agreement of an immediate family
member or other person with a close personal relationship with the individual should be
sought, but it should be recognized that these proxies may have their own interests that may
call their permission into question. Some relatives may not be primarily concerned with
protecting the rights and welfare of the patients. Moreover, a close family member or friend
may wish to take advantage of a research study in the hope that it will succeed in "curing” the
condition. Some jurisdictions do not permit third-party permission for subjects lacking
capacity to consent.Legal authorization may be necessary to involve in research an individual
who has been committed to an institution by a court order.

Serious illness in persons who because of mental or behavioural disorders are unable to give
adequately informed consent. Persons who because of mental or behavioural disorders are
unable to give adequately informed consent and who have, or are at risk of, serious illnesses
such as HIV infection, cancer or hepatitis should not be deprived of the possible benefits of
investigational drugs, vaccines or devices that show promise of therapeutic or preventive
benefit, particularly when no superior or equivalent therapy or prevention is available. Their
entitlement to access to such therapy or prevention is justified ethically on the same grounds
as is such entitlement for other vulnerable groups.
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Persons who are unable to give adequately informed consent by reason of mental or
behavioural disorders are, in general, not suitable for participation in formal clinical trials
except those trials that are designed to be responsive to their particular health needs and can
be carried out only with them.

(See also Guidelines 8: Benefits and risks of study participation; 9: Special limitations on
risks when subjects are not capable of giving consent; and 13: Research involving vulnerable
persons.)

Guideline 16: Women as research subjects

Investigators, sponsors or ethical review committees should not exclude women of
reproductive age from biomedical research. The potential for becoming pregnant during
a study should not, in itself, be used as a reason for precluding or limiting participation.
However, a thorough discussion of risks to the pregnant woman and to her fetus is a
prerequisite for the woman’s ability to make a rational decision to enrol in a clinical
study. In this discussion, if participation in the research might be hazardous to a fetus or
awoman if she becomes pregnant, the sponsors/ investigators should guarantee the
prospective subject a pregnancy test and access to effective contraceptive methods
before the research commences. Where such access is not possible, for legal or religious
reasons, investigators should not recruit for such possibly hazardous research women
who might become pregnant.

Commentary on Guideline 16

Women in most societies have been discriminated against with regard to their involvement in
research. Women who are biologically capable of becoming pregnant have been customarily
excluded from formal clinical trials of drugs, vaccines and medical devices owing to concern
about undetermined risks to the fetus. Consequently, relatively little is known about the safety
and efficacy of most drugs, vaccines or devices for such women, and this lack of knowledge
can be dangerous.

A general policy of excluding from such clinical trials women biologically capable of
becoming pregnant is unjust in that it deprives women as a class of persons of the benefits of
the new knowledge derived from the trials. Further, it is an affront to their right of self-
determination. Nevertheless, although women of childbearing age should be given the
opportunity to participate in research, they should be helped to understand that the research
could include risks to the fetus if they become pregnant during the research.

Although this general presumption favours the inclusion of women in research, it must be
acknowledged that in some parts of the world women are vulnerable to neglect or harm in
research because of their social conditioning to submit to authority, to ask no questions, and to
tolerate pain and suffering. When women in such situations are potential subjects in research,
investigators need to exercise special care in the informed consent process to ensure that they
have adequate time and a proper environment in which to take decisions on the basis of
clearly given information.
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Individual consent of women: In research involving women of reproductive age, whether
pregnant or non-pregnant, only the informed consent of the woman herself is required for her
participation. In no case should the permission of a spouse or partner replace the requirement
of individual informed consent. If women wish to consult with their husbands or partners or
seek voluntarily to obtain their permission before deciding to enrol in research, that is not
only ethically permissible but in some contexts highly desirable. A strict requirement of
authorization of spouse or partner, however, violates the substantive principle of respect for
persons.

A thorough discussion of risks to the pregnant woman and to her fetus is a prerequisite for the
woman’s ability to make a rational decision to enrol in a clinical study. For women who are
not pregnant at the outset of a study but who might become pregnant while they are still
subjects, the consent discussion should include information about the alternative of
voluntarily withdrawing from the study and, where legally permissible, terminating the
pregnancy. Also, if the pregnancy is not terminated, they should be guaranteed a medical
follow-up.

Guideline 17: Pregnant women as research participants.

Pregnant women should be presumed to be eligible for participation in biomedical
research. Investigators and ethical review committees should ensure that prospective
subjects who are pregnant are adequately informed about the risks and benefits to
themselves, their pregnancies, the fetus and their subsequent offspring, and to their
fertility.

Research in this population should be performed only if it is relevant

to the particular health needs of a pregnant woman or her fetus, or to the health needs
of pregnant women in general, and, when appropriate, if it is supported by reliable
evidence from animal experiments, particularly as to risks of teratogenicity and
mutagenicity .

Commentary on Guideline 17

The justification of research involving pregnant women is complicated by the fact that it may
present risks and potential benefits to two beings — the woman and the fetus — as well as to the
person the fetus is destined to become. Though the decision about acceptability of risk should
be made by the mother as part of the informed consent process, it is desirable in research
directed at the health of the fetus to obtain the father’s opinion also, when possible. Even
when evidence concerning risks is unknown or ambiguous, the decision about acceptability of
risk to the fetus should be made by the woman as part of the informed consent process.

Especially in communities or societies in which cultural beliefs accord more importance to the
fetus than to the woman’s life or health, women may feel constrained to participate, or not to
participate, in research. Special safeguards should be established to prevent undue inducement
to pregnant women to participate in research in which interventions hold out the prospect of
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direct benefit to the fetus. Where fetal abnormality is not recognized as an indication for
abortion, pregnant women should not be recruited for research in which there is a realistic
basis for concern that fetal abnormality may occur as a consequence of participation as a
subject in research.

Investigators should include in protocols on research on pregnant women a plan for
monitoring the outcome of the pregnancy with regard to both the health of the woman and the
short-term and long-term health of the child.

Guideline 18: Safeguarding confidentiality

The investigator must establish secure safeguards of the confidentiality of subjects’
research data. Subjects should be told the limits, legal or other, to the investigators'
ability to safeguard confidentiality and the possible consequences of breaches of
confidentiality.

Commentary on Guideline 18

Confidentiality between investigator and subject. Research relating to individuals and groups
may involve the collection and storage of information that, if disclosed to third parties, could
cause harm or distress. Investigators should arrange to protect the confidentiality of such
information by, for example, omitting information that might lead to the identification of
individual subjects, limiting access to the information, anonymizing data, or other means.
During the process of obtaining informed consent the investigator should inform the
prospective subjects about the precautions that will be taken to protect confidentiality.

Prospective subjects should be informed of limits to the ability of investigators to ensure strict
confidentiality and of the foreseeable adverse social consequences of breaches of
confidentiality. Some jurisdictions require the reporting to appropriate agencies of, for
instance, certain communicable diseases or evidence of child abuse or neglect. Drug
regulatory authorities have the right to inspect clinical-trial records, and a sponsor’s clinical-
compliance audit staff may require and obtain access to confidential data. These and similar
limits to the ability to maintain confidentiality should be anticipated and disclosed to
prospective subjects.

Participation in HIVV/AIDS drug and vaccine trials may impose upon the research subjects
significant associated risks of social discrimination or harm; such risks merit consideration
equal to that given to adverse medical consequences of the drugs and vaccines. Efforts must
be made to reduce their likelihood and severity. For example, subjects in vaccine trials must
be enabled to demonstrate that their HIV seropositivity is due to their having been vaccinated
rather than to natural infection. This may be accomplished by providing them with documents
attesting to their participation in vaccine trials, or by maintaining a confidential register of
trial subjects, from which information can be made available to outside agencies at a subject's
request.
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Confidentiality between physician and patient. Patients have the right to expect that their
physicians and other health-care professionals will hold all information about them in strict
confidence and disclose it only to those who need, or have a legal right to, the information,
such as other attending physicians, nurses, or other health-care workers who perform tasks
related to the diagnosis and treatment of patients. A treating physician should not disclose any
identifying information about patients to an investigator unless each patient has given consent
to such disclosure and unless an ethical review committee has approved such disclosure.

Physicians and other health care professionals record the details of their observations and
interventions in medical and other records. Epidemiological studies often make use of such
records. For such studies it is usually impracticable to obtain the informed consent of each
identifiable patient; an ethical review committee may waive the requirement for informed
consent when this is consistent with the requirements of applicable law and provided that
there are secure safeguards of confidentiality. (See also Guideline 4 Commentary: Waiver of
the consent requirement.) In institutions in which records may be used for research purposes
without the informed consent of patients, it is advisable to notify patients generally of such
practices; notification is usually by means of a statement in patient-information brochures. For
research limited to patients' medical records, access must be approved or cleared by an ethical
review committee and must be supervised by a person who is fully aware of the
confidentiality requirements.

Issues of confidentiality in genetic research. An investigator who proposes to perform genetic
tests of known clinical or predictive value on biological samples that can be linked to an
identifiable individual must obtain the informed consent of the individual or, when indicated,
the permission of a legally authorized representative. Conversely, before performing a genetic
test that is of known predictive value or gives reliable information about a known heritable
condition, and individual consent or permission has not been obtained, investigators must see
that biological samples are fully anonymized and unlinked; this ensures that no information
about specific individuals can be derived from such research or passed back to them.

When biological samples are not fully anonymized and when it is anticipated that there may
be valid clinical or research reasons for linking the results of genetic tests to research subjects,
the investigator in seeking informed consent should assure prospective subjects that their
identity will be protected by secure coding of their samples (encryption) and by restricted
access to the database, and explain to them this process.

When it is clear that for medical or possibly research reasons the results of genetic tests will
be reported to the subject or to the subject’s physician, the subject should be informed that
such disclosure will occur and that the samples to be tested will be clearly labelled.

