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Hong Kong Ranked 22 in the world!

Quality of Death overall score (supply) 22 66.6
Falliative and healthcare emvironment i 504
Human resouwrces 20 62.1
Affordability of care =18 B2.5
Quality of care =20 B13
Community engagement =18 325
Hong kong
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e Highlights from the Report:

— Palliative care moderately
developed

— Medical curriculum exposes
students to the subject, but
courses are not compulsory

— Accreditation is given for
physicians but not for nurses

— DNR has no legal standing

— Most people have limited
understanding about
palliative care
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does not want to be kept alive in hospital when his time

Physicist Charles Kao Kuen, who has end-stage dementia,
comes

Nobel winner wants to d

at home, wife says

Hong Kong to change culture on
end-of-life care
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The FHB Commissioned Research Project

“Quality of healthcare for the ageing —
Health system and service models to better
cater for an ageing population”

Objectives:

— To identify barriers and recommend service
models for end-of-life (EOL) care in Hong Kong

— To recommend service models and changes
(including legislation) if required




Outline

Ethical Principles related to EOL care
The Big Conversation

Palliative Care

Advance Decisions: DNACPR/AD/EPA



Principles of Biomedical Ethics
(Beauchamp & Childress, 2012)

1. Autonomy

2. Non-maleficence
3. Beneficence

4. Justice

Not a Formula or Guideline!
They are the different aspects
that need to be balanced!




Autonomy

* Free to act according to their personal values

and beliefs, provided that it does not cause
harm to others

* To ensure that the capacity of others to make
choices is both defended and enhanced
 Examples:

— Treatment vs. non-treatment
— Confidentiality
— Public health policies



Non-maleficence and Beneficence

* Non-maleficence: Premum non nocere (First, do no
harm)

* Beneficence: Positive requirement to do good to
others: e.g. prevention of harm, removal of harm,
counterbalance harm with benefits, promote health
and well-being

— However, practice of medicine can entail harm: e.g. side

effects, invasive and aggressive treatments =2 Medical
Paternalism

— Medical Paternalism:

* Doctors always know best

* Treatments according to perceived “best interest” for the patients
that act against the patients’ wish (beneficence vs. autonomy)



Invasive and futile treatments

* Medical futility:

— Interventions that are unlikely to produce any
significant benefit for the patient

— May be against the objective of maintaining and
restoring health

— Burden on patient



The Big Conversation



The Big Conversation

e Some issues:

— Common practice esp. in Asian context: Concealment
of the seriousness of the condition from the
healthcare professionals and the family

— No evidence linking truth-telling to worse outcomes

— Violation of Principle 1. Autonomy = how can a
patient concealed of the truth make informed
choices?

— Healthcare professionals not trained in
communicating bad news
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Main Findings
The Big Conversation



Main Findings — The Big Conversation

It is a good practice for medical staff directly
inform patient about their situation and end
of life care plans

Agree,
92.2%

Disagree,
1.8%

Not sure/ Neutral,

6%

Ref: Chung RY, et al. Knowledge, Attitudes, and Preferences of Advance Decisions, End-of-Life Care, and Place of Care and Death in Hong Kong. A
Population-Based Telephone Survey of 1067 Adults. ] Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.
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Rapid “Cancer” Trajectory, Diagnosis to Death
Average GP’s workload — average 20 Cancer

deaths/GP/year approx. proportions

Sudden
Unexpected _
P Onset of incurable cancer ——» Time 9“9" a few years,
DEE th but decline usually seems
<2 months
High Organ System Failure Trajectory
: (mostly heart and lung failure)
/ Death

Low

Function

o
=

Function

Begin to use hospital often, self- e Time - 2-5 years, but death
care becomes difficult usually seems “sudden”

=

o

o

c

T

Deat

Low /
Onset could be deficits in ADL, s—p Time - quite variable -

speech, ambulation up to 6-8 years

Ref: The Gold Standards Framework Centre In End of Life Care CIC, Thomas K et al 2011



End of Life

End of Life (EOL):

— Unpredictable prognosis or trajectory = difficult
to identify the dying phase and EOL

— Prognostication may be easier for those with more
experience in EOL care and for those with training,
but is likely to remain an ongoing challenge due to
unpredictable trajectories



Terminally Il

 “The terminally ill are patients who suffer
from advanced, progressive, and irreversible
disease, and who fail to respond to curative
therapy, having a short life expectancy in

terms of days, weeks or a few months.” (HA,
2002)

Ref: Working Group on Clinical Ethics of the Hospital Authority Clinical Ethics Committee, HA guidelines on life-sustaining
treatment in the terminally ill, Hospital Authority (HA), 2002, Hong Kong Hospital Authority: Hong Kong.
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The UK Gold Standards Framework

* Three triggers that patients are nearing EOL

1. The Surprise Question: “Would you be surprised
if the patient were to die in next months, weeks
or days?”

2. General indicators of decline — deterioration,

increasing need or choice for no further active
care

3. Life-threatening acute conditions caused by
sudden catastrophic events



."'} Summary of suggested three steps for earlier identification
framework
- Ask the Surprise Question

Would you be surprised if the patient were to die in next months, weeks or days?

|
NO I Don’t Know YES

|
r
General Indicators of Decline? regularly
.
1
[
YES l Don’t Know
4
Specific Clinical Indicators? regularly
-
1
|
YES
I —
f(f \ Reassess
| Begin GSF Process .
regularly

Identify Include the patient on the GP’'s GSF/QOF
palliative care register or locality register if
agreed. Discuss at team meeting.

Assess Discuss this with patient and carers, assess
needs and likely support and record
advance care planning discussions.

Plan Plan and provide proactive care to

\\ improve coordination and cummunicatian} s

Ref: The Gold Standards Framework Centre In End of Life Care CIC, Thomas K et al 2011




Palliative Care vs. Curative Cure



Palliative Care

“an approach that improves the quality of life of patients and their
families facing the problem associated with life-threatening illness,
through the prevention and relief of suffering by means of early
identification and impeccable assessment and treatment of pain
and other problems, physical, psychosocial and spiritual” (WHO
2015)

Comfort-care given by inter-disciplinary team consisting of care
professionals (e.g. medical doctors, nurses and other allied health
professionals), most commonly in the clinical settings of hospitals,
extended care facilities, and nursing homes, and can be extended
to the home settings through palliative outreach professionals.

Traditionally, palliative care has focused more on cancer patients,
and has increasingly extended to include non-cancer patients with
other terminal illnesses, such as organ failure, and more recently
dementia.

Begins earlier at the start of the prognostication of the disease, and
an integral part of EOL care



Palliative Care

e Virtue ethics and care ethics
e Utilitarianism

— Vs. Curative Care (maximizing the utility, in this
case life span)

— maximizing the quality of life/death



Changing course of health care needs
along the illness trajectory

Risk reduction Bereavement care
CURATIVE
Disease modification _.--~"" /
Life prolongatier freatment 7
_.---"" Symptom control /!

PALLIATIVE ~ /

! DYING

At risk Onset of iliness / Death

EOL care

Continuum of Care!!

Ref: WHO, Cancer control: Palliative care- WHO guide for effective programmes, 2007.



Points for Discussions

 Would you consider administering palliative

and EOL care giving up hope on the terminally
ill patient?
 Who would still try everything (including

invasive yet futile treatments) to save that
terminally ill patient?

* Do you consider yourself achieving your
goal/objective if the person you saved do not
have much quality of life afterwards?



Points for Discussions

* |f you were a patient being diagnosed to have
a terminal condition with no hope of recovery,
would you prefer to

— Prolong your life as much as possible with medical
interventions even when it means pain,
discomfort and suffering; or

— Receive appropriate palliative care that does not
necessarily prolong your life but gives you more
comfort
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Main Findings
Palliative Care



Main Findings — Palliative Care

If you were being diagnhosed to be terminally ill,
you would prefer to:

Prolong your life as much as possible
with medical interventions even when it
means pain, discomfort

12.4%

87.3%

Receive appropriate palliative
care that does not necessarily
prolong your life but gives you
more comfort

Ref: ChungRY, et al. Knowledge, Attitudes, and Preferences of Advance Decisions, End-of-Life Care, and Place of Care and Death in Hong Kong. A
Population-Based Telephone Survey of 1067 Adults. J Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Main Findings — Palliative Care

If you were being diagnosed to be terminally ill, you would prefer to:

