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Abstract
Objective  To increase knowledge of how doctors 
perceive futile treatments and scarcity of resources at the 
end of life. In particular, their perceptions about whether 
and how resource limitations influence end-of-life 
decision making. This study builds on previous work that 
found some doctors include resource limitations in their 
understanding of the concept of futility.
Setting  Three tertiary hospitals in metropolitan 
Brisbane, Australia.
Design  Qualitative study using in-depth, 
semistructured, face-to-face interviews. Ninety-six 
doctors were interviewed in 11 medical specialties. 
Transcripts of the interviews were analysed using 
thematic analysis.
Results  Doctors’ perceptions of whether resource 
limitations were relevant to their practice varied, and 
doctors were more comfortable with explicit rather 
than implicit rationing. Several doctors incorporated 
resource limitations into their definition of futility. For 
some, availability of resources was one factor of many 
in assessing futility, secondary to patient considerations, 
but a few doctors indicated that the concept of futility 
concealed rationing. Doctors experienced moral distress 
due to the resource implications of providing futile 
treatment and the lack of administrative supports for 
bedside rationing.
Conclusions  Doctors’ ability to distinguish between 
futility and rationing would be enhanced through 
regulatory support for explicit rationing and strategies to 
support doctors’ role in rationing at the bedside. Medical 
policies should address the distinction between resource 
limitations and futility to promote legitimacy in end-of-
life decision making.

Introduction
A tension in end-of-life care is reconciling what is 
best for the individual patient with what is best for 
society as a whole. Advances in medicine allow life 
to be prolonged, frequently in poor health, raising 
concerns over whether scarce health resources 
are being used wisely.1 2 Yet, as illustrated by the 
recent case of Charlie Gard,3 at the individual level, 
a decision to withhold or withdraw life-sustaining 
treatment can be difficult, and patients (or their 
substitute decision makers) may want treatment 
doctors believe is inappropriate.4 There are two 
distinct, but related, ethical rationales that a doctor 
could rely on to refuse such treatment.3 5–7 The first 
is the doctor believes it is not in the patient’s inter-
ests, because it would cause harm or is unlikely to 

provide sufficient benefit (sometimes called ‘futile’ 
or ‘potentially inappropriate’8 treatment). The 
second, and more controversial, rationale is the 
doctor believes the expected efficacy of the treat-
ment is too small to merit the expenditure of public 
resources (distributive justice).3 5–7 Although largely 
overshadowed by the decades of debates about 
the concept of futility, interest in the relationship 
between these two non-treatment rationales has 
been present in the literature for some time.6 7 9–11 
One concern is that futility could act as a mask 
(consciously or unconsciously) for rationing,12 
denying patients beneficial or sought-after treat-
ments on the basis of cost to the system.

The idea that resources are taken into account 
at the bedside challenges the traditional view that 
doctors should solely be patient advocates, who 
leave allocation decisions to others.13 However, 
societal interests are an undeniable backdrop to 
doctors’ decisions, with many professional guide-
lines mandating doctors to act in the patient’s best 
interests while maintaining the efficient use of scarce 
health resources.14 Additionally, empirical evidence 
demonstrates that doctors ration at the bedside and 
are more likely to do so when treatments have a 
small expected benefit or a low chance of success, 
or when the patient has a poor quality of life or is 
over 85 years of age (circumstances that can under-
score disputes).15 Doctors also have highly variable 
preferences for how to distribute scarce resources.16 
Furthermore, in systems with privatised healthcare, 
doctors might also be influenced by personal profit. 
Doctors are therefore ‘dual agents’17 (or in priva-
tised systems, ‘triple agents’) which, in the end-of-
life context, underlies concerns that futility and 
rationing are insufficiently distinguished in prac-
tice.6 7 10 11

