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Abstract
Many patients admitted to the intensive care unit (ICU) have no hope of meaningful survival and receive “futile”
therapy. When a patient is no longer capable of deciding (so that autonomy is no longer applicable), giving futile
treatment is against the three other key ethical principles: beneficence, non-maleficence, and distributive justice.
Continuing futile treatments impacts on the patient and his/her family, but also on other patients and society as a
whole. In such situations, the goal of intensive care should no longer be to maximize a patient’s chances of a good
quality of life on discharge but rather to provide them with a dignified and comfortable death. Once a decision has
been made that intervention is futile, all on-going treatment should thus be withdrawn except for comfort measures.
Good and continuing communication with the family and all members of the healthcare team is an essential aspect
of insuring the best possible dying process. In this article, we will explore this complex area and try to provide
answers to some of the difficult issues involved, including how futility can be recognized, who should determine that
further treatment is futile, and what should be done once it has been decided that further treatment is futile in a
particular patient.
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Introduction
The word ‘futility’ is derived from the Latin word futilis, literally
meaning “pouring out easily” or “leaky” and hence considered of no
use or worthless. In terms of critical care, futility is generally
considered as the condition when a patient receives treatment that will
have no beneficial effect in terms of quality of life or duration; there
may be a physiological effect but this will not correspond to benefit for
the patient. Importantly, it is the treatment that is futile and not the
patient, and futility should not be considered synonymous with failure.
When a patient is no longer capable of deciding (so that autonomy is
no longer applicable), giving futile treatment is against the three other
key ethical principles: beneficence, because it offers no benefit to the
patient; against non-maleficence, because it may harm the patient; and
against distributive justice, because the additional time and cost
expended on providing treatment to a patient who will not survive
may be better used on patients who would benefit.
But how can such a state be recognized, who should determine
futility, and what should be done once it has been decided that further
treatment is futile in a particular patient? We will review and explore
the available literature in this field to try and provide some answers to
the difficult issues involved in this complex ethical issue.

Definition and Recognition of Futility
Futile intensive care has been defined as “use of considerable
resources without a reasonable hope that the patient would recover to
a state of relative independence or be interactive with his or her
environment” [1]. A more recent definition is “interventions that
prolong life without achieving an effect that the patient can appreciate
as a benefit” [2]. However, although these definitions may seem fairly
straightforward at first glance, there are several areas of potential
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confusion/conflict that should be noted, not least in the meaning of
the word “benefit”. Benefit can be interpreted in terms of simply
extending duration of life, but what about quality of life? Is providing
organ support to sustain physiological functions really a benefit when
the patient is clinically unresponsive?
In an attempt to quantify “futility”, it has been suggested that
treatment be considered futile when it is known to have a less than 1%
chance of success [3], but this necessitates a good knowledge of all
outcome data for the intervention in question for all groups of
patients, data which are anyway not always available in the intensive
care population. Moreover, in an interview-based study, although the
proportion of surrogates who would want life-sustaining treatments
continued decreased as the presented prognosis of their loved one
decreased, 32% of surrogates still said they would have wanted
treatment to be continued despite being told that the patient had a less
than 1% chance of surviving, and 18% when the physician thought
there was no chance of survival [4]. Others have suggested that scoring
systems, such as the APACHE II or SAPS scores, that provide an
indication of prognosis, could help determine which patients are not
likely to benefit from therapy [5,6]; however, these scores were not
designed for this purpose. For example, a young, previously healthy
polytrauma victim may have a very high severity score, but surely
warrants every effort to save his/her life.
