
Like most ethical and bioethical di-
lemmas, the ‘futility debate’ has a
long history. Both Hippocrates and
Plato mentioned the problem. The
Corpus Hippocraticum states:
“Whenever a man suffers from an ill
which is too strong for the means at
the disposal of medicine, he surely
must not even expect that it be over-
come by medicine”. In The Republic,
Plato writes: “For those whose bodies
were always in a state of inner sick-
ness Asclepios did not attempt to
prescribe a regimen to make their
life a prolonged misery”. In fact, it
was not until the early 1990s that the
concept of medical futility became
widely discussed. This is attributable
to the advances in medical technol-
ogy. Because of the lack of agree-
ment on what it means or what im-
plications it conveys, ethicists like
Paris & Schreiber have concluded
that the debate is “fatuous, a mod-
ern-day relapse into nominalism”.1

They recommended focusing our

attention on the moral basis of the
participants’ actions and decisions
rather on the meaning of the word.
Nevertheless, a definition is in order
for a meaningful debate to take
place. A fair working-definition would
see futility as “an ethical dispute
about whether a medical team could
be forced by a family member to
continue care it regards as futile”. 2

Also it could be defined as “a care
that is not likely to produce the want-
ed effect”. 3

On the one hand, the refusal by
health professional(s) is motivated
by two reasons, that is, the requested
care is unlikely to benefit the patient,
and the cost or scarcity of the treat-
ment does not justify its use in the
case under consideration. 4 On the
other hand, the request for that treat-
ment emanates from the patient or
from his or her surrogate, if in an
incompetent state. The futility debate
results from a divergence between
the attitudes of the patient or of his

or her surrogates and health-care
workers towards the care of the pa-
tient. 5 On the latter side, the two
main questions are: What is the like-
lihood that the treatment would fail,
and what is its wanted effect if it
were administered? The probability
of failure that would justify the refusal
varies from 100 to 82%; most physi-
cians, however, would seem to settle
for a failure rate between 95 and
99%. 6 The wanted effect if the treat-
ment were to be administered varies
from the prevention of death or at
least of very serious compromise,
to full recovery of normal functioning
(ibid.).

In a section of their publication titled
“Reframing the Debate”, Paris &
Schreiber displace the ethical de-
bate away from the patient to the
decision-maker. 1 They pose two
commonly asked quest ions:
• Is there a limit to the physician’s

obligation to honour a patient’s
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demand for treatment?
• Must the physician, if asked,

always employ whatever is re-
quired to preserve life?

The answer, they argue, is not
whether but which value judgement
health professionals may use in de-
termining whether to follow the pa-
tients’ or their surrogates’ demands.
The whether question has been ad-
dressed showing a wide range of
probabilities and expectations to
justify or reject the care. To answer
the question of which value judge-
ments should be used requires,
according to Paris & Schreiber, guid-
ance to be looked for in the common
social senses of the approved prac-
tices that are to prevail.1  And this
approval, they recommend, should
be obtained through the consensus
expressed by the health profession-
als team and the institutional ethics
committee, and should be open to
a second opinion.

The ‘futility debate’ is thus not
as fatuous as it has been claimed,
certainly not in developing world
settings where priorities rank differ-
ently. In developed countries, it hap-
pens that, through the advocacy by
bioethicists and families’ wishes,
patients in a permanent vegetative
state are maintained alive with total
parenteral nutrition despite the cer-
tainty that the condition is hopeless
and irreversible. 2 Likewise, anen-
cephalic newborns are put on a
ventilator. This is done out of a belief
that even unconscious life should
be protected and preserved at all

cost, or out of fear of medico-legal
litigation. 5

In South Africa, however, al-
though clinical ethical dilemmas are
of a different nature they are no
easier to address. This is especially
true with the limited resources avail-
able in the public health sector. Let
us look at some examples. End of
life decisions in ICU, a typical ex-
ample of medical futility in the de-
veloped world, would in many in-
stances not create a futility dilemma.
But what about total parenteral nu-
trition of a patient with advanced
incurable oesophageal cancer? Is
it justified to spend meager resourc-
es that would deprive other salvage-
able patients of treatment? Is it futile?
Or, a woman who  had a bilateral
tubal ligation and her husband dies;
she remarries. If she does not bear
children for her new husband, he
may decide to divorce her. Should
we proceed with the requested tubal
reanastomosis to ensure her status
in the society? Or is this medical
futility? It should be clear by now
that there is deep disagreement
concerning the definitions of ‘futility’
and that the perceptions about the
concept are deeply contextualised.
Is a liver transplant of an alcoholic
patient futile because of the likeli-
hood of recidivism? Who knows how
likely recidivism is? If a specific
treatment of a specific patient has
no chance of success whatsoever,
it would be futile to administer it.
But if the chance is up to 18%, is it
still futile? Would it be futile to keep
someone alive in ICU to grant the

opportunity to say goodbye or to
finalise some family matters?

Disagreement in a debate is not
enough to call it fatuous. The diffi-
culty is: Who makes the decision
and on what acceptable grounds?
It should certainly not be the attend-
ing physician in isolation. Even in
the absence of an institutional ethics
board, as it is the case in most state
run facilities, advice can be sought
from the health professional team.
In addition, in the context of scarcity,
the principles of distributive justice
should be borne in mind. Food for
thought! 

See CPD Questionnaire, Page 47
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