Investigators should not disclose results of diagnostic genetic tests to relatives of subjects
without the subjects™ consent. In places where immediate family relatives would usually
expect to be informed of such results, the research protocol, as approved or cleared by the
ethical review committee, should indicate the precautions in place to prevent such disclosure
of results without the subjects consent; such plans should be clearly explained during the
process of obtaining informed consent.
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Guideline 19: Right of injured subjects to treatment and compensation

Investigators should ensure that research subjects who suffer injury as a result of their
participation are entitled to free medical treatment for such injury and to such financial
or other assistance as would compensate them equitably for any resultant impairment,
disability or handicap. In the case of death as a result of their participation, their
dependants are entitled to compensation. Subjects must not be asked to waive the right
to compensation.

Commentary on Guideline 19

Guideline 19 is concerned with two distinct but closely related entitlements. The first is the
uncontroversial entitlement to free medical treatment and compensation for accidental injury
inflicted by procedures or interventions performed exclusively to accomplish the purposes of
research (non-therapeutic procedures). The second is the entitlement of dependants to material
compensation for death or disability occurring as a direct result of study participation.
Implementing a compensation system for research-related injuries or death is likely to be
complex, however.

Equitable compensation and free medical treatment. Compensation is owed to research
subjects who are disabled as a consequence of injury from procedures performed solely to
accomplish the purposes of research. Compensation and free medical treatment are generally
not owed to research subjects who suffer expected or foreseen adverse reactions to
investigational therapeutic, diagnostic or preventive interventions when such reactions are not
different in kind from those known to be associated with established interventions in standard
medical practice. In the early stages of drug testing (Phase | and early Phase Il), it is generally
unreasonable to assume that an investigational drug holds out the prospect of direct benefit for
the individual subject; accordingly, compensation is usually owed to individuals who become
disabled as a result of serving as subjects in such studies.

The ethical review committee should determine in advance: i) the injuries for which subjects
will receive free treatment and, in case of impairment, disability or handicap resulting from
such injuries, be compensated; and ii) the injuries for which they will not be compensated.
Prospective subjects should be informed of the committee’s decisions, as part of the process of
informed consent. As an ethical review committee cannot make such advance determination
in respect of unexpected or unforeseen adverse reactions, such reactions must be presumed
compensable and should be reported to the committee for prompt review as they occur.

Subjects must not be asked to waive their rights to compensation or required to show
negligence or lack of a reasonable degree of skill on the part of the investigator in order to
claim free medical treatment or compensation. The informed consent process or form should
contain no words that would absolve an investigator from responsibility in the case of
accidental injury, or that would imply that subjects would waive their right to seek
compensation for impairment, disability or handicap. Prospective subjects should be informed
that they will not need to take legal action to secure the free medical treatment or
compensation for injury to which they may be entitled. They should also be told what medical
service or organization or individual will provide the medical treatment and what organization
will be responsible for providing compensation.
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Obligation of the sponsor with regard to compensation. Before the research begins, the
sponsor, whether a pharmaceutical company or other organization or institution, or a
government (where government insurance is not precluded by law), should agree to provide
compensation for any physical injury for which subjects are entitled to compensation, or come
to an agreement with the investigator concerning the circumstances in which the investigator
must rely on his or her own insurance coverage (for example, for negligence or failure of the
investigator to follow the protocol, or where government insurance coverage is limited to
negligence). In certain circumstances it may be advisable to follow both courses. Sponsors
should seek adequate insurance against risks to cover compensation, independent of proof of
fault.

Guideline 20: Strengthening capacity for ethical and scientific review and biomedical
research

Many countries lack the capacity to assess or ensure the scientific quality or ethical
acceptability of biomedical research proposed or carried out in their jurisdictions. In
externally sponsored collaborative research, sponsors and investigators have an ethical
obligation to ensure that biomedical research projects for which they are responsible in
such countries contribute effectively to national or local capacity to design and conduct
biomedical research, and to provide scientific and ethical review and monitoring of such
research.

Capacity-building may include, but is not limited to, the following activities:

o establishing and strengthening independent and competent ethical review
processes/ committees

e strengthening research capacity
o developing technologies appropriate to health-care and biomedical research
e training of research and health-care staff

e educating the community from which research subjects will be drawn
Commentary on Guideline 20

External sponsors and investigators have an ethical obligation to contribute to a host country's
sustainable capacity for independent scientific and ethical review and biomedical research.
Before undertaking research in a host country with little or no such capacity, external
sponsors and investigators should include in the research protocol a plan that specifies the
contribution they will make. The amount of capacity building reasonably expected should be
proportional to the magnitude of the research project. A brief epidemiological study involving
only review of medical records, for example, would entail relatively little, if any, such
development, whereas a considerable contribution is to be expected of an external sponsor of,
for instance, a large-scale vaccine field-trial expected to last two or three years.
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The specific capacity-building objectives should be determined and achieved through
dialogue and negotiation between external sponsors and host-country authorities. External
sponsors would be expected to employ and, if necessary, train local individuals to function as
investigators, research assistants or data managers, for example, and to provide, as necessary,
reasonable amounts of financial, educational and other assistance for capacity-building. To
avoid conflict of interest and safeguard the independence of review committees, financial
assistance should not be provided directly to them; rather, funds should be made available to
appropriate authorities in the host-country government or to the host research institution.

(See also Guideline 10: Research in populations and communities with limited resources)

Guideline 21: Ethical obligation of external sponsors to provide health-care services

External sponsors are ethically obliged to ensure the availability of:

— health-care services that are essential to the safe conduct of the research;

— treatment for subjects who suffer injury as a consequence of research interventions;
and,

— services that are a necessary part of the commitment of a sponsor to make a beneficial
intervention or product developed as a result of the research reasonably available to the
population or community concerned.

Commentary on Guideline 21

Obligations of external sponsors to provide health-care services will vary with the
circumstances of particular studies and the needs of host countries. The sponsors' obligations
in particular studies should be clarified before the research is begun. The research protocol
should specify what health-care services will be made available, during and after the research,
to the subjects themselves, to the community from which the subjects are drawn, or to the host
country, and for how long. The details of these arrangements should be agreed by the sponsor,
officials of the host country, other interested parties, and, when appropriate, the community
from which subjects are to be drawn. The agreed arrangements should be specified in the
consent process and document.

Although sponsors are, in general, not obliged to provide health-care services beyond that
which is necessary for the conduct of the research, it is morally praiseworthy to do so. Such
services typically include treatment for diseases contracted in the course of the study. It
might, for example, be agreed to treat cases of an infectious disease contracted during a trial
of a vaccine designed to provide immunity to that disease, or to provide treatment of
incidental conditions unrelated to the study.
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The obligation to ensure that subjects who suffer injury as a consequence of research
interventions obtain medical treatment free of charge, and that compensation be provided for
death or disability occurring as a consequence of such injury, is the subject of Guideline 19,
on the scope and limits of such obligations.

When prospective or actual subjects are found to have diseases unrelated to the research, or
cannot be enrolled in a study because they do not meet the health criteria, investigators
should, as appropriate, advise them to obtain, or refer them for, medical care. In general, also,
in the course of a study, sponsors should disclose to the proper health authorities information
of public health concern arising from the research.

The obligation of the sponsor to make reasonably available for the benefit of the population or
community concerned any intervention or product developed, or knowledge generated, as a
result of the research is considered in Guideline 10: Research in populations and communities
with limited resources.
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Appendix 1

Items to be included in a protocol (or associated documents) for biomedical

research involving human subjects.

(Include the items relevant to the study/project in question)

1.

10.

11.

12.

Title of the study;

A summary of the proposed research in lay/non-technical language.

A clear statement of the justification for the study, its significance in development and
in meeting the needs of the country /population in which the research is carried out;

The investigators™ views of the ethical issues and considerations raised by the study
and, if appropriate, how it is proposed to deal with them;

Summary of all previous studies on the topic, including unpublished studies known to
the investigators and sponsors, and information on previously published research on
the topic, including the nature, extent and relevance of animal studies and other
preclinical and clinical studies;

A statement that the principles set out in these Guidelines will be implemented;

An account of previous submissions of the protocol for ethical review and their
outcome;

A brief description of the site(s) where the research is to be conducted, including
information about the adequacy of facilities for the safe and appropriate conduct of the
research, and relevant demographic and epidemiological information about the
country or region concerned,;

Name and address of the sponsor;

Names, addresses, institutional affiliations, qualifications and experience of the
principal investigator and other investigators;

The objectives of the trial or study, its hypotheses or research questions, its
assumptions, and its variables;

A detailed description of the design of the trial or study. In the case of controlled
clinical trials the description should include, but not be limited to, whether assignment
to treatment groups will be randomized (including the method of randomization), and
whether the study will be blinded (single blind, double blind), or open;



13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.
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The number of research subjects needed to achieve the study objective, and how this
was statistically determined;

The criteria for inclusion or exclusion of potential subjects, and justification for the
exclusion of any groups on the basis of age, sex, social or economic factors, or for
other reasons;

The justification for involving as research subjects any persons with limited capacity
to consent or members of vulnerable social groups, and a description of special
measures to minimize risks and discomfort to such subjects;

The process of recruitment, e.g., advertisements, and the steps to be taken to protect
privacy and confidentiality during recruitment;

Description and explanation of all interventions (the method of treatment
administration, including route of administration, dose, dose interval and treatment
period for investigational and comparator products used);

Plans and justification for withdrawing or withholding standard therapies in the course
of the research, including any resulting risks to subjects;

Any other treatment that may be given or permitted, or contraindicated, during the
study;

Clinical and laboratory tests and other tests that are to be carried out;

Samples of the standardized case-report forms to be used, the methods of recording
therapeutic response (description and evaluation of methods and frequency of
measurement), the follow-up procedures, and, if applicable, the measures proposed to
determine the extent of compliance of subjects with the treatment;

Rules or criteria according to which subjects may be removed from the study or
clinical trial, or (in a multi-centre study) a centre may be discontinued, or the study
may be terminated,

Methods of recording and reporting adverse events or reactions, and provisions for
dealing with complications;

The known or foreseen risks of adverse reactions, including the risks attached to each
proposed intervention and to any drug, vaccine or procedure to be tested;

For research carrying more than minimal risk of physical injury, details of plans,
including insurance coverage, to provide treatment for such injury, including the
funding of treatment, and to provide compensation for research-related disability or
death;

Provision for continuing access of subjects to the investigational treatment after the
study, indicating its modalities, the individual or organization responsible for paying
for it, and for how long it will continue;
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For research on pregnant women, a plan, if appropriate, for monitoring the outcome of
the pregnancy with regard to both the health of the woman and the short-term and
long-term health of the child.

