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Abstract
The provision of healthcare is being challenged by
a ’perfect storm’ of forces including an increasing
population with multiple comorbidities, high expectations
and resource limitations, and in the background, the preeminence of the ’curative medical model’. Non-beneficial
(futile) treatments are wasteful and costly. They have a
negative impact on quality of life especially in the last
year of life. Among professionals, frequent encounters
with futility cause moral distress and demoralisation.
The factors that drive non-beneficial treatments
include personal biases, patient-related pressures
and institutional imperatives. Breaking loose from the
perceived necessity to deliver non-beneficial treatment
is a major challenge. Curative intent should give way
to appropriateness such that curative and palliative
interventions are valued equally. Goals of treatment
should be shaped by illness trajectory, the risk of harms
as well as potential benefits and patient preferences. This
strategy should be reflected in professional training and
the design of acute services.
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The word ‘futile’ can be an uncomfortable one to
hear. To say that a situation is futile implies both
the uselessness of what we are doing and hopelessness regarding the outcome. In the context of delivering medical care in the acute setting, the word is
most often considered when a patient is receiving
maximal treatment and there is little or no meaningful response, and death is imminent. For this
reason, medical futility and whether or not life-sustaining treatments should continue or be withdrawn has largely been addressed in intensive care
units (ICUs), ethics departments and the courts.
Applying the concept of futility narrowly to situations where ‘everything possible has been done’
fits with a consensus that the primary aim of acute
care is to cure. Fixing things is the unquestioned
clinical goal. Over the last 70 years, public expectations as well as professional training have given
pre-eminence to that ideal. Treatment at the time
of an acute hospital admission is usually defined
by the presenting complaint, for example, gastrointestinal haemorrhage, rather than by its context,
for example, metastatic gastric cancer. The latter is
arguably more important but not always at the forefront of decision-making. Regardless of context, the
usual metric for success or failure is mortality. This
is problematic. There comes a time where everything becomes futile. Death wins in the end.
As we write, a ‘perfect storm’ of pressures is
unfolding within a teetering National Health

Service (NHS). The prime minister has been forced
to apologise publicly for its inadequacies. But, are
the immense problems that we face amenable to
political or fiscal solutions? In our view, among the
many reasons for the emerging crisis is the dominance of the curative medical model. This model
largely defines the apparatus of acute care services,
notably at the front door of our hospitals. It is
ingrained at all levels of medical training. This is
not just untenable but also undesirable.
Advances in medical technology and expertise
have made human survival increasingly possible in
many life-threatening circumstances. The imperative to cling on to life has been steadily empowered, and the acceptance of letting go is often a
last resort. Yet, as the number of patients whose
end-of-life trajectory is characterised by progressive comorbidities, whose quality of life is poor
and whose suffering is often intensified rather than
relieved by what the healthcare system offers, this
needs to be challenged. Consider why it is that
doctors themselves, when approaching the end of
their own lives, often choose less aggressive care in
favour of a more palliative approach.1
Like our appetite for carbon-based energy and
the problem of climate change, finding solutions to
the unsustainability of the current healthcare model
is a shared responsibility. The ways forward are
both individual as well as societal. The expectations
and habits of us all as individuals, together with the
powerful professional, political and commercial
interests that shape our current health system will
all have to give ground.
In this paper, we will argue that a key contribution for us as clinicians lies in redefining—or is it
rediscovering?—the right priorities in clinical decision-making. As already suggested, our target is the
pre-eminence of the curative medical model (box 1)
but our starting point is the word ‘futile’. In doing
so, we are reflecting on the dilemmas and burdens
experienced by clinicians and patients alike when
confronted with the challenges of delivering and
receiving healthcare within the present NHS model.
It is in that setting that futility, although by another
name, needs to be identified.
Our position is summed up in this statement:
Medical science and technology has advanced for
a fundamental purpose; the purpose of benefiting
the life and health of those who turn to medicine
to be healed. It surely was never intended that it be
used to prolong biological life regardless. Nothing
in the inherent purpose of these scientific advances
can require doctors to treat the dying as if they were
curable. Natural death has not lost its meaning or
significance. It may be deferred but it need not be
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up’—causing misunderstanding and distress to family members
in particular. It is this perception that gives the word ‘futile’ its
pejorative meaning independently of its definition.

