REVIEW

Medical futility: a commonly used and
potentially abused idea in medical ethics

Hospital doctors frequently invoke the idea of medical futility in making decisions regarding end-of-life care.
This concept of futility will be reviewed and the differing definitions and how it relates to other important

edical futility is a difficult concept to suc-

cinctly define. Broadly speaking, it refers to

any medical treatment that is ‘unlikely to
achieve its desired aim, and thus to justify a medical
judgement not to provide life prolonging treatment
(Higgs and Pinching, 1997). Medical practitioners have
used this concept in many guises since the beginning of
health-care provision. Hippocrates recognized the con-
cept and advised that physicians should ‘refuse to treat
those who are overmastered by their disease, realising
that in such cases medicine is powerless’ (Whitmer et al,
2009). Health-care providers are often faced with diffi-
cult decisions regarding end-of-life care in the context of
an aging population and the increasing availability of
new drugs, techniques and technologies that can sustain
life. While it may not always be explicitly defined, the
concept of futility is often implicit in the decisions that
health-care workers make in such cases. This article
reviews the literature published on this topic. The diffi-
culty defining the concept will be discussed along with
its implications and relationship to the other common
principles of biomedical ethics (Beachamp and Childress,
2009).

Defining medical futility

Quantitative and qualitative futility

It is important to attempt to clearly define what is meant
by the term medical futility. This is especially important
in the increasingly litigious medicolegal environment in
which medicine is now practiced. In practice, decisions
which rely on the application of medical fudility in a
particular clinical situation are often subjective and
dependent on individual physician discretion. Having a
clear working definition will allow these decisions to be
more transparent and help patients or surrogate decision
makers to make better informed choices regarding end-
of-life care.

Various authors have attempted to define fudlity in
differing ways. Schneiderman et al (1990) described the
terms quantitative futility and qualitative futility.
Quantitative futility pertains to any treatment that has
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principles in biomedical ethics discussed.

been shown to be useless in the last 100 cases, based on
individual physician experience, collaboration with col-
leagues or published data. Gampel (2006) characterized
this concept of futility as being when the statistical
chance of success for a treatment are so slim as to ‘not
justify attempting the treatment’.

Qualitative futility refers to a treatment which merely
preserves permanent unconsciousness or that fails to end
what Schneiderman et al (1990) describe as ‘total
dependence on intensive medical therapy’. It relies on an
implicit judgement of the expected quality of life after a
particular treatment. Schneiderman et al (1990) argue
that these two aspects of futility should be considered
independently when faced with a clinical decision. If the
minimum threshold of either cannot be achieved by a
particular treatment, a physician is under no obligation
to provide it and it may be regarded as futile.

There is no doubt that any attempt to define futility
must consider both quantitative and qualitative factors,
but there are a number of criticisms of this model. The
strict statistical definition of quantitative futility out-
lined above may be very difficult to apply practically.
End-of-life decisions are very often made on a specific
individual case-by-case basis with multiple factors influ-
encing the clinical situation. There may be insufficient
published evidence (Gampel, 2006) or the physician
may have insufficient previous personal experience to be
able to apply the statistical threshold for quantitative
fuility.

The definition given for qualitative futility is implic-
itly subjective. Rather than focusing on objective facts,
this concept of futility inherently involves questions
regarding the value of the end results (Gampel, 2006).
For instance the terms ‘total dependence’ and ‘intensive
medical therapy’ used in the definition by Schneiderman
et al (1990) are both open to subjective interpretation
(Moratti, 2009). In applying this qualitative measure of
futility, Schneiderman et al (1990) make some conclu-
sions that may not be justified without further qualifica-
tion or correlation with several other important princi-
ples of biomedical ethics (Beachamp and Childress,
2009). Schneiderman et al (1990) state that a patient
‘has no right to be sustained in a state in which he or she
has no purpose other than mere vegetative survival'.
Some families and patients, however, may argue that the
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continuation of human life under any circumstance is of
intrinsic value (Gampel, 2006) and what they consider
to be futile may be greatly influenced by numerous cul-
tural, ethnic and religious views. A potential conflict may
therefore arise because of the subjective nature of this
definition of futilicy. Ultimately the conclusions that
Schneiderman et al (1990) have made may be correct,
but on prima facie reasoning from this definition of
qualitative futility alone they are not justified.

Physiological futility

The strict definitions of futility discussed above have
been criticized by various authors. Waisel and Truog
(1995) used the context of ‘do not resuscitate’ orders to
discuss an alternative concept of futility that they
described as physiological futility. They argue that in
order to define futility you must first determine the
physiological objective of a particular treatment. It intro-
duces the idea of a goal-orientated definition of futility
such that a treatment should only be considered futile if
it can be shown to be unable to achieve the specific goal
at which the treatment is aimed (Mohindra, 2007).

This definition of physiological futility aims to
address the potential problems associated with the
imposed value judgements and imprecise definitions of
quantitative and qualitative futility and the limitation
that any treatment goal must aim to improve a ‘patient’s
prognosis, comfort, well-being or general state of health’
(Schneiderman et al, 1990). This is a much broader
understanding of the concept and recognizes that not all
treatments are necessarily aimed at prolonging life. It
has been explored and expanded upon by various
authors (Brody, 1998; Trotter, 1999). There may be
other worthwhile goals that a treatment may achieve
that would mean it should not be considered futile with
respect to that goal, while it may have been regarded as
futile on a more limited definition.

This idea has been further explored by Mohammed
and Peter (2009) who discussed other potential benefits
of cardiopulmonary resuscitation and intensive care
treatment for terminally ill patients. They argue that
using a broader understanding of treatment goals means
that other factors such as the wider social value of treat-
ments may be as important in evaluating futility as the
biomedical criteria normally used to determine treat-
ment efficacy. They argue for instance that allowing
families to witness the gradual decline of a patient in an
intensive care setting with a step-wise, orchestrated with-
drawal of treatment has an important ritualistic type
role, above and beyond the clinical role. This may allow
the family, and the patient if he/she is conscious, to come
to terms with the dying process and to see for themselves
that further treatment is becoming more futile.

Wreen (2004) outlined a number of other potential
categories of treatment goals, in addition to the obvious
biological goals of most treatments, that may also be
worthy of consideration. These are aesthetic (e.g. cos-

metic surgery), axiological or hedonic (e.g. analgesia for
relief of pain), personal (e.g. birth control) and psycho-
logical (e.g. antidepressants) goals. Spiritual goals may
also be important to certain patients and families, par-
ticularly in the context of end-of-life decisions.

Imminent demise and lethal condition
futility

Brody and Halevy (1995) also discussed two other
understandings of futility: imminent demise and lethal
condition futility. These two similar ideas are essentially
an extension of the previously discussed idea of quantita-
tive futility. Imminent demise futility refers to condi-
tions where it is deemed that the patient is going to die
within a short period of time regardless of any interven-
tion. Lethal condition futility refers to patients who have
an underlying disease that is not compatible with long-
term survival. Both of these understandings are open to
the same criticisms of quantitative futility and rely heav-
ily on the health-care worker having a good understand-
ing of the statistical probabilities involved and making a
subjective judgement about what constitutes ‘long-term
survival’ or ‘imminent’.

Futility and the other principles of
biomedical ethics

The problems with applying the definitions of futility
often arise from a conflict between the health-care
worker and the patient or the family’s understanding of
the issues. Beachamp and Childress (2009) have defined
four key principles of biomedical ethics: non-malefi-
cence, beneficence, respect for autonomy and justice.
These principles and how they specifically relate to the
problems associated with the concept of medical futility
are discussed below.

Non-maleficence and beneficence

The principle of non-maleficence is associated with the
maxim ‘primum no nocere’, and states that health-care
professionals have a duty not to inflict harm on others
(Beachamp and Childress, 2009). With respect to the
concept of medical futility this principle has a direct
bearing as it relates to withdrawing or withholding
potential life-sustaining treatments that have been
deemed futile.