The potential benefits of the research to subjects and to others;

The expected benefits of the research to the population, including new knowledge that
the study might generate;

The means proposed to obtain individual informed consent and the procedure planned
to communicate information to prospective subjects, including the name and position
of the person responsible for obtaining consent;

When a prospective subject is not capable of informed consent, satisfactory assurance
that permission will be obtained from a duly authorized person, or, in the case of a
child who is sufficiently mature to understand the implications of informed consent
but has not reached the legal age of consent, that knowing agreement, or assent, will
be obtained, as well as the permission of a parent, or a legal guardian or other duly
authorized representative;

An account of any economic or other inducements or incentives to prospective
subjects to participate, such as offers of cash payments, gifts, or free services or
facilities, and of any financial obligations assumed by the subjects, such as payment
for medical services;

Plans and procedures, and the persons responsible, for communicating to subjects
information arising from the study (on harm or benefit, for example), or from other
research on the same topic, that could affect subjects” willingness to continue in the
study;

Plans to inform subjects about the results of the study;

The provisions for protecting the confidentiality of personal data, and respecting the
privacy of subjects, including the precautions that are in place to prevent disclosure of
the results of a subject's genetic tests to immediate family relatives without the consent
of the subject;

Information about how the code, if any, for the subjects’ identity is established, where
it will be kept and when, how and by whom it can be broken in the event of an
emergency;

Any foreseen further uses of personal data or biological materials;

A description of the plans for statistical analysis of the study, including plans for
interim analyses, if any, and criteria for prematurely terminating the study as a whole
if necessary;

Plans for monitoring the continuing safety of drugs or other interventions administered
for purposes of the study or trial and, if appropriate, the appointment for this purpose
of an independent data-monitoring (data and safety monitoring) committee;

A list of the references cited in the protocol,
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41. The source and amount of funding of the research: the organization that is sponsoring
the research and a detailed account of the sponsor's financial commitments to the
research institution, the investigators, the research subjects, and, when relevant, the
community;

42. The arrangements for dealing with financial or other conflicts of interest that might
affect the judgement of investigators or other research personnel: informing the
institutional conflict-of-interest committee of such conflicts of interest; the
communication by that committee of the pertinent details of the information to the
ethical review committee; and the transmission by that committee to the research
subjects of the parts of the information that it decides should be passed on to them;

43. The time schedule for completion of the study;

44. For research that is to be carried out in a developing country or community, the
contribution that the sponsor will make to capacity-building for scientific and ethical
review and for biomedical research in the host country, and an assurance that the
capacity-building objectives are in keeping with the values and expectations of the
subjects and their communities;

45. Particularly in the case of an industrial sponsor, a contract stipulating who possesses
the right to publish the results of the study, and a mandatory obligation to prepare
with, and submit to, the principal investigators the draft of the text reporting the
results;

46. In the case of a negative outcome, an assurance that the results will be made available,
as appropriate, through publication or by reporting to the drug registration authority;

47. Circumstances in which it might be considered inappropriate to publish findings, such
as when the findings of an epidemiological, sociological or genetics study may present
risks to the interests of a community or population or of a racially or ethnically defined
group of people;

48. A statement that any proven evidence of falsification of data will be dealt with in

accordance with the policy of the sponsor to take appropriate action against such
unacceptable procedures.

Appendix 2
WORLD MEDICAL ASSOCIATION DECLARATION OF HELSINKI

<www.wma.net>
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Appendix 3

THE PHASES OF CLINICAL TRIALS OF VACCINES AND DRUGS

Vaccine development

Phase I refers to the first introduction of a candidate vaccine into a human population for
initial determination of its safety and biological effects, including immunogenicity. This phase
may include studies of dose and route of administration, and usually involves fewer than 100
volunteers.

Phase 11 refers to the initial trials examining effectiveness in a limited number of volunteers
(usually between 200 and 500); the focus of this phase is immunogenicity.

Phase Il trials are intended for a more complete assessment of safety and effectiveness in the
prevention of disease, involving a larger number of volunteers in a multicentre adequately
controlled study.

Drug development

Phase | refers to the first introduction of a drug into humans. Normal volunteer subjects are
usually studied to determine levels of drugs at which toxicity is observed. Such studies are
followed by dose-ranging studies in patients for safety and, in some cases, early evidence of
effectiveness.

Phase Il investigation consists of controlled clinical trials designed to demonstrate
effectiveness and relative safety. Normally, these are performed on a limited number of
closely monitored patients.

Phase 111 trials are performed after a reasonable probability of effectiveness of a drug has been
established and are intended to gather additional evidence of effectiveness for specific
indications and more precise definition of drug-related adverse effects. This phase includes
both controlled and uncontrolled studies.

Phase IV trials are conducted after the national drug registration authority has approved a
drug for distribution or marketing. These trials may include research designed to explore a
specific pharmacological effect, to establish the incidence of adverse reactions, or to
determine the effects of long-term administration of a drug. Phase 1V trials may also be
designed to evaluate a drug in a population not studied adequately in the pre-marketing phases
(such as children or the elderly) or to establish a new clinical indication for a drug. Such
research is to be distinguished from marketing research, sales promotion studies, and routine
post-marketing surveillance for adverse drug reactions in that these categories ordinarily need
not be reviewed by ethical review committees (see Guideline 2).



Deklaracja Swiatowego Stowarzyszenia Lekarzy (WMA) w sprawie etycznych

aspektow medycznych baz danych i biobankéw

Przyjeta przez 53. Zgromadzenie Ogélne WMA, Waszyngton DC, USA, pazdziernik 2002 r.
i zmieniona przez: 67. Zgromadzenie Ogélne WMA, Tajpej, Tajwan, pazdziernik 2016 r.

PREAMBULA

Deklaracja Helsinska okresla zasady etyczne dla badan medycznych z udziatem ludzi
obejmujgce potrzebe ochrony godnosci, autonomii, prywatnosci i poufnosci
uczestnikdw badan naukowych oraz uzyskania swiadomej zgody na korzystanie z
mozliwego do zidentyfikowania ludzkiego materiatu biologicznego oraz danych.

W zakresie opieki zdrowotnej informacje na temat zdrowia sg zbierane przez lekarzy
lub innych cztonkéw zespotu medycznego w celu rejestrowania zdarzen zdrowotnych
oraz utatwienia lekarzom sprawowania opieki nad pacjentem.

Deklaracja odnosi sie do kwestii zwigzanych z pobieraniem, przechowywaniem i
wykorzystywaniem mozliwych do zidentyfikowania danych i materiatu biologicznego
w celach wykraczajgcych poza sprawowanie indywidualnej opieki nad pacjentem.
Pozostajgc w zgodzie z Deklaracjg Helsifiskg niniejsza Deklaracja okresla dodatkowe
zasady etyczne znajdujgce zastosowanie w medycznych bazach danych1 i biobankach.

Deklaracja ta powinna by¢ czytana jako catos¢ i kazdy z jej paragrafow powinien
by¢ stosowany z uwzglednieniem wszystkich innych stosownych paragraféw.

Medyczna baza danych jest systemem przeznaczonym do zbierania, organizowania i
przechowywania informacji dotyczacych zdrowia. Biobank jest zbiorem materiatow
biologicznych i powigzanych z nim danych. Materiat biologiczny jest prébka uzyskang
od pojedynczego cztowieka, zyjgcego lub zmartego, ktéra moze dostarczy¢ informac;ji
biologicznych, w tym informacji genetycznych o tym cztowieku. Zasoby zgromadzone
w medycznych bazach danych oraz biobankach dotyczg zaréwno jednostek jak i
catych populacji, i (ze wzgledu na ich zawartos¢) budzg podobne obawy w zakresie
poszanowania godnosci, autonomii, prywatnosci, poufnos$ci oraz zapobiegania
dyskryminacji.

Badania naukowe prowadzone z wykorzystaniem medycznych baz danych i
biobankdw mogg czesto znaczgco przyspieszyé rozwdj wiedzy na temat zdrowia,
choréb  oraz  rzeczywistej  efektywnosci’,  ekonomicznej  efektywnosci®,
bezpieczenstwa i jakosci dziatan profilaktycznych, diagnostycznych i leczniczych.
Medyczne badania naukowe stanowig dobro wspdlne, ktore lezy w interesie zaréwno
indywidualnych pacjentow jak i (okreslonych) populacji oraz catej ludnosci.

Lekarze powinni uwzglednia¢ zasady etyczne, przepisy prawne oraz normy i
standardy odnoszgce sie do medycznych baz danych i biobankéw, ktére obowigzujg

! Medyczne bazy danych sg okreslane rowniez jako rejestry medyczne lub bazy danych zdrowotnych (przypis

thum.).

