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INTERVIEW GUIDE 

Note: these questions are to be used as a flexible guide. The interviewer will begin with a general 

question like those described, and use the other questions as prompts depending on what the 

participant says. The interview will be conversational, and participants will answer questions in their 

own words and address issues in the order they wish. 

General questions 

Initial question: Can you please describe a situation from your experience (one you were responsible 

for or one from a colleague) when a person got treatment at the end of life you didn’t think they 

should have had? 

 Why was this treatment provided? 

 How did you feel about this experience? 

 What do you think could have been done differently (if anything)? 
 

What about a situation where a patient didn’t get treatment that you thought they should have had? 

Can you describe a situation where treatment at the end of life was appropriately withdrawn? 

Describe a situation where a decision was made to withhold or withdraw treatment that resulted in 

a poor outcome? 

Have you ever given treatment you knew was futile (ie likely to be ineffective)?  Why? 

 What factors led to the decision? 

 Why was treatment withheld/withdrawn? 

 Why did you think that others/self thought treatment was futile/inappropriate? 

 Why do you think that others/self thought treatment was appropriate? 

 How did you feel? 

 What was your colleague’s reaction? 

 What do you think could have been done differently (if anything?) 
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Prompts  

 Family 
a. What role, if any, do you think family members play in the provision of futile 

treatment? 
b. What role, if any, do you think patients play in the provision of futile treatment? 
c. How often is futile treatment given just because family requests it? 

 
 Interpersonal dynamics/communication 

a. Some believe that communication plays a role in futile treatment.  What do you 
think about this? (i.e. communication with other staff, family, patient) 

b. Some believe that expectations play a role in futile treatment.  What do you think 
about this?  (i.e. expectations of other staff, family, patient, self) 
 

 Institutional culture 
a. Why do doctors make varying decisions about when to withhold or withdraw 

treatment at the end of life? 
b. Is your practice similar to others in your specialty?  Why or why not?  
c. Interaction/opinions of nurses, registrars, other staff   
d. Some say that this treatment is provided because doctors don’t have enough time to 

have adequate conversations because of workload. What do you think about this? 
 

 Training 
a. What training (if any) did you receive in relation to how to deal with end of life care?  

Deciding when to cease active treatment?  
b. Nature, duration, place of training 
c. What, if anything, should be done to change this training? 

 
 Resources (look for cues from participant) 

a. Some say resources are a factor in assessing whether or not to offer treatment that 
may be futile.  What do you think about this? 

b. Some say that by providing treatment that is futile (even when there is some 
justification) others miss out on beneficial treatment. What do you think about this? 
 

 Law  
a. Some believe that if they do not provide treatment when a patient/substitute 

decision maker requests it, there may be legal consequences. What do you think 
about this? 

b. What does the law say on this?  
c. What do you think of the law? Is treatment provided because of it? 
d. Have you ever had a situation escalate to a legal proceeding? 
e. Thoughts on the legal proceeding? 
f. Does the law support your decisions in this area? 
g. Would an increased understanding of the law assist? 

 
 Policy 

a. Are there any policies/practices in your department/hospital/Queensland Health 
that deal with futile treatment at the end of life?  

b. What do they say? 
c. What do you think of these? 
d. Do you use them in practice? 
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e. What about professional/ethics guidelines?  Do they address this? What do you 
think of them? 
 

 Nature of futile treatment 
a. Think of instances in other specialties when this occurs? Which ones? 
b. What is the nature of futile treatment provided? 

(Resuscitation/medication/procedures, etc)? 
c. What about your own specialty (discipline, department) – any examples? 
d. How frequently do you perceive futile treatment occurs in your department? 
e. Main reason that futile treatment is provided? 

 
 Definition 

a. What do you mean by futile treatment? 
b. Can you define futile treatment? 

 
 Improvement 

a. Is it a problem? What troubles you the most about it? (harm to patient, resource 
use, doctor’s autonomy, etc) 

b. What do you think needs to happen (if anything) to address the issue of futile 
treatment? 
 
