
SEOUL: South Korean doctors
will be allowed to take terminally
ill patients off life support after
confirming their wish to die, un-
der new medical guidelines on
mercy killing.

The guidelines were drawn up
by a committee of 18 representa-
tives from Parliament, civic
groups and judicial, religious and
medical communities, South Ko-
rea’s Health Ministry said yester-
day.

The panel agreed that doctors
could halt prolonged life-sustain-
ing treatment – such as cardio-
pulmonary resuscitation and use
of respirators – if they had prior
written or oral statements from
terminally ill patients.

Patients, after a two-week pe-
riod of consultation with their
doctors, can express their deci-
sion in a letter of intent or in an
oral statement. They can with-
draw the letter or statement at
any time.

But the panel failed to agree
on mercy killing for patients who
cannot express their wish, includ-
ing brain-dead patients as well

as minors and those with cogni-
tive disabilities, the ministry said
in a statement.

“Unless patients themselves
express their opin-
ions, it is impossi-
ble for others,
even family mem-
bers, to presume
their true inten-
tion,” said Profes-
sor Lee Sang Won
of Chongshin Uni-
versity and one of
the six committee
members who op-
posed having a rep-
resentative make
such a decision.

The debate over
the right to die in
South Korea inten-
sified after the
first case of legal
euthanasia last
year.

A 77-year-old brain-dead
woman died in January last year,
202 days after being taken off life
support. She was declared brain-
dead in February 2008 after fall-

ing into a coma during a lung
examination. Three months lat-
er, her children filed a court peti-
tion after doctors rejected their
request to take the woman off
life support. They argued that
prolonging their mother’s life ar-
tificially was “painful and mean-
ingless”.

A court allowed the family’s
request but the doctors appealed
against the decision. The Su-
preme Court upheld the lower

court’s decision in
favour of the chil-
dren in May last
year.

The Health Min-
istry will set up a
review committee
on the removal of
life support, and
individual medical
institutions are al-
so required to set
up ethics commit-
tees to oversee the
whole process.

Ministry offi-
cials said the
guidelines would
be used to enact a
new law on eutha-

nasia, although no timetable has
been set for when Parliament
would debate the legislation.
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DEVELOPED Asian nations have fared
badly in the area of giving quality care to
the dying.

The first global Quality of Death Index
has ranked Singapore 18th in a field of 40
countries and territories; economic pow-
erhouse Japan fared even worse – at 23rd.

The ranking was done by the Econo-
mist Intelligence Unit and commissioned
by the philanthropic Lien Foundation last
year. It was the result of assessments
done across 24 points in four broad cate-
gories – quality, availability, the basic
health-care environment and the cost of
end-of-life care.

Taking the top spot on the overall ta-
ble was Britain. It was followed by Aus-
tralia and then New Zealand.

It was clear from the overall score – in
the West as well as in Asia – that rich na-
tions are lagging despite a tacit assump-
tion that richer states would have the re-
sources to grow their end-of-life health-
care sectors.

Dr Cynthia Goh, who co-chairs the
Worldwide Palliative Care Alliance, said:
“Much depends on how palliative care ser-
vices are organised and funded, and if
these are easily accessible to those who
need them.”

In Asia, Singapore is pipped only by
Taiwan, which, even then, made it to on-
ly No. 14 in the world.

Singapore’s strengths in the field, ac-
cording to the report, include Medisave,
its national medical savings account sys-
tem, its high number of volunteers caring
for the terminally ill and its efforts to
train doctors in palliative medicine, al-
though this was a recognised sub-speciali-
ty only from 2007.

So why didn’t it do better than No. 18?
The report accompanying the rankings

offered three reasons: One is that the
country spends a relatively low 3.3 per
cent of its gross domestic product (GDP)
on health care; another is its relatively
low number of hospital beds per capita;
the third is that it is still taboo to talk
about death – or preparation for it.

The Ministry of Health (MOH), asked
to respond, said it found it “perplexing”
that Singapore’s relatively low health-
care spending and number of hospital
beds per capita could weigh negatively
against it, since these factors reflect “the
affordability and efficiency of health-care
services in Singapore, which are major
strengths of our system”.

Its spokesman said: “We are satisfied
with the development of palliative care,
but there is scope to go further. There are
more patients and their families who can
benefit from good end-of-life care.”

He noted that seven providers of in-pa-
tient hospice and home palliative care
now serve more than 5,000 patients a
year, and that practically all public hospi-
tals now have palliative care units.

On the affordability front, patients can
use Medisave for in-patient hospice care,
and by year’s end, probably for home pal-
liative care too. Training has been
stepped up to raise the number of pallia-
tive physicians from the current 17 to 25
by 2012. The MOH spokesman said the
ministry is also promoting more open dia-
logue among patients, families and
health-care professionals on end-of-life
care and treatment decisions.

Most of these changes have come in
the last three years. With the population
here fast ageing, end-of-life care has
been forced into the spotlight.

Dr Angel Lee, the medical director of
the Dover Park Hospice, said that al-
though the quality-of-death ranking was
useful, what really mattered was whether
patients were getting the end-of-life care
they needed and expected to have.

“This scale, unfortunately, does not al-
lude to that, so we will still need to look
into such aspects.”

HONOLULU: For the first time in
25 years, medical experts are pro-
posing new guidelines for diagnos-
ing Alzheimer’s that would look at
the disease in its earliest stages.