2 Efektywno$¢ rzeczywista lub praktyczna albo efektywno$é technologii medycznej odpowiada efektywnosci
danej interwencji w warunkach rzeczywistej praktyki medycznej - w oryginale: ,.effectiveness” (przypis thum.).
¥ Ekonomiczna efektywnos¢, czyli wydajnosc - w oryginale: ,.efficiency” (przypis thum.).



w ich wiasnych krajach, a takze odpowiednie normy i standardy miedzynarodowe.
Zaden krajowy ani miedzynarodowy wymdg etyczny, prawny badz wynikajacy z
innych regulacji nie powinien ograniczac lub wyklucza¢ ktéregokolwiek ze sposobow
ochrony jednostek i populacji okreslonych w niniejszej Deklaracji.

Inne procedury mogg by¢ przyjete dla ochrony godnosci, autonomii i prywatnosci
jednostek, o ile zostang ustanowione przez prawo krajowe w demokratycznym
procesie i z poszanowaniem praw cztowieka. Takie procedury sg dopuszczalne pod
warunkiem, ze zostang wprowadzone Sciste przepisy w zakresie ochrony danych.

7. Zgodnie z mandatem WMA Deklaracja skierowana jest przede wszystkim do lekarzy.
WMA zacheca wszystkie inne osoby zaangazowane w wykorzystywanie danych lub
materiatu biologicznego zgromadzonych w medycznych bazach danych i biobankach
do przyjecia tych zasad.

ZASADY ETYCZNE

8. Badania naukowe i inne dziatania zwigzane z medycznymi bazami danych i
biobankami powinny przynosié¢ korzysci spoteczenstwu, a w szczegdlnosci stuzyé
celom zwigzanym ze zdrowiem publicznym.

9. Stojac na strazy informacji dostarczanych przez ich pacjentéw lekarze maja
szczegdlne powinnosci, zarowno etyczne jak i prawne, w zakresie poszanowania
godnosci, autonomii, prywatnosci i poufnosci tych oséb. Prawo do poszanowania
autonomii, prywatnosci i poufnosci upowaznia réwniez poszczegdlne osoby do
sprawowania kontroli nad sposobem wykorzystywania ich danych osobowych i
materiatu biologicznego.

10. Poufnoé¢ jest niezbedna dla zapewnienia zaufania i uczciwosci® w medycznych
bazach danych i biobankach. Swiadomos¢, ze ich prywatno$é bedzie respektowana
przekonuje pacjentow i dawcéw do przekazywania wrazliwych danych osobowych.
Prywatnos$¢ jest chroniona poprzez obowigzek zachowania poufnosci przez
wszystkich, ktdrzy sg zaangazowani przy pracy z danymi i materiatem biologicznym.

11. Gromadzenie, przechowywanie i wykorzystywanie danych i materiatu biologicznego
pochodzacego od oséb zdolnych do udzielenia zgody musi byé dobrowolne. Jesli dane
i materiat biologiczny sg gromadzone dla okreslonego projektu badawczego,
odpowiednia, dobrowolna i $wiadoma zgoda od uczestnikéw® musi by¢ uzyskana
stosownie do postanowien Deklaracji Helsifiskiej.

12. Jesli dane lub materiat biologiczny sg gromadzone i przechowywane w medyczne;j
bazie danych lub biobanku dla wielu nieokreslonych zastosowan, zgoda jest wazna
tylko wtedy, gdy osoby zostaty odpowiednio poinformowane o:

e  przeznaczeniu medycznej bazy danych lub biobanku;
e ryzyku i obcigzeniach zwigzanych z gromadzeniem, przechowywaniem i
wykorzystywaniem danych i materiatu;

* W oryginale: ,,integrity” (przypis tlum.).
® Chodzi o osoby bedace zrodiem danych oraz dawcow materiatu biologicznego (przypis thum.).



rodzaju danych i materiatu, jakie majg byé gromadzone;

e procedurach zwrotnego przekazywania wynikdw, w tym o przypadkowo
wykrytych informacjach dotyczacych zdrowia®,

e  zasadach dostepu do medycznych baz danych lub biobankéw;

e tym, w jaki sposdb chroniona jest prywatnos¢;

e  zasadach zarzadzania okres$lonych w paragrafie 21;

e tym, ze jezeli dane i materiat stang sie catkowicie anonimowymi7, dawca nie
bedzie mogt sie dowiedzied, co sie dzieje z jego danymi lub materiatem oraz ze nie
bedzie miat mozliwosci wycofania swojej zgody;

e  podstawowych prawach i gwarancjach ustanowionych w niniejszej Deklaracji;

e wykorzystaniu komercyjnym i podziale korzysci, kwestiach witasnosci

intelektualnej oraz przekazywaniu danych lub materiatu do innych instytucji lub

panstw trzecich, o ile moze to mieé zastosowanie.

13. W uzupetnieniu do wymogow okreslonych w Deklaracji Helsinskiej, w przypadku gdy
osoby niezdolne do wyrazenia zgody, ktérych dane i materiat biologiczny s3
przechowywane dla przysztych badan, uzyskajg lub odzyskajg zdolnos$¢ do wyrazenia
zgody, nalezy podjac¢ probe uzyskania od tych oséb zgody na dalsze przechowywanie i
wykorzystanie w celach naukowych ich danych oraz materiatu biologicznego.

14. Osoby majg prawo domagac sie i otrzymywac informacje o swoich danych oraz ich
wykorzystaniu, a takze zgdaé korekty bteddw lub brakéw. Medyczne bazy danych i
biobanki powinny wdrozy¢ odpowiednie postepowanie w celu informowania
zainteresowanych oséb o swoich dziataniach.

15. Osoby majg prawo, w dowolnym czasie i bez zadnych negatywnych konsekwencji, do
zmiany swojej zgody lub wnioskowania o usuniecie swoich mozliwych do
zidentyfikowania danych z medycznej bazy danych oraz swojego materiatu
biologicznego z biobanku. Prawo to odnosi sie (jedynie) do przysztego wykorzystania
danych i materiatu biologicznego.

16. W przypadku wystgpienia wyraznie okre$lonego, powazinego i bezposredniego
zagrozenia, w ktérym wykorzystanie anonimowych danych nie bedzie wystarczajace,
wymagania dotyczace zgody mogg zosta¢ uchylone w celu ochrony zdrowia ludnosci.
Niezalezna komisja bioetyczna powinna potwierdzi¢ zasadno$é kazdego takiego
wyjatkowego przypadku.

17. Interesy i prawa zainteresowanych spotecznosci, a zwlaszcza tych narazonych na
wykorzystanieg, muszg by¢ chronione, szczegdlnie w zakresie podziatu korzysci.

18. Szczegdlng uwage nalezy zwrdcié na mozliwos¢ naruszania prawa do wiasnosci
intelektualnej. Ochrona prawa wfasnosci materiatdw oraz praw i przywilejéw musi
by¢ uwzgledniona i okre$lona w umowie przed rozpoczeciem gromadzenia i
udostepniania materiatéw. Kwestie wtasnosci intelektualnej powinny byé okreslone
oraz przedstawione w sposéb przejrzysty w dokumencie opisujgcym stosowane
zasady, ktéry obejmuje prawa wszystkich zainteresowanych stron.

® Chodzi 0 uzyskane informacje zdrowotne niezwigzane z celem badania, w oryginale: ,,incidental findings”
(przypis thum.).

" Zarzadzajacy medyczng baza danych lub biobankiem moze podja¢ decyzje o nicodwracalnym usunieciu
danych umozliwiajacych identyfikacj¢ osoby, czyli nieodwracalnym zanonimizowaniu danych lub probek
materiatu biologicznego (przypis thum.).

8 W oryginale: ,,vulnerable” (przypis thum.).



19. Niezalezne komisje bioetyczne9 muszg zatwierdzi¢ utworzenie medycznych baz
danych i biobankéw wykorzystywanych do badan naukowych i innych celdw. Ponadto
komisja bioetyczna musi wyrazi¢ zgode na wykorzystanie danych i materiatu
biologicznego oraz sprawdzi¢, czy zgoda dawcy udzielona w momencie pobierania
jest wystarczajgca dla planowanego zastosowania oraz czy inne $rodki nie powinny
zostaé podjete w celu ochrony dawcy. Komisja musi mie¢ prawo do monitorowania
prowadzonych dziatan. Dodatkowe sposoby oceny etycznej mogg zostac
ustanowione, o ile sg zgodne z paragrafem 6.

ZARZADZANIE

20. W celu wspierania wiarygodnos$ci medyczne bazy danych i biobanki muszg by¢
zarzadzane zgodnie z wewnetrznymi i zewnetrznymi mechanizmami opartymi na
nastepujgcych zasadach:

21.

ochrona oséb: zarzgdzanie powinno by¢ tak zaprojektowane, aby prawa
jednostki przewazaty nad interesem innych zainteresowanych stron oraz nauki;

przejrzystosé: wszystkie istotne informacje dotyczgce medycznych baz danych i
biobankéw musza by¢ udostepnione do wiadomosci publicznej;

uczestnictwo i integracja: administratorzy’® medycznych baz danych i
biobankéw muszg konsultowaé sie i wspotpracowaé z osobami oraz
spotecznosciami;

odpowiedzialnos¢: administratorzy medycznych baz danych i biobankdéw musza
by¢ dostepni i reagowac na potrzeby kazdej z zainteresowanych stron.

