
CPD - Etirics

Futfitv-cavcat lector
() n l nn t I?. Hr nzut l t, \{ llchll, NlN{ctl(Oct(l), N'IPhil (Bi<rt hics)

Nle<lit>lcgal a<hisor lirr thc }Ie<lical l)r<>te<lion Socictr
[ ,eeds. [ 'K.

In solne w';u's, those l)crsons u'lto practicc meclicine have bcconrc r.ictinrs of its succcss. \\/e rvish to <kr the best lbr
<lttr1lirt ietrts.H<lrr'cr'er,<rccasi<lrrit l l1'tIreatlr ' :rrrtagestlftrcattrtcntItrar' l lerrtargirtal.Adcle<ltclthisist}res1riral

of rneclical therapl', something that rloctors are alvare o1. 
'Io 

rnake the px>blcrrl even rrrore diflicult we have
increasing rr\\'iueness b1' patients ancl thcir lanrilies of the concepts cll':rutonoul' iurrl patient's riglrts. 

'fhev 
f-eel that

thel'catr<letlrlttrt ltfeatIIrenttlrattlrerl<lct<lr-rrrar.f 'eclistlf.ntl<lrtturrgitr:rl l lcrrellt;
t t ra t ' l le<>tret re i r t t l rent t I rat t l re t l< lc t< l r . isre luctarr t t<>sal tc t i< l l l 'Fut i I i t r ' } ras l leeI l ix lv : r t rcecl

car- t I i r r t I tesesi t r ' ra t io t rs , t I ratcal ruSLlr I )pat ierr t i l t l t ( ) l lOl1 l \ ' , i r r t l rescrrset I ratu 'e<l<r t r< l t } rar .et< lg i r 'e t r .c i r t r l re t r t t l ra t r ' 'c

trrnsi<ler t<r be futile, <lespite tlte patient letltrcsting thc treatmerfi. (9,1 lhnt l4zu't 200,'J;.1,i(B):78-19)

"Futiliry" is by no means a new concept.
The word is etymologically derived
from"/utilis", the Latin meaning leaky.
Greek mythology well describes the
concept of futility in the legend of the
Danaides. The legend has it that 49 of
the 50 daughters of Danaus, King of
Argos, kil led their husbands on their
communal wedding night, on instruction
from their father. As a result they were
condemned to Hades for eternity, where
they had to carry water to fill a vase.
They were condemned to carry the
water to the vase using sieves. To arrive
at a destination, in this case the vase,
with no water gives one an idea of the
concept of futi l i ty - basically, doing
something that is useless or ineffective.

Without adequate reflection using
fut i l i ty  to  just i fy  wi thhold ing or
withdrawing "useless" treatment is
meretricious. It appears so obvious; we
should not treat where we consider that
the treatment is "useless". We may even
feel justified in going one step further,
and d i rect ly  chal lenge pat ient
autonomy: if we consider treatment to
be futile, we may even be able to justifu
declining the treatment, despite the
patient's requestl

The argument appears to gather

momentum when we begin to consider
the financial constraints on contempo-
rary medicine. Futility, where treatment
is deemed to be useless, must be clearly
d i s t i ngu i shed  f rom ra t i on ing .  I n
rationing we acknowledge that there
may be benefit, but if treatment is to be
denied or withdrawn, this is due to
questions of cost. Futility implies no
effect and takes no cognisance of cost
issues. Futility addresses outcome or
at least the lack thereof, and financial
implications play no role; rationing on
the other hand acknowledges benefit,
but takes cognisance of costs. lndeed
if we decide to withhold or withdraw
treatment based on the rationing of that
treatment, financial considerations, by
definition, will have played a major role
i n  t h e  d e c i s i o n - m a k i n g  p r o c e s s .
Invoking futility to justify non-treatment
or withdrawal of care is probably more
psychologically appealing. as it appears
to be a more moral justification, than
accepting financial constraints and
acknowledging rat ioning as the
justification.

