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This article examines the relationship between cultural diversity and
universal moral norms from a bioethical perspective in the context
of globalization. It explores how cultural and religious values shape
differences across societies in attitudes toward human life, personal
autonomy, the family, confidentiality, reproductive technologies,
transplantation, and genetic interventions. It argues that shared
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Globalization has brought not only economic and political relations but also people’s value systems
into closer contact. Scientific innovations, medical technologies, and treatment methods developed in one
country now rapidly enter other cultural settings. At the same time, an ethical decision regarded as customary
and acceptable in one society may be perceived very differently in another.

This issue is particularly sensitive in medicine because medical decisions directly concern human life,
health, the body, the family, offspring, and personal dignity. Consequently, questions such as “Is there a single
moral rule that can apply everywhere?” and “Should each culture make decisions independently according to
its own moral norms?” are becoming increasingly relevant to bioethics.

On the one hand, the historical experiences, customs, religious beliefs, and family relationships of
every people deserve respect. On the other hand, cultural particularity must not serve as a justification for
undermining human dignity, causing harm, or restricting fundamental rights.

In this regard, the task of contemporary bioethics is to establish an ethically justified balance between
universalism and cultural relativism, without treating either as absolute.

Universal moral norms refer to fundamental values and principles that regulate human relationships
and have significance beyond particular cultural boundaries. They have developed throughout history through
religion, philosophy, custom, law, and human social experience.

Requirements such as avoiding unjustified harm, refraining from deception, and treating others fairly
can be found in almost all societies. Their practical expression, however, varies. For example, although truth-
telling is recognized as a moral value, cultures differ in how, when, and in whose presence a serious diagnosis
should be disclosed to a patient.

Universality, therefore, does not imply identical behavior in every society. Rather, it resides in the
underlying ethical substance, while its social and communicative expression may vary according to local
circumstances.
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This distinction is particularly important in bioethics. Recognition of human dignity is a shared
principle. In some societies, however, respect for an individual’s dignity may be expressed by providing
extensive opportunities for independent decision-making; in others, it may be expressed by preserving the
individual’s connections with family and social relationships.

Accordingly, interpreting universal moral norms entirely outside their cultural context and treating
every cultural practice as immune from ethical scrutiny are both one-sided approaches.

Cultural diversity encompasses differences in the historical development, ways of life, religious
beliefs, family relationships, and social structures of peoples and societies. These differences also influence
attitudes toward illness, life, death, bodily inviolability, and medical interventions.

In many Eastern cultures, individual interests are understood as inseparable from family and
community relationships. Alongside the patient, close relatives may actively participate in decisions
concerning serious illness, treatment, or surgery.

By contrast, the contemporary bioethical tradition that developed in the West places particular
emphasis on personal autonomy. The patient is regarded as an independent agent entitled to receive
information about their condition and to consent to or refuse treatment.

Nevertheless, these two approaches should not be treated as absolute opposites. In practice, the family
remains an important source of support for patients in individualistic societies. Similarly, in societies with
strong communal values, completely disregarding a patient’s personal wishes cannot be ethically justified.

The central issue is how to reconcile the patient’s individual interests and preferences with family
solidarity, rather than simply whether the family should participate.

Autonomy is a fundamental principle of bioethics. It encompasses an individual’s right to participate
in decisions concerning their own body and health. However, an understanding of autonomy that treats the
person as entirely detached from others is not equally appropriate in every culture. People often make
decisions in light of their relationships with their family, spouse, children, and other loved ones.

Culturally sensitive bioethics therefore seeks to reconcile autonomy with an individual’s social
relationships while preserving its essential meaning. For example, patients may choose to involve family
members in discussions about treatment. In such cases, family involvement is compatible with autonomy and
forms part of the patient’s own choice. If, however, the family makes decisions on the patient’s behalf against
their wishes, the situation acquires a different ethical significance. The decisive criterion is thus the extent to
which the patient’s wishes and interests are respected, rather than family involvement itself.

The confidentiality of medical information is also understood differently across cultural settings. In
societies that strongly emphasize individual autonomy, medical information is regarded as private information
belonging to the individual, and disclosure to others requires the patient’s consent.