Ustalenia w zakresie zarzgdzania muszg uwzglednia¢ nastepujgce kwestie:

cele medycznej bazy danych lub biobanku;

rodzaj danych dotyczacych zdrowia i rodzaj materiatu biologicznego, jakie beda
tam umieszczane;

ustalenia dotyczgce czasu przechowywania danych lub materiatu biologicznego;

ustalenia dotyczagce zasad usuwania i niszczenia danych lub materiatu
biologicznego;

ustalenia dotyczace sposobu rejestrowania oraz oznaczania danych i materiatu
biologicznego - stosownie do zakresu zgody zainteresowanych osdb;

ustalenia dotyczgce sposobu postepowania z danymi i materiatem biologicznym
w przypadku zmiany wtasciciela lub likwidacji (medycznej bazy danych lub
biobanku);

ustalenia dotyczgce sposobu uzyskiwania odpowiedniej zgody lub innych
podstaw prawnych dla gromadzenia danych lub materiatu biologicznego;

°® W oryginale: “independent ethics committee”. W Polsce prawo nakazuje komisjom bioetycznym opiniowanie
jedynie eksperymentdw medycznych. Nie wiadomo, czy po nowelizacji przepisow to komisje bioetyczne, a nie
inne komisje etyczne, beda zatwierdza¢ tworzenie medycznych baz danych i biobankow. W ttumaczeniu
zastosowano termin komisje bioetyczne, poniewaz pozostate zadania, jakie Deklaracja naktada na komisje (patrz
paragraf 16 i dalszy ciag paragrafu 19) powinny by¢ rozpatrywane wlasnie przez komisje bioetyczne (przypis

thum.).

19 Chodzi o osoby opickujace si¢ zasobami danych lub materiatéw biologicznych. W oryginale: ,,custodians”
(przypis thum.).



ustalenia dotyczace ochrony godnosci, autonomii, prywatnosci i zapobiegania
dyskryminacji;
e  kryteria i procedury dotyczace dostepu i udostepniania danych dotyczacych
zdrowia lub materiatu biologicznego, w tym systematycznego stosowania umowy
o transferze materiatu?, o ile zajdzie taka potrzeba;
e  osobe lub osoby odpowiedzialne za zarzgdzanie;
e srodki bezpieczenstwa w celu zapobiezenia nieuprawnionemu dostepowi lub
nieodpowiedniemu udostepnieniu;
e  procedury ponownego kontaktowania sie z dawcami danych lub materiatu w
stosownych przypadkach;
procedury przyjmowania i rozpatrywania zapytan i skarg.

22. Fachowcy, ktérzy wykonujg prace wykorzystujgc medyczne bazy danych lub biobanki
lub tez przyczyniaja sie do ich funkcjonowania muszg postepowac zgodnie
odpowiednimi ustaleniami w zakresie zarzadzania.

23. Medyczne bazy danych i biobanki muszg dziata¢ pod nadzorem odpowiednio
wykwalifikowanego fachowca dziatajgcego zgodnie z postanowieniami niniejszej
Deklaracji.

24. WMA wzywa wtasciwe organy do utworzenia polityki i prawa, ktére bedg chronic
dane dotyczgce zdrowia i materiat biologiczny na podstawie zasad okreslonych w
niniejszym dokumencie.

© Swiatowe Stowarzyszenie Lekarzy (WMA, Inc.) - Wszystkie prawa zastrzezone.
© do polskiego ttumaczenia: Marek Czarkowski, Romuald Krajewski — Osrodek Bioetyki Naczelnej Rady Lekarskiej,
Warszawa.

W oryginale: “Material Transfer Agreement (MTA)”.



PRZYRZECZENIE LEKARSKIE

Przyjmuje z szacunkiem i1 wdzi¢cznoscig dla moich Mistrzéw nadany mi tytut lekarza i w
petni $wiadomy zwigzanych z nim obowigzkow przyrzekam:

obowigzki te sumiennie spetniac;

stuzy¢ zyciu 1 zdrowiu ludzkiemu;

wedlug najlepszej mej wiedzy przeciwdziata¢ cierpieniu i zapobiegaé chorobom, a
chorym nie$¢ pomoc bez zadnych réznic, takich jak: rasa, religia, narodowosc,
poglady polityczne, stan majatkowy i inne, majac na celu wylacznie ich dobro i
okazujgc im nalezny szacunek;

nie naduzywac ich zaufania i dochowac tajemnicy lekarskiej nawet po $mierci
chorego;

strzec godno$ci stanu lekarskiego i niczym jej nie splami¢, a do kolegdéw lekarzy
odnosi¢ sie z nalezng im zyczliwos$cia, nie podwazajac zaufania do nich, jednak
postepujac bezstronnie i majac na wzgledzie dobro chorych;

stale poszerza¢ swa wiedzg¢ lekarska i podawa¢ do wiadomosci $wiata lekarskiego
wszystko to, co uda mi si¢ wynalez¢ i udoskonalic.

PRZYRZEKAM TO UROCZYSCIE!

=

CZESC OGOLNA
Art. 1.

Zasady etyki lekarskiej wynikajg z ogdlnych norm etycznych.

Zobowiazujg one lekarza do przestrzegania praw czlowieka 1 dbania o godno$¢
zawodu lekarskiego.

Naruszeniem godno$ci zawodu jest kazde postepowanie lekarza, ktore podwaza
zaufanie do zawodu.

Art. 2.

Powotaniem lekarza jest ochrona zycia i zdrowia ludzkiego, zapobieganie chorobom,
leczenie chorych oraz niesienie ulgi w cierpieniu; lekarz nie moze postugiwac sig
wiedzg 1 umiejetnoscig lekarskg w dziataniach sprzecznych z tym powotaniem.
Najwyzszym nakazem etycznym lekarza jest dobro chorego - salus aegroti suprema
lex esto. Mechanizmy rynkowe, naciski spoleczne 1 wymagania administracyjne nie
zwalniajg lekarza z przestrzegania tej zasady.

Art. 3.



Lekarz powinien zawsze wypetia¢ swoje obowiazki z poszanowaniem cztowieka bez
wzgledu na wiek, pte¢, rase, wyposazenie genetyczne, narodowos¢, wyznanie, przynalezno$c
spoteczna, sytuacje materialng, poglady polityczne lub inne uwarunkowania.

Art. 4.

Dla wypelnienia swoich zadan lekarz powinien zachowa¢ swobodg¢ dziatan zawodowych,
zgodnie ze swoim sumieniem i1 wspotczesng wiedzg medyczna.

Art. 5.

Izba lekarska jest obowigzana do czuwania nad przestrzeganiem zasad etyki i deontologii
lekarskiej oraz zachowaniem godno$ci zawodu przez wszystkich cztonkéw samorzadu
lekarskiego a takze do staran, aby przepisy prawa nie naruszaty zasad etyki lekarskiej.

CZESC SZCZEGOLOWA
ROZDZIAL 1
Postepowanie lekarza wobec pacjenta

Art. 6.

Lekarz ma swobode wyboru w zakresie metod postepowania, ktore uzna za najskuteczniejsze.
Powinien jednak ograniczy¢ czynnosci medyczne do rzeczywiscie potrzebnych choremu
zgodnie z aktualnym stanem wiedzy.

Art. 7.

W szczegodlnie uzasadnionych wypadkach lekarz moze nie podjac si¢ lub odstapi¢ od leczenia
chorego, z wyjatkiem przypadkéw nie cierpigcych zwloki. Nie podejmujac albo odstepujac od
leczenia lekarz winien wskaza¢ choremu inng mozliwos¢ uzyskania pomocy lekarskiej.

Jakos¢ opieki medycznej
Art. 8.

Lekarz powinien przeprowadza¢ wszelkie postgpowanie diagnostyczne, lecznicze i
zapobiegawcze z nalezytg starannos$cia, po§wigcajac im niezbedny czas.



Art. 9.

Lekarz moze podejmowac leczenie jedynie po uprzednim zbadaniu pacjenta. Wyjatki
stanowig sytuacje, gdy porada lekarska moze by¢ udzielona wytacznie na odlegtos¢.

Art. 10.

1. Lekarz nie powinien wykracza¢ poza swoje umiejetnosci zawodowe przy
wykonywaniu czynno$ci diagnostycznych, zapobiegawczych, leczniczych i
orzeczniczych.

2. Jezeli zakres tych czynnosci przewyzsza umiejetnosci lekarza, wowczas winien si¢
zwréci¢ do bardziej kompetentnego kolegi. Nie dotyczy to naglych wypadkow i
cigzkich zachorowan, gdy zwtoka moze zagraza¢ zdrowiu lub Zyciu chorego.

Art. 11.

Lekarz winien zabiega¢ o wykonywanie swego zawodu w warunkach, ktoére zapewniajg
odpowiednig jako$¢ opieki nad pacjentem.

Poszanowanie praw pacjenta

Art. 12.

1. Lekarz powinien zyczliwie 1 kulturalnie traktowac pacjentéw, szanujac ich godnos¢
osobistg, prawo do intymnosci 1 prywatnosci.

2. Relacje migdzy pacjentem, a lekarzem powinny opiera¢ si¢ na ich wzajemnym
zaufaniu; dlatego pacjent powinien mie¢ prawo do wyboru lekarza.

Art. 13.

1. Obowiazkiem lekarza jest respektowanie prawa pacjenta do §wiadomego udziatu w
podejmowaniu decyzji dotyczacych jego zdrowia.

2. Informacja udzielona pacjentowi powinna by¢ sformutowana w sposob dla niego
zrozumiaty.

3. Lekarz powinien poinformowacé pacjenta o stopniu ewentualnego ryzyka zabiegow
diagnostycznych 1 leczniczych 1 spodziewanych korzysciach zwigzanych z
wykonywaniem tych zabiegow, a takze o mozliwos$ciach zastosowania innego
postepowania medycznego.

Art. 14.



Lekarz nie moze wykorzystywa¢ swego wplywu na pacjenta w innym celu niz leczniczy.

Art. 15.

1. Postepowanie diagnostyczne, lecznicze 1 zapobiegawcze wymaga zgody pacjenta.
Jezeli pacjent nie jest zdolny do §wiadomego wyrazenia zgody, powinien jg wyrazi¢
jego przedstawiciel ustawowy lub osoba faktycznie opiekujgca si¢ pacjentem.