The distinction between a decision based on 
interests and one based on distributive justice is 
particularly important when navigating end-of-life 
discussions and disputes. The basis for the decision 
is important because it implies a different deci-
sion-making process; a decision based on patient 
interest requires patient input, while one based on 
resources requires a fair administrative process.5 6 18 
However, for several reasons, futility and rationing 
are difficult to separate in practice. The provision 
of futile treatment has resource implications (both 
in cost to the health system1 and opportunity cost 
to other patients19), both concepts require value 
judgments about what constitutes patient benefit,6 9 
and both grounds for non-treatment can apply in 
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the same circumstances.3 6 For example, an expensive experi-
mental treatment with a low probability of success could be both 
against a patient’s interests (because it is unlikely to work and 
may cause harm) and unjustified from a societal point of view 
(because it is not cost effective). While recent policy develop-
ments have been aimed at supporting discussions about futility 
and potentially inappropriate treatments,8 resources are inade-
quately addressed.6 The lack of explicit mechanisms to address 
resources in practice adds credence to the concern that, in some 
cases, rationing may be subsumed in the concept of futility.

Despite the importance of distinguishing futility and rationing, 
there is little empirical information exploring how doctors 
conceptualise the relationship between these two rationales. 
Three previous studies found some doctors include resources 
when defining futility, but what this meant remains unex-
plored.20–22 In particular, to what extent do futility judgments 
mask or incorporate resource concerns in clinical practice? This 
paper addresses this gap. Drawing on a larger project looking at 
how doctors conceptualise futile treatment,20 and the reasons 
they provide it,4 it reports on how doctors view the relationship 
between futility and resources, both conceptually and in their 
descriptions of their practice.

Method
Recruitment
Doctors were recruited from three tertiary public hospitals in 
Brisbane, Australia, using purposive sampling in departments 
that treat patients at end of life or, in the case of medical admin-
istrators,i encounter end-of-life disputes.

The sample was developed in consultation with an experienced 
reference group of interested clinicians. Minimum recruitment 
targets in the target specialties were set to obtain diverse views 
within specialties and across the sample. Doctors volunteered to 
be interviewed following information from department heads and 
colleagues asking those interested to contact the research team 
directly.

Data collection
Participants provided signed informed consent and were indi-
vidually interviewed in a private setting (typically the partici-
pant’s office) by EC, who has expertise in psychology and law. 
EC had no personal or professional relationship to the inter-
viewees. Interviews were audio-recorded and lasted about an 
hour (range=0.5–2 hours). Using the convergent interviewing 
technique,23 areas of convergence and divergence in partici-
pants’ responses were probed until saturation of themes was 
achieved. The interviews followed a semistructured interview 
guide developed by all authors. EC piloted the interview guide 
with two participants, with feedback from CG. Consistent with 
the convergent interviewing technique, the interview guide was 
refined based on issues raised in the pilot and early interviews.

The interviews began with an open-ended question.23 Doctors 
were asked to recount a situation when ‘a person got treatment 
at the end of life you didn’t think they should have had’. As this 
study is part of a wider investigation into futile treatment at the 
end of life, the interviews asked doctors how they defined futile 
treatment, why they provided it, strategies they used to avoid 

i  Medical administration is a distinct medical specialty in 
Australia, comprised of practitioners who have specialist 
training in the leadership and management of health services, 
including hospitals. Medical administrators are members of 
the Royal College of Medical Administrators, a nationally-rec-
ognised specialist medical college: https://www.racma.edu.au/.

providing it and the perceived impact of law and policy on their 
decisions. Doctors were given two resource-related prompts: 
‘Some say resources are a factor in assessing whether or not to 
offer treatment that may be futile, what do you think…?’ and 
‘Some say that by providing treatment that is futile (even when 
there is some justification) others miss out on beneficial treat-
ment, what do you think…?’

Data transcription and analysis
Interviews were professionally transcribed verbatim, and partic-
ipants were invited to amend their transcripts.