Box 1 Teaching point 1
►► The curative medical model focuses on disease entities and

emphasises how organ dysfunction and any associated
symptoms can be corrected or relieved. It is the model most
frequently applied in acute medicine. It is the basis for most
medical and surgical training.
►► Historically, the palliative care model has often been applied
when attempts to cure have failed. It is often portrayed as
second best.
►► In situations where there is an acute event in the context of
progressive and irreversible decline in health, a mixed model
based on realistic goals of care is more appropriate.
postponed indefinitely. Nor, surely, was modern medical science
ever developed to be used inhumanely. To do so is not consistent
with its fundamental purpose.2

The background to this review is that during 2017, we have
conducted mentoring interviews with 162 consultant physicians,
surgeons and intensivists and 45 senior charge nurses in NHS
Lanarkshire (DRT). The primary aim was to reduce medical
harms in hospital by encouraging a culture shift in medical decision-making, particularly for patients with multiple comorbidities experiencing acute deterioration. The one-to-one sessions
were evidence based. Several related topics were explored: the
frequency of non-beneficial treatments (NBTs) in hospitals;
personal biases that drive futile interventions; how to identify
illness trajectory and conduct prognostic conversations; and
how to reduce harms by aligning treatments to appropriate goals
of care. We also engaged in a 300-case hospital mortality review
(DRT and CJL) designed to identify harms during patients’ last
admission to hospital using the Structured Judgement Method.3
In this review, we will discuss issues and perspectives that
emerged from these tasks.

Futility: does it have practical meaning?

In its medical context, the word ‘futility’ is defined as treatment that ‘no longer provides benefit to a patient, or where
the burdens of treatment outweigh the benefits’.4 Futility can
be defined quantitatively, that is, if the likelihood of benefit in
terms of survival time or discharge from hospital or return to
normal activities is unacceptably low; or qualitatively, that is, if
the quality of any benefit by whatever measure is unacceptably
low (box 2).5 6 These definitions have been largely employed in
situations where treatment is either life saving or life sustaining.
Hence the term ‘futile’ is often perceived as a value judgement
implying ‘there’s nothing more can be done’ or ‘we are giving

Box 2 Teaching point 2

Are there alternatives? While the same definition may apply,
the term NBT carries less negative connotations. Moreover,
‘non-beneficial’ can be applied to almost any treatment, not just
life-saving or life-sustaining ones. Thus, the meaning of the latter
term is less pejorative and perhaps more acceptable.
The scale of the problem of NBTs is huge. In a recent systematic
review, Cardona-Morell et al reported the results of 38 worldwide studies comprising 1.2 million patients that focused on
NBTs. Overall, between 33% and 38% of patients at the end of
life, defined as the last 12 months, received NBTs, for example,
renal dialysis, intravenous antibiotics.7
However, if the term ‘NBT’ sounds neutral, it is not. All treatments have potential adverse effects and by definition, the harms
associated with NBTs are not offset by any gains (see figure 1).
Medical harms are common and often serious.8–10 In our interviews, in answer to the question ‘With regard to medical harm
that is sometimes experienced by patients at a time of medical
crisis or when nearing the end of life, I think that this is a major
issue’, 38% of consultants stated ‘strongly agree’ and 58% stated
‘agree’.
Harms associated with NBTs are not limited to pathophysiological effects, for example, nausea, diarrhoea and skin
rashes. They are particularly distressing when someone is on
an end-of-life trajectory or frankly dying. But in addition, NBTs
often go hand in hand with delayed introduction of palliative
treatments.11 They have an impact on the quality of dying.12
With regard to the ICU, NBTs may result in limited access to
treatment for other patients with a greater chance of survival—
so-called ‘opportunity cost’.13 Finally, NBTs are wasteful and
costly14 compromising the availability of resources for more
appropriate supportive care.15 16 Nevertheless, harm avoidance
only infrequently trumps the ‘drive to survive’ when making
clinical decisions.
Perhaps the least acknowledged harm associated with NBTs is
the effect on staff themselves. In the context of the present NHS
crisis, this is rarely highlighted. Moral distress is well described
for both doctors and nurses working in an ICU environment
where futility is frequently encountered (box 3). Moral distress
arises when treatment is perceived by a staff member to be inappropriate and causes unnecessary suffering. Encountered day
after day, it has significant impact in terms of diminishing resilience and job satisfaction17 as well as shaping long-term attitudes
to patients.18 But what about its effect in other clinical areas,
notably emergency departments and general medical wards? It is
reasonable to think that the impact may be similar.