This pre-clinical stage about 10
years before dementia sets in is
seen as the best place to intervene
in the disease.

It would also mean that brain
scans, spinal fluid tests and other
so-called biomarkers would be
used to detect the disease even be-
fore there are evident memory
loss and other symptoms.

The changes, presented at the
Alzheimer’s Association meeting
in Honolulu on Tuesday, are the
work of three expert panels put to-
gether by the National Institute
on Aging and the Alzheimer’s As-
sociation.

They suggest that Alzheimer’s
should be diagnosed in three stag-
es – advanced disease, mild dis-
ease and the new category called
pre-clinical disease.

“I think we’re realising that the
process of Alzheimer’s disease be-
gins many years before demen-
tia,” Dr Reisa Sperling of Brigham

and Women’s Hospital in Boston,
who led the group on pre-clinical
Alzheimer’s disease, said.

Many researchers believe most
Alzheimer’s drugs failed because
they were taken by people whose
disease was too advanced.

Currently, only an autopsy can
confirm that a person has Alzheim-
er’s disease, a fatal and incurable
deterioration of the brain that af-
fects 5.3 million people in the US
and more than 26 million people
worldwide.

Doctors diagnose Alzheimer’s
by excluding other potential caus-
es of memory loss, such as stroke,
tumours and heavy drinking.

If the guidelines are adopted lat-
er this year, as expected, some ex-
perts predict a two- to threefold
increase in the number of people
diagnosed with Alzheimer’s dis-
ease.

The guidelines could also help
drug companies that are, for the
first time, developing new drugs
to try to attack the disease earlier.
So far, no drugs alter the course
of the disease.

Development of the guidelines

began a year ago because, with a
new understanding of the disease
and new ways of detection, it was
becoming clear that the old me-
thod of diagnosing Alzheimer’s
was sorely outdated.

The current formal criteria for
diagnosing Alzheimer’s require
steadily progressing dementia –
memory loss and an inability to
carry out day-to-day activities,
such as dressing or bathing –
along with an autopsy report con-
firming build-ups of amyloid
plaque and tau, a toxic protein, in
the brain.

Researchers are now convinced
that the disease is present a dec-
ade or more before dementia sets
in. Said Dr Paul Aisen, an Alzheim-
er’s researcher at the University
of California, San Diego, who is
on one of the panels formulating
the new guidelines: “We now
view dementia as a late stage in
the process.”

But the guidelines also caution
that the earlier a diagnosis is
made, the less certain it is. This
means there could be, at least ini-
tially, more mistaken diagnoses.

Dr Aisen sees a day when peo-
ple in their 50s routinely have bi-
omarker tests and, if the results
show that Alzheimer’s is brewing,
take drugs to halt it. That is not ex-
pected soon, he said, but “it’s
where we are heading”.
REUTERS, NEW YORK TIMES

THE Quality of Death Index measures
the environment for end-of-life care
services in 40 countries and territories.

It scores them on 24 points in four
categories: basic end-of-life health-care
environment; availability of end-of-life
care; cost of end-of-life care; and
quality of end-of-life care.

The largest weighting of 40 per cent
is accorded to quality, and cost accounts
for the lowest at 15 per cent. Availability
is given the weighting of 25 per cent,
while the basic end-of-life health-care
environment category has 20 per cent.

Experts carrying out the report say it
is unsurprising that Britain comes out
tops. Its health-care system is far from
perfect but it has a headstart in the field.

Dr Sheila Payne, a professor in
hospice studies at Lancaster University,
says the UK “has perhaps had the
longest period of sustained charitable
development of hospices and, more
recently, limited statutory involvement
and investment”.

Its first modern hospice was St
Christopher’s, founded in 1967 by Dame
Cicely Saunders. Each year it cares for
2,000 dying people 24 hours a day,
seven days a week.

In the quality of end-of-life care
category, which includes public
awareness, training availability, access
to painkillers and doctor-patient
transparency, Britain gets the highest
score of 9.8 out of 10.

However, in the basic end-of-life
health-care environment category,
Britain falls to 28th position – faring
relatively badly on life expectancy, the
number of hospital beds per 1,000
non-accidental deaths, the number of
doctors and national spending on health
care.

At the other end of the scale is India,
despite the notable excellence of Kerala.
The south-western state accounts for
only 3 per cent of India’s population but
provides two-thirds of the country’s
palliative care services.

India, as a whole, lacks the funding
for end-of-life care and has no formal
palliative care policy in place. Its laws on
drugs do not permit the use of morphine
by palliative care providers.

In all four categories, India is in the
bottom five with scores of between 1 and
2.9. As a result, it sits at the bottom of
the table.
JUDITH TAN

S. Korean docs can
remove life support

Asia falls short
in caring
for the dying
Singapore ranks 18th
in first global
Quality of Death Index

Britain takes top
spot, India at bottom
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WHO PROVIDES GOOD END-OF-LIFE CARE

Rank Country/Area Overall score
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HOW END-OF-LIFE
CARE IS RATED
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PATIENT’S CONSENT

“Unless patients
themselves express
their opinions, it is
impossible for
others, even family
members, to
presume their true
intention.”
Professor Lee Sang Won

Guidelines to detect
Alzheimer’s sooner
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