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DEFINITIONS B

Extended definition: JNNVERTOES -
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vance care planning is a process tha S RNV R T e FT =27 (ACP)

S, BRERGERED ZROEANR, A4S D
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EHRCRIFIC OV TE X, FEROEER R

enables individuals who have decisional
capacity to identify their values, to

reflect upon the meanings and




consequences of serious illness scenarios,
to define goals and preferences for future
medical treatment and care, and to
discuss these with family and/or other
closely related persons”, and health-care
providers. ACP addresses individuals’
concerns across the physical,
psychological, social, and spiritual
domains. It encourages individuals to
identify a personal representative and to
record and regularly review any
preferences (as per local legal
jurisdiction), so that their preferences
can be taken into account should they, at
some point, be unable to make their own

decisions.

TR TIZOW T O BIESRSE [ &2 5 5
L, FREOIE LW AL A, RS
HEELAY ek RATHDS, ACP T
T, BRR, DERAY, R AU Fa
TIVIRTERIC DT D ARANDRD N ZEE L
B 9o TN —ARANEIEIREN T E AR
ThoTHORANDEANRBEEND LD,
QR LR ->T) REAEZRET D &
&L BOOEm ARk L CEMIICHER T
L LD BND,

Advance care planning is a process that
enables individuals to define goals and
preferences for future medical treatment
and care, to discuss these goals and
preferences with family and/or other
closely related persons*, and health-care
providers, and to record and review

these preferences if appropriate.

T RRUR T e TT = TE, Rk
DEZLHRIGRESC T TIZOWTO HIEESE
ALl FRPIELWALA [E
FRAREREE LFE LDV, LEIRLTE
NOOEMAEZTLEKIIEL, RET 7 rtER
Thd,

RECOMMENDED ELEMENTS OF ACP

ACP ZEAL THR I NS ER

1) The individual’s preferences, and the
preferences of the family and/or other
closely related persons chosen by the
individual, should be explored to the
extent to which ACP is discussed, as
well as who to include in the ACP

discussions.

1 ACPIZHOWT EDRE LE 5 0,
PHEFELA O THONT, KADEN
& ARAPRE LEFHERIT LW AL DR
ML RETH D,

2) The includes an

exploration of the understanding of

ACP process

2 ACPoO7uatA|ZiX, ACPIZDW\T
ARANNED L HITHAE L TWD ), AAD




ACP among the individual and the
family and/or other closely related
persons™ if the individual allows, and
an explanation of the aims, elements,

benefits, limitations and legal status
of ACP.

THRO L EFHERLIT LA~ 23 ACP % &
DEITHEL TV DNEHELIZ L, &
Sz, ACPOHM, ZHR, Flik, R,
BEOEMNESITIZOWCHBT A Z &
NEEND,

3) ACP should be adapted to the| 3 ACPIZ. KANACP 237\ &
individual’s readiness to engageinthe | \\ 9 = = A0 U1 bbb TIThh A X
ACP process, and if allowed by the | =z,v KA TR HUTFHERNT L
individual, the family and/or other A WACP DZELAWE L BITfFH = &
closely related persons* may also RTX B,
engage in the ACP process.

4) ACP includes the exploration of | 4 ACPIZiZ. KAAD, F-. KANT
health-related experiences, | il 3 FUIXEHECIT LW AL O BT
knowledge, concerns and personal | z&Es mEk X320 ARG
values of the individual, and if B EIA. DEL. AR LA B Y
allowed by the individual, the family F o TR B < R B = L Ra
and/or other closely related persons* $nas.
across the physical, psychological,
social and spiritual domains.

5) ACP includes exploring goals for | 5 ACPIZIZ. kD77 0 BiE AR
future care. THZEMNEEND,

6) Where appropriate, ACP includes | 6 ACPZI%. WK DOZWr, . #5)R/
information about diagnosis, disease | 1%, &z 5L A IEHECH 7 OF| L R A
course, prognosis, advantages and | |z S\ \COIEBANLEITS L TEENS,
disadvantages of possible treatment
and care options.

7) ACPincludes clarification of goalsand | 7 ACP |21Z. FEROIEHEL/ T O B

preferences for future medical
treatment and care; if appropriate,
ACP includes an exploration to the
extent to which these goals and

preferences are realistic.

REMEA LT 22 EREEND, L)
RGAITIE, ETRHOEESCERN E DR
EBENR LD THLINOREET 52 &
HETe,




8) ACP includes discussing the option

and the vrole of the personal
representative, who might act on
behalf of the individual when they are
unable to express their preferences, as

per local legal jurisdiction.

8 ACPIZiE., REEAZHEA L THLZ

EMTELZ L0, READOEENZ DT

HLAD ZENEEND, REAE. AA

WEHOERMEZRPAT L LNRTERR

STEBRIZ, BZ LB > T, AADRDY
XTI HERH D,

9) ACP includes an exploration of the
extent to which the individual allows
their personal representative to

consider their current clinical context,

in addition to their previously stated
when

preferences, expressing

preferences on their behalf.

9 ACPZix, READBEADONRDYIC
BlMzRPT LB, $TIORSATND
BEOREMITINA T, BUROBRIRAPR N %
EOREMZEL THE L TH Kuvnizon
THRHTHZ L2505,

10) ACP might include the appointment
of a personal representative(s) and

documentation thereof.

10 ACPIZiE., READIES & 3CEAL
EEDTH LV,

11) ACP includes information about the

option and vrole of an advance

directive**, and might include its

completion as per local legal

jurisdiction.

11 ACPITIZ, HEIC L~ T, ]
fir#E (advance directive) ** & Fifi L
TEBLBENERHLZ L L ZORENTS
WCTOREREBXDZ L aET, BT
Mo T, FAHERELIFERT O Lad A
TH LW,

12) The content of ACP discussions

should be documented every time.

12 ACP OFELEVORNEIL, fHFE
k9T HRETHD,

13) ACP  includes  supporting

individual to provide family and/or

an
other closely related persons*, and
health-care providers with a copy of

document related to ACP.

13 ACPITIZ. ACPICBhd# L7-30ED
o B FERUT LU A & RCERE NS
FIZET LOICARAANEZET L L2850
60

RECOMMENDED CONSIDERATION
FOR PERSON-CENTERED AND
FAMILY-BASED APPROACH IN ACP

ACPIZBIF HARANHL « FHEICHEUE L
727 7'm—F (a person-centered and
family-based approach) THELE XL AL
J&




14) Optimally, ACP discussions between

the individual and health-care
providers should also include the
family and/or other closely related
persons, as chosen by the individual to

engage in the ACP process.

14 ARANEEREBUIEFHE O HWTETTT
Hivd ACP OFE LA WX, AKAN ACP

W2 Z LB BEARFHERLIIT LA~ &
EHIATONDRETHD

15) While health-care providers facilitate
person-centred decision-making, they
should also acknowledge that the
individual’s decisions for treatment
can be influenced by considering

his/her relations to, and responsibility

15 EFEMREFEDIARNFLOEER
Erfd & EITh, RADMAE & DRIRR
BETEEDLIITEZDNITL > TERAD
BRI DIEIIREEZ T I52 8
PR T DB D D,

for others

16) ACP  should promote mutual | 16 ACP Tix. #&RKH» T7I2k1T 51
understanding between the individual | g%, A%, ZHRICE LT, AA L. FE
and family and/or other closely R LW AKX & DT DR HER % (i
related persons regarding their BT T D2

values, wishes and preferences on the

end-of-life care

17) Health-care providers and family
and/or other closely related persons
should

individuals with physical or partial

maximise  support for

cognitive  impairment to have

meaningful participation in ACP

17 BEFREAREFELHFEERET L A x
1T, RNCHIRNIEE R Do 72 ) —F DR
HHEEENME T LTV DA TH, AAN

ACPICEMDOH D L5123 MTEDL LD

IR AR —F & THD,

RECOMMENDED ROLES AND TASKS

HELE S 2 B & AT

18) Health-care providers should develop
rapport with individuals and family
and/or other closely related persons*
before initiating ACP conversations,

whenever possible.

18 EREMNEFEHIL. ACP O LA
WG HEMNT, ATREZRIR Y ShlZ, AA
EFHERUT LA & EEHEBIR 2 < LB
N5,




19) Health-care providers should ensure
that the individual has sufficient
decision-making capacity to engage in
the ACP process.

19 [EFEEMEEEIT. AN ACP O
LAV R ERRERINS D Z &
EWERTHRETHDH

20) Health-care providers should adopt a

person-centred approach when
engaging in ACP conversation with
if the

their family and/or other

individual and, individual
wishes,
closely related persons* to the extent
the this

desired by individual;

20 BEFEEAEFEEIL. ACP OFELE
WTHEHAANFLOT Ta—F &L HRET
HY . RKANORDITIE U THEERIT LW
ZICEGLTHH 9 L9189 %, ACP
DFELEWVOMLTTIE, KANOREY 7 F v
—, TIa=hF—Ta AL A), HAD

approach requires tailoring the ACP fff ‘?EKDM SO DETHBICRET 50
conversation to the individual's health ERDHD
literacy, style of communication, and
personal values and preferences.
21) Health-care providers should | 2 1 EEEAREEEIL, AN L FHECHT

facilitate consensus building between
the individual(s) and family and/or

other closely related persons*, so that

LWAXL EDOHWETHEENMEOND LD
27N L, KRADOBEMNEEINS L)
WCTBUNEND D,

the individual’s preferences are
respected.
22) Health-care providers should be| 2 2 [EEEMIEEEIT. ACP OEfE

attuned to the emotions of individuals
and their family and/or other closely
related persons* in the process of

ACP.

T, AN EFHERIT LD A& DK
RO L 72 U 7e 5 7a0,

R4y

23) Health-care providers need to have
the necessary communication skills
and show an openness to talk about
diagnosis, prognosis, death and dying
with individuals and their families

and/or other closely related persons.

23 BEFEEAEFEEIL, LERaIa
r—a VAXRLVERL, ROBZE, T
%, FERLIEDIBIEIT OV TARN & FHERIT
LWAL EFETZLiIcA—F o THDH I &
ZRTER DD,

24) Health-care providers should provide
individuals and their families and/or

other closely related persons* with

2 4 EFEAEFEIL. RN EFROUT
LWAXIZ, ACPIZEHT 2T —E L
TIEMAZTRAE L2 e 5w,




clear and coherent information

concerning ACP.

25) A multidisciplinary health-care team
is encouraged to provide support in
the ACP process, and can include

such as

health-care  providers

physicians, nurses, medical social

workers, clinical psychologists, and/or
facilitators

trained non-clinician

including lay health workers.

25 ZWFEF—L0, ACPOTutA
BNV THR— h 2T 22 89T
N5, BT —LiE, EA, B
i, ERY —> ¥ AT —d—. ERRLER
£, EFREAOEEE TR WA S
kB ENEGEND,

26) The initiation of ACP can occur within

or outside of health-care settings.

26 ACPDOEEFLAEWELED D Z LI,
EFECEMEDOPSAATH Z U TH (M
BEROESLOFTY) AL 95 5,

27) Appropriate health-care providers are
needed for the clinical elements of
ACP, such as discussing diagnosis,
prognosis, treatment and care

options, exploring the extent to which

goals and preferences for future
medical treatment and care are
the

discussion in the medical file of the

realistic and documenting

patient.

27 ACP DK (RRICED D)
WAICBE L TR, EO R EREALEFE O
FENBETH D, (HROBW, Ti&,
BT 7 ORPIZOWTEFELE S =
&L REROIGESC T TICBT 5 BIESE R
N EDREBFEN S D TH LR 5
ZE. RANDANTIZEHE LE TN &
B L)

28) In supporting the practice of ACP,
there should be continual education
for health-care
bioethical issues related to ACP.

providers about

28 ACPOEEKAZXETDHIZHIZ-
T. ACP 2B 2 AmmELIZ DU\ T ER
BAEREF T DA E DAL ETH
60

29) Health-care providers should provide
appropriate information and support
as needed by the individual based on

interprofessional assessment.

29 EEEACEEIZ. 2L T
TARA L MTESWTARANIKLEL SN
7o, WU EHR & R AR T OMENR D
60




30) Health-care providers should share
contents of discussions upon the

transition of care across settings.

30 EEEAEEEIL. 77 ORHRE
DABRIZIE, GELAEVWONREZH LiEH0
ENRH D,

31) In the clinical and community setting,
the health-care teams in charge are

encouraged to facilitate ACP process.

31 JbE, MERk. HukiZkWT, AA%E

TR - 77 LTV D EFREAREEE O
F—LNACP 7t 229952 LN
HfrEnd,

32) Colleagues with appropriate training
and experience in ACP support the
health-care teams in charge whenever

needed.

32 ACPIZoW\W (il hL—=7
T TRIRD & L EREALEFE DS, M
IREFINDOTH, KAEZEICBHR - 7T L
TW D EFEAGEFHE DT — b R— b
T 5,

33) Health-care providers should apply a
person-centered and family-based
shared

decision making between the health-

approach, and promote
care providers and individuals as well
as family and/or other closely related

persons.

33 BEREAIEFE L. AN,
FIRICHEE L7727 7' 2 —F (a person-
centered and family-based approach) %
WMHNETHY, EREATEFE. AA,
FIERRUT LWV A& & D BT O R EE -
P (shared decision making) %99
X212 %,

IR®)

34) Health-care providers should ensure
that both the individual and families
and/or other closely related persons
are involved to make informed

decisions about care for the best

interest of the individual.

34 EREAEFEIL. RAOEEOH
WA S T BEREZAT 9 72012, AA
& FHRRPUL LW A & Dt 5 A3 ACP 2B

NDEIITHRETHD,

35) Health-care providers should respect
the faith, belief system and culture of
each individual and families and/or
other persons

throughout the process of ACP.

closely  related

35 EFREAIEFEAIT. ACP OF~T
DiEFEZ I LT, AN EFRLIIT LD AL
DEM, B& ULeHET L ETH
60

RECOMMENDED TIMING OF ACP

HeLES D ACP DX A I 7




36) Individuals can engage in ACP at any
stage of their life, but its content can
be more targeted as their physical or
cognitive health worsens or as they

age.

36 AANIANEDEDEREIZBNTY
ACPIZBINT 5 Z N TE DN, HIK
) - SRR BEREIRIE S B L L. K 0 &l
W27 52 LIz >TACP ORNFIZE Y B
KE7e b DIZ/2 2 AREMED B 5,

37) As values and preferences might

change over time, in the event where

the individual’s health condition
worsens, their personal situation
changes, their treatment plan
changes, or as they age, ACP

conversations and documents should

be updated regularly.

37 AHEBSCEMIERE AR T S0
NTEbL->TW ZERHDH, RADHERE
RREDSHE I U 72yl AR 22 RIS 28 b A
ol NI =) S n Tl el AT o Rl =t
EniC 72 > 2HRIZIX, ACP ORFHENRRCL
X, EHRNCEH T 20N H D,

38) Public awareness of ACP should be
raised, especially about the aims and
content of ACP, its legal status, and

how to access it.

38 —fxHTR® ACP IZk§ 578k % &
OHLMEND D, FrlZ, ACPOHMEN
. EHNLEST, EDO XA DI
DN T ORI EE T,

RECOMMENDED ELEMENTS OF
POLICY AND REGULATION

BOROHANCE L THER S A 2 b

39) The government or health authorities
should provide policy and ethicolegal
guidance on ACP

39 BUFCHREEYRIZ, ACPIZET %
BORTEH-CMER RS, 5 LofR# 2R
VN DD,

40) ACP forms (e.g., advance directives)
should be standardised, and a system
to be built to capture these forms and
make them visible across the health-

care continuum.

40 ACP OEX (FpifirE advance
directive 72 &) [THFEHEL SN L RETH
V. EOLDRERFEAOHETH-TH
ACP EXL S TE DKHINLETH S

41) Guidance should be developed for
selecting a personal representative to
indicate treatment preferences when

the individual loses capacity.

41 KRANEBEBRETEZ R oK
BROEMZ R TRBEANEZRET H7T-0D
et IMERR SN DHR&ETH D

42) Advance directives need both a

structured format to enable easy

4 2 HERiHERE (advance directive)
X, RANDOERD 7 7B D%~ D HEY




identification of individual’s specific
goals and preferences for future care,
and any format that is acceptable
within guidelines and/or laws of the

sectors.

RBANEEICOND L) I b=
HLo L, Hl DT A KT A B0
THREINDEBEDO LD L Ol RMLIET
»H5b,

43) Health-care organisations should be
aware of the importance of ACP and
should develop potential triggers for
the initiation of ACP including, but
not limited to, age, degree of illness,

and transitions of care.

4 3 [EFREAERE T ACP OB ZEM: 43
ik L. ACP BT 2 Z oniTiZied b
DIZOWTHIEIZ L T BERH D, fi
AT, WROBEIEE, 77 OG0B
T2 THL (ZNHIZRE SR |

should

develop a collaborative system to

44) Health-care organisations

making  for

health-care

support  decision
multidisciplinary
providers in any setting (hospital and

community settings).

44 BEFEAERIE. kT - Hiuskic B
57, AR EREALT — 2 OB BRE
Y R— T BT 5 AT LAEGS
HWLEIND D,

45) Governments and/or  health-care
organisations need to create reliable
and secure systems to store copies of
medical ACP related

documents so that they are easy to

official or

retrieve, transfer, and update.

45 BUFRERBERIZ. ACPIZET 2
ERZR SCESCERR Lo EE ARG B R
L., 5k L, BHTED LI, b0
A —E2RETLEEENESEXF 2T
A RHE SNV AT D EEET D LER D
Do

46) Governments should undertake

Initiatives to support and/or fund
ACP.

46 BUFIZACP 2L, ‘B4 2t
THEODA =T F 7 HRELLRTE
A SYAAN

47) Health-care organisations should
secure appropriate funding and
organisational support for ACP
including time, education, and

training for health-care providers.

47 EREEERIT. ACP O7-®ITHE
70 4 & AHARAD 22 SR 2 f IR L 2210 R
B, TRITIE, EREALE S E ORF
MIHE ., HHER L2 E T,

48) Governments and/or policy makers
should recognise the results of an ACP

process (such as surrogate decision

48 BUNRBORNMZEEIL, ACP Vrt
ZDOfER (RELAIZ L 2B B Edenits
RERE) 1T, AANDER EOZERRED




making and advance care directives)
as a guidance for medical decision

making.

FEEtE Db DTHDH Z & 2Bk T 2043
N5,

49) Health-care systems should have
processes in place to ensure that
individual’s preferences in ACP are
shared with all those concerned with

the individual’s care.

49 ACP OFELAWVTRENTZARAND
BIAR, TOANOFTIZBAbL2E L IE
T X 5 RPEFREEOFRIREN 1222
Th D,

RECOMMENDED EVALUATION OF
ACP

HELE S5 ACP OFEAT 715

50) Depending on the study or project
aims, we recommend the following

constructs assessed:

50 MWHEEHEEIOHMICH L5728, BT
DOEERICOWTRHIS 5 2 & 25895

A) of ACP

family

(rated by
other

Knowledge
individuals, and/or
closely related persons*, and health-

care providers)

A ACPIZHOWT ORI (KA, FIERU
LW A& ERREAERE S 233 H)

B) Self-efficacy to engage in ACP (rated
by individuals, family and/or other
closely related persons*, and health-

care providers)

B ACPZ¥br2HCNIEK: LT
g I — (KA, FHERCITT LW AL, [E#E
FEAEREF DI FEAM)

C) Readiness to engage in ACP (rated by

individuals, family and/or other

closely related persons*, and health-

care providers)

C ACPIZ#b D LD (AN, FEP
I LWA & EREEALTE S 253 Ffh)

D) in ACP

discussions (rated by the individual,

Willingness to engage

family and/or other closely related

persons*and health-care providers)

D ACPZIN$ oEak (AN, FIRIL
LW A& | ERREAERE S 235 H)

E) Anxiety about thinking about death
(rated by individuals, family and/or
other closely related persons*, and

health-care providers)

E BIZOWTEZDHZ EDRE (KA,
FHRPIT LW A& | [EFRAEAGEFEH D3RE
i)

(rated by
other

F) Prognostic awareness

individuals, family and/or

closely related persons*)

F 3@/ PR OEH ORA, FERIT L
N & D3ETAT)




Q)

Identification of the individuals

values, goals and preferences

G MEECHEE. BR OBt

H)

Communication about values, goals
and  preferences between  the
individual and family and/or other

closely related persons*

H MEHSCEE, BRIZOWVW T, KA
LFEERPCHELWAL DI 2= —3 g

NG

I) Communication about values, goals | I flfEZCHAE, E[MICOWVWTO, KA
and  preferences between the | P EWEUNEEE L DI a2 — g
individual and health-care providers

J) Identification of a personal | J {SHERADORIE
representative

K) Individual’s decision on amount of | K {VEEAIC & OFLE RIS EMEE 5
flexibility/leeway in decision making | % 2 /|2 SOWTAARRD B = &
to give surrogate

L) Congruence between individual's |L AKADKRALFHLEL KADOHEATH

stated wishes and surrogate’s reports

of individual’s wishes

o EMREADPRETLIARL DO

M) Documentation of values, goals and

preferences

M AifEELC BAR, IO

N)

Documents and recorded wishes to be

accessible when needed

N BRI EHOm O ZR T
THT L

0)

Revision of ACP discussions and

documents over time

O ACPIZBEAT 2 LAV LED, BFH
W0 U7 elzZT

P)

Extent to which ACP was considered
meaningful and helpful (rated by
individuals, family and/or other
closely related persons*, and health-

care providers)

P ACP z EDORREEWRNH VRO HD
EEZT RN, FIRRIE LW A% [E
PRABALIE S D5RTAT)

Q

Quality of ACP conversations (rated
by individuals, family and/or other
closely related persons*, and
facilitators or health-care providers,
or both)

Q ACPIZHOWTORFDE (KA, Fik
U LW A& | FHER B SCE RS AL S8 )8
B




R) Satisfaction with the ACP process
(rated by individuals, family and/or
other closely related persons*, health-

care providers, or both)

R ACP 7tk 2D EE (KA. FhEe
LW A& | EEREALE S DSFEM)

S) Decisional conflict (e.g., within

individuals, @ among  individuals,

families and/or other closely related
health-care

persons®, and/or

providers)

S EEREICKIT 2 EROMHE
(decisional conflicts; KA DHF T, A&
Ay FIERIE LW A% EREAEREH O
i)

T) Decision control preferences, i.e.;
control over decision making (rated by
individuals and family and/or other

closely related persons*)

T EBEREREZEOREHSNAa hr—
N LTeW o R, BEERGEN A Fr—
NTETWDHETE (RA, R LW

YN i)

U) Clinicians’ provision of prognostic

information tailored to

individual/family readiness

U BEREN. RNZEED.LOWEGIZE
B TR/ TRICOWTOF R L7z
s

V) Psychological distress

individuals,

(rated by

family and/or other
closely related persons*, and health-

care providers)

V ZFHO0OLE (KA, FRPIE LW
A% | ERRAEALDE R 25 FTAM)

W) Peace of mind (rated by individuals

and family and/or other closely

related persons®)

W ZZ2ADRBSHE (KA, FiERirL
U & DSETEA)

X) Quality of life (rated by individuals,
family and/or other closely related

persons*, and health-care providers)

X AEOE (KA, FHE0IL LA~
= AR AL AE S8 D3 R

Y) Understanding of end of life care
(rated by individuals and family

and/or other closely related persons®)

Y #S®EHFZTIZONTOEE (KA, F
RS2 LU A & HSEEAT)

Z) Quality of end of life care

7 WKM7 OE

AA) Psychological well-being of the

bereaved

AA  EIEO RS

AB) Use of life sustaining treatment

AB AfnHERHBEROFIH]




AC) Whether care received was
consistent with the individual’s

expressed goals and preferences

AC =TT n, KRANOFRI LT HEE
LEMBIZ—ETEHDTHo7=E D H

AD) Place of death AD FELHAT

AE) Public awareness of ACP AE ACP 2O\ TO— T RO,
AF) Use of palliative care AF  f&Fn7 7 OFIH

AG) A good death AG E\E (good death)

AH) Preparation for end of life (rated by | AH &R AnT&x722& (KA,
individuals and family and/or other FHESOUT LU A & 235

closely related persons*)

51) We  recommend identifying or| 51 REAQRLHHESLT e =7 FE2HELE

developing outcome measures based
on these constructs so that results can
be pooled and compared across studies
or projects; these outcome measures
should have
properties, be sufficiently brief, and

validated

sound psychometric

within relevant

populations.

T, MR EZEB LR x5 X H ki
ORERIT S & DTG E 2 557 - BA%S
THIEAMRET S, FHMEREZ, @
ODIRIEREZ A L, ISR C.
REMTHIESN TV D LERD D,




*Footnote:

'Other closely related persons' are those
trusted by an individual, and may
include, but are not limited to,

significant others, close friends, donees of
a lasting power of attorney and court
appointed deputies, as per local legal

jurisdiction”

** In sectors where an advance directive
and/or surrogate are not legalised, an
‘advance directive’ indicates ACP-related
document(s) to record values, goals and
preferences to be considered when the
individual is unable to express their
preferences; and a ‘surrogate’ indicates
personal representative(s) who would
make decisions for the individual’s best
interest when the individual loses his or

her capacity.

I

A BELWA L | &iE, RAMEEL T
WHAN2DZ EEFET, BT LR T,
B/ (significant others) . A A

(close friends) . FKHEAIZAEIRIZ LV F&
fEXN7={FEE (donees of a lasting
power of attorney) . #FHIPTIZEMm ST
EEH% RN (court appointed deputies)
REEBHZDN. THHIRE S
[

* ko FEHRRECRBLA AR L S h
TWRWENIZB W T, FiERE
(advance directive) &%, KA ER %
RETERL RO TRFITE R SN D &M
E#l., BiE. BEmAiisk L7z ACP (CBdE
L= cEEFET, REAN (surrogate) &
3. AADPEERER ) Z T < LICRFICK
NDFEDFRIED = DI EZE T HRELA
iz

IV 4%ORE

BEtam e, 77 ULOM ALK E O ACP OFED i

(X DB RE o T2, A

%1%, Round 2 #5728, U FoO7ut A% BRED T FETH 5,

® Round2: V=7 FHEDOEN -

BT 2D 2 (THE)

® Round3:Round 2 THZEL7=FT VT 7 A RXRFIVEMFOLEZXE E LT, Round
2 OfER %R L, Round 2 & RIERD 7THIETREIEZZRD S,

® Round 4 : FEFITIROERRDOIEF |

fthDIEH 1%
® Roundb5: XAV 74— ADEKNAERAH LI, E
DOHFETHRESED,

V BHEOBRREARTE (R, MHHEE)

VEHEEBEEL, AT T F—AD AL N—]

THRONEENMEONCEHBIIZEEIND, £

(ZRH 2 R %,
FEHEEAELE L, APHN
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