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What does “futility” mean? An empirical
study of doctors’ perceptions
Abstract
utile medical treatment is
a pressing challenge for
Objective: To investigate how doctors define and use the terms “futility”
and “futile treatment” in end-of-life care.

Design, setting, participants: A qualitative study using semi-structured
interviews with 96 doctors from a range of specialties which treat adults
at the end of life. Doctors were recruited from three large Brisbane teaching
hospitals and were interviewed between May and July 2013.

Results: Doctors’ conceptions of futility focused on the quality and
prospect of patient benefit. Aspects of benefit included physiological
effect, weighing benefits and burdens, and quantity and quality of life.
Quality and length of life were linked, but many doctors discussed instances
in which benefit was determined by quality of life alone. Most described
assessing the prospects of achieving patient benefit as a subjective
exercise. Despite a broad conceptual consensus about what futility means,
doctors noted variability in how the concept was applied in clinical decision
making. More than half the doctors also identified treatment that is futile
but nevertheless justified, such as short term treatment that supports the
family of a dying person.

Conclusions: There is an overwhelming preference for a qualitative
approach to assessing futility, which inevitably involves variability in
clinical decision making. Patient benefit is at the heart of doctors’ definitions
of futility. Determining patient benefit requires discussing with patients
and their families their values and goals as well as the burdens and
benefits of further treatment.
F Australian clinicians and the
Australian health system. Futile
treatment can prevent a good death1

and may cause distress to patients
and families, as well as moral distress
tohealthprofessionals.2Additionally,
futile treatment consumes scarce
health resources, denying health ser-
vices to others who could benefit.3

Despite years of debate, the question
of how to define futile treatment re-
mains unresolved.4,5 The debate has
been linked with the perceived con-
flict between patient and physician
autonomy, with early efforts to reach
consensus on a definition of futility
seen as an attempt to resolve this
conflict.6 However, futile treatment
is not always the result of patient
or family requests, with studies
identifying a range of contributing
factors.7,8

Although conceptualised in different
ways, futile treatment has been
commonly understood in two senses:
firstly, the likelihood that treatment
will confer patient benefit is unac-
ceptably low (quantitative futility);
secondly, the quality of the resulting
patient benefit is unacceptably low
(qualitative futility).9,10 Some have
proposed that doctors have authority
over the former (as medical decision
makers), and patients and families
over the latter (based on their
values).11 While this dichotomy has
been questioned, given that medical
decisions necessarily involve value
judgements,12,13 it is generally
accepted that a medical judgement
that treatment is likely to be futile is a
necessary starting point for discus-
sing the value of continuing treat-
ment. A further challenge is that
advances in medicine make futility
a moving target; new devices, pro-
cedures andmedicationsmay extend
life before evidence of their effec-
tiveness has been established.5,14

These conceptual difficulties have
prompted some to call for the
abandonment of the term
“futile”.15,16 Others argue it has util-
ity in clinical decision making,
pointing to its everyday use in hos-
pital settings.17 In this article we
report on how doctors from various
subspecialties involved in end-of-life
care at three large Australian teach-
ing hospitals understand the term
“futility”. Our research helps to fill a
gap in a literature that is largely
based on theoretical arguments,
rather than on empirical evidence.

Methods

We conducted 96 semi-structured
interviews with doctors from three
quaternary and tertiary public hos-
pitals in metropolitan Brisbane. In-
vitations to participate were
circulated by heads of clinical de-
partments, and those interested in
participating contacted the research
team to arrange an interview. Pur-
posive maximum variation sampling
was used to recruit doctors from
specialties that routinely deliver end-
of-life care: emergency (15 doctors),
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intensive care (12), palliative care
(10), oncology (10), renal medicine
(9), internal medicine (9), respiratory
medicine (9), surgery (8), cardiology
(5) and geriatrics (5). Four medical
administrators were also included
because of their role in resolving
disputes. Multi-centre ethics
approval was obtained from the
Royal Brisbane and Women’s
Hospital (reference HREC/12/
QRBW/429).