Beneficence is the related principle of biomedical eth-
ics that states that health-care professionals have a moral
obligation to act for the benefit of others (Beachamp and
Childress, 2009). Non-maleficence and benificence are
closely related yet the second concept appears to expand
the moral obligation even further than the first. Non-
maleficence first states that we should avoid harming
patients. Beneficence goes even further and obliges that
our actions are positively beneficial to patients. In the
context of medical futility there are a number of prob-
lems that arise in relation to these important principles.
It has been suggested that determining if a treatment is
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futile is basically to ask whether it meets the require-
ments of the principle of beneficence (Clark, 2001),
however, in the context of futility there can be difficulties
in even first defining beneficence.

Day (2009) indicates that the problems with deter-
mining a treatment to be futile often arise when there is
a conflict between either the medical team and the
patient or the patient’s surrogate decision maker. These
conflicts often come from a differing opinion regarding
what constitutes benefit, burden or quality of life.
Patients and families can also have a wide range of other
goals as has previously been discussed (Wreen, 2004).
These may not be the primary goal of the treatment, but
if benefit is derived with respect to that goal then the
test of beneficence has surely been met. Beneficence
would dictate that we must act to do good for the
patient, but what or who determines what constitutes
‘good’? Day (2009) also suggests that there may be sev-
eral conflicting goods with respect to a particular treat-
ment, such as cure of disease, relief of symptoms and
support of function. The difficulty is in determining
which of these conflicting goods ought to be pursued.
Similar difficulties may arise with respect to the princi-
ple of non-maleficence in defining what constitutes
‘harm’. Some patients and families may argue that
human life is sacrosanct and must be preserved and
sustained at all cost and therefore withdrawing or even
withholding any such treatment would for these people
constitute a moral harm.

The question may be asked as to who is best placed to
make decisions regarding benefits and harm with
respect to treatments. In normal clinical situations the
health-care professional ordinarily has the knowledge
and experience required to make these decisions and
offers treatment that he/she deems to be clinically
appropriate according to the norms of accepted clinical
practice and standards. It has been argued that discus-
sions pertaining to end-of-life decisions and futility are
uniquely different from other clinical decisions in sev-
eral particular ways (Gampel, 2006). First, in futility
cases, the treatment in question is usually the only treat-
ment being considered, such that denying this treat-
ment is to determine that the patient will die. Second,
it may also be argued that a physician has no more
expertise in making decisions relevant to fuility than
anyone else, since the options and consequences are
reasonably easy to understand. Finally, Gampel (2006)
argues that futility cases often involve over-riding values
that are more of a religious or philosophical nature than
a clinical nature. For these three reasons the author con-
cludes that ‘the question of futility is not one for which
healthcare professionals should be the ultimate judge’.
Furthermore, it has been shown by Zier et al (2009), in
a survey of 50 surrogate decision makers for patients
who were critically ill, that the majority (64%) doubted
the accuracy of the physician’s ability to make decisions
regarding futility.

Respect for autonomy

Autonomy is the capacity to make deliberated or rea-
soned decisions for oneself and to act on the basis of such
decisions (Higgs and Pinching, 1997). This is another
fundamental principle of biomedical ethics, but it does
not necessarily take precedence over the other key prin-
ciples. Beachamp and Childress (2009) argue that a
propetly constructed view of respect for autonomy
should view it as one principle in a framework of other
principles of equal value. It should not be excessively
individualistic (and thereby neglect the impact of indi-
vidual choices on others and society), excessively focused
on reason (and thereby neglect emotions) or be unduly
legalistic (and thereby downplay social practices and
responsibilities). Balancing this principle of respect for
individual patient autonomy with the other principles
such as non-maleficence and beneficence is one of the
main issues in contemporary bioethics (Neibréj, 2006).

In the context of this discussion, the difficulties with
respect for autonomy arise when a patient requests a
treatment that the health-care worker may consider to be
futile. There then arises a conflict of autonomy, that of
the patient and that of the health-care worker. In first
attempting to address this conflict, it must be realized
that there may be many factors contributing to such
conflicts. Patients or families may demand futile treat-
ments for many reasons, including a misunderstanding
of the issues, denial of the gravity of the situation
(Gampel, 2006) and social or religious reasons (Neibrdj,
2006; Starrs, 2006). Schneiderman et al (1990) argue
that while patients have a positive right to refuse any
treatment, they do not have the right to demand any
treatment. This can be illustrated by the simple reductio
of a patient demanding antibiotic treatment for a viral
infection (Wreen, 2004). The physician is under no obli-
gation to provide this clearly futile treatment.

