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Abstract

CHINESE CANADIANS FORM ONE OF THE LARGEST GROUPS in the Canadian cultural mo-
saic. Many of the assumptions implicit in a Western autonomy-based approach to
bioethical deliberation may not be shared by Chinese Canadians. In traditional
Chinese culture, greater social and moral meaning rests in the interdependence of
family and community, which overrides self-determination. Consequently, many
Chinese may vest in family members the right to receive and disclose information,
to make decisions and to organize patient care. Furthermore, interactions between
Chinese patients and health care workers may be affected by important differences
in values and goals and in the perception of the nature and meaning of illness. Ac-
knowledging and negotiating these differences can lead to considerable improve-
ment in communication and in the quality of care.

Mr. Y is a 75-year-old Chinese Canadian who has been admitted to the in-
tensive care unit because of respiratory failure. He has a long history of
respiratory problems. Mechanical ventilation is started. Mr. Y is oriented

to time, person and place. He spends much of his time reading and enjoys his fam-
ily’s visits. Attempts to wean him from the ventilator have failed; consequently, he
is facing a situation of permanent dependence on the breathing machine. It is un-
clear as to what Mr. Y’s wishes related to this would be. The physician in charge
wishes to inform Mr. Y that he is unable to get him to a point where he can be
taken off the ventilator and wants to introduce the option of gradually weaning him
off the ventilator and keeping him comfortable so that nature may take its course
and he may die in peace. The patient’s eldest son is described to the health care
team as “the decision-maker.” He approaches the physician and asks emphatically
that his father not be told that he is permanently dependent on the ventilator as it
would take away his hope, terrify him and, in turn, make him sicker. The son feels
that telling his father would be cruel and is therefore unjustifiable.

What is Chinese bioethics?

Bioethics as a discipline does not formally exist within traditional Chinese cul-
ture. For many Chinese Canadians who have grown up or spent much of their lives
in a culture characterized by strong communal values and an emphasis on social
harmony, the process of explicit bioethical deliberation will be unfamiliar. Much of
conventional Western bioethical analysis is based on such dichotomies as autonomy
versus paternalism and duties versus rights. “Either/or” distinctions contrast
sharply with the conception of moral order in Chinese culture, which treats appar-
ent  opposites, such as the individual and the group, as complementary rather than
mutually exclusive. Thus the “person,” “family,” “clan” and “community” exist in a
dynamic state of reciprocal definition.1 

The concept of autonomy best highlights the contrast between Western and
Chinese cultures. In the West, the principle of autonomy implies that every person
has the right to self-determination. In the context of health care, this means that
the patient is the best person to make health care decisions. Within Chinese cul-
ture, however, the person is viewed as a “relational self” — a self for whom social
relationships, rather than rationality and individualism, provide the basis for moral
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judgement. From this perspective, an insistence on self-
determination erodes the value placed on personal inter-
connectedness and the social and moral meaning of such
relationships.

In traditional Chinese society, the influences of which
still endure, the family is based on an extended or clan
structure and plays a central role in an individual’s life. The
family is a semi-autonomous unit consisting of an elaborate
hierarchy of kin and is held responsible for the care of its
aged, sick, unemployed and disabled members. The tradi-
tional family structure is patriarchal, with communication
and authority flowing downward.2 All major decisions made
by the family are thus informed by these hierarchical struc-
tures. This pattern of familial collectivity has deep roots. In
the second century BC, a Confucianist social order that was
focused on the quality of selflessness began to evolve. This
notion emphasized allegiance — first to the family, second
to the clan and finally to the community. In Chinese cul-
ture, the family functions as collective decision-maker, and
also as a powerful conduit for moral, religious and social
norms.3,4 The family’s role in self-determination is there-
fore integral to any notion of Chinese bioethics.

Why is Chinese bioethics important?

Demographics

In the last 2 decades, slightly over 1 million ethnic Chi-
nese from the Far East have settled in Canada. In the
1980s Cantonese-speaking Chinese, primarily from Hong
Kong, made up the majority of the immigrants. In the last
decade Mandarin-speaking Chinese from Taiwan and
Mainland China have rapidly grown in number. As people
from this population enter the health care system in
Canada, it is crucial that health care professionals under-
stand their cultural perspectives. Although Chinese immi-
grants from these 3 geographical areas have much in com-
mon, subcultural differences between and among these
groups add to the need for health care providers to recog-
nize the diversity within Chinese culture and avoid broad-
based assumptions.

Conceptions of illness

All cultures generate explanatory models that attempt,
either explicitly or implicitly, to account for the phenome-
non of illness and its place in human existence. Such mod-
els undertake to define what a disease is, how it occurs, why
it exists, what measures can prevent or control it, and why
some people and not others are affected. Identifying and
reconciling differences between cultural models is crucial
to the successful treatment of illness.5 In Western medi-
cine, the primary explanatory model of illness focuses on
abnormalities in the structure and function of bodily organs
and systems. Traditional Chinese medicine, on the other
hand, views the body, soul and spirit as an integrated

whole. Furthermore, because human beings are considered
products of nature, humankind and the natural environ-
ment are seen to be inseparably and interdependently re-
lated; protecting the integrity of the human–nature dyad is
thus fundamental to health.

The Chinese understanding of nature and the cosmos is
expressed in 3 important philosophical concepts: Ch’i (ma-
terial or vital force), yin and yang (complementary, inter-
dependent opposites) and wu-hsing (the 5 elements).

Ch’i: Traditional Chinese medicine identifies 12 main
channels in the human body through which the ch’i moves.
Health implies that the ch’i is flowing normally between the
organs; this is detected by the pulse. Accordingly, one of
the main causes of disease is an obstruction of ch’i in the
body. For example, the symptoms of a stroke may be attrib-
uted to the obstruction of ch’i at a point of vital energy flow
in the body.

Yin and yang: This is a dialectical concept that attempts
to explain phenomena that appear to be simultaneously
dependent on and in opposition to each other. All bodily
functions are the result of the harmony of yin and yang; 
a mild imbalance implies a diseased state, and a total dis-
ruption of the harmony leads to death. Many foods and
food groups are divided into yin–yang categories. For ex-
ample, if an illness is believed to be caused by too much
yang, one way to compensate would be to eat foods that
are considered yin.

Wu-hsing: The 5 elements are fundamental categories of
matter. Because the human body is part of nature, the 5 el-
ements are distributed to the 5 most important organs in
the body, which determine the functions of all the other
parts of the body, including emotions. Thus, the liver is as-
sociated with wood, the heart with fire, the spleen with
earth, the lungs with metal and the kidneys with water.
Through this system, traditional Chinese medicine explains
not only the various interactions between the body organs,
but also the influence of environmental factors (e.g., sea-
sons and weather) on the human body and emotions.6

From the perspective of traditional Chinese medicine, a
person enjoys perfect health when she or he has a strong
and unobstructed flow of ch’i, is under the influence of
well-balanced yin–yang forces and is in harmony with the 5
elements. The focus is thus primarily on maintaining and
promoting the flow of ch’i (building up body resistance) and
only secondarily on pathogenic factors. Thus, traditional
Chinese medicine emphasizes preventive medicine and
health maintenance; therapeutic intervention to dispel
pathogenic factors is reserved for acute conditions. Even
for acute conditions, health maintenance procedures (mea-
sures to strengthen resistance) are usually implemented si-
multaneously with therapeutic interventions.

Another significant consideration in assessing Chinese
Canadians’ attitudes toward health and illness is the degree
to which they have acquired Western beliefs through ac-
culturation or the recent effort in Mainland China to com-
bine both Chinese and Western medicine.
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Specific issues

The moral perspective of traditional China is influenced
primarily by Confucianism, but also by Taoism and Bud-
dhism. Some areas that highlight the differences between
Western bioethics and Chinese tradition include begin-
ning-of-life issues, death and dying, and informed consent.

Beginning-of-life issues

The Chinese conception of the relational self has signifi-
cant ethical implications for beginning-of-life issues. For
example, one of the most important ways to show filial
piety (a responsibility or sense of duty to one’s parents) is to
provide offspring, especially male offspring. This explains
why births in general — and male births in particular —
are welcome events in Chinese society. Hence, the Chinese
attitude toward abortion is generally negative, especially for
male fetuses if the sex of the fetus is known. Life is always
viewed as precious, and the taking of a life is something to
be done only with careful consideration and the utmost
caution. This high value placed on life is complemented by
the Buddhist teaching of compassion and the prohibition
against killing any living thing.

Death and dying

In Confucian teaching, death is evaluated in terms of ac-
complishment in this world (i.e., the fulfillment of jen). Jen
denotes the cultivation of positive human attributes such as
humaneness, charity and beneficence. A death is a “good”
one — worthy and acceptable — only when most, if not all,
of one’s moral duties in life have been fulfilled. Resistance
to acknowledging a terminal illness or to foregoing futile
medical treatments may reflect a patient’s perception of un-
finished business and his or her desire to extend life in or-
der to complete unfinished tasks or fulfil moral duties.

But even when an elderly Chinese patient is resigned to a
“good death,” his or her children may be reluctant to grant
this wish for reasons related to filial piety. Because filial
piety can be expressed only when a parent is alive, to extend
an ailing parent’s life is to extend the opportunity to show
filial piety. For this reason, children may not consent to a
physician’s judgement that further intervention is futile and
insist that heroic measures be taken for their dying parent.

Another significant reason to resist inevitable death is
the belief in religious Taoism, which teaches the post-
mortem survival of the whole bodily person and an afterlife
of torture and suffering in endless Hell. To avoid this,
Taoism focuses on maintaining youth and attaining long-
evity and immortality. Patients with a strong Taoist reli-
gious background may therefore consider death an obstacle
to be overcome and desperately cling to any means of ex-
tending life.

Philosophical Taoism, on the other hand, has a radically
different perspective, which is reflected in the phrase, “Man

comes into life and goes out to death.” For this reason, one
should view death with equanimity. In the face of death, ac-
ceptance is the only appropriate response. Any artificial or
heroic measures contradict the course of natural events and
should not be undertaken.

A Buddhist follower may have a more unpredictable re-
sponse to the suffering of dying and the event of death. If
the person maintains his or her belief in the impermanence
and cyclical nature of life, he or she may be easily resigned
to death. But if the person sees the suffering of the dying
event as an occasion to “work out” his or her karma (which
may include suffering from one’s bad deeds) in this lifetime,
then the person may not welcome death quite so readily.

Informed consent

The notion of respect for an individual’s right to self-
determination is not prominent in traditional Chinese cul-
ture. In fact, the Confucian concept of relational person-
hood challenges the assumption that the patient should be
given the diagnosis and prognosis and the opportunity to
make his or her own medical decisions. Social and moral
meaning rests in interdependence, which overrides self-
determination. Consequently, many Chinese Canadians
may give the family or community the right to receive and
disclose information, to make decisions and to coordinate
patient care, even when they themselves are competent. If
not acknowledged, these differences in perspective can
lead to a complete breakdown in communication.

The roots of both traditional and modern Chinese cul-
ture and philosophy are simultaneously diverse and tightly
intertwined. This legacy has produced a people, a culture
and a moral perspective that are neither homogeneous nor
in any sense monolithic. Furthermore, for Chinese Canadi-
ans, the process of acculturating to Canadian life adds yet
another layer of complexity. Chinese Canadians’ attitudes
toward bioethical questions are therefore likely to be vari-
able, complex and difficult to predict.

How should I approach Chinese bioethics 
in practice?

When working with Chinese Canadians it is important
to remember that Western and Chinese cultures may hold
sharply divergent views about autonomy and the nature
and meaning of illness. The most effective way to address
such cultural differences is through open and balanced
communication. When health care workers are uncertain
about how a Chinese patient or family perceives a situation,
it is best simply to ask. Frequently, differences are easily
negotiated. Many Chinese Canadians already hold blended
cultural perspectives and views of health. The mere ac-
knowledgement of such differences will usually lead to im-
proved communication.

Although the notion of Chinese bioethics does not exist
in any traditional sense, health care workers should con-
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sider the essential qualities of ethical approaches to com-
munication and caregiving involving Chinese patients  that
are outlined in Table 1.

The case

In the Confucian social hierarchy, the elderly sick person
can expect to be cared for by his or her family. The patient
is relieved of a large share of personal responsibility, includ-
ing decision-making, even though he or she may be rational
and competent. Furthermore, from a Confucian point of
view, which is governed by the rule of filial piety and pro-
tection, a parent should not be given the news of a terminal
illness; it is considered morally inexcusable to disclose any
news that may cause further harm to one’s parent.6–8

In the face of serious illness, Mr. Y’s family, much like
many people of non-Western cultures,9–19 believe that fo-
cusing on the negative may be a way of creating negative
outcomes. His family has made it clear that hope was cen-
tral to their concern for their father. All societies seem to
recognize “the need for hope,” yet each differs in under-
standing the conditions for hope. In contemporary North
American health care, the doctor is often perceived to be
someone who works in partnership with the terminally ill
patient to maintain the patient’s dignity, quality of life, per-
sonal choice over treatments, and hope. In Western terms,
therefore, hope appears to be upheld through autonomy
and active participation in treatment choices and regimens.

However, Mr. Y’s family believes that hope is best main-
tained through the family’s absorption of the impact of the
illness and diagnosis, and through the family’s control of
medical information transmitted to Mr. Y. Their wishes re-
flect a belief in the shared responsibility of the illness with
other family members, and an awareness of the potential
physical or emotional harm that truth-telling might bring.

The negotiated approach results in asking Mr. Y if he
would like to receive medical information and be involved
in his treatment planning or, as his son has requested, use
the son as decision-maker. Mr. Y indicates the latter prefer-
ence. A consultation between the physician and the family
takes place. The negotiated treatment plan consists of 2
further days of ventilation and then a gradual withdrawal of
ventilation, with supportive care and comfort measures
given the highest priority.
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Table 1: Essential qualities of ethical approaches to communication and caregiving involving Chinese people

Assume diverse opinions: There is no monolithic Chinese culture;
when dealing with Chinese Canadian patients, a broad range of
beliefs should be anticipated. Furthermore, culture is not static,
particularly in the case of immigration. Many Chinese Canadians
hold beliefs and attitudes that are both blended and in transition.
When uncertain of beliefs and perspectives, avoid assumptions
and ask the patient or family directly.

Acknowledge potential differences in emotional expression:
Chinese Canadians may not be comfortable with frank, direct styles
of communication. Emotional containment does not mean
indifference. Be cautious in assessing a person’s emotional reaction.

Anticipate different views on informed consent: Many of the
values common to traditional Chinese culture differ from the
concept of autonomy that underpins Western bioethics. The Chinese
patient may not strongly distinguish his or her wishes from those
of the family. For many Chinese Canadians, withholding a
diagnosis or controlling negative information may be seen as a
way of fostering and maintaining hope in a patient. Identifying
and negotiating these differences is therefore crucial to effective
health care.

Use interpreters: Use an interpreter if there is any doubt about fluency
in or understanding of English. It is always best to avoid using family
members or close family friends as interpreters because they may not
be comfortable with the direct nature of informed consent.

Involve the family: Chinese Canadians may believe that consent
is a family — rather than an individual patient — decision. Making
decisions based solely on a patient’s wishes or perspectives on quality
of life may be foreign to many Chinese Canadians. Moreover,
“immediate family” may include multiple generations. Allow for large
or multiple-generation family conferences. Applying the notion of
autonomy cross-culturally may therefore warrant accepting each
person’s terms of reference for their definition of self. We respect
patients’ and families’ autonomy by bringing their cultural values and
beliefs into the decision-making process.

Anticipate differences in the understanding and meaning of
illness: Because of radically different cultural and historical roots,
some Chinese Canadians may hold perspectives on the nature
and meaning of illness that differ substantially from a Western
biomedical view. Again, it is best to ask about and negotiate these
differences when building a treatment plan.
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