 

Case example 

 John is an 84 year old male with advanced dementia and end stage bowel cancer which has 
metastasised 

 He is admitted from the high care unit of a residential aged care facility to hospital with 
abdominal pain 

 It is possible to undertake surgery, but this is expected to have limited, if any, benefit 

 John’s daughter demands the operation despite the poor prognosis 
 

What to do (listen for cues from participant): 

1. Administer treatment? When? Why this point? 
2. What information would you want? 
3. How would you make this decision? Who would you speak to? 
4. Any laws/policies/processes affecting your decision? 
5. Cost considerations? 
6. What if John did not have dementia and was requesting futile treatment? 

 

Categorise 

 Continue even if know is futile? 

 Or stop because know is futile? 
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EXPANDED AND ADDITIONAL QUOTES 

 

Box S1: Doctor-related factors leading to futile treatment at the end of life 

Trained to treat 

“…they're trained to treat. You don't learn - you learn how to treat and it's easy to treat. It's much 

easier to treat than to have those high level discussions where you talk about end of life and not 

treating. So the default is to keep treating.” (#10, Geriatric Medicine Consultant) 

 “…there's another class of futile treatment, where you do a procedure because it can be done, even 

if it doesn't change the outcome. We've had a patient recently that we did a big operation to take 

out most of his cancer. But because it was only most of it, it's not actually going to change anything. 

If we'd thought that through beforehand, we would've not done that treatment. It happened just 

because we were so excited about doing the big, exciting operation, that we didn't sit down carefully 

and think about, is this really the right thing?” (#71, Surgery Consultant) 

 “Well they just assumed the patient wanted to live under any circumstances, and patients don't 

always want to live under any circumstances. … *Doctors have that assumption+ because that's our 

primary motivating factor in medicine. The patient comes to me, it's because they want to live. They 

want me to save their lives.” (#6, Emergency Medicine Consultant) 

“It's the medical profession's expectations, because it's not the families'. Families are not demanding 

more aggressive treatment, they're demanding less aggressive treatment. The default position of the 

medical profession is to provide more aggressive treatment. We're behind what society wants.” (#6, 

Emergency Medicine Consultant) 

“I think the thing is they don't want to pull out. They feel their job is to keep going at all costs.  I 

mean that's the way doctors are trained. I think too, the whole paradigm of palliative care can be 

almost unpalatable.” (#9, Palliative Medicine Consultant) 

“*We’re+ taught to give chemotherapy … We're all taught about we don't want to be nihilists with 

cancer care and that's always been the way it's been… We fight for our corner and fight for our 

patients and treat them actively with as many as others - maybe others wouldn't. Other such 

faculties wonder why we do, so maybe it just goes a bit far sometimes.” (#17, Oncology Consultant) 

“…doctors, surgeons, people who look after emergency patients are doers. You don't get into this 

trade unless you're a goer. We don't contemplate stuff: we act. We don't react. We try to act ahead, 

otherwise you end up with dead people. So the group of people who look after these sorts of 

patients that I'm talking about are more likely to give the full-court press [analogy to aggressive 

offensive tactic in basketball].” (#70, Surgery Consultant)  

“…there's another class of futile treatment, where you do a procedure because it can be done, even 

if it doesn't change the outcome. We've had a patient recently that we did a big operation to take 

out most of his cancer. But because it was only most of it, it's not actually going to change anything. 

If we'd thought that through beforehand, we would've not done that treatment. It happened just 

because we were so excited about doing the big, exciting operation, that we didn't sit down carefully 
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and think about, is this really the right thing?” (#71, Surgery Consultant) 

Aversion to death 

“Some doctors really do believe that they did medicine to never give up on a patient. We were 

talking this morning at our group about the whole symbolism in our society of fighting and battling 

illness and cancer. … it's almost like the patients who elect to stop treatments are being derided. … 

That then feeds onto to doctors that you just have to fight at all costs.” (#24, Palliative Medicine 

Consultant) 

“I think it's a discussion the community hasn't really had.  I think that as a result of pharmaceutical 

companies and major medical devices the world now thinks they'll live forever. There's a fear of 

death and people will do something driven by the desire to do something for the patient, driven by 

the desire for them to look a bit smarter. People will concentrate on a small issue and treat them.” 

(#32, Emergency Medicine Consultant) 

“I wonder if some of it is just a failure, feel that that's a terrible failure of their skills, that they're 

there to save people and get people better and every death is a failure. I know a consultant who will 

do anything to avoid having the patient die in their service, and will preferably give them to 

someone else to die. He just struggles with it, I think, and never gets palliative care involved. I don't 

know them well enough to have a philosophical discussion about why that might be. So I think most 

of us are much more pragmatic than that, though.” (#41, Internal Medicine Consultant) 

Inexperience with death and dying 

“I think that what you do see very often is junior doctors making those sorts of decisions when it 

should be done at consultant level. … I think that it is not an easy decision sometimes to withhold or 

to give treatment when it is not entirely black and white.  I think that sometimes the decision can be 

black and white if the more senior people are involved who have the knowledge to make it black and 

white. It may appear grey if it's more inexperienced people making those decisions.” (#28, 

Emergency Medicine Consultant) 

“… I can understand some of this wish to consult and get advice and all those other things, because 

people don't yet have the clinical confidence to diagnose dying. I think that took me 10 years as a 

consultant to get there, so I can understand why others don't. I think … it's mostly misplaced. People 

worry that someone will come back to get them for not doing things, whereas I think someone 

should come back and get them for doing things. They should be at least as fearful of doing 

unwarranted assaults on patients as they are for leaving no stone unturned. Yet that's not the 

balance at the moment.” (#37, Emergency Medicine Consultant) 

“I think the other thing that happens to you over time is that you move towards doing less and being 

comfortable with doing less as you become more experienced, or advising to do less, or just being a 

bit more dogmatic and pragmatic about what you can and can't do.” (#89, Renal Medicine 

Consultant) 

“Particularly in these areas and that is you start out at the beginning, you're going to save the world 

and save everyone. You go through a period of time where you get battered and burned and 

whatever and you go through a whole lot of life experiences in your own life as well as everything 
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else. You then progress to a more realistic view of the world and a less aggressive and more 

equanimous or whatever that word is. The degree of understanding [and] empathy improves. Now, 

how do you put old heads on young shoulders?” (#95, Medical Administration) 

Don’t want to give up hope 

“I think most surgeons see it that if there's a small chance then you've got nothing to lose and you 

give it a try. … There's always scope to … get a result which is better than death.” (#67, Surgery 

Consultant) 

 “...the buck stops with you and you feel a greater degree of responsibility. We all fear, to a certain 

level that we’re missing - even if it’s a small one or two per cent chance of a great outcome. We 

don’t want to miss that if it’s somebody who could get another 30 years of life and so there’s always 

that in the back of your head have I missed something here that may reveal itself with time?” (#55, 

Respiratory Medicine Consultant) 

“I think the cases that I've seen affect you, because if you see someone make some recovery out of 

something it's going to change your opinion for a very long time until you've done it all and it never 

makes a difference I suspect. So if you've seen somebody who's made the miraculous recovery it's 

going to push you harder to keep offering treatment.” (#69, Surgery Consultant) 

“…the people giving them didn't necessarily believe that there was no hope at all. In other words 

they were playing the odds and saying well look, there's a chance of this working so we should do it. 

I guess my perception was that the - because all of this is, if you like, playing the odds. It's trying to 

get that balance between not doing things that are futile but also not not doing things when it would 

be a benefit to the person.” (#74, Emergency Medicine Consultant) 

Emotional attachment to the patient 

“…the biggest problem I think with any of these specialties - for me it's that kind of not wanting to 

let them down, particularly when you start out being able to promise a lot and usually you can. But 

it's five, ten years down the track and quite possibly they've outlived their life expectancy by five, 

ten years as it was when you met them. You may have initially done an awful lot for them and they 

are very aware of that and you're very aware of that. Suddenly you can't do anything more and it 

feels like you've somehow failed. So you may push on a bit longer than you need to.” (#72, 

Cardiology Consultant) 

 “When you have known a patient for a long time, it's like the story about the frog jumping into a pot 

of boiling water, it jumps straight out but if you heat up slowly [it will stay in the pot]. If you've 

known a patient for a long time who've slowly got sick over a few years, you often don't notice that 

they're crumbling all around you. Then when somebody walks in for the first time, they come in and 

they have to see your patient. They go oh my God, this person has got no chance, why are we doing 

all these things?” (#55, Respiratory Medicine Consultant) 

Poor communication 

“So if you give a smorgasbord to the patient’s family and say, ‘do you want everything done?’, the 

answer is always going to be yes. If you’re going to address the issue like, everything reasonable will 
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be done, do you want x, y and z, it’s a slightly different issue.” (#3, Intensive Care Consultant) 