Gampel (20006) illustrates how health-care workers
also make decisions, in the context of their own profes-
sional autonomy, which are influenced by a variety of
factors including their own moral preconceptions and
obligation to maintain their own moral integrity. There
are also accepted standards of care and levels of profes-
sional self governance which strongly influence clinical
decisions such that in cases of futility there may be treat-
ments that the wider medical profession regard as con-
trary to these accepted standards and as such may be
deemed futile. Gampel (2006) reasons, however, that
this argument in support of medical professionals not
providing what they deem futile treatment out of sup-
port for their professional autonomy cannot trump the
patient’s autonomy. This view is supported by the rea-
sons previously outlined which mean that health-care
workers are in no better a position to make decisions
regarding futility than anyone else. Wreen (2004) also
argues that physician discretion cannot be used to sup-
port unilateral decisions regarding medical futility.
Wreen criticized previous arguments from Brody and
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Halevy (1995) that advocated physicians making such
unilateral judgements about medical futility as they con-
sidered it a purely technical matter that the physician is
uniquely qualified to make. This has been shown to be
fallacious for the reasons outlined above (Gampel, 2006).
Wreen concludes that for physicians to ‘arrogate such
decisions to themselves just because of their medical
expertise, is itself a violation of professional integrity’.

Justice

The principle of justice in biomedical ethics refers to the
fair, equitable and appropriate distribution of health-care
resources in the population (Beachamp and Childress,
2009). In the context of medical futility, some people
may use this principle of distributive justice to argue that
society cannot afford to provide treatments which have
no benefit to the patient (Whitmer et al, 2009). Others
have argued that this is a question of health-care ration-
ing which is a separate issue and should not be used as a
factor in determining if a treatment is futile (Tan et al,
2003). Day (2009) also indicates that questions regarding
equitable use of resources often arise in the critical care
setting and that health-care providers often privately
struggle with concerns over this issue. This is undoubt-
edly a difficult issue and one that warrants further discus-
sion and debate in the biomedical ethics community but
is beyond the scope of this article.

Conclusions

Medical futility is an extremely difficult concept to
define. The problems associated with the definitions of
quantitative, qualitative and physiological futility have
been discussed. Perhaps a better way to determine if a
treatment is futile is first to look at the specific goal at
which the particular treatment is aimed and use this as
the frame of reference for determining if it is futile. This
also provides scope for the consideration of a broader
range of potential goals that may also be important in
issues pertaining to end-of-life decisions including per-
sonal, cultural and spiritual goals. Furthermore, the
importance of and inherent difficulties with making deci-
sions regarding futility in light of the other key principles
of biomedical ethics have been discussed.

Such decisions should not be the task of physicians
alone as they are not ones which health-care professionals
have any specific expertise in making. It is good clinical
practice that such decisions are made in a wider multidis-
ciplinary context rather than by an individual physician
as well as involving the patient and the family as appro-
priate. This is a move away from the traditional paternal-
istic approach to such decision-making. In determining
policies and procedures regarding futility, health-care
providers must consider all of these factors alongside the
issue of justice, while trying to keep such discussions
distinct from the rationing of resources, which is an ethi-
cally separate issue. What is apparent is that there is no
ethically defensible scope for health-care workers to make

a unilateral decision regarding such treatments. It is vital,
as in all aspects of clinical practice, to maintain good
communication with the patient and the family in order
to deal with any conflicts that may arise in these circum-
stances. This is particularly important in such cases where
the only alternative to the treatment being considered is
that the patient will die. BJHM
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KEY POINTS

treatment goal.
considered.
for other important principles of biomedical ethics.

decisions regarding medical futility.

B A definition of medical futility should be framed in the context of a specific
® Treatment goals beyond those of traditional physiological goals should be
B Decisions regarding end-of-life care and futility must be made with consideration

W Patients, families and the wider multidisciplinary team should be involved in
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