2. W przypadku osoby niepelnoletniej, lekarz powinien stara¢ si¢ uzyskac takze jej
zgode, o ile jest ona zdolna do §wiadomego wyrazenia tej zgody.

3. Wszczecie postgpowania diagnostycznego, leczniczego i zapobiegawczego bez zgody
pacjenta moze by¢ dopuszczone tylko wyjatkowo w szczegolnych przypadkach
zagrozenia zycia lub zdrowia pacjenta lub innych osob.

4. Badanie bez wymaganej zgody pacjenta lekarz moze przeprowadzi¢ rowniez na
zlecenie organu lub instytucji upowaznionej do tego z mocy prawa, o ile nie stwarza
ono nadmiernego ryzyka zdrowotnego dla pacjenta.

5. W razie nie uzyskania zgody na proponowane post¢powanie, lekarz powinien nadal, w
miar¢ mozliwosci, otaczaé pacjenta opieka lekarska.

Art. 16.

1. Lekarz moze nie informowac pacjenta o stanie jego zdrowia badz o leczeniu, jesli
pacjent wyraza takie zyczenie. Informowanie rodziny lub innych os6b powinno by¢
uzgodnione z chorym.

2. W przypadku chorego nieprzytomnego lekarz moze udzieli¢ dla dobra chorego,
niezbg¢dnych informacji osobie, co do ktorej jest przekonany, Zze dziata ona w interesie
chorego.

3. W przypadku pacjenta niepetnoletniego lekarz ma obowigzek informowania jego
przedstawiciela ustawowego lub opiekuna faktycznego.

Art. 17.

W razie niepomysinej dla chorego prognozy, lekarz powinien poinformowac o niej chorego z
taktem i1 ostrozno$cig. Wiadomos$¢ o rozpoznaniu i ztym rokowaniu moze nie zosta¢ choremu
przekazana tylko w przypadku, jesli lekarz jest glgboko przekonany, iz jej ujawnienie
spowoduje bardzo powazne cierpienie chorego lub inne niekorzystne dla zdrowia nastepstwa;
jednak na wyrazne zadanie pacjenta lekarz powinien udzieli¢ pelnej informacji.

Art. 18.

Lekarz leczacy nie moze sprzeciwia¢ si¢, by chory zasiegat opinii o stanie Swego zdrowia i
postepowaniu lekarskim u innego lekarza. Na Zyczenie pacjenta powinien utatwi¢ mu taka
konsultacje.



Art. 19.

Chory w trakcie leczenia ma prawo do korzystania z opieki rodziny lub przyjaciot a takze do
kontaktéw z duchownym.. Lekarz powinien odnosi¢ si¢ ze zrozumieniem do 0sob bliskich
choremu wyrazajgcych wobec lekarza obawy o zdrowie 1 zycie chorego.

Art. 20.

Lekarz podejmujacy si¢ opieki nad chorym powinien stara¢ si¢ zapewni¢ mu ciggtosé¢
leczenia, a w razie potrzeby takze pomoc innych lekarzy.

Art. 21.

W przypadku popeienia przez lekarza powaznej pomyiki lub wystapienia
nieprzewidzianych powiklan w trakcie leczenia, lekarz powinien poinformowac o tym
chorego oraz podja¢ dziatania dla naprawy ich nastgpstw.

Art. 22.

W przypadkach wymagajacych szczegélnych form diagnostyki, terapii lub dziatan
zapobiegawczych, ktore nie moga by¢ zastosowane rownoczesnie u wszystkich
potrzebujacych lekarz ustalajacy kolejnos¢ pacjentéw powinien opierac si¢ na kryteriach
medycznych.

Tajemnica lekarska

Art. 23.

Lekarz ma obowiazek zachowania tajemnicy lekarskiej. Tajemnica sa objete wiadomosci o
pacjencie 1 jego otoczeniu uzyskane przez lekarza w zwigzku z wykonywanymi czynno$ciami
zawodowymi. Smier¢ chorego nie zwalnia od obowigzku dochowania tajemnicy lekarskiej.

Art. 24.

Nie jest naruszeniem tajemnicy lekarskiej przekazanie informacji o stanie zdrowia pacjenta
innemu lekarzowi, jezeli jest to niezbedne dla dalszego leczenia lub wydania orzeczenia o
stanie zdrowia pacjenta.

Art. 25.

Zwolnienie z zachowania tajemnicy lekarskiej moze nastapic:

e gdy pacjent wyrazi na to zgode,



o jesli zachowanie tajemnicy w sposob istotny zagraza zdrowiu lub Zyciu pacjenta lub
innych osob, oraz
e jesli zobowiazuja do tego przepisy prawa.

Art. 26.

Nie jest naruszeniem tajemnicy lekarskiej, jesli po przeprowadzeniu badania lekarskiego na
zlecenie upowaznionego z mocy prawa organu wynik badania zostanie przekazany
zleceniodawcy; nieodzownym warunkiem jest jednak, aby lekarz przed rozpoczegciem badania
poinformowat o tym osobe, ktora ma by¢ zbadana. Wszelkie informacje, ktore nie sg
konieczne dla uzasadnienia wnioskdw wynikajacych z badania, powinny by¢ nadal objete
tajemnicg lekarska.

Art. 27.

Lekarz ma prawo do ujawnienia zauwazonych faktow zagrozenia zdrowia lub zycia w wyniku
famania praw cztowieka.

Art. 28.

Lekarz powinien czuwac nad tym, by osoby asystujace lub pomagajace mu w pracy
przestrzegaty tajemnicy zawodowej. Dopuszczenie ich do tajemnicy powinno obejmowac
wylgcznie informacje w zakresie niezbednym do prawidtowego wykonywania ich czynnosci
zawodowych. Lekarz musi czuwa¢ nad prawidtowym prowadzeniem dokumentacji lekarskiej
oraz zabezpieczeniem przed jej ujawnieniem. Dokumentacja lekarska powinna zawiera¢
wylacznie informacje potrzebne do postgpowania lekarskiego.

Art. 29.

Lekarz 1 wspotpracujace z nim osoby sg obowigzane do zabezpieczenia poufnosci informacji
zawartych w materiale genetycznym pacjentdw i ich rodzin.

Pomoc chorym w stanach terminalnych

Art. 30.

Lekarz powinien dotozy¢ wszelkich staran, aby zapewni¢ choremu humanitarng opieke
terminalng i godne warunki umierania. Lekarz winien do konca tagodzi¢ cierpienia chorych w
stanach terminalnych 1 utrzymywac, w miar¢ mozliwosci, jako$¢ konczacego si¢ zycia.

Art. 31.

Lekarzowi nie wolno stosowa¢ eutanazji, ani pomagac¢ choremu w popelnieniu samobojstwa.



Art. 32.

1. W stanach terminalnych lekarz nie ma obowiagzku podejmowania i prowadzenia
reanimacji lub uporczywej terapii i stosowania srodkéw nadzwyczajnych.

2. Decyzja o zaprzestaniu reanimacji nalezy do lekarza i jest zwigzana z oceng szans
leczniczych.

Transplantacja

Art. 33.

Lekarz moze pobiera¢ komorki, tkanki i narzady ze zwlok w celu ich przeszczepiania, o ile
zmarly nie wyrazil za zycia sprzeciwu.

Art. 34.

Lekarz, po stwierdzeniu $mierci moézgowej winien podtrzymywac funkcjonowanie komorek,
tkanek i narzadow, jezeli majg one zostac przeszczepione.

Art. 35.

Lekarz nie moze otrzymywac korzysci majatkowej lub osobistej za pobierane lub
przeszczepiane komorki, tkanki i narzady.

Art. 36.

Pobranie komorek, tkanek lub narzadéw od zyjacego dawcy dla celéw transplantacji moze
by¢ dokonane tylko od dorostego za jego pisemng zgoda, w warunkach pelnej dobrowolnosci,
po uprzednim poinformowaniu go o wszelkich mozliwych nastgpstwach zwigzanych z tym
zabiegiem. Pobranie od zyjacego dawcy narzadu niezbednego do zycia jest niedopuszczalne.

Art. 37.

Pobranie szpiku od dziecka jest dozwolone za zgoda jego przedstawiciela ustawowego. W
przypadku osoby niepeinoletniej, o ile jest ona zdolna do wyrazania §wiadomej zgody,
powinno si¢ uzyskac rowniez jej zgode.

Prokreacja

Art. 38.



1. Lekarz powinien z poczuciem szczegdlnej odpowiedzialnosci odnosi¢ sie do procesu
przekazywania zycia ludzkiego.

2. Lekarz powinien udziela¢ zgodnych z wiedza medyczng informacji dotyczacych
procesow zaptodniania 1 metod regulacji poczeé, uwzgledniajac ich skutecznose,
mechanizm dziatania i ryzyko.

3. Lekarz ma obowigzek zapozna¢ pacjentow z mozliwosciami wspotczesnej genetyki
lekarskiej, a takze diagnostyki i terapii przedurodzeniowe;j. Przekazujac powyzsze
informacje lekarz ma obowigzek poinformowac o ryzyku zwigzanym z
przeprowadzeniem badan przedurodzeniowych.

Art. 39.

Podejmujac dziatania lekarskie u kobiety w cigzy lekarz rownocze$nie odpowiada za zdrowie
1 zycie jej dziecka. Dlatego obowigzkiem lekarza sg starania o zachowanie zdrowia i1 zycia
dziecka rowniez przed jego urodzeniem.

Art. 39a.

Lekarz nie moze uczestniczy¢ w procedurach klonowania ludzi dla celéw reprodukcyjnych
lub terapeutycznych.

Zaswiadczenia lekarskie

Art. 40.

Wydawanie zaswiadczen lekarskich jest dozwolone jedynie na podstawie aktualnego badania
lub odpowiedniej dokumentacji.

Art. 41.