This study involves a secondary analysis of the interview data, 
looking specifically at perceptions of the relationship between 
futility and resource constraints. Using QSR International’s 
NVivo 11 qualitative data analysis software and a thematic 
analysis,24 EC analysed all text that mentioned resources. This 
included whether it came from resource-specific prompts, 
doctors’ definitions of futility or other references to resources 
elsewhere in the transcripts. From this first analysis, a series of 
themes and subthemes concerning resources was developed. 
EC then discussed and refined the initial codes with LW and 
BPW, examining both high-level coding structure and individual 
extracts. EC, LW and BPW then conducted a second round of 
analysis, looking at selected individual quotes and broader tran-
script passages to ensure consistency in approach. Inconsisten-
cies and disagreements were resolved iteratively.

Results
Between May and July 2013, 96 interviews were conducted at 
three participating hospitals, from a range of specialties: emer-
gency (15); intensive care (12); oncology (10); palliative care (10); 
internal medicine (9); renal medicine (9); respiratory medicine (9); 
surgery (8); cardiology (5); geriatric medicine (5); and medical 
administration (4). Since we targeted doctors who had experience 
providing end-of-life care, most participants were established in 
their career (87 consultants, 9 registrars), with an overall average 
of 22 years’ experience working as a doctor. Their age ranged from 
30 years to 72 years, with an average of 49 years.

The analysis produced the following themes: (1) percep-
tions of the relevance of resources to doctors’ current prac-
tice; (2) perceptions of the relationship between resources and 
the concept of ‘futility’; and (3) resource-related distress and 
proposed solutions.

Theme 1: perceptions of the relevance of resources to 
doctors’ current practice (table 1)
Whether resources are relevant
Doctors’ views on taking resources into account when deciding 
to limit life-sustaining treatment differed. Some (n=15) said they 
never took resources into account in end-of-life decisions; they were 
patient advocates, and resources were not relevant to their specialty 
or practice environment. Other doctors (n=25) mentioned general 
awareness of health system resourcing, but believed questions about 
distributive justice did not affect practice and required resolution 
by higher authorities. An intensive care unit (ICU) consultant 
remarked:

… [T]here's an enormous amount of money and resources and time 
… not available to other people who would get more yield … but 
it is … harder at an individual …level to apply that. … I don't feel 
myself that that's a major thing that plays on my mind, or on any …
individual patient… (#25, ICU consultant)
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Many doctors (n=54) indicated they did take resources into 
account, viewing themselves as both a patient advocate and as a 
steward of scarce health resources:

… [I]f you’re responsible, you have to … take account of the fact 
that we don't have indefinite resources … the old adage of I'm just 
focused on my patient and I'll do whatever it takes for my patient 
… just doesn’t take account of the whole aspect. (#74, emergency 
consultant)

Within this group, 28 participants clarified resources were 
relevant to their decisions but not the prime consideration. One 
doctor noted:

… [C]osts are worth considering but they're by no means the most 
important. So patient well  being, patient comfort, are the prime 
criteria for deciding but you can't ignore costs… (#77, respiratory 
medicine consultant)

Situations when doctors perceive resources as the main driver of 
decisions
Despite divergence of opinion about the role of resources in 
their practice generally, doctors provided similar accounts of 
when resources were a main driver of decisions, which some 
referred to as ‘rationing’ treatment. Limited availability and high 
cost were relevant factors, with perceived rationing occurring in 
decisions about admission to ICU, organ transplantation, dial-
ysis and high-cost procedures such as implantable cardioverter 
defibrillators and ventricular assist devices.

Theme 2: perceptions of the relationship between resources 
and the concept of ‘futility’ (table 2)
Of the 54 doctors identified in theme 1 who thought resources 
were relevant to end-of-life decisions, nearly half (n=23) 

addressed explicitly the relationship of resources to the concept 
of futility. Two doctors emphasised that resource allocation must 
be distinguished from futility, with one stating:

You’ve got to divorce withholding therapy from resource allocation. 
… although they’ve got to be separated, they are coming together 
because of limited resources. (#3, ICU consultant)

By contrast, some doctors (n=21) included resources in 
assessments of futility. Several described doing this consciously, 
for example, in how they defined futility (n=11):

[To assess futility] … one factor would be the premorbid function. 
Number two would be their likely level of function … after the 
intervention. [Three is] … the extent of the resources you're 
actually going to use to get a certain outcome. (#27, emergency 
consultant)

Five doctors who incorporated resources into their defini-
tion of futility emphasised that patient-related considerations 
still usually took priority. However, one emergency consultant 
commented that when the treatment had a low chance of success, 
resources were sometimes the deciding factor that would lead 
to treatment being labelled futile (#96, emergency consultant, 
table 2).

