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Fact Sheet 1 - Setting the scene:

Euthanasia is a frequently debated issue in therzamty. However, there is often confusion in
the concepts and terminologies involved. Diffene@bple have different definitions for the termsdise
in the discussion.

Euthanasia could be defined narrowly or broadlythien medical and legal field, when the term
is used without qualification, euthanasia usualiynsies “voluntary active euthanasia”. According t
the Professional Code of Practice of the Medicalriéd of Hong Kong, euthanasia is defined as
“direct intentional killing of a person as parttbhe medical care being offered”. Euthanasia igdle
throughout the world with the exception of Netheds, Belgium and Luxembourg.

However, in public debates and in bioethics literat the term euthanasia often carries a
broader meaning. Forgoing life-sustaining treatmg@$T) is often considered as one form of
euthanasia, labeled as “passive euthanaBidferent ethicists define “passive euthanasiafeténtly.
Some define the term as all forms of forgoing L&hile some define it as forgoing LST with the
intention to shorten life. It should be noted tHagally and medically, forgoing LST is distincbin
active euthanasia. The former, if carried out urajgropriate circumstances (when it is the wish of
mentally competent patient or when the treatmeftige), is legally acceptable in most parts of th
world including Hong Kong. To avoid any unnecesseoyifusing connotations, the term “passive
euthanasia” is not recommended by the medical egdl ffield, and the term is not used in relevant
guidelines and legislations in many western coastiand Asian regions (including Hong Kong,
Taiwan and Singapore) on the issue. Forgoing LSTisslf a complex ethical issue, and what
constitutes futility is not easy to define. Someuations are non-controversial, like forgoing
cardiopulmonary resuscitation in a dying patienthwadvanced cancer, which is being practiced
everyday in Hong Kong, whereas some situationscangroversial, like the withdrawal of ventilator
support in a conscious quadriplegic patient. It iauwot help public discussion if the term “passive
euthanasia” is used indiscriminately without a cldafinition, especially when non-controversial
cases of forgoing LST are referred to as “euthafiasihis may blur, for no good reason, the
distinction between active euthanasia and forgdimgle LST which is a necessary sequel of
advancement of medical technology. Without suclgdorg, many dying patients would have to go
through various meaningless futile treatments tmy add suffering before they are certified dead.
Since there is a distinction between forgoing @tiST and active euthanasia, the acceptance of
former does not necessarily mean the acceptartte dditter.



The terminology issue in the Chinese communityurshier compounded by the loose usage of
the Chinese termz%E9E, which is sometimes used to describe the statheoflying process or even
palliative or hospice care, besides euthanasiadeirstandard sense or forgoing LST.

Such a loose usage of the term euthanasi@%%t leads to difficulties in public discussion.
Public opinion in support of euthanasia may acyualclude support for forgoing futile LST and
support for palliative care. This confusion is tigtannecessary and should be avoided.



Fact Sheet 2 - Forgoing life-sustaining treatment:

Life-sustaining treatment (LST) refers to “all tree@nts that have the potential to postpone the
patient’s death”. In appropriate circumstances, oty withhold or withdraw LST in order not to
prolong the dying process. Forgoing LST could berapriate when:

1. itis the wish of a mentally competent and properfgrmed patient, or
2. the treatment is considered futile.

Respecting the wish of the patient involves thécatlprinciple of “autonomy”.

The determination of futility involves the ethigadinciples of “non-maleficence” (do no harm)
and “beneficence” (do good), balancing the burders benefits of the treatment towards the patient,
and asking whether the treatment is in the bestasts of the patient. This involves quality oé lif
considerations and can be value-laden. The deemaking process in most cases is thus a consensus
building process between the healthcare team anpatient and family.

Forgoing futile LST implies the acceptance of thet that human is mortal. This is medically and
legally distinct from euthanasia, and is legallgemable in most parts of the world including Hong
Kong. Many medically advanced countries in the aodnhve issued guidelines on this, and the
Hospital Authority of Hong Kong has issued the @liraes in 2002.

In Hong Kong, if the patient is not mentally congrgtand does not have a guardian, the doctor
in-charge is legally responsible for making medaatisions based on the best interests of therpatie
However, a decision on futility of LST should invelconsensus building between the healthcare team
and the family if possible. Sometimes, such densiare difficult especially if the prior view ofdh
patient is not known. In the recent years, the epteof advance care planning and advance diractive
are promoted in various parts of the world, so that wish of the patient could be made explicit
before losing capacity.

One should note that there are no legal or negessarally relevant differences between
withdrawing and withholding LST. Allowing withdrawanay safeguard those patients whose benefit
from LST may appear uncertain at first.

Though artificial nutrition and hydration is clafssid as medical treatment, the withdrawal of
such is controversial except when death is immirsemt inevitable, or it is the wish of a mentally
competent patient.



Forgoing LST in appropriate circumstances doesanall mean abandoning the patient. Basic
care, symptom control, care and concern shouldyasllwa offered.



Fact Sheet 3 — Euthanasia:

|. Definitions:

Euthanasia:

Broad definition: the intentional killing of a patit, by act or omission, as part of the medicag.car
Narrower definition: same as “active euthanasia”.

Narrowest definition: same as “voluntary activeheunasia”.

Active euthanasia:
The killing is achieved by a direct act to Kkill.

Passive euthanasia:
The killing is achieved by omission of treatmenieé@e refer to Fact Sheet 1 for a discussion @n thi
terminology).

Voluntary euthanasia:
The killing is at the voluntary request of the pati

Non-voluntary euthanasia:
The patient killed is either not capable of makiing request, or has not done so.

Involuntary euthanasia:
The Kkilling is against the wishes of the patient.

Il. Legal status:

Euthanasia is illegal throughout the world with theeption of the Netherlands, Belgium and
Luxembourg, where active voluntary euthanasia hesnblegalized since 2002, 2002 and 2009
respectively. Additionally, physician assisted giechas been legally permitted in Oregon State and
Washington State of USA since 1997 and 2009 resedet On the other hand, for many years,
Switzerland has allowed assisted suicide (not mec#y physician assisted) based on altruistic
motives.



[1l. Situation in the Netherlands:

In the 1990s, the public prosecutor in the Netmeldawould not prosecute physicians for
euthanasia if they have adhered to a number ofrezgants. In 2002, the Euthanasia Act was
passed. The Act allows euthanasia in patients tith prospect of improvement, and were
experiencing unbearable sufferint”.

In 2001 and 2005, 2.8 and 1.8 deaths out of 106hda@spectively were the result of
euthanasia (and assisted suicide) in the Nethesfand

IV. Reasons supporting the legalization of voluntay active euthanasia:

1. One should respect the patient’s personal choiemdohis/her life to relieve his/her suffering.

2. There are hard cases in which the unbearable pdisw#fering of a patient cannot be effectively
alleviated by pain management, forgoing burdenstutile/ LST, and palliative care. Active
euthanasia may well be the last resort.

3. The value of human life is duly respected if acexghanasia must be voluntary and used only as
a last resort for hard cases.

4. Some patients could not kill themselves even with assistance of a physician while many
others could. It seems unfair if they are deprig€the option of euthanasia.

V. Reasons against the legalization of euthanasia:

1. With modern palliative care, pain and sufferingltd great majority of patients can be controlled.
In many situations, a request for euthanasia &gaest for relief of symptoms.

2. Licensing killing in non-war situations has sigoént impact on societal values.

3. There could be implicit pressure on the chronicdllyand the vulnerable groups to choose
euthanasia, especially in a Chinese society likegH¢ong.

4. There may be negative implication on resource ation to the chronically ill and terminally ill.

5. There could be the “slippery slope” once the bamoeeuthanasia is broken. Abuses are prone to
occur because it is difficult to ascertain that tbguest for euthanasia is entirely voluntary amd n
better alternative is available. There is also wohat legalization of voluntary active euthanasia
may subsequently lead to acceptance of non-volpraetive euthanasia in practice. That has
already happened in the Netherlands.

! One should note that the patient eligible for antsia in the Netherlands is not necessarily
terminally ill, nor suffering from physical pain.dve details of the law could be found in
http://english.justitie.nl/currenttopics/pressralesiarchives2002/-euthanasia-and-assisted-suioide-c
ol-act-takes-effect-on--april-.aspx

2 van der Heide, Agnes, et al. 2007. “End-of-Lif@€tices in the Netherlands under the Euthanasia
Act.” New England Journal of Medicirg56:1957-1965.
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Fact Sheet 4 — Advance directives:

An advance directive is an expression of how aepatwishes to be treated when s/he becomes
mentally incapacitated. There are two kinds of adeadirectives:

1. An instructional directive (a living will) usuallgomprises of instructions about what kind of LST
that a patient wishes to refuse when s/he beconegdalty incapacitated under some specified
circumstances. An instructional directive is valfidts instructions are clear and if the patient is
mentally competent and understands the consequérbe instruction at the time of making the
directive. A valid instructional directive refusingsT is legally binding in Hong Kong, and should
be followed if the directive is applicable to thknical situation faced. In some jurisdictions,
especially in the USA, patients may express theghes to prolong their lives to the greatest
possible extent when s/he lapses into mental inebemgy. Yet this practice is not widely accepted
in jurisdictions outside the US.

2. A proxy directive (durable/lasting power of attoyrfer healthcare) expresses the patient’s wish to
appoint another person, usually a family membemaéke healthcare decisions on his/her behalf
when s/he becomes mentally incapacitated under spewfied circumstances. A proxy directive
is not legally binding in Hong Kong even if it isahd, but that's not the case in some other
jurisdictions, including USA, and some territoriesAustralia. UK also recently changed the law
to allow this.

In Hong Kong, the term ‘advance directive’ is u$palsed in a narrow sense to mean an
instructional directive for the refusal of LST. $hisage will be followed in this fact sheet.

The legal force of a valid advance directive indegzins from a respect of the autonomy and the
bodily integrity of the patient. Treatment agaitist wishes of a patient could be regarded as aulhss
or a battery which is a criminal offence.

In determining whether a treatment is worthwhilee meeds to weigh its burdens and benefits for
the patient. A treatment is burdensome or futilé drerefore not in the best interests of the patfats
burdens outweigh its benefits. Yet, as we have seé&act Sheet 2, very often the weighing could not
be done properly without taking the wishes of tlagigmt into consideration. Advance directives are
useful tools for healthcare professionals to urtdaeds and ascertain the wishes of the patient, and s
can serve to promote patient’s best interests.

Advance directives are seldom practiced in Hong Korhe Law Reform Commission of Hong
Kong has recommended in 2006 that the concept wdra@ directives should be promoted in Hong
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Kong by non-legislative means.

It should be noted that an advance directive iy anlegal tool to document the decision of the
patient to refuse certain LST. In patients facethwan incurable disease, this should be part ofdade
care planning”, which is the process of communaraimong the patient, the family members and the
healthcare team to allow improved understandinfigatoon and decision-making regarding end-of-life
care.
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