In settings characterized by strong collective family ties, close relatives may regard being informed
about a patient’s condition as a natural entitlement or a family responsibility.

Here, too, the simple formula of “Western individualism versus Eastern collectivism” fails to explain
the issue fully. Personal preferences vary even within a single culture. One patient may wish to keep their
diagnosis entirely private, while another may prefer to discuss all medical matters with their family. Taking
culture into account should therefore help clarify what family, confidentiality, and personal decision-making
mean to a particular patient, rather than assign that patient to a predetermined stereotype.

Advances in genetic technologies have further complicated the relationship between cultural and
universal values. Genetic diagnosis and modification expand opportunities to prevent or treat serious
hereditary diseases. At the same time, they raise questions about the ethical limits of intervention in human
nature.

In settings that place considerable value on individual freedom and scientific progress, genetic
technologies may be regarded as a means of improving human quality of life.

In societies with strong traditional or religious values, interventions in the human genetic constitution
may instead be interpreted as altering the natural order or transgressing the boundaries of life as created.
However, the ethical assessment of genetic technologies cannot be limited to cultural attitudes alone. General
bioethical criteria must also be considered, including safety, effects on future generations, equitable access,
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and implications for human dignity. From this perspective, cultural values may shape the context of decision-
making, but they cannot override fundamental ethical limits, such as the obligation to avoid serious harm.

Organ and tissue transplantation likewise illustrates the bioethical significance of cultural diversity. In
one cultural setting, donating a deceased person’s organs to save another patient’s life may be regarded as a
profound expression of compassion, charity, and altruism. In another, beliefs concerning the inviolability and
integrity of the body after death may encourage a cautious attitude toward donation.

Living donation also gives rise to complex ethical situations. Donating an organ to a loved one may be
understood as an expression of family duty and affection. Where strong family pressure exists, however,
questions arise as to whether the donor’s consent is genuinely voluntary.

A balance between cultural values and universal bioethical requirements is essential in this context.
Family solidarity deserves respect, while the donor’s voluntary consent and health must also be protected.

Contemporary reproductive technologies constitute one of the areas in which culture, religion, family
relationships, and bioethical principles intersect most closely. Although artificial insemination, donor-assisted
reproduction, and surrogacy have created new opportunities to have children, they have also prompted a
reconsideration of traditional understandings of family and parenthood. These developments raise several
complex questions: Who is the child’s mother—the woman who provides the genetic material, the woman
who carries the pregnancy, or the person who raises the child? How should the legal and moral status of
parenthood be defined? Does surrogacy risk turning a woman’s body into an object of economic exchange?

Embryo selection and the disposition of surplus embryos are also linked to beliefs about the beginning
of life and the moral status of human life. The relationship between a child’s future right to know their genetic
origins and the confidentiality rights of donors or parents remains contentious. It is difficult to provide a single,
straightforward answer to such questions across all cultures, since understandings of family, descent, marriage,
and motherhood differ between societies. Nevertheless, whatever cultural model is adopted, ethical
requirements concerning the dignity and voluntary consent of those involved, the interests of the child, and
the protection of persons from being reduced to mere instruments of commercial gain must be upheld.

Cultural relativism emphasizes the need to understand moral views within the cultural settings in which
they emerge. Its value lies in guarding against the imposition of one culture’s values on another as absolute
standards. This consideration is particularly important in medicine. If a physician disregards a patient’s
religious beliefs, family relationships, and values, even a medically sound decision may be unacceptable to
the patient.

Cultural relativism, however, cannot be unlimited. If any practice can be ethically justified on the
grounds that “this is our culture,” it becomes impossible to criticize practices that cause harm, involve
coercion, or reinforce inequality. Respect for cultural diversity must therefore operate within limits that protect
fundamental human values. These limits can be defined through principles such as human dignity, the
protection of life and health, nondiscrimination, nonmaleficence, justice, and voluntary consent.