Treatment overuse

►► Futility is defined as treatment that will provide no benefit to

a patient, or where the burdens of treatment will outweigh
the benefits. It can be considered both quantitatively (what
are the chances of survival?) or better, qualitatively (if he /
she survives what will quality of life be like?).
►► The meaning of the word ‘futility’ is more powerful than its
definition, and it is probably best not used.
►► The term ‘non-beneficial treatment’ has broader applications
and is more acceptable, but neglects the possibility that a
medical intervention may also result in significant harm.
2

NBTs and harms

Quality improvement initiatives are frequently directed towards
harms reduction. Clearly, a reduction in NBTs would contribute
significantly to this goal. The issue of NBTs overlaps with the
wider issue of treatment overuse and its drivers.19 Calibrating
overuse, just like identifying NBTs and harms, requires judgements to be made about whether the goal of treatment is to fix
(a pathophysiological problem) or palliate, or somewhere in
between.
Among the consultants we interviewed, 98% agreed or
strongly agreed that ‘something needs to be done to reduce
futile interventions’. The Academy of Medical Royal Colleges
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Figure 1 The relationship between the benefits of treatment and the risk of harm with regard to whether an intervention is necessary, appropriate,
inappropriate or futile. Attributed to Avedis Donabedian (1919–2000).
has initiated Choosing Wisely in the UK.20 This is a start, but in
the context of managing complex, acutely ill, sometimes dying
patients, the issue is not so much identifying individual treatments that are likely to be non-beneficial per se,21 but rather to
examine the individual context in which a specific intervention
is going to be non-beneficial. This is the challenge.

Avoiding NBTs: obstacles in the way

Our hospital mortality review revealed an almost universal
absence of stated goals of care in patient’s notes until such
time as a patient was deemed to be terminally ill. Only in these
circumstances were comments such as ‘dying’ and ‘end-of-life’
and ‘palliative’ used. However, although terminal care treatments were introduced when a patient was clearly in the last
hours or days of life, in many cases ‘curative’ interventions were
continued and bizarrely, in some instances intensified. The goals
of care were often confused.
A key explanation for this pattern, as expressed by many
consultants, is clinical uncertainty. Uncertainty is real. It is an
intrinsic element in all clinical decision-making. Clinicians have
imperfect knowledge of the disease and its likely course, of the
potential effectiveness of treatment options, and sometimes of
the patient’s wishes. But uncertainly ought not to result in decision-making paralysis. William Osler said, “Medicine is a science
of uncertainty and an art of probability”.
The consequence of uncertainty is that clinicians exaggerate
the likelihood of treatment benefit. They ‘give the patient the
benefit of the doubt’ and indulge in ‘last chance medicine’.15
In the setting of acute medicine, uncertainty also allows clinicians to avoid the discomfort of making a diagnosis of dying,
of conducting prognostic conversations or allowing for the
possibility of perceived failure: ‘we were doing our best’.22 23

Box 3 Teaching point 3
►► Moral distress is a harm that is experienced by nurses

and doctors who find themselves delivering care that is
inappropriate, that is, the goals of care are unrealistic and
unattainable and the patient’s experience of suffering,
sometimes as a direct result of the intervention, is being
prolonged or is not offset by the likelihood of benefit.
►► The frequent experience of inappropriateness leads to
impaired job satisfaction and even burn-out.