Clearly the definition of futility is a complex and sensitive issue and
raises many questions for which there are no easy answers. The
Council on Ethical and Judicial Affairs of the American Medical
Association reached the conclusion that a “fully objective and concrete
definition of futility is unattainable” [7]. Without a clear definition, the
next problem is who should then have the responsibility of making
this rather subjective judgement call for individual patients. Some
would argue that futility is purely a medical “diagnosis” and others
that it is rather a moral judgement [8]. As a medical decision, clearly
the physician in charge must make the final judgement. If futility is
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considered a moral judgement, then the family or surrogate (or
patient) may have a more important role to play in deciding what to
call “futile”. Whatever one’s personal viewpoint, futility effectively
refers to the inability to respond to treatment and thus is essentially a
medical condition – some have suggested the term “medically
inappropriate treatment” rather than “futile treatment” [9],
highlighting the clinical nature of these decisions. However, all such
decisions have a subjective component as different individuals will
often have different opinions as to what constitutes “futility” in a
particular patient [7,10]. Religious belief, cultural background,
personal values, local legislation can influence one’s interpretation of
futility. There is, therefore, a risk that, if made unilaterally, the
decision-maker’s values (whether the physician or a surrogate) may be
imposed on the patient [11,12]. Hence, decisions should be made after
due consideration of all the clinical data and full consultation with all
members of the healthcare team, and the family whenever possible.
Family involvement in end-of-life decisions varies considerably
across the globe [13], traditionally being greater in North America
than elsewhere and in northern Europe than in South America, Asia
and southern Europe [14-17]. Family members should not be expected
to make such decisions, especially those who do not have the medical
knowledge to fully understand the complex medical issues involved.
The psychological and moral burden of this process on grieving family
members can increase the risks of post-traumatic stress disorder,
anxiety and depression [18]. Nevertheless, in general, the trend is
moving towards increased family involvement in these decisions
worldwide [19-21]. However, although families should be involved in
discussions and kept closely informed, the final decision should
remain the responsibility of the physician-in-charge. The reasons why
the decision is a medical one and why stopping or not starting
treatment is the most reasonable option must be clearly explained to
the family members. Indeed, healthcare providers must never feel
obliged or pressured to provide futile treatment when there is medical
consensus that it will be ineffective [22,23], although studies report
that physicians are often influenced by family wishes [24].

The Extent and Impact of “Futility” in Intensive Care
The continuation of futile treatment in an ICU patient impacts not
only on that particular patient, potentially prolonging suffering and
the natural dying process, but also on family members and on other
patients who could have benefited from the intensive care facilities
being used by the patient receiving futile therapy. This latter concept
raises the ethical principal of distributive justice and in some parts of
the world (including in Europe), where the number of ICU beds is
quite limited, this can be a major practical issue [25,26]. Yet, a
considerable proportion of ICU patients are considered by physicians
and other healthcare workers to be receiving “futile” care. In a survey
of European ICU physicians, 73% of the respondents said that their
ICU frequently admitted patients with no hope of survival [15]. In a
survey of medical and nursing unit directors from Canadian ICUs,
87% of physicians and 95% of nurses said that futile care had been
given in their ICU over the past year [27]. In a survey of 1953 ICU
nurses and physicians from 82 adult ICUs in 9 European countries and
Israel, 27% perceived that care was inappropriate in at least 1 patient
and in 57% of these cases it was considered inappropriate because it
was excessive [28]. In a recent survey of critical care specialists in 5
ICUs from one medical centre, 11% of patients were perceived by the
intensivists as receiving futile treatment and 8.6% as receiving
probably futile treatment [2]. These authors estimated that the cost of
futile treatment in critical care was $2.6 million over the 3-month
J Clinic Res Bioeth
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study period. Clearly, futile interventions account for a considerable
proportion of ICU interventions and are associated with high costs. So
how should this problem be approached?

Withholding/Withdrawing in the ICU
The majority of deaths in the ICU are now preceded by a decision
to limit treatment in some way, although the actual percentage may
vary among units and across national and international borders
[15,29-32]. There are various forms of withholding/withdrawing
ranging from the do-not-resuscitate order in which resuscitation
efforts are withheld in the case of cardiorespiratory arrest, through donot-escalate orders in which no new therapies are started but current
interventions maintained, to the withdrawal of all on-going treatment
(Table 1). The appropriateness of each of these decisions will depend
on the individual situation. As noted earlier, decisions to withhold or
withdraw futile treatments are influenced by multiple factors,
including physician age and sex, religious beliefs and cultural
background [33], peer pressure, and fear of litigation [15,29,34].