“I think, one, is people forget to have that conversation. I think it's often thought that someone else 

will have that conversation. Perhaps the team or doctor is too busy to have that conversation or, 

don’t think that it's going to happen at that time, so it's a sudden event or more sudden than 

anticipated. Maybe the patient was not necessarily accepting or approachable for that conversation 

at that time, for example -  if they've got dementia or delirium or septic or confused. The last reason 

is I think the doctor doesn’t feel comfortable in themselves having that conversation with the 

patient.” (#91, Cardiology Consultant) 

Personality, personal experiences and religion 

“…I see it all the time. So on the one hand *very religious doctors+ can adapt in certain uncommon 

circumstances to a consensus which is based on a lot of people. When those doctors, devout 

doctors, who have a strong right to life, when they are practising on their own without any 

integration with any other doctors, then they can go on clearly without any interference on their 

futile way.” (#92, Surgery Consultant) 

“I don't think it's a cultural thing due to their ethnicity of whatever. It's probably just more their 

individual make up. One of the big factors that will drive the way doctors practice, is a previous bad 

experience. That's a really significant factor that determines over investigations, over treatments. 

Well last time I did this and this happened and so I'm never going to let that same thing happen 

again.” (#34, Emergency Medicine Consultant) 

Doing everything possible 

“My colleagues tend to leave no stone unturned with things that might be, quote, unquote, 

potentially reversible. … It's because they don't have the clinical confidence to say well that's true. 

But death is not potentially reversible, and that's the trajectory we're on.” (#37, Emergency 

Medicine Consultant) 

 “You know part of this is driven by the feeling that we should always do everything for everyone. 

That you know you don't - we don't restrict resources to someone based on their age or their 

underlying sickness.” (#33, Intensive Care Consultant) 

“I always find giving them a short trial is much more easier. Then the family and the patient and 

myself is sure and satisfied that they are given all the best care.” (#63, Intensive Care Consultant) 

Worries about legal risk 

“…part of it is … if you don't have a system you can hang your hat on to say this is how we've come 

to this decision, this is our system, these are our guidelines, we've complied with our guidelines, 

we're safe then you're out there exposed. So you need courage and this isn't a system that 

encourages or rewards courage.” (#73, Medical Administrator) 

 “I wanted to avoid escalation, yeah. I know that you could argue, well why should you produce - you 

know, we shouldn't have people telling doctors to provide futile care simply to avoid a legal 

confrontation. But well that's all nice sitting in the ivory tower, but I think you've got to take it into 

context. … If we think okay, let's just give these people another week and have further discussions 
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with them and get them to understand that this is the way to go, I think then that's a better 

outcome. Because then they don't lose, you know, there's not a complete disruption in the 

relationship between us. In fact if anything we parted on, I think, pretty amicable terms.” (#31, 

Internal Medicine Consultant) 
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Box S2: Patient-related factors leading to futile treatment at the end of life 

Patient or family request 

“Patients’ families often have unrealistic expectations. … *The provision of futile treatment at a 

family’s request+ will probably come down to how forthright or aggressive the family are and also 

come down to the doctor’s ability to deal with that. Their confidence or their courage of conviction.” 

(#79, Cardiology Consultant) 

“Another thing will be patient and family expectation because again the doctors aren't really - that's 

not their skill, arguing up those things. Their skill is providing treatments and medicine so that's what 

they're going to go for. If somebody is quite adamant saying I want this treatment, I want this 

treatment, I pay my taxes so I deserve this treatment.” (#90, Palliative Medicine Consultant) 

“I think when you're dealing with the family that are being hostile and being very difficult and 

demanding then it makes it a lot more challenging. I do think that patients get more treatment than 

medically I think would be appropriate, if you were dealing with a difficult family.” (#80, Respiratory 

Medicine Consultant) 

“I think there's many arguments why certain doctors will give treatments, seemingly, futile 

treatments at the end of life.  But one of them is because - and you'll hear many doctors in a hospital 

like this say this, the patient and family want this, so we've got to give it. Okay? I'll sometimes come 

back and say but is it something that we would medically offer? Is it appropriate? Is it good practice? 

But they get pretty scared and I think scared of what patients and families are asking and where that 

might go if they don’t give it. So it's easier to give it. It’s the path of least resistance.” (#24, Palliative 

Medicine Consultant) 

“The answer is it is easier to not start it than to stop it. I don’t believe I would stop dialysis in a 

patient who was competent and asking to continue dialysis unless there was some medical reason 

why I couldn't provide dialysis.” (#36, Renal Medicine Consultant) 

Prognostic uncertainty 

“I think there was a chance it could have reversed, and I think that's where the difficulty comes in 

with a lot of this stuff. That's my own experience as well with my patients. You don't know if 

something is going to fail or succeed until you try it. We haven't got anywhere near a lens of 100 per 

cent prediction to determine whether a treatment is going to be a benefit or not. Sometimes, not 

often, but sometimes you're surprised at what does work or doesn't work.” (#13, Oncology 

Consultant)  

“… these things aren't always predictable. So there are certainly some things where you know what 

the prognosis is. … mostly you have to in medicine go with the odds. If the odds are very much 

swayed in the fact that this isn't going to help the person, this person is going to die almost no 

matter what I do, then you've got to expect that that's what is going to happen. It's wrong to try and 

build false hope in people when really there is very little … hope there.” (#56, Geriatric Medicine 

Consultant) 

 “I have several patients where somebody else has thought the treatment was futile and I have 
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pushed on, and the patient has gone home, and the patient and the family are happy with the 

outcome. That makes me very uncomfortable about saying, in any particular circumstance, it's futile 

to continue here. Because I might be wrong.” (#71, Surgery Consultant) 

Lack of information about patient wishes 

“I know a scenario that used to come up a lot, so I'll talk about it in general, is where elderly people, 

often with dementia, lots of chronic diseases, present in ED and there isn't a surrogate decision 

maker easily contactable and the treating doctors feel that they should do all treatment unless 

somebody can tell them not to. That's a scenario I've come across a lot and have been going in as 

kind of the second line saying no you actually need to call a halt here sometimes.” (#10, Internal 

Medicine Consultant) 

“…access to information is often absent for at least a period of time. So the family member's not 

present because they came in via ambulance - or not present initially. We don’t have their medical 

record yet. We don’t have - if they did have an advance health directive, it's certainly not on their 

person. ... We often are giving resuscitation to someone that eventually turns out to even have an 

[Acute Resuscitation Plan] saying do not.” (#20 – Emergency Medicine Consultant) 

“…that's quite a common scenario most days where someone would come in, the wealth of 

evidence suggests that this is not going to go very well. … So you have to start some things that you 

know if you had - if those little bits of information you suspect but don't actually have yet, were 

there that you would not do.” (#25, Emergency Medicine Consultant) 

“In terms of patients in whom we should never have admitted, which perhaps is more important, I 

guess the patients who just simply should have never entered our doors. … They get referred from 

other hospitals and they arrive and they're not really quite as advertised, you think well what are we 

doing here? It turns out, well, the story that we get is not quite accurate. … you might get a patient… 

they arrive and you simply don't have information, and by the time you get it, you go well this is 

clearly silly.” (#33, Intensive Care Consultant) 

“I've certainly engaged in inappropriate resuscitations of patients because I didn’t realise that they 

were not for resuscitation. They come in. It's - you don’t know anything about them. All we've got is 

the ambulance saying, we picked up this person in extremis from the shopping centre. We don’t 

know their name. We don’t know anything about them. So you desperately try and save their life. 

(#54, Emergency Medicine Registrar) 
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Box S3: Hospital-related factors leading to futile treatment at the end of life 

Specialisation and fragmentation 

“…there were too many specialists looking after this patient and no one overlooking - it's 

fragmented care. Rather than someone taking responsibility for the whole of the patient's care…” 

(#11, Internal Medicine Consultant) 

 “…it's quite common for medical services not to necessarily explain the reasons why they might be 

doing an intervention, especially if they're an external consultative service. They make the 

assumption that it's already been explained and proceed. So that the pros and cons of the procedure 

they might have been asked to do, they assume that the treating team that's referring - so their 

assumption is we're just being asked can we do this little operation? … The answer to that's yes, we 

can do that. Is it the right thing to do? They don't necessarily ask themselves that question. The 

referring team assumes that the team who's going to do the procedure is going to discuss those 

things.” (#6, Emergency Medicine Consultant) 