Occupying such moral high ground means that the potential
for harm is often neglected. Even when harms are identified at morbidity and mortality meetings, the legitimacy of
curative intent provides the basis on which harms are often
justified.
Recently, Willmott et al have reported why doctors provide
futile treatments at the end of life.24 The drivers are multiple
and powerful. They fall into three categories as set out in
table 1. Most of the factors listed were readily self-identified
during our consultant interviews except for ‘cognitive biases
and personality traits’.25 However, reflective discussion was
revealing and often resulted in clinicians’ surprise at his or her
own biases.
Interestingly, there was less agreement as to the influence of
patients and their relatives as drivers for providing futile treatments. In response to the question: ‘Patients and relatives who
want everything to be done often alter my overall approach
to decision-making’, there was a range of answers among our
respondents: no one strongly agreed, 33% agreed, 21% were
neutral, 44% disagreed and one person strongly disagreed. And
to the question: ‘Fear of complaints/legal proceedings influences
my approach to decision-making’: one strongly agreed, 42%
agreed, 19% were neutral, 29% disagreed and one strongly
disagreed.

The way forward: appropriateness

The drivers to deliver curative treatment—from antibiotics for a
viral sniffle to organ transplantation—are powerfully entrenched
in our culture and reflected in the structure of our health services.
The pressure to do so is experienced by clinicians and, as already
stated, often operates in the absence of considered risk/benefit
analysis. This being so, and accepting that it is unsustainable, is
there scope for change?
In his Reith lectures and book ‘Being Mortal’, Gawande articulated that the most cogent reason for change is that modern
medicine cannot deliver immortality.26 Earlier, Ernest Becker,
the Pulitzer prize-winning anthropologist proposed what is now
known as terror management theory as an explanation for a
range of human behaviours. Put simply, the theory holds that
the fear of death is an innate driver in all of us and that much
of what humans do is subliminally energised by the desire to
preserve ourselves.
Perhaps this is the bottom line as an explanation for the
frequency with which we deliver futile medical care.
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Table 1

Reasons why doctors provide futile treatment at the end of life with comments

Category

Item

Comment

Personal

Trained to treat

This would be addressed by deconstructing the perception in undergraduate and
postgraduate training for hospitalists that curative treatment is uppermost in a league table
of clinical care options.

Inexperience with death and dying

More professional education on patients' experience while dying38 39 in addition to the
therapeutics of symptom palliation. The latter is in effect an extension of the ‘fix it’ model of
care. This would cultivate a greater degree of professional ‘dying awareness’.

Prognostic uncertainty

This usually refers to short-term outcomes. Training in diagnosing dying and identifying
end-of-life indicators40–42 would help to provide context for long-term as well as short-term
prognosis and treatment goals.

Emotional attachment to patient

Patient-related factors

Hospital-related factors

Do not want to give up hope

This is a common misconception on the part of clinicians and next of kin. Hope at the end of
life is complex and not immediately related to survivale prognosis.43 44

Worries about legal risk

In the National Health Service setting, these worries are experienced by trainees more than
consultants. They focus on the risks of omission rather than commission and encourage futile
treatment. See reference45.

Poor communication skills

Communication skills often focus on the 'how' in relation to the topic of ‘breaking bad news’.
However, the perceived needs of clinicians are actually in the area of conducting prognostic
conversations and establishing goals of care.32 33

Personal factors including cognitive biases and
personality traits

The human factors that contribute to decision-making in favour of futile treatments only
came to light in our consultant interviews via guided personal reflection. See reference25.

Family or patient request or insistence to ‘do
everything possible’

Although difficult conversations are infrequent, they are occasionally traumatic and
may have a signficant influence on clinicians’ willingness to engage in ‘shared decisionmaking’.45 46

Lack of information about patient’s wishes

In the hospital setting, the role of treatment escalation/limitation plans (a modification of
advance care planning) addresses this issue.47 48

Specialisation

Palliative care may be regarded as ‘someone else’s responsibility’. This is unhelpful. It should
be incorporated into all postgraduate specialty training.

Medical hierarchy

There is the perception among some trainee doctors and nurses that a decision to provide
something other than protocol-driven interventions rests with the lead clinician. This is
sometimes re-enforced by the lead clinician. It should be a team approach.

Discontinuity of care

This is a major issue in all settings, out of hours and at weekends. It compounds the issue of
uncertainty (see references47 48)

Time deprivation

This is universal. However, adhering to the ‘curative medical model’ may be more time
consuming in the long run than offering care based on modified goals of care.