Importantly, it is generally accepted that there is no ethical or moral
distinction between withholding and withdrawing life-sustaining
treatments [19,22,35]. However, this is not accepted everywhere: in
Israel for example, a law authorizes the use of timers on ventilators so
that the respirator can stop by itself after a programmed amount of
time, without a physician's intervention to withdraw the therapy
[36,37].
-Do-not-resuscitate (DNR): do everything, except in case of cardiac arrest
-Do-not-escalate for some interventions e.g., endotracheal intubation, renal
replacement therapy, vasopressor therapy…
-Do-not-escalate for anything (DNE)
-Withdrawal of life-support
-Increased doses of sedatives

Table 1: Different types of end-of-life decisions
In any case, withdrawing is seen by many as more difficult than the
more “passive” withholding [13]. In some situations, withdrawing may
be seen as preferable [38], allowing the patient the benefit of the doubt
and a trial of therapy or “time-limited trial”, sometimes referred to as
"the ICU test" [39]. Importantly, if it is decided that a trial of therapy
should be conducted, time limits and targets for the trial must be set in
advance and, if treatment goals are not met by the allocated time,
treatment should be withdrawn according to the plan [38]. Good
communication with the family is particularly important in this
situation to insure that the purpose of the trial is clearly understood.
Essentially, when it has been decided that treatment is futile, all
therapeutic interventions already on-going should be withdrawn and
no new interventions should be started. The decision, resulting from a
consensus among the caregivers, should be clearly documented in the
patient’s notes and a plan of action determined and agreed on by the
healthcare team. The family should be approached regarding the
possibility of organ donation if relevant. Although much has been
written about the ethical issues surrounding end-of-life care in the
ICU, relatively little has been published regarding the practicalities of
the process of withholding/withdrawing [20,35,40]. Yet, with as many
as 80% of ICU deaths now associated with an end-of-life decision
[41-44], information regarding how best to implement the decision to
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withhold/withdraw is important to insure a “good” dying process for
the patient. Throughout the terminal process, it must be remembered
that it is treatment that is being withdrawn or withheld and not “care”
[19,20]. Good communication among medical staff and with patients
(where possible) and family members is essential [40] and all
discussions, decisions, plans, and outcomes should be carefully
documented [30,35].
Many recommend the discontinuation of all forms of monitoring to
provide as peaceful an environment as possible for the dying process
[20]. However, others prefer to continue minimal monitoring so that
the patient’s course can be followed. In either case, there is no need to
prolong the withdrawal process, as long as time has been taken to
explain to family members what they can expect. Most treatments
should be removed immediately, for example antibiotics, blood
products, intravenous fluids and nutrition [35]. The only real reason
for removing a therapy more slowly is if rapid withdrawal could cause
distress or discomfort to the patient, for example, when withdrawing
ventilator support, or be upsetting for the relatives. In the
mechanically ventilated patient, withdrawal of ventilator support can
be performed by transition from full support to T-piece or extubation
over a period of 10-20 minutes [20,30], but others prefer to maintain
mechanical ventilation with a progressive decrease in the respiratory
settings. Adequate sedation and analgesia should be given to insure the
patient remains comfortable at all times, using sufficient doses even if
this speeds death [20,35]. In some units, including in Belgium,
medication, such as analgesics/sedatives, is commonly used even if
there is no apparent discomfort and the dying process may be
shortened, because this can improve the quality of dying [19]. This
practice is often even encouraged by family members at the bedside,
who can feel that once a decision has been made the end-of-life
process should not be prolonged. The complex ethical debate
surrounding this approach is beyond the scope of this review.
Although many patients will die soon after therapy has been
withdrawn, others may remain relatively stable for a prolonged period
of time. These are difficult situations for all involved, and it is
important that the patient and family do not feel neglected in any way
and are kept fully informed. The attending physician and nursing staff
remain responsible for the well-being of their patient and the
withdrawal process should be considered and conducted with the
same care and concentration as any other medical procedure. Regular
attendance at the bedside, updating and reassuring the relatives,
answering questions, are all essential until the goal is achieved
satisfactorily.
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