A semi-structured interview guide
(Appendix 1) was developed and
piloted with two doctors with expe-
rience in end-of-life care. The
convergent interviewing technique,
designed to explore issues that are
difficult to define, was used.18 The
interviews began with a general
question — we asked doctors to
describe a situation where “a person
got treatment at the end of life you
didn’t think they should have had”—
to allow participants to raise sub-
jects without prompting. Doctors’
definitions of futility were explored
through case examples, asking why
(8) j 2 May 2016 318.e1
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1 Elements in 96 doctors’ definitions of futility

Element of futility Number of doctors (%)

Nature of patient benefit 96 (100%)

Level of benefit 89 (93%)

Burdens outweigh benefits 75 (78%)

No benefit (will not work) 59 (61%)

Insignificant benefit (not sustained, not
meaningful)

42 (44%)

Type of benefit 84 (88%)

Inadequate quality of life (independent of
quantity of life)

76 (79%)

Does not provide quantity or quality of life 40 (42%)

No gain in physical functioning or symptom
control

20 (21%)

Does not lengthen life (independent of quality of
life)

14 (15%)

Overall outcome 81 (84%)

Death is imminent 66 (69%)

Would not address underlying terminal condition
or change ultimate outcome

60 (63%)

Not reversible 28 (29%)

Investigation would not change management 5 (5%)

Does not achieve a goal of treatment (patient,
family, doctor)

45 (47%)

Benefit generally (not further defined) 27 (28%)

Prospect of patient benefit 70 (73%)

Insignificant or low chance of benefit 59 (61%)

No chance of benefit 31 (32%)

Below numeric threshold of success for specific
cases (range of answers, <0.1% to 10%)

18 (19%)

Below numeric threshold of success applicable to all
cases (range of answers, <0.1% to 10%)

4 (4%)

Not worth the resources 17 (18%)

318.e2
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they thought treatment should not
have been provided or was futile.
Doctors were also asked how they
defined futile treatment. The in-
terviews were conducted between
May and July 2013 by one of the
authors (EC).

Early interviews were open-ended,
and subsequent interviews looked
for convergence or divergence on
the matters discussed. Interviews
continued until a stable pattern of
agreements and disagreements was
established and no new topics
emerged.18 Interviews lasted 30 to
120 minutes, with most lasting one
hour.

Interviews were transcribed
verbatim, checked for accuracy by
the participant, and then de-
identified. Transcripts were im-
ported into NVivo 10 qualitative
analysis software (QSR Interna-
tional). The data were initially coded
to extract broad themes (by NS).
Three authors (EC, BW, LW) then
undertook a detailed analysis of key
themes and extracts. Individual cases
were iteratively discussed to refine
the coding. The framework approach
was also used, combining thematic
and case-based analysis.19 To vali-
date ourfindings, preliminary results
were presented to small groups of
senior clinicians working in end-of-
life care at each participating hos-
pital and to the project’s clinical
reference group.

Results

The sample included 87 consultants
andnine registrars,with an age range
of 30e72 years (mean, 49 years).
There were 68 men and 28 women,
broadly reflecting the medical work-
force.20 The doctors had worked in
Australia for an average of 19 years
(range, 1e49 years).

Defining futility as a concept
Doctors identified various elements
in their understanding of futility
(Box 1), including the quality of
patient benefit and the prospects of
achieving it. Some doctors gavemore
than one definition of futility,
depending on the context, but there
was broad consensus about themajor
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elements. Cross-tabulation between
each definitional element of futility
and age, sex, religion and specialty
did not indicate differences in the
pattern of responses (data not
shown).

All 96 doctors conceptualised futility
as concerning patient benefit, refer-
ring to burdens outweighing bene-
fits, symptom reduction, and length
and quality of life (Appendix 2,
quotes AeF). Many doctors com-
mented that quality of life needs to
be judged solely from the patient’s
perspective: “So it’s never my deci-
sion, it’s the patient’s decision”
(oncology consultant, female). Doc-
tors also often took a holistic
approach and defined futility as
failing to meet the goals of the pa-
tient, family or clinician (45 of 96
respondents) or resulting in a poor
overall outcome (81 of 96): “It’s not
going to change the big picture”
(respiratory medicine consultant,
female). Some doctors (28 of 96),
particularly those from intensive care
units (ICUs), used the term
“reversibility”. Seventeen doctors
mentioned that considering resource
demands was sometimes part of
assessing futility (Appendix 2, quotes
GeI).

Seventy of the 96 doctors referred to
the probability of achieving a benefit
as part of defining futility. Some
commented that assessing the chance
of benefit is subjective, and referred
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2 Clinical factors potentially relevant to determining futility, as
discussed by 90 doctors

Clinical factor Number of doctors (%)

Severity of disease 67 (74%)

Functional status 64 (71%)

Research
to considering colleagues’ opinions,
patients’ wishes, and other contex-
tual factors.

Only four doctors defined a numeric
threshold below which treatment
would be futile in all cases, ranging
from less than 10% to “vanishingly
close to zero” (surgery consultant,
male). Most doctors who discussed
the prospects of patient benefit (59 of
70) used words such as “insignifi-
cant”, “negligible”, “low” or “very
low” chance, suggesting that a mea-
sure could be futile even with some
possibility of success (Appendix 2,
quotes J, K). Thirty-one doctors gave
examples of cases that were futile
because there was no prospect of
success; some (7 of 70) would not la-
bel a treatment futile unless theywere
sure there was absolutely no chance
of benefit (Appendix 2, quotes LeN).

Despite variations in wording, there
was conceptual consistency in how
doctors defined futility, even across
specialties.We distilled the following
definition from the majority of re-
sponses, largely using their words:

Futile treatment is treatment
that has only a very low
chance of achieving mean-
ingful benefit for the patient
in terms of:

� improving quality of life;
� sufficiently prolonging life of

acceptable quality; or
� bringing benefits that

outweigh the burdens of
treatment.

This definition represents a broad
consensus of the participants, and
contains words that allow for some
discretion in interpretation; the
meaning, for example, of a “very low
chance” varies between individuals.
Further, while our definition
emerged from the interviewdata, our
focus was to ensure broad represen-
tation of the concepts expressed
rather than reflecting all variations in
the doctors’ language.
Age 53 (59%)

Multiple comorbidities 51 (57%)

Diminished or no capacity 49 (54%)

Patient trajectory (eg, deteriorating condition,
sentinel event, acute decline)

36 (40%)
Futility in clinical decision
making
Despite the high level of conceptual
consensus in definitions of futility,
doctors differed when applying the
term clinically. One male renal
physician noted:

Even within our department
we have different views on
what is futility. You may
think it is futile, but the
family may not . So where
we draw the line: that is the
basic problem. There is a
conflict everywhere.

More than half the doctors (51 of 96)
noted difficulties in defining and
applying the concept of futility: it
“gets a bit grey” (renal medicine
consultant, female) (Appendix 2,
quotes OeP). Twenty-six said that it
was difficult to be certain about
outcome, an assessment complicated
by the different perspectives from
which benefit could be assessed (22 of
96). Some noted that using clinical
guidelines (24 of 96) and discussing
cases with colleagues (44 of 96) could
increase the objectivity of clinical as-
sessments (Appendix 2, quote Q).

There was broad consensus across
specialties about the clinical factors
relevant to futility determinations
(Box 2). Doctors strongly favoured a
multifactorial approach in which strict
medical criteria were not determina-
tive, partly because these criteria vary
between clinical contexts, but also
because doctors appreciated the value
of quality of life and avoiding harm.

Medical futility and justifiable
futile treatment
More than half the doctors (52 of 96)
discussed situations where treatment
was futile but nevertheless justified
(Appendix2, quotesReS).Most (42 of
52) spoke about family needs, such as
the short term provision of treatment
to allow relatives to gather (14 of 52)
and to come to terms with the situa-
tion (33of52).Doctors alsomentioned
justifiable futile treatment that bene-
fits thepatient innon-clinicalways (24
of 52); examples included fulfilling
social roles, such as attending a wed-
ding or seeing a new grandchild.

Where benefit to the patient or family
justified otherwise medically futile
treatment, a few doctors queried
whether such treatment was in fact
futile:

So, do I think the care was
futile? . if I judge it from a
cure point of view, then .
yes. If I look at a point of view
of those four days in ICU in
terms of allowing family to
come to an understanding of
the futility of the care . and
to . ensure that the patient
was eventually given dignity,
privacy, etcetera: actually,
then the answer is no. (ICU
consultant, male)

The lack of consensus about how to
label this kind of treatment suggests
that some doctors distinguish be-
tween what they regarded as medi-
cally futile (or physiologically futile)
and futile treatment, highlighting the
ambiguity inherent in the term.
Discussion

Despite objections to the terminol-
ogy,15,16 doctors readily engaged with
the concepts of futility and futile treat-
ment when discussing their practice;
theywere familiar concepts, recognised
as having a role in decision making
about treatment. In contrast to reports
in themedical ethics literature, inwhich
defining futility has been the subject of
ongoingdisagreement,21,22participants
MJA 204 (8) j 2 May 2016 318.e3
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broadly agreed about how futility
was defined, with a focus on treatment
that had very low or no prospect of
achieving patient benefit. This aligns
with the approach taken in the recently
revisedAustralianMedicalAssociation
(AMA) Position statement on end of life
care and advance care planning:

In end of life care, medically
futile treatment can be consid-
ered to be treatment that gives
no, or an extremely small,
chance of meaningful prolon-
gation of survival and, at best,
can only briefly delay the inev-
itable death of the patient.23

Consistent with our findings, the
AMA statement also defines futile
treatment as that which “no longer
provides a benefit to a patient or
treatment where the burdens of
treatment outweigh the benefits.”23

Our findings differ, however, from
those published in the very limited
body of relevant empirical work. In
1993, Solomon24 found that doctors
preferred talking about futility in
terms of medical or physiological
futility, rather than of value judge-
ments about quality of life. Sibbald
and colleagues8 reported that ICU
staff used a definition of futility that
integrated considerations of resource
use. Our investigation included 12
doctors from ICUs, but only three
discussed resource use in their defi-
nition. Our differing results, particu-
larly compared with the older
Solomon study, may be the result of
shifts that have made medicine more
patient-oriented. Technological ad-
vances alsomean that prolonging life
is increasingly possible, giving
greater prominence to quality of life,
as opposed to simple survival.

Doctors did acknowledge variation in
how the concept of futility is clinically
applied. This is inevitable when
criteria are broad and qualitative, as
the participants noted. There was
agreement that “patient benefit” is the
ultimate criterion, but whether a
particular treatment provides benefit
can depend on the perspective from
which this is assessed. Similarly,
assessmentof“chanceof success”was
regarded by participants as subjec-
tive. This subjectivity underpins the
debate about how useful futility is in
MJA 204 (8) j 2 May 2016
guiding clinical decisionmaking. Our
studydoes not solve this problem, but
shows empirically that variability ex-
ists and highlights the need to be
aware of differences between clini-
cians in their approaches, and be-
tween clinicians and patients and
family. The decision making process
must be transparent to ensure that
different perspectives are considered.

Decisions about patient benefit must
involve patients and families mean-
ingfully. There is evidence indicating
this does not always occur,25,26

although some participants specif-
ically pointed to the importance of
these discussions in their practice.
Doctors may reach a view that treat-
ment is futile, informed by their
definition of futility and clinical in-
dicators such as functional status,
disease severity, andage. This should
become a trigger for (perhaps
repeated) discussions with the pa-
tient or family about treatment in
order to understand their assessment
of patient benefit, rather than as a
basis for unilateral decision making.

This approach appears to be reflected
in the concept of justifiable futile
treatment, at least where it is justifi-
able because of wider patient benefit.
Doctors may provisionally decide,
based on clinical assessment, that
treatment is futile, but in discussions
with patients and families wider no-
tions of patient benefit can emerge
that justify further treatment for a
limited period and specific purpose.
The term “justifiable futile treat-
ment”, containing, as it does, an in-
ternal contradiction, might be better
rendered as “appropriate treatment,
all things considered”.

Different questions arise in connec-
tion with the other type of justifiable
futile treatment described bydoctors:
treatment provided for family needs.
The AMA statement23 specifically
addresses medically futile treatment
that nevertheless benefits patients in
non-clinical ways, but does not make
the same case for treatment that
benefits family members. Truog27

has argued that it may sometimes
be ethically appropriate to provide
such care, but there are questions
about how far treatment, particularly
where it is burdensome, should be
continued to benefit someone other
than the patient.28 However, we note
that patient needs and family needs
may overlap,29 and ensuring that the
family are in broad agreement with
treatment decisions is often consid-
ered good clinical practice. For
example, further treatment that al-
lowspreparation for death, including
time for relatives to gather, may well
be acceptable and appreciated by the
patient.

A limitation of this study is that the
doctors we interviewed had vol-
unteered to participate andmay thus
have had a particular interest in futile
treatment. Further, our results may
not be generalisable to treatment
settings beyond public sector hospi-
tals. Finally, this is a study of per-
ceptions, and may not accurately
reflect actual clinical behaviour.

We found that futility is a familiar term
with which doctors readily engaged,
stating that it was used and useful in
the clinical setting. Doctors shared a
conceptual understanding of futility
from which a clear definition focused
on patient benefit could be distilled.
There was, however, a high degree of
variability in how this definition was
applied in the clinical setting, reflecting
the qualitative nature of patient
benefit. These findings suggest that
clinicians using the concept of futility
should be aware of this variability and
the potential for subjectivity in their
decision making. Because doctors
place patient benefit at the heart of fu-
tility, engaging with patients and their
families about their values and goals is
a critical part of decisions about
limiting or stopping treatment.
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