Five doctors spoke of how futility was sometimes consciously 
used to ‘dress up’ or conceal rationing decisions to patients 
and families, particularly when denying ICU admission. This 
occurred when doctors believed the degree of potential benefit 
to the patient was too small to warrant the resources required:

I think sometimes we use the argument of futility to covertly say 
that this is inappropriate… it's a difficult term to use and one that 
probably should be avoided. (#44, ICU consultant)

Table 1  Additional examples of the relevance of resources to doctors’ current practice (theme 1)

Description Additional examples from the data

Resources are not relevant to decisions to withhold or 
withdraw life-sustaining treatment

 ‘…as doctors you're not really taught to care too much about the funding thing, we don't come at it from a funding 
perspective. …you're taught to put the patient first and that (resources) shouldn't really come into it’ (#14, oncology 
registrar).
‘I approach this from what is in the best interests of the patient in front of me. …there are measures … as to what 
represents a good investment … dialysis does not meet that test … so if one looked at it from the purely scientific 
point of view, we would not offer dialysis to anyone. Clearly that is not what is happening …’ (#18, renal consultant).

Resources are relevant to decisions to withhold or 
withdraw life-sustaining treatment

‘… that's our role as clinicians to make those decisions. We constantly make those decisions, whether it's in the arena 
of futility or any other decision making. …every dollar has an opportunity cost. I certainly don't believe that you must 
pay no attention to the cost of the treatment that you're providing’ (#93, renal consultant).
‘Now, this is a precious, finite resource, that if society doesn't make some questions about how we ration these 
resources, it comes down to the poor clinicians who are on there doing it. …if you just say, everybody should 
have everything, you're not being realistic… I know you are the patient's advocate, yes, but I think you have other 
responsibilities, as well’ (#41, internal medicine consultant).

Resources are relevant but are a secondary consideration ‘… [I]ncreasingly in the last six months, I have made finance considerations a … second order consideration. … I 
don't think I've ever made a decision and said look, I don't think it's cost effective to keep this person alive. … I'm … 
trying to work through it myself … I often talk to my junior staff about (how) we've got limited resources, do you think 
this is an appropriate use of those resources? … I'm conscious of the amount of money that we spend and the finite 
resources we have’ (#55, respiratory consultant).

Situations when resources are the main driver of 
decisions

‘The resource decisions come into play if we're talking about going to intensive care and not going to intensive care 
… Or the high-end technology. When it comes to antibiotics and IV fluids, there's no resources involved in that’ (#34, 
emergency consultant).
‘In general … clinicians … don't think about the resources … That question might be different when you ask the 
intensive care specialists … because they've only got a certain number of beds’ (#6, emergency consultant).
‘(Resources are relevant) only in the extreme. … I've had patients who have been quite old and they've said look I 
want a transplant because I'm dying and say well we're not able to transplant because at a certain age and with your 
problems there's a very low chance of surviving and they would then say a low chance of surviving is better than no 
chance of surviving. [In t]hose extremes clearly transplantation would be inappropriate because of the costs involved.’ 
(#53, respiratory consultant).
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You see there's a lot of situations where you can be … pretty 
confident the treatment will work but you need to dress it up as a 
‘will not work’ futility… (#82, cardiology consultant)

Distinct from this conscious behaviour, a few doctors thought 
that sometimes their colleagues unconsciously conflated 
resources and futility. For example, one ICU doctor suggested 
that the language of ‘burden of treatment’ and ‘futility’ concealed 
unacknowledged rationing:

…  [I]t's hard to divorce the whole [futility] argument from 
resources … you'll never hear that … articulated … but it's what 
people actually mean … people will talk about the burden of the 
treatment and the chance of it working. The ultimate futility in 
someone who's 98… who is going to die soon anyway. … [But] 
if the world had an infinite supply of money and for that matter, 
dialysis machines then … of course [you would provide the 
treatment]. (#19, ICU consultant)

Theme 3: resource-related distress and recommendations to 
address it (table 3)
Some doctors (n=22) described the tension between futility and 
resources as a cause of distress, which came from two sources. 
The first was the perceived waste and opportunity cost of 
providing unnecessary treatment to dying patients:

[What troubles me most about futile treatment is] giving them a 
bad death and … the ethics of futility and wasting resources. It 
takes a lot of nursing time. It occupies hospital beds. It takes a 
lot of doctors’ time … away from those who really need it, not to 
mention the economics of it. (#76, internal medicine consultant)
… [T]he longer that I'm in it the more the resources bug me. … 
Because I understand how much I have to fight for any resources 
we get in palliative care. So when you see somebody getting a 
single chemotherapy for $30 grand which could give me a third of 
a nurse in the community… [it’s hard to reconcile]. (#90, palliative 
medicine consultant)

Participants were frustrated particularly about avoidable waste 
due to lack of advance discussions about goals of care, unrealistic 
patient (or family member) expectations or overly aggressive 
treatment by colleagues. Some highlighted pressing questions 
about fairly prioritising resources, especially given the ageing 

population, citing examples of perceived injustice in existing 
resource allocation. They described feeling troubled that soci-
etal norms now favour more intervention at the end of life. Yet 
doctors described lacking institutional supports to address these 
problems and were highly sceptical that governments would act 
in such a complex and taboo area.

The second source of resource-related distress was frustration 
about doctors’ role as gatekeepers or rationers of treatment. 
Doctors perceived pressure to ration life-sustaining treatment to 
counterbalance the increasing tendency to ‘do everything’ for 
dying patients. Doctors worried that they were not able to fairly 
prioritise multiple patients and that individual medical decisions 
could be unduly subjective and potentially biased:

… [I]mplicitly it's expected that doctors will ration, which I don't 
think is right, because doctors are subjective and just as prone to 
biases as anyone else… I really don't like the idea that whether to 
continue or withdraw life-sustaining measures, differs according to 
the subjective biases of an individual doctor. So whoever you see 
determines what happens… (#30, renal consultant)

Doctors were reluctant gatekeepers and suggested adminis-
trative and government supports to make these decisions more 
transparent and less dependent on individual doctors. They 
provided several recommendations to address resource-related 
distress (table 4).

Discussion
These findings provide an empirical basis for the assertion 
that doctors do not always clearly distinguish the concepts of 
futility and rationing in end-of-life decisions.6 7 10 While earlier 
studies observed that some clinicians include resources in their 
definition of futility,20–22 these did not address how doctors 
balanced resources against patient considerations (including 
when resources are the primary reason to limit treatment) or 
whether futility operated as a mask for rationing. This multispe-
cialty study is significant as it provides a deeper understanding 
of both these issues.

The specialists in the study differed on the role of resources 
in decisions about withholding and withdrawing treatment, with 
many (n=40, 42%) maintaining that they were solely patient 

Table 2  Additional examples of the relationship between resources and the concept of ‘futility’ (theme 2)

Description Additional examples from the data

Resource considerations are part of the definition 
of futility

 ‘[Futile treatment is treatment that] does not allow them to accomplish … an acceptable outcome for all three parties: 
patient, family and the community. All three have got to be satisfied’ (#39, ICU consultant).
‘[One type of futility is]… where the treatment may work but your perception is that it's not the right thing to do, as a 
combination of the variables being the likelihood of success, the level of invasiveness that the treatment involves, the level 
of cost the treatment involves, the premorbid functional status of the patient’ (#82, cardiology consultant).
‘… [it’s] treatment that's unlikely to work. The chance of its success is so unlikely that renders it not worthwhile to pursue. 
… [It] is also any treatment delivered to a patient - whether it may work or not - whose condition of living is such that I 
judge it as being something that I would not like to have me or my loved ones going through. … that's very much a value 
judgement decision. … where your own position comes into play. But … if there was no cost to providing that treatment, 
then it's different. …that judgement is supported by the feeling that you can't afford to. That it's your moral responsibility 
… to look after society… what supports that [is] the fact that providing treatment for them means you can't do it for 
someone else’ (#96, emergency consultant).

‘Futility’ is used to conceal rationing ‘[There’s no] stomach for it at an individual level to say … we need the bed for someone else. … they always phrase that in 
terms of no, there's nothing we can offer you, as opposed to, no, there's only a very small amount we can offer you whereas 
there's a much larger amount we can offer the next patient’ (#20, emergency consultant).
‘ … [T]here's sort of quasi-rationing by … the intensive care unit. … if they're asked to come down from the intensive 
care unit to the chronic care unit for … an elderly patient - who's got comorbidities, who's not doing well, who needs to 
be ventilated for instance, they will dress that up. … They will dress it up as they think the prognosis is futile. Often it's not 
futile…’ (#82, cardiology consultant).
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advocates, but the majority (n=54, 56%) regarding them-
selves as ‘dual agents’.17ii Even doctors who took resources 
into account emphasised they prioritised patient considerations 
over resources, which reflects the traditional view that the 
patient should come first.13 Doctors rejected the notion they 
engaged in bedside rationing, putting resources ahead of patient 
needs. There was greater consensus on the existence of explicit 
rationing, however, such as organ allocation and ICU triage. One 
explanation for these findings is that doctors believe bedside 
rationing at end of life is morally questionable. This hypothesis 
is supported by the finding that doctors were uncomfortable as 

ii  Two participants did not express a clear view about this issue.

gatekeepers in the absence of procedural guidelines and admin-
istrative supports.

Our findings on the relationship between futility and rationing 
nevertheless suggest some of these doctors consciously and 
unconsciously ration at the bedside, under the guise of futility. 
Five participants discussed situations of bedside rationing, when 
resources were the primary factor supporting their recommen-
dation to limit ‘futile’ life-sustaining treatment. Doctors also 
thought their colleagues rationed unconsciously. Reasons for this 
were the lack of precision in the term ‘futility’ and the lack of 
societal and medical acceptance of reasonable limits of medicine. 

Table 4  Doctors’ recommendations to address resource-related distress

Causes of resource-related distress Doctors’ recommendations

Waste and opportunity cost of futile treatment Address increasing public expectations that ‘everything be done’.
Improve doctor–patient communication about limits of treatment.
Better uptake of advance care directives to address unreasonable family requests and overly aggressive treatment 
by colleagues.
Community and government-led guidelines about what constitutes ‘appropriate’ intervention at the end of life.

Forced into role of rationer without appropriate support Clinically focused hospital administrator who makes prioritisation decisions.
Legal recognition for distributive justice/community considerations.
Community consultation about health priorities leading to government policies to ration end-of-life treatment.

Table 3  Additional examples of resource-related distress (theme 3)

Description Additional examples from the data

The waste and opportunity cost of futile treatment causes distress  ‘… [T]he bit that I feel uncomfortable with is that you see that limited amount then being used badly and 
you see things that, in your opinion, are a crazy waste of money and resources, while you see other people not 
getting stuff that would be really beneficial because there's no money for that’ (#36, renal consultant).
‘… [I]t's frustrating … it's $4000 a day in our Intensive Care Unit too, that's $15 000 or something like that’ 
(#84, ICU consultant).
‘… [W]e’re faced daily with people who are at the end of their life or it's obvious that the poor outcome hasn't 
been explained to the family or the patient because the doctors in the clinics are either too busy or avoiding 
the topic or trying to cure them. Worst offenders are the haematology and oncology people who are still giving 
chemