
Response to the FHB Consultation Exercise on End of Life Care: 

Legislative Proposals on Advance Directives and End of Life Care 

 

The Guild of St Luke, St Cosmas and St Damian is an association of Catholic doctors formed 

in 1953, aimed at facilitating the intercourse between Catholic members of the medical 

profession of Hong Kong with a view to the study and discussion of bioethical issues, and of 

upholding the principles of Catholic morality. We have previously submitted response to the 

2004 HKLRC1 (hereafter referred to as 2004 Response) and the 2009/10 FHB2  (hereafter 

referred to as 2010 Response) Consultation Exercise on Advance Directives and reference 

should be made to these submissions, and this response builds on what we have submitted 

in the past. 

 

1. We attempt to answer the questions as posed in the consultation document in the 

order given. We agree with Q1, 2 and 4, but disagree with the suggestion (Q5) that 

artificial nutrition and hydration should be treated as a medical intervention in relation 

to advance directives, which can be withheld or withdrawn according to patient’s 

wishes (see below). AS for Q3, we are unhappy that the right to self-determination is 

accorded unqualified first priority in the list of fundamental principles. As we have 

previously stated, we recognize limits to personal autonomy, and also that it ought to 

be placed at a lower priority to immutable principles such as sanctity of life and “Thou 

shalt not kill”.3 Therefore our response to Q3 is agreement subject to certain 

limitations especially with regards to 4.8 (a). We agree in principle in relation to the 

objectives of an advance directive as set out in Q6, except that it may be limited in 

scope as suggested by our response to the previous question. We agree that there 

should be no limitations for healthy individuals signing advance directives (Q7); any 

currently healthy individual could, at any time and without advance notice, meet with a 

devastating accident and find him-, or her- self rendered say in a vegetative state, at 

which point an advance directive may prove useful, especially in the refusal of futile 

medical interventions. The increased uptake of advance directives after the case of 

Nancy Cruzan became common knowledge is just one illustration of why there should 

be no limitations for healthy individuals signing advance directives. 

 

2. Agreeing with Q8 would lead to the requirement in Q9 to make revocation or 
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amendments seem less reasonable, especially in terms of user friendliness, and thus 

we would disagree with Q9, which also logically means agreement with Q10. In relation 

to the witness requirements questions (Q11-14), the proposal in Q11 is reasonable as is 

the waiving of witness requirements in Q13 &14. The requirements in Q12 can be 

considered a good starting point, but other aspects of undue influence can still distort 

the wishes of persons wishing to make advance refusals of medical intervention, as we 

have previously pointed out.4 This last point is also relevant to Q16, to which our 

response is that we do not think the safeguards are sufficiently robust. The public 

seemed to be accustomed to the pre-specified conditions in Q17 and so its continued 

use is reasonable, but that may still stand in the way of applicability (Q18) as we have 

also previously noted.5 

 

3. The next 3 questions (Q19-21) relating to DNACPR relates to problems encountered 

with the refusal of CPR in non-hospitalized patients and its applicability to emergency 

rescue personnel; a consensus needs to be reached so that a dying person’s wishes to 

forgo futile resuscitative efforts would not jeopardize the chances of those who do not 

wish to die. In this context, our considered response to all three questions is for 

agreement. 

 

4. The next 4 questions relate to the flagging of the existence of advance directives vis 

eHRSS and the necessity of the relatives to draw the attention of healthcare personnel 

to the existence of such. The merits of using one system over another will not negate 

the need for the relatives to take responsibility for ensuring relevant healthcare 

providers know of existing advance directive and as such, we will not offer any opinion 

or preferences in relation to these systems. 

 

5. The next 2 questions on legal liability should not only touch upon mainstream 

consensus opinion, but should also cater for those whose genuinely held belief compels 

to seek protection for conscientious objection in carrying out their professional 

activities. We refer to our previous submissions6 to avoid reiterating what we have 

already said. In light of the above, agreeing to Q28 is necessary to remove excessive 

worry about legal liability on the part of healthcare providers. 

 

6. In relation to proposals (Q29&30) to facilitate dying in place, amending the law to 

achieve consistency between dying at home and dying in a residential care home is an 

 
4 2004 Response Para. 37-37 
5 2004 Response Para. 40 
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admirable exercise, and we have no special concerns about amending the Law to 

achieve this at this very moment. 

 

7. Special Areas of Concern - Artificial Nutrition and Hydration 

8. As we have mentioned above, and in our previous submissions, the provision of food 

and water via tube feeding is a significant area of difference between Catholic and 

secular medicine: 

the use of a functional feeding tube to provide liquid food and water to a patient is 

regarded by the Catholic Church as basic care, which the healthcare worker is 

obliged to provide and the patient equally morally obliged to receive.7 

 

A more detailed exposition of the Catholic moral theology behind this position can be 

found in the 2004 Response.8 The 2010 Response also updated this with the 2007 

Declaration from the Congregation for the Doctrine of Faith specifically on this matter.9 
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