Kazde zaswiadczenie lekarskie lub inny dokument medyczny powinien umozliwiac¢
identyfikacje¢ lekarza, ktory go wystawit. Tre§¢ dokumentu powinna by¢ zgodna z wiedzg i
sumieniem lekarza. Nie moze by¢ ona formutowana przez lekarza pod presja lub w
oczekiwaniu osobistych korzysci.

ROZDZIAL 11

Badania naukowe i eksperymenty biomedyczne

Art. 41a.

Lekarz przeprowadzajacy badania naukowe, a w szczegolnosci eksperymenty medyczne,



powinien przestrzega¢ norm i obowigzkéw wynikajacych z Kodeksu Etyki Lekarskiej oraz
ogblnie przyjetych zasad etyki badan naukowych.

Art. 42.

Eksperymenty medyczne z udzialem cztowieka moga by¢ przeprowadzane przez lekarza, o ile
shuzg poprawie zdrowia pacjenta biorgcego udzial w do§wiadczeniu lub wnoszg istotne dane
poszerzajace zakres wiedzy 1 umiejgtnosci lekarskich.

Lekarz przeprowadzajacy eksperyment leczniczy powinien by¢ przeswiadczony, ze
spodziewane korzysci dla pacjenta przewazajg w istotny sposéb nad nieuniknionym

ryzykiem.

Art. 42a.

1. Lekarz przeprowadzajac eksperyment leczniczy nie moze naraza¢ pacjenta na ryzyko
w istotnym stopniu wigksze niz to, ktore grozi osobie nie poddanej temu
eksperymentowi.

2. Lekarz przeprowadzajac eksperyment badawczy moze podejmowac wytacznie ryzyko
minimalne.

Art. 43.

1. Od osoby, ktéra ma by¢ poddana eksperymentowi medycznemu, lekarz musi uzyskac
zgode po uprzednim poinformowaniu jej o wszystkich aspektach do§wiadczenia, ktore
moga jej dotyczy¢, oraz o prawie do odstagpienia w kazdym czasie od udziatu w
eksperymencie.

2. Osoba wyrazajaca zgode¢ na udziat w eksperymencie nie moze czyni¢ tego pod
wplywem zaleznos$ci od lekarza czy pozostawania pod jakakolwiek presja.

3. Lekarz nie moze prowadzi¢ eksperymentow badawczych z udziatem osob
ubezwlasnowolnionych, zotnierzy stuzby zasadniczej oraz oséb pozbawionych
wolnos$ci z wyjatkiem badan prowadzonych dla dobra tych grup.

Art. 44.

1. W przypadku pacjenta niezdolnego do swiadomego podjecia decyzji i wyrazania woli,
lekarz powinien uzyska¢ na pisSmie zgode jego przedstawiciela ustawowego lub sadu
opiekunczego.

2. Warunkiem niezb¢dnym do podjecia eksperymentu medycznego z udziatem osob
wymienionych w ust. 1 jest brak mozliwosci przeprowadzenia badan o porownywalne;j
skuteczno$ci z udziatem oséb zdolnych do wyrazenia zgody.

Art. 45.
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1. Lekarz uczestniczacy w eksperymentach medycznych musi je przeprowadzaé zgodnie
z zasadami badan naukowych. Eksperymenty z udzialem cztowieka powinny by¢
poprzedzone badaniami in vitro oraz in vivo na zwierzetach. Zwierzeta poddawane
eksperymentom nalezy odpowiednio traktowac i w miar¢ mozliwosci chroni¢ przed
cierpieniem.

2. Lekarzowi nie wolno przeprowadzaé¢ eksperymentow badawczych z udziatem
cztowieka w stadium embrionalnym.

3. Lekarz moze przeprowadzac eksperymenty lecznicze z udzialem cztowieka w stadium
embrionalnym tylko wtedy gdy, spodziewane korzysci zdrowotne w sposob istotny
przekraczaja ryzyko zdrowotne embrionow nie poddanych eksperymentowi
leczniczemu.

Art. 46.

Projekt kazdego eksperymentu z udziatlem cztowieka powinien by¢ jasno okreslony i
przedtozony do oceny niezaleznej komisji etycznej w celu uzyskania jej akceptacji.

Art. 47.

Eksperyment medyczny z udziatem cztowieka moze by¢ przeprowadzony wytacznie pod
nadzorem lekarza posiadajacego odpowiednio wysokie kwalifikacje.

Art. 48.

Wszelkie odkrycia i spostrzezenia zwigzane z wykonywaniem zawodu lekarz winien
przekazywac srodowisku lekarskiemu i1 publikowa¢ przede wszystkim w prasie medyczne;.

Art. 49.

Nalezy $cisle przestrzega¢ praw autorskich w publikacjach naukowych. Dopisywanie swego
nazwiska do prac zespotow, w ktorych si¢ nie uczestniczyto lub pomijanie nazwisk osob,
ktore braty w nich udziat jest naruszeniem zasad etyki. Wykorzystanie materiatu klinicznego
do badan naukowych wymaga zgody kierownika kliniki lub ordynatora oddziatu leczacych
pacjenta.

Art. 50.
Wyniki badan przeprowadzonych niezgodnie z zasadami etyki lekarskiej nie powinny by¢
publikowane.

Art. 51.

1. Wymagane jest uzyskanie zgody pacjenta lub jego przedstawiciela ustawowego na
udziat w demonstracjach naukowych lub dydaktycznych.



2. Nalezy stara¢ si¢ o zachowanie anonimowos$ci osoby demonstrowane;.

ROZDZIAL II a

Zwiazki lekarzy z przemyslem

Art. 51a.

1. Lekarz nie powinien przyjmowac korzysci od przedstawicieli przemystu medycznego,
jezeli moze to ograniczy¢ obiektywizm jego opinii zawodowych lub podwazy¢
zaufanie do zawodu lekarza.

2. Lekarz moze przyja¢ zaptatg od producenta lekow lub wyrobéw medycznych (sprzetu
1 wyposazenia medycznego) za wykonang prace, prowadzenie szkolen i badan, ktore
poglebiaja wiedzg medyczng lub zawodowa, jezeli ta zaplata jest wspotmierna do
wktadu pracy lekarza.

Art. 51b.

Lekarzowi majacemu zwiazki finansowe z przemystem medycznym nie wolno w zaden
sposob odstagpi¢ od podejmowania w pelni obiektywnych decyzji klinicznych lub dziatania w
najlepszym interesie pacjentdw i1 0sob bioracych udziat w badaniach.

Art. 51c.

Lekarz powinien ujawnia¢ shuchaczom wyktadéw oraz redaktorom publikacji wszelkie
zwigzki z firmami lub subwencje z ich strony, oraz inne korzysci mogace by¢ przyczyna
konfliktu interesow.

Art. 51d.

Lekarz bioragcy udziat w badaniach sponsorowanych przez producentéw lekow lub wyrobow
medycznych (sprzetu 1 wyposazenia medycznego) musi si¢ upewnic, ze badania te sa
prowadzone zgodnie z zasadami etyki. Lekarz nie powinien uczestniczy¢ w badaniach
naukowych, ktérych celem jest promocja tych produktow.

Art. 51e.

Lekarz powinien ujawnia¢ swoje powigzania z producentem lekow lub wyrobow medycznych
(sprze¢tu 1 wyposazenia medycznego) pacjentom, ktorzy maja by¢ poddani badaniom
sponsorowanym przez tego producenta.



Art. 51f.

Lekarz nie moze przyjmowac¢ wynagrodzenia za samo skierowanie pacjenta na badania
prowadzone lub sponsorowane przez producenta lekow lub wyrobéw medycznych (sprzgtu i
wyposazenia medycznego).

Art. 51g.

Lekarz bioracy udzial w badaniach na zlecenie producentow lekow lub wyrobow medycznych
(sprze¢tu 1 wyposazenia medycznego) musi przeciwdziata¢ nieobiektywnemu przedstawianiu
ich wynikéw w publikacjach.

=

ROZDZIAL I1 b

Ludzki genom

Art. 51h.

Lekarzowi nie wolno dyskryminowaé osob ze wzgledu na dziedzictwo genetyczne.
Lekarz uczestniczacy w badaniach, ktorych celem jest identyfikacja nosicielstwa genu
choroby lub genetycznej podatnosci na zachorowania, moze je przeprowadzac jedynie
dla celow zdrowotnych lub badan naukowych z nimi zwigzanych, po uzyskaniu zgody
pacjenta oraz umozliwieniu mu konsultacji genetyczne;.

Lekarz moze dokona¢ interwencji w obrebie ludzkiego genomu wytacznie w celach
profilaktycznych lub terapeutycznych zgodnie z art. 46 Kodeksu Etyki Lekarskiej.
Lekarz nie moze uczestniczy¢ w czynno$ciach majacych na celu wywotywanie
dziedzicznych zmian genetycznych u cztowieka.

ROZDZIAL 111

Stosunki wzajemne miedzy lekarzami

Art. 52.

Lekarze powinni okazywac sobie wzajemny szacunek. Szczegodlny szacunek i
wzgledy nalezg si¢ lekarzom seniorom, a zwtaszcza bylym nauczycielom.

Lekarz powinien zachowa¢ szczegolng ostrozno$¢ w formutowaniu opinii o
dzialalnosci zawodowej innego lekarza, w szczeg6lnosci nie powinien publicznie
dyskredytowac go w jakikolwiek sposob.



3. Lekarz wszelkie uwagi o dostrzezonych btedach w postgpowaniu innego lekarza
powinien przekaza¢ przede wszystkim temu lekarzowi. Jezeli interwencja okaze si¢
nieskuteczna albo dostrzezony btad lub naruszenie zasad etyki powoduje powazng
szkode, konieczne jest poinformowanie organu izby lekarskiej

4. Poinformowanie organu izby lekarskiej o zauwazonym naruszeniu zasad etycznych i
niekompetencji zawodowej innego lekarza nie stanowi naruszenia zasad etyki.

