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low likelihood of success, and qualitative
futility applies to interventions whose
goals are of contested value.
Ultimately, we see quantitative futility
as collapsing into either physiologic futility when there is really no possibility of
biological efficacy, or into qualitative
futility when it is an issue of probability.

Let us explain. All interventions are of
uncertain effect, and therefore all treatments have only a certain probability of
achieving a desired outcome. There is no
physiologic or statistical justification to
draw a line separating the probability of
“futile” versus “non-futile” treatments in
any particular place other than with
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n Canada and the United States, discussions about futile medical care
have obtained a prominent place in
the popular consciousness 1 and in the
medical 2 and bioethical 3 literatures in
recent years. Although there have been
efforts to move away from the term “futility” and toward alternatives such as “nonbeneficial” 4 or “potentially inappropriate,”5 our experience suggests that futility
is still part of the everyday medical vocabulary, and the challenges represented by
its use persist. In 2013, a legal case on the
withdrawal of “futile” intensive care
reached the Supreme Court of Canada,6
demonstrating that this issue remains a
source of controversy.
So what does “futility” mean, and when
should physicians invoke it? In this article,
we propose that appealing to “futility”
obscures the role of value judgments in
everyday medical decision-making, and
therefore should be abandoned.
According to the Canadian Oxford Dictionary, futility refers to an act that is “useless, ineffectual.”7 In the medical context,
futility has historically been used for interventions that have no possibility of physiologic effect;8 for example, using orange
juice as an anticoagulant. If a patient were
to demand such a treatment, a physician
would feel very comfortable refusing, and
no legal or moral recourse would be
expected. These kinds of scenarios are relatively uncommon, in that physicians are
not often asked to consider an intervention that is known to have absolutely no
chance of achieving a physiologic effect.
In recent decades, references to futility
have appeared more commonly in relation to interventions that involve life or
death or intensive resource allocation,
and when disagreements arise with substitute decision-makers.9 Some authors
differentiate “quantitative” from “qualitative” futility,10 in that quantitative futility
applies to interventions that have a very
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respect to those whose probability is
clearly zero. Therefore, any reference to
futility other than true physiologic futility
is not really a matter of quantification;
rather, it is a reflection of the qualitative
factors that surround a treatment, such as
the patient context and the values of the
decision-maker.
Here is an example: a young man has
had a cardiac arrest in front of you, and
standard treatments have failed to restart
his heart. A new treatment has a 1%
chance of working. We would be surprised
if a physician invoked futility as a reason
not to try the new treatment in this case.
However, if the patient were 90 years old,
bedbound, with advanced dementia, we
might expect exactly that kind of argument. What is the difference between
these two scenarios? It is not the intervention or its chance of effect, but rather a
judgment about the patient and his or her
expected quality of life. In this way, nonphysiologic futility (either quantitative or
qualitative) is not only about judging the
probability of an outcome, but is also
about judging its value.
Let us consider two classic examples of
situations in which physicians invoke futility: providing intubation to a 95-year-old
person with pneumonia, and withdrawing
intubation from a young person with a
catastrophic brain injury. It is inaccurate
to say that in either individual, ventilation
cannot move air through the lungs and
cannot prolong life. Moreover, the likelihood that ventilation can achieve these
goals is relatively high. The issue is that
the life being prolonged may be considered to be of poor quality, and may be of
high cost to the health care system. In this
case, the physician’s use of futility reflects
an implicit judgment on quality of life,
being couched in terms of physiologic certainty. Therefore, referencing futility can
amount to self-deception when physicians
apply subjective judgments but pretend —
to themselves and others — that they are
making objective decisions. Relying on
appeals to futility can prevent an open
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and frank conversation about the complexities of the clinical reality.
Use of the term “futility,” it would
seem, hides the inherent moral content of
medical decision-making. Is this moral
content specific to cases of end-of-life care
and intubation? We would argue not. Medical decision-making is generally consequentialist, in that it is based on evaluating
the expected outcomes (benefits and
harms) of an intervention. Any evaluation
of outcomes requires some ethical framework: that life is better than death, that life
without disease is better than life with disease, and that various states of disease or
disability may be better or worse than others. Whenever physicians consider the
goodness or badness of potential outcomes, whenever they consider what is
best for a given patient, they are dealing
with questions of ethics. Medical decisionmaking without such a framework is hard
to imagine: applying standard algorithms
to every scenario, regardless of the clinical
context or of patient wishes. This is not
how medicine is practised, and nor is this
how we think it should be practised.
Where do we go from here? We believe
the term “futility” should be abandoned. It
is not required in cases of physiologic
impossibility, and all other uses are questions of value judgment. Therefore, we
would encourage physicians, patients,
families, ethicists and administrators to
acknowledge the fundamental role of
medical uncertainty and ethical judgment
in day-to-day clinical decision-making.
Physicians should recognize their own values and should not be afraid to share
them, because they are honed by their
experiences.
Although some patients will prioritize a
beating heart over a life of limited awareness, our experience suggests that a frank
conversation about what life can realistically be expected to look like helps to
bridge many divides over so-called futile
care. When clinicians and families remain
far apart, this is often a reflection of background family dynamics or strongly held
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cultural beliefs that may be irreconcilable
with modern scientific assumptions.
If we are to draw lines in the sand in
terms of which interventions are acceptable in particular patient populations at
particular costs, this must be done at the
societal level, and will require a difficult
process of self-reflection about our collective values. A first step in this process is
admitting to ourselves what we mean
when we invoke futility.
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