The other dimension of the problem is the risk of cultural imperialism. This arises when ethical
concepts developed within one culture are applied to other societies without regard for their histories and
values. In bioethics, attempts to implement principles developed in the West in precisely the same manner
across all settings may conflict with local cultural relationships. Respect for patient autonomy, for example,
is a general ethical requirement, but the means of supporting autonomy may differ. One patient may wish to
make a decision independently, while another may regard consultation with their family as part of their
autonomous choice. Describing the second patient as “insufficiently independent” would disregard their
personal values. The existence of universal principles therefore does not require their implementation in an
identical external form.

One appropriate way to establish a balance between cultural diversity and universal bioethical values
is to consider them at two levels. The first is an enduring ethical foundation. It encompasses fundamental
requirements such as recognition of human dignity, the protection of life and health, the avoidance of
unjustified harm, justice, nondiscrimination, and informed consent. The second concerns the cultural forms
through which these principles are implemented. For example, the obligation to provide information to the
patient remains unchanged, while the manner of communication is adapted to the patient’s language, age,
cultural traditions, and family relationships.
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The principle of consent likewise remains unchanged. However, family members may be included in
discussions at the patient’s request. In clinical research, participants’ voluntary consent remains necessary,
while the language of consent documents and the way information is explained may be adapted to the
educational and cultural characteristics of the local population.

In this sense, the substance of a bioethical principle is universal, while the form of its
implementation is culturally adaptable. This model helps prevent two opposing errors. The first is justifying
practices that undermine human rights and dignity under the pretext of cultural relativism. The second is
applying an ethical model developed within a particular culture uniformly across all societies.

Cultural conflicts cannot be resolved solely through legal prohibitions or ready-made ethical formulas.
Dialogue is essential.

The central purpose of intercultural bioethical dialogue is to understand the ethical meanings
underlying different values, rather than to secure the victory of one side over another. For example, a society’s
emphasis on family involvement does not necessarily imply a rejection of individual rights. It may reflect an
understanding of the person as situated within social relationships. Similarly, a strong emphasis on personal
autonomy in another society does not imply a rejection of the family’s importance. It may reflect the need to
protect individuals from coercion.

Understanding this underlying reasoning makes it possible to find constructive solutions across
different cultural models. A physician’s cultural competence is therefore more than a communication skill in
contemporary medicine; it is also an element of professional ethics.

The relationship between cultural diversity and universal moral norms is among the most complex
theoretical questions in bioethics. Reducing it to a choice between “universalism or relativism” oversimplifies
the problem. A person is simultaneously a member of a particular culture and society and an individual
possessing fundamental rights and dignity. Bioethics should therefore avoid denying either of these
dimensions at the expense of the other.

Disregarding cultural context leads to a formalistic bioethics that overlooks patients’ values and social
relationships. Rejecting universal ethical limits, meanwhile, creates a risk of justifying practices that
undermine human rights in the name of culture.

Accordingly, the aim of contemporary bioethics is to preserve human dignity and the substance of
fundamental ethical requirements across diverse cultural settings, without making all cultures identical.

From this perspective, universality in bioethics is best understood as a set of shared ethical boundaries
rather than as uniformity.

In the context of globalization, cultural diversity has become a significant reality that directly
influences ethical decision-making, rather than a secondary consideration for bioethics. Attitudes toward life,
illness, family, death, bodily inviolability, and reproductive choices are closely connected to the cultural
settings in which people live.

Nevertheless, cultural particularity does not negate universal bioethical values. Requirements such as
recognition of human dignity, the protection of life and health, nonmaleficence, nondiscrimination, justice,
and voluntary consent establish minimum ethical boundaries for assessing cultural differences.

The harmonization of cultural diversity and universal moral norms should therefore be understood as
a process through which shared ethical substance is expressed in different cultural forms, rather than as
complete uniformity.

Within this approach, the substance of universal principles is preserved, while their implementation is
adapted to the patient’s language, values, family relationships, religious beliefs, and local social traditions.
This approach prevents cultural relativism from being used to justify practices that undermine human dignity.
It also guards against the imposition of a culturally specific bioethical model on all societies.

Thus, the harmonization of cultural diversity and universal moral norms in bioethics is expressed in
the principle of “shared ethical substance—Ilocal cultural expression.” This approach makes it possible to
understand the person simultaneously as an autonomous moral agent and as an integral part of a family and
cultural environment.
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