5. Jezeli dostrzezony blad, popeliony przez innego lekarza, ma niekorzystny wptyw na
stan zdrowia pacjenta nalezy podja¢ dziatania dla odwrdcenia jego skutkow.

Art. 53.

1. Doswiadczeni lekarze winni stuzy¢ radg i pomoca mniej doswiadczonym kolegom,
zwlaszcza w trudnych przypadkach klinicznych.

2. Lekarze peliacy funkcje kierownicze powinni traktowa¢ swoich pracownikow
zgodnie z zasadami etyki.

3. Lekarze pelniacy funkcje kierownicze sa zobowiazani do szczeg6lnej dbatosci o dobro
chorego oraz o warunki pracy i rozwoju zawodowego podlegtych im 0sob.

Art. 54.

W razie watpliwosci diagnostycznych 1 leczniczych lekarz powinien, w miar¢ mozliwosci,
zapewni¢ choremu konsultacje innego lekarza. Opinia konsultanta ma charakter doradczy,
gdyz za cato$¢ postgpowania odpowiada lekarz prowadzacy leczenie.

Art. 55.

Lekarz kontrolujacy prace innych lekarzy powinien, w miar¢ mozliwosci, zawiadomi¢ ich
wczesniej, aby umozliwi¢ im obecnos¢ w czasie kontroli 1 bezposrednie przekazanie uwag o
jej wynikach.

ROZDZIAL 1V

Zasady postepowania w praktyce lekarskiej

Art. 56.

1. Powinnoscig kazdego lekarza jest state uzupetnianie 1 doskonalenie swej wiedzy 1
umiej¢tnosci zawodowych, a takze przekazywanie ich swoim wspdtpracownikom.

2. Lekarze, w miar¢ mozliwosci, winni bra¢ czynny udzial w pracach towarzystw
lekarskich.



Art. 57.

1. Lekarzowi nie wolno postugiwac si¢ metodami uznanymi przez nauke za szkodliwe,
bezwartosciowe lub nie zweryfikowanymi naukowo. Nie wolno mu takze
wspotdziata¢ z osobami zajmujacymi si¢ leczeniem, a nie posiadajacymi do tego
uprawnien.

2. Wybierajac form¢ diagnostyki lub terapii lekarz ma obowigzek kierowac si¢ przede
wszystkim kryterium skutecznosci i bezpieczenstwa chorego oraz nie naraza¢ go na
nieuzasadnione koszty.

3. Lekarz nie powinien dokonywa¢ wyboru i rekomendacji osrodka leczniczego oraz
metody diagnostyki ze wzgledu na wlasne korzysci.

Art. 58.

Lekarz powinien odnosi¢ si¢ z nalezytym szacunkiem i w sposéb kulturalny do personelu
medycznego i pomocniczego. Powinien jednak pamigtaé, ze jedynie on ma prawo
podejmowania decyzji zwigzanych z prowadzonym przez niego leczeniem.

Art. 59.

Lekarze powinni solidarnie wspiera¢ dziatalno$¢ swego samorzadu, ktorego zadaniem jest
zapewnienie lekarzom naleznej pozycji w spoteczenstwie. Podejmujac krytyke dziatania
organdéw samorzadu lekarskiego winni przeprowadzi€ ja przede wszystkim w srodowisku
lekarskim lub na tamach pism lekarskich.

Art. 60.

Jesli zostanie naruszone dobre imi¢ lekarza, a rzecznik odpowiedzialno$ci zawodowej lub sad
lekarski nie potwierdzg stawianych mu zarzutow, lekarz powinien uzyskac¢ od izby lekarskiej
wszelka mozliwa pomoc w naprawieniu wyrzadzonej mu szkody.

Art. 61.

Lekarz urzgdu panstwowego, samorzadowego lub jakiejkolwiek instytucji publicznej lub
prywatnej powinien rzetelnie wypetnia¢ zobowigzania zaciggniete wobec tych instytucji;
jednak lekarz nie powinien spetnia¢ polecen pracodawcy sprzecznych z zasadami etyki i
deontologii lekarskiej.

Art. 62.

Praktyke lekarska wolno wykonywaé wytacznie pod wlasnym nazwiskiem. Lekarzowi wolno
uzywac¢ tylko naleznych mu tytutéw zawodowych i naukowych.

Art. 63.



1. Lekarz tworzy swoja zawodowa opini¢ jedynie w oparciu o wyniki swojej pracy,
dlatego wszelkie reklamowanie si¢ jest zabronione.

2. Lekarz nie powinien wyraza¢ zgody na uzywanie swego nazwiska i wizerunku dla
celow komercyjnych.

Art. 64.

W czasie wykonywania swej pracy lekarz musi zachowac trzezwos$¢ 1 nie podlega¢ dziataniu
jakichkolwiek srodkoéw uzalezniajacych.

Art. 65.

Lekarzowi nie wolno narzuca¢ swych ustug chorym, lub pozyskiwaé pacjentow w sposob
niezgodny z zasadami etyki i deontologii lekarskiej oraz lojalnosci wobec kolegow.

Art. 66.

=

Lekarz ma prawo umawiac si¢ 0 wysoko$¢ honorarium przed rozpocz¢ciem leczenia.
2. Wyjatkiem od tej zasady jest pomoc w naglych wypadkach. W razie braku
stosownych cennikow lekarz powinien bra¢ pod uwage warto$¢ oddanej ustugi,
poniesione koszty wilasne, swoje kwalifikacje, a takze w miar¢ mozliwosci, sytuacje¢
materialng pacjenta.

Lekarz moze leczy¢ bezplatnie.

4. Lekarzowi nie wolno stosowa¢ metod nieuczciwej konkurencji, szczegdlnie w
zakresie nierzetelnego informowania o swoich mozliwos$ciach dziatania, jak i1 kosztach
leczenia.

w

Art. 67.

Dobrym zwyczajem jest leczenie bezptatnie innych lekarzy 1 czlonkow ich najblizsze;j
rodziny, w tym wdow, wdowcow i sierot po lekarzach.

Art. 68.

Jezeli z zatrudnienia lekarza wynika, Ze winien on spelnia¢ swe obowiazki wobec
powierzonych jego opiece chorych bez swiadczen finansowych z ich strony, to nie moze
zada¢ od tych chorych wynagrodzenia w jakiejkolwiek formie, ani tez uzaleznia¢ leczenia od
uzyskania materialnych korzysci.

ROZDZIAL V



Lekarz a spoleczenstwo

Art. 69.

Lekarz nie moze odmowi¢ pomocy lekarskiej w przypadkach nie cierpigcych zwioki, jesli
pacjent nie ma mozliwosci uzyskania jej ze strony instytucji powolanych do udzielania
pomocy.

Art. 70.

Zadania, jakie spelnia lekarz, daja mu podstawe do zadania ochrony jego godnosci osobistej,
nietykalnosci cielesnej oraz pomocy w wykonywaniu dziatan zawodowych.

Art. 71.

Lekarz ma obowigzek zwracania uwagi spoteczenstwa, wiadz i kazdego pacjenta na
znaczenie ochrony zdrowia, a takze na zagrozenie ekologiczne. Swoim postgpowaniem,
réwniez poza praca zawodowa, lekarz nie moze propagowac postaw antyzdrowotnych.

Art. 72.

Lekarz przeprowadzajacy badania masowe o charakterze epidemiologicznym powinien mie¢
na celu uzyskanie wynikéw, ktore beda wykorzystane dla poprawy zdrowotnos$ci
spoleczenstwa. Badania te nie powinny stwarza¢ ryzyka zagrozenia zdrowia os6b w nich
uczestniczacych.

Art. 73.

Lekarz decydujacy si¢ na uczestniczenie w zorganizowanej formie protestu nie jest zwolniony
od obowiazku udzielania pomocy lekarskiej, o ile nie udzielenie tej pomocy moze narazic¢
pacjenta na utrate¢ zycia lub pogorszenie stanu zdrowia.

Art. 74.

Lekarz nie moze uczestniczy¢ w akcie pozbawiania zycia, asystowa¢ w torturowaniu lub
innym ponizajacym traktowaniu cztowieka. Nie moze tez wykorzystywac swej wiedzy 1
umiejetnoscei dla utatwienia stosowania jakichkolwiek form okrutnego postgpowania.

Art. 75.

Lekarz nie moze stosowac §rodkow i metod dopingowych w celach nieleczniczych.
Stosowanie srodkéw 1 metod uznanych za dopingowe u 0s6b uprawiajacych sport jest



nieetyczne.
ROZDZIAL. VI
Zasady koncowe

Art. 76.

W wypadkach nie przewidzianych w Kodeksie Etyki Lekarskiej nalezy kierowac si¢ zasadami
wyrazonymi w uchwatach wtadz samorzadu lekarskiego, w orzecznictwie sadéw lekarskich
oraz dobrymi obyczajami przyj¢tymi przez srodowisko lekarskie.

Art. 77.

Lekarze nauczajacy studentoéw powinni zaznajamia¢ ich z Kodeksem Etyki Lekarskiej.
Studenci medycyny powinni zarowno przyswajac sobie jak i respektowaé zasady zawarte w
niniejszym Kodeksie.

Art. 78.
Lekarze, ktorzy nauczaja studentdw lub szkola lekarzy powinni swoim postgpowaniem

stanowi¢ przyktad godny nasladowania dla studentéw 1 mtodych lekarzy bedacych pod ich
opieka.

lZasady Prawidlowego Prowadzenia Badan Klinicznych (GCP), Warszawa 1998; Deklaracja
Helsinska Swiatowego Stowarzyszenia Lekarzy, Edynburg 2000