“We're just treating - it was about organology.  I think we've got various consultants coming in, 

trying to correct the various organs and the woman's actually dying in front of us and there was 

plenty of evidence of that.  … I didn't think there was particularly good - there's never good round 

table discussion.  In this hospital they play tag-team.” (#9, Palliative Medicine Consultant) 

 “…they become so focused on their subspecialty that perhaps they lose the big picture of the 

patient and they might be fighting to keep the hand attached without realising the body it's attached 

to is no longer happy with life and functioning.” (#28, Emergency Medicine Consultant) 

Designed to provide acute care so it does 

“In … an acute tertiary hospital seeing some of the most severe and difficult cases ... We certainly 

get exposed to a lot of life threatening illnesses, a lot of terminally ill patients who are then referred 

from other places to an acute tertiary hospital. The whole culture of an acute tertiary hospital is to 

try our very best - this isn't me speaking.” (#24, Palliative Medicine Consultant) 

“The mere fact that they have been sent to hospital from a nursing home implies that somebody at 

the nursing home wanted them investigated so they get investigated. So sometimes the problem is 

where they came from and therefore the assumption that further investigations are required.” (#86, 

Internal Medicine Consultant) 

Hard to stop once started  

“Usually once you start dialysis, you continue until the end, because to pull out is a much greater 

decision. … to say, I no longer want it, when you know death will follow, probably within a week, is a 

much more difficult decision.” (#8, Renal Medicine Consultant) 

“It's because no-one is brave enough to stop those things. No-one takes ownership. The GP thinks, 

oh well, the specialist started it. The inpatient guys are thinking, well, clearly the GP's continued on 

this initiative that they need [to] too.” (#20, Emergency Medicine Consultant) 

“I think that what we observe very frequently is that people get onto I guess an express train that 
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only goes in one direction without there being options or valid estimations being given and I think 

that they often appear not to have been given a great deal of choice, apart from that one option.” 

(#28, Emergency Medicine Consultant) 

Time pressures 

“...it's easier to continue rather than say to the patient let's stop. That's a harder thing to say and it 

takes a longer consultation in a busy clinic. It's easiest to continue for the time being.” (#17, 

Oncology Consultant) 

“Our time is very precious too. We've got huge numbers of patients. But what we would argue, 

emphatically, is if you spend that extra time exploring things emotionally, then you save immense 

time a day later and the day after that. Because most of the issues have been resolved.” (#24, 

Palliative Medicine Consultant) 

Medical hierarchy 

“Going back to what we talked about with the hierarchy of the medical team, there are consultants 

that have been around for many, many years and they have reputations for being very fixed on what 

they think should be done, even if it clear to everyone else involved that it is inappropriate.” (#12, 

Internal Medicine Registrar) 

“I think sometimes the issue is that, as junior doctors, you're constantly on the ward seeing patients, 

you see them every day, you're the one who gets called to deal with them if something happens, 

whereas the consultants will do a ward round maybe once or twice a week. So they don't really 

necessarily see everything on a day to day basis. The nurses are obviously the best, they're seeing 

them constantly and they can see where - what's going on, as well. So often things can be delayed 

because of that communication issue, whereas if they were there every single day and seeing them 

every day, they may actually be preparing them better for stopping things...” (#14, Oncology 

Registrar) 

“At the end of the day, you're working for the consultant who has responsibility for the patient's 

care. I think you're treading very dangerous ground to do something the consultant doesn't want…” 

(#68, Internal Medicine Registrar) 

After hours care 

“I think it's because the team who looked after her for that 24 hours period was not the regular 

team. It's the weekend. So they made a call based on patient's need, but didn't look at the whole 

picture and didn't look into account that the patient was not for any interventions or anything.” 

(#35, Internal Medicine Consultant) 

“You also worry that you are going to just flog them for no purpose because you're too tired to 

realise that the situation is futile. So you resort to a protocol-driven medicine where you go, the 

resuscitation algorithm is X-Y-Z, X-Y-Z. And you just keep doing it because it's night four, everything's 

been busy and you're hungry. You can't make the decision or you don’t realise that the situation is 

futile.” (#54, Emergency Medicine Registrar) 

 