So, what is the problem with utilising
futility to withhold, withdraw or refuse
treatment? One of the major crit icisms
is that futility is a complex term with

both quant i ta t ive and qual i ta t ive
elements. Quantitatively, how seldom
must the outcome occur that we are
seeking before we can say that an
intervention is useless or futile? Never,
or  below an arb i t rar i ly  def ined
threshold? Athresholdbelow I in 100
has been suggested, however this is
obviously open to criticism, why I in
100?  Why  no t  I  i n  1000?  I f  you
required a life saving procedure, with
minimal or no side effects, and there was
only a I in a 100 chance of success,
would you be happy to turn it down as
it would be futile? Even if we were to
accept this arbitrary threshold of I in
100, on what would we base the proba-
bility of the outcome? Doctors seldom
have the experience, or can't remember
the outcome in the previous 100 similar
cases. In addition. each case is unique.
and it is difficult, indeed impossible to
extrapolate the potential outcome of a
single complex based on your recollec-
t ion of  s imi lar  but  equal ly  unique
previous cases. Due to the nuances of
indiv idual  cases,  referr ing to the
literafure is equally unaccommodating.

The qualitative element is probably
even more contentious. Judgements of
futility only make sense in relation to a
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qualitative outcome, a specific goal;
what type of outcome or goal are we
attempting to achicve?

To  exp la in  t he  qua l i t a t i ve  and
quantitative element, let me rnake use
ofthe lottery as an analogy. lfyou buy
a lottery ticket to win the jackpot (the
outcome or qualitative element) then
your chances (the quantitative element)
are extremely low. If on the other hand
you buy lottery tickets to give money to
charity (the qualitative element) then
your chances are extremely high (the
qualitative element).

Ideal ly  we need to descr ibe the
outcomes in terms of  va lue- f ree
descriptions that we could all agree
upon. To facilitate our understanding
of outcomes, Brody has described four
qual i ta t ive categor ies for  outcome
objectives. The least contentious is the
physiological objective. for example
when  ca rd iopu lmonary  resusc i t a l i on
produces no pulse. Here the goal wouid
be merely to achieve a physiological

ob jec t i ve ,  ( a  pu l se )  f o l l ow ing  a
cardiopulmonary resuscitation attempt
in response to a cardiac arrest. If you
were  su re  t ha t  you  wou ld  no t  be
successful in achieving a pulsc. then you
classify the intervention as being firtile.
The second category is  wherc the
intervention may achieve its physio-
logical objective, but with consequences
tha t  t he  pa t i en t  wou ld  cons ide r
unacceptable. In the third category. the
phys io log i ca l  ou t come may  be
achieved, but with consequences which
the vast majority of people would find
unacceptable. The final and fourth
category is  where the in tervent ion rnay
achieve i ts  physio logical  object ive,
however the burdens of intervention far
outweigh the benefits in the opinion of
the doctor; even if this is in conflict with
the patient's opinion. As we can see,
unfoftunately none of these outcomes
are entirely value free. However, if we
take cognisance of respect for patient
autonomy, the second category is the

most  moral ly  appeal ing,  whi ls t  the
fourth is extremely paternalistic.

Caveat lector - let the reader beware;
if you wish to withhold, withdraw or
refuse treatment, and use futi l i ty to
justify your decision, beware! Beware
that the concept of futility, in the medical
context, is by no means simple. It has
bo th  comp lex  and  unp red i c tab le
quantitative and quantitative elements
that are not value-free.fl

Please refer to the CPD

Questionnaire on page 51.
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Product News

lntroducing AzopticrM

Alcon Laboratories is proud to introduce AzopticrM, a new topical carbonic
anhydrase inhibitor (TCAI) fbr the treatment of glaucoma and ocular hypertension.
AzopticrM has been developed with new microfine suspension technology and a
physiological pH so that it is comfortable in the eye. AzopticrMis approved for
monotlrerapy or as adjunctive therapy to be co-prescribed with other glaucoma
treatments. The dose of AzopticrM is one drop in the affected eye twice daily.

] 53 | AzopticrM Eye drops (suspension) 5 ml. Each ml of aqueous suspension
conlarns l t , l  ms Dnnzolamlde.
Reg .  No .  341 l . 4n382 .

Alcon Laboratories (SA) (Ptv) Ltcl
261 Surrey Avenue. Randbw'g,2194.
Reg. No. I 977/000460/07.
Tel: (011) 504 1500, Fax: ()l I) 504 1501. www.alconlabs.com.
For ftulher informution, please consult the package insert
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