100 - 92.1
90 -
80 -
70 -
60 -
50 -
40 -
30 |
20 -
10 -

0

91.4 91.1 90.8

Percentage (%)

30-39 40-49 50-59 60-69 70-79 80+
Age
M Prolong life as much as possible M Receive appropriate palliative care

Ref: Chung RY, et al. Knowledge, Attitudes, and Preferences of Advance Decisions, End-of-Life Care, and Place of Care and Death in Hong Kong. A
Population-Based Telephone Survey of 1067 Adults. ] Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Main Findings — The Big Conversation

* Adjusted logistic regression showed that
palliative care was more preferred by age
groups 50 years or above (OR =2.229 —3.047)
but was less preferred by those who did not
care for their family members with chronic
diseases (OR = 0.505)

— Implication: experience does matter!



Do-Not-Attempt-Cardiopulmonary
Resuscitation/
Advance Directive/
Enduring Powers of Attorney



Advance Directive

* Existing recommendations and reports for ADs in Hong Kong:

— The Law Reform Commission (LRC) 2006 report ‘Substitute Decision-
making and Advance Directives in Relation to Medical Treatment’
made recommendations and provided a model AD form.

* Recommendations: first promoting and disseminating the model ADs by non-
legislative means and later for the government to review how widely the use
of ADs had been taken up; how many disputes had arisen; and the extent to
which people had accepted the model form of ADs.

— 2009: Food and Health Bureau ‘Consultation Paper on the Introduction
of the Concept of Advance Directives in Hong Kong’

 Recommendations: providing more information regarding AD and developing
guidelines on AD, and made minor modifications to the LRC model form.

— 2014: the updated Hospital Authority ‘Guidance for HA Clinicians on
Advance Directives in Adults’ provided standardized full and short
versions of ADs to all HA public hospitals in Hong Kong.

* ADs are applicable where a person is (i) terminally ill, (ii) in a persistent
vegetative state or a state of irreversible coma, or (iii) in other specified end-
stage irreversible life limiting condition.



Advance Directives in HK
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Patient Safety & Risk Management Department /
Quality & Safety Division ssue Date 10 June 2014

2R

TAL Guidance for HA Clinicians on Advance Directives

in Adults

Guidance for HA Clinicians on Advance

Directives in Adults

Version Effective Date
1 8 July 2010
2 6 October 2014
Document Number CEC-GE-1
Author Working Group on Advance Directives (July 2010)
HA Clinical Ethics Committee (June 2014)
Custodian Patient Safety & Risk Management Department
Approved By HA Clinical Ethics Committee
Approval Date 9 June 2014

* AD only recognized
under the common
law framework

* Not legislated

* Fire Services
Department does
not participate in
guidelines



® Please Use Block Letter or Affix Label
SOPD/ Hospital No. 2 ... .
1 .
ADVANCE DIRECTIVE' | Namet oo

LA

HOSPITAL LD No: o Bex Age ...

AUTHORITY
Dept: ... Team . . .. Ward/Bed: /[

Section | : Personal details of the maker of this advance directive

NAIME T L e e e e e e e s

(please use capital legters)

Identity Document No.: ... ... ...

Sex :

Male / Female

Date of Birth : { !

(Day) (Month) (Year)

Home Address @ o e e e e e e e e e e

Home Tel. Now: .,

Office Tel. Now : oo e

Mobile Tel. No. @ ... ...

Section 11 : Background

I understand that the object of this directive 15 to minimise distress or indignity which I may suffer or
create when [ am termimally 11l or in a persistent vegetative state or a state of irreversible coma, or in other
specified end-stage irreversible life hmiting condition, and to spare my medical advisers or relatives, or
both, the burden of making difficult decisions on my behalf.

I understand that euthanasia will not be performed, nor will any unlawful instructions as to my medical
treatment be followed in any circumstances, even if expressly requested.

I, (please print mame) bemng over the age of 18 years, revoke all
previous advance directives made by me relating to my medical care and treatment (if anv), and make the
following advance directive of my own free wall.

If I become terminally ill or if [ am in a state of irreversible coma or in a persistent vegetative state or in
other specified end-stage imreversible life limiting condition as diagnosed by my attending doctor and at
least one other doctor, so that | am unable to take part in decisions abowt my medical care and treatment,
my directives in relation to my medical care and treatment are as follows:

{Mote: Complete the following by ticking the appropriate box es) and writing your imnitials aganst that/those box{es), and drawing a lme across
any part you do not want to apply to youw.)

" The Form was proposed by the Law Reform Commission on 16 August 2006; amended as m Food and Health Bureau Consultation Paper on 23
December 200%; modificanons made and footnotes added by the Hospital Authorty m May 2010 and n Jun 2014.

(A) Case 1 — Terminally ill
(Mote: In this mstruction —

"Termunally ill" means suffering from advanced, progressive, and irmeversible discase, and faling to respond to curstive
therapy, having a short hife expectancy i terms of days, weeks or a few months; and the application of hife-sustaming treatment
would enly serve to postpene the moment of death, and

"Life-sustaining treatment” means any of the treatments which have the potential t postpone the patient’s death and includes,
for example, cardiopulmonary resuscitation, artificial ventilation, bloed products, p kers, 7 rs, specialised
treatments for particular conditions such as chemotherapy or dialysis, antibiotics when given for 2 potentially life-threatening
infiection, and artificial nutrition and hydration. (Artificial nutrtion and hydration means the feeding of food and water to a

person through a tube. )}
o I shall not be given the following life-sustaining treatments):
=] Cardiopulmonary resuscitation (CPR)
5] Others:
O Save for basic and palliative care, I shall not be given any life-sustaining treatment’.

Non-artificial nutrition and hydration shall, for the purposes of this form, form part of
basic care.

o However, 1 want to continue to receive artificial nutrition and hydration, if
clinically indicated, until death is imminent and inevitable.

(B) Case 2 — Persistent vegetative state or a state of irreversible coma

{Mate: In this instruction -

"Life-sustaining treatment” means any of the treatments which have the potential t postpone the patient’s death and includes,
for example, cardiopulmonary resuscitation, artificial ventilation, bloed products, p kers, ¥ rs, specialised
treatments for particular conditions such as chemotherapy or dialysis, antibiotics when given for a potentially life-threatening
infiection, and artificial nutrition and hydration’.  {Artificial nutrition and hydration means the feeding of food and water to a

person through a tube.))
] I shall not be given the following life-sustaining treatment(s):
a Cardiopulmonary resuscitation (CPR)
] Others:
] Save for basic and palliative care, T shall not be given any life-sustaining treatment’.

Non-artificial nutrition and hydration shall, for the purposes of this form, form part of
basic care.

(m] However, 1 want to continue to receive artificial nutrition and hydration, if
clinically indicated, until death is imminent and inevitable.

% Care should be taken to ensure that the patient has really decided not to consent to receive “all” life-sustaining treatment,
* Note that to withdraw artificial nutrition and hydration { ANH) i a non-terminally 1ll patient who 15 1n a persistent vegetative state or a state of

rreversible coma (PYS/C) can be contentious even in the presence of an AD. For patients presenting wath such a directive and
in PVS/IC, advice should be sought from the HCE/CCE and HAHO to consider whether an application to the Court 15 required. A patient
wishing to make a directive to withdraw ANH, or to withdraw all life-sustaining treatments under this Section, should be alerted about this
ﬁptcml caution.

? Care should be taken to ensure that the patient has really decided not to consent to receive “al

™

life-sustaining treatment.




(C) Case 3 = Other end-stage irreversible life limiting condition, namely:

(Mote: In this instruction -

"Other end-stage rreversible hife limiting condition” means suffering from an advanced, progressive, and sreversible condition
not belonging to Case 1 or Case 2, but has reached the end-stage of the condition, limiting survival of the patient. Examples
nclude:

(1) patients with end-stage renal failure, end-stage motor neuron disease, or end-stage chronic obstructive pulmonary
disease who may not fall into the defintion of terminal illness m Case 1, because their survival may be prolonged
by dialysss or assisted ventilation, and

(2)  patients with ureversible loss of major cerebral function and extremely poor functional status who do not fall nto
Case 2.

" Life-sustaiming treatment” means any of the treatments which have the poieniial to postpone the patient’s death and includes,
fior example, cardiopulmonary resuscitation, artificial ventilation, blood products, pacemakers, vasopressors, specialised
treatments for particular conditions such as chemotherapy or dialysis, antibiotics when given for a potentially life-threatening
nfection, and artificial nuinibion and hydration. (Artificial nutntion and hydration means the feeding of food and water to a
person through a tube. )

a I shall not be given the following life-sustaining treatment(s):

] Cardiopulmonary resuscitation (CPR)
m] Others:
0 Save for basic and palliative care, I shall not be given any life-sustaining treatment’.

Non-artificial nutrition and hydration shall, for the purposes of this form, form part of
basic care.

=] However, | want to continue to receive artificial nutrition and hydration, if
clinically indicated, until death is imminent and inevitable.

5 I make this directive in the presence of the two witnesses named in Section III of this advance directive, who
are not beneficiaries under:
(1)  my will; or
(1} any policy of insurance held by me; or

(1ii) any other instrument made by me or on my behalf.

. 1 understand I can revoke this advance directive at anytime”.

Signature of the maker of this advance directive Date

Section III : Witnesses
Notes for witness ;

A witness must be a person who 15 not a beneficiary under —

(1) the will of the maker of this advance directive; or

(1) any policy of msurance held by the maker of this advance directive; or

(m)  any other mstrument made by or on behalf of the maker of this advance dirsctive.

* Care should be taken i ensure that the patient has really decided not to consent to receive “all” life-sustaining treatment.

® A written revocation can be dirctly signed on the advance directive form, or written and signed on a separate piece of paper and attached to the
advance directive form.

Statement of Witnesses
First Witness

(Mote: This witness must be a registered medical practitioner, whe, at the option of the maker of this directive, could be a doctor other than ene who is
treating or has treated the maker of this directive.)

(1 I, (please print name) sign below as witness.

(a) as far as I know, the maker of this directive has made the directive voluntarily; and

(b) Ihave explained to the maker of this directive the nature and implications of making this directive.

(2) I declare that this directive is made and signed in my presence together with the second witness named
below:

Signature of 1¥ witness Date

INHIE: . e e e
Identity Document No. / Medical Council Registration NO TS

Office Address: ... e e e e e e e e e e

Office Tel. No.: ...,

Second Witness

(Note: This witness must be at least 18 years of age)

(1) I, {please print name) 51gn below as witness.

(2) I declare that this directive is made and signed in my presence together with the first witness named above,
and that the first witness has, in my presence, explained to the maker of this directive the nature and
implications of making this directive.

Signature of 2™ witness Date

NAIE: e e
Identity Document No.*: . ... ..

Home Address / Contact Address: ... . .

Home Tel. No. / Comtact Now @ o i e e e s

"It is not necessary for HA staff to provide the Identity document No. / Medical Council Registration Mo. since staff code or address of
hospital wardfunit would be sufficient for the identification of the 1* witncss,
. It 1s not necessary for HA staff to provide the Identity document No. since staff code or address of hospital wardfunit would be sufficient for the
identification of the 2 witncss.




Advance Directive

* Potential conflicts in real life situations (Case 1):

— Mr X signed an AD at the age of 75 agreeing to
DNACPR, believing that he doesn’t want to suffer so
much during his EOL dying process. However, he is
not diagnosed to have terminal illness, and he would
just like to have autonomous control over his life.

— However, he did not specify in his AD this particular
situation when he thinks that CPR is not necessary.

— At the age of 78, he fell down the stairs one day, and
needed CPR to save his life.

— Should the paramedics “follow” his AD wish or save
him using CPR?




Advance Directive

* Potential conflicts in real life situations (Case 2):

— Mrs M, aged 85, diagnosed to be terminally ill, signed
an AD indicating that she agrees to DNACPR towards
her EOL

— However, her doctor in charge told her that an
operation may be able to sustain her life and improve
her quality of life afterwards, but she may run the risk
of putting herself in a situation that possibly needs
CPR during the operation. She was advised that if she
agreed to the operation, the doctor needs to perform
CPR on her if necessary.

— |Is this a violation to her DNACPR wish? Should the
doctor perform DNACPR on her or not?



Advance Directive

 ADs in HK not covered by legislation and therefore may be
overridden:

— Common-law framework: anyone can formally document their EOL
wishes in advance by way of an AD and this is legally recognised.

— An AD for health care is defined as a “statement, usually in writing, in
which a person indicates when mentally competent the form of health
care he would like to have at a future time when he is no longer
competent”.