Modified from Willmott et al24

When the philosophy of medical care is underpinned by an
undiscerning ‘never say die’ approach until the very last moment,
then harms and waste will continue to grow. Paradoxically the
greatest of harms resulting from ‘never say die’ is likely to be bad
deaths, but more widely, demoralisation among professionals
and conflict in the public arena.
Medical interventions in seriously ill patients should not be
shaped by a binary choice—curative treatment or palliative
care—but by appropriateness. This is an alternative word to
‘futile’ or ‘non-beneficial’.
Exact criteria for appropriateness are often difficult to define
and apply systematically but that is not a reason to scorn the
concept.27 28 Appropriateness is informed by more than an assessment of organ dysfunction or even symptom severity. These are
not in the least unimportant, but they define particular boundaries in medical decision-making.
Context awareness for each patient ought to be the starting
point for appropriateness. This includes the demographic challenges facing our health system. At any one time in acute hospitals in Scotland approximately 30% of inpatients will be in the
last year of life, increasing to over 45% in the over 85s.29 Among
patients fulfilling Gold Standards Framework criteria for a
life-limiting condition, the 12-month mortality is around 50%.30
Thus in individuals with multiple comorbidities, an illness trajectory is often well established.31
4

While patients are often uninformed as to their prognosis with
regard to longevity, even without discussing it many have clear
ideas about established trends and their qualitative prognosis.
Where patients lack capacity, engagement with family members
is also helped by a review of recent events, trends and their prognostic significance. A very simple question is posed: “Given all
that has been happening to you and your health what are your
thoughts about what might lie ahead and how you would like to
be cared for and treated?”.32 33 The answers need to be shaped by
honesty about the possibility of dying or a prolonged or limited
recovery as well as hopefulness that appropriate supportive care
will be provided and is just as much a priority.
The value of prognostic conversations cannot be overemphasised (box 4). They are the foundation for appropriate decision-making that leads to setting realistic goals of care34 including
the possibility that futility is considered from the outset rather
than as an afterthought.
In seriously ill patients, there is often a concern that shared
decision-making may wrest responsibility away from the clinician in favour of Google aficionados, or place an excessive
burden on emotionally stressed family members. Both can occur
and both are undesirable. A practical way forward is to engage in
scenario planning that neither denies professional expertise nor
the legitimacy of patient engagement.35 The likelihood of harms
should figure prominently in the discussions.36
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Box 4 Teaching point 4
►► Prognostic awareness is the foundation for decision-making

that leads to realistic goals of care.

►► In the mind of the clinician, the ‘surprise question’ (“Would

you be surprised if this patient were to die within the next 6
months?”) may be used as a prompt to integrate information
about the immediate acute event, background comorbidities,
the patient’s performance status and their attitudes and
preferences in order to develop prognostic awareness and
choose realistic goals of treatment.
►► In the mind of the patient (or family member if the patient
lacks capacity) encouraging them to reflect on the trends in
their health status over time often sets the scene for making
realistic choices about the goals of care: “Given all that has
been happening to you, what are your thoughts about what
might lie ahead and how you would like to be cared for and
treated?”

Conclusions
When it comes to the healthcare system and its benefits, the
curative medical model has been hugely successful, and its agent
the NHS, is revered. ‘Fix it’ medicine energises its proponents
and occupies centre stage in the public mind. However, paradoxically, its success is now exposing its weakness: that there is now
a growing population for whom ‘fix it’ medicine is no longer
appropriate and may even be harmful.
Whatever the outcome of future debate, and we hope that
there is one, what constitutes optimum healthcare needs to be
broadened and individualised in all sectors of the system, set free
from addictive tendencies, taboo fears and professional silos.
The high ideal of curative medicine—always ‘striving to
survive’—needs to be challenged by the recognition that appropriateness includes palliative or supportive care as well as curati
ve intent in balanced patient-by-patient combinations.37 A hierarchy
is no longer justified.
To effect the needed changes, clinicians will need to embrace
prognostic conversations and supported decision-making with a
view to legitimising a broader range of goals of care for individual patients, not as a politically correct workplace burden but
rather as a positive step towards ‘less is more’ realism and away
from the bondage of futile treatment.
There are two ways to change: by choice or by force of circumstance. Let us not be forced into changing the shape of acute
medical services because of political imperatives or resource
constraints or the collapse of professional morale. Instead let us
change because we recognise that clinical practice will be more
effective and satisfying, not to mention less demoralising, if we
proactively reconfigure its priorities.
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