— Validly-made ADs refusing life-sustaining treatment have been held to
be legally binding at common law in the UK and other jurisdictions
(e.g. Australia, Canada and Singapore). Notwithstanding the absence
of legislation in Hong Kong, a valid AD will still be recognized unless
challenged on the grounds such as incapacity or undue influence.
However, uncertainties do remain regarding ADs under common law.




Advance Directive

* Potential conflicts with other statutory provisions:

— AD vs. ‘best interest principle’:

Potential conflict between an AD made in advance for someone who later becomes
mentally incapacitated and the obligation for practitioners to carry out treatment in
the ‘best interest’ of the patients

Principle 1 (Autonomy) vs. Principle 3 (Beneficence)

The Mental Health Ordinance (Cap 136) Section 59ZF states: ‘Where a registered
medical practitioner ... considers that treatment is necessary and is in the best
interests of the mentally incapacitated person, then he may carry out that
treatment without the consent of the mentally incapacitated person or that
person's guardian (if any) accordingly’)

In 2014, the HA Clinical Ethics Committee stated that when the best interests of a
mentally incapacitated person must be considered under the Mental Health
Ordinance, the doctor and the guardian must consider clinical benefits and the
person’s values or belief and what the person might have wanted if being
competent. In other words, a valid and applicable AD must be respected as an
explicit expression of a patient's wish to refuse medical treatments in specified
conditions.



Advance Directive

* Potential conflicts with other statutory

provisions:

— AD vs. Fire Service Ordinance:

* Potential conflict between wishes expressed in ADs and the Fire
Services Ordinance (Cap 95) obligation to resuscitate or sustain his
life.

— Principle 1 (Autonomy) vs. Principle 3 (Beneficence) - Violation of Principle
2 (Non-maleficence)?
* Acute emergency care (not sub-acute care) may be given at A&E
Department, which is the only place the FSD ambulance would

transfer the patients to
— Violation of Principle 2 (Non-maleficence) & Principle 3 (Beneficence)?



Main Findings
Fire Service Department



Main Findings — EOL Care

For the case of advanced or terminal patients, do you
think “resuscitating or sustaining his life” is consistent
with “reducing his suffering or distress”? (n=1600)

Neutral,
4.8%

Consistent,
40.6%

Do you agree that the Fire Services Ordinance needs to be
revised? (n=1600)

Inconsistent
54.5%

Neutral,
7.5%

Disagree,
19.3%
Agree,
73.2%

Ref: Chung RY et al. (unpublished data)



Advance Directive

* AD vs. Enduring powers of attorney: Potential conflict
between treatment wishes expressed in an AD and the right
for appointed attorneys to make decisions for patients who
are not mentally competent = not at the present moment!

But something to deal with if EPA extended towards personal
care

* Principle 1 (Autonomy) vs. Principle 1 (Perceived Autonomy)
e Which should take precedence?



Enduring Powers of Attorney



Enduring Powers of Attorney

e Existing laws and recommendations in Hong Kong for
appointed attorneys:

— The Powers of Attorney Ordinance (Cap 31): “a person shall be regarded as
being mentally incapable or suffering from mentally incapacity” if “he is
suffering from mental disorder or mental handicap (using meanings as
assigned to them by the Mental Health Ordinance (Cap 136)) and is (i) unable
to understand the effect of the power of attorney; or (ii) is unable by reason of
his mental disorder or mental handicap to make a decision to grant a power of
attorney” or “he is unable to communicate to any other person who has made
a reasonable effort to understand him, and intention or wish to grant a power
of attorney”.

— Currently only allows the appointed attorney to handle financial matters of
the donor before and after he/she becomes mentally incapacitated.

— InJuly 2012, the LRC report Enduring Powers of Attorney: Personal Care
recommended to extend the scope of an EPA, to include decisions on the
donor’s personal care but excluding life-sustaining treatments, and leave the
role of making decisions on life-sustaining treatments to the AD.




Enduring Powers of Attorney

* Legislation does not cover the role of appointed attorneys
in decisions on personal care and life-sustaining
treatment:

— Patients may not wish to formally document care preferences
using ADs because of the uncertainty in prognosis or the
difficulty in planning for one’s own death.

— In such cases, being able to appoint trusted attorneys to act on
one’s behalf may bring comfort to patients and their family
members.

— While safeguards and caution are important, excluding life-
sustaining treatment from EPA decisions does not reflect and
address the reality of many situations where patients lack
mental capacity, have not made ADs and where important
treatment decisions on life-sustaining treatment must be made.




Enduring Powers of Attorney

* Uncertainty whether ADs or EPA take
precedence:

— Care preferences in an AD may conflict with the
legal right of appointed attorneys to make
decisions on the patient’s behalf.

— The current situation is ambiguous — there is no
legislation stating whether ADs or EPAs take
precedence in cases of conflict.



Enduring Powers of Attorney

* International experience:

— The UK Mental Capacity Act (2005) provides for
lasting powers of attorney to include decisions to
the continuation of life-sustaining treatments.

— The UK’s Mental Capacity Act 2005 (Section 11)
has introduced safeguards and restrictions for
making decisions on behalf the patients on life-
sustaining treatments.




Enduring Powers of Attorney

 The UK’s Mental Capacity Act 2005 (Section 11)
Lasting powers of attorney: restrictions

— (7) Where a lasting power of attorney authorises the
donee (or, if more than one, any of them) to make
decisions about P's personal welfare, the authority—

* (a) does not extend to making such decisions in
circumstances other than those where P lacks, or the donee
reasonably believes that P lacks, capacity,

* (b) is subject to sections 24 to 26 (advance decisions to
refuse treatment), and

 (c) extends to giving or refusing consent to the carrying out
or continuation of a treatment by a person providing health
care for P.



Enduring Powers of Attorney

 The UK’s Mental Capacity Act 2005 (Section 25)
Validity and applicability of advance decisions

— (2) An advance decision is not valid if P—

* (a) has withdrawn the decision at a time when he had capacity to
do so,

* (b) has, under a lasting power of attorney created after the
advance decision was made, conferred authority on the donee (or,
if more than one, any of them) to give or refuse consent to the
treatment to which the advance decision relates, or

* (c) has done anything else clearly inconsistent with the advance
decision remaining his fixed decision.

— (7) The existence of any lasting power of attorney other
than one of a description mentioned in subsection (2)(b)
does not prevent the advance decision from being
regarded as valid and applicable.
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Advance Directive



Main Findings — Advance Directive

85.7% have not heard of
Advance Directive (AD)

After explanations of what AD means...
It is a good approach to make an advance directive when a patient is diagnosed to
be have an incurable disease.

Agree,
73.9%

Disagree,
4.2%

Not sure/ Neutral,
21.9%

Ref: ChungRY, et al. Knowledge, Attitudes, and Preferences of Advance Decisions, End-of-Life Care, and Place of Care and Death in Hong Kong. A
Population-Based Telephone Survey of 1067 Adults. J Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Main Findings — Advance Directive

Would make AD if formally legislated in HK

Yes,
60.9%

No,
22.6%

Not sure,
16.5%

Ref: Chung RY, et al. Knowledge, Attitudes, and Preferences of Advance Decisions, End-of-Life Care, and Place of Care and Death in Hong Kong. A
Population-Based Telephone Survey of 1067 Adults. ] Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Main Findings — Advance Directive

Would make AD if formally legislated in HK
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Population-Based Telephone Survey of 1067 Adults. ] Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Main Findings — Advance Directive

Reasons for not making an AD (Can choose more
than one)
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Population-Based Telephone Survey of 1067 Adults. ] Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Main Findings — Advance Decisions

Doctors should generally try to keep their patients alive
by any means (e.g. machines, intubation) for as long as
possible, even if it means pain, discomfort, and suffering

Not sure/ Neutral,

24.1% Agree,
32.9%
The patient’s own wishes should determine what treatment
he/she should receive
Disagree
43.0% Not sure/ Neutral,
8.8%
Disagree,
5%
Agree,
86.2%

Ref: Chung RY, et al. Knowledge, Attitudes, and Preferences of Advance Decisions, End-of-Life Care, and Place of Care and Death in Hong Kong. A
Population-Based Telephone Survey of 1067 Adults. ] Am Med Dir Assoc. 2017 Apr 1;18(4):367.e19-367.e27.



Concluding Remarks

* Important to think about the ethical principles
behind the policies, system and clinical
practice to move forward in EOL care in HK

e Cultural, environmental and system context
are also important
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Wishing You All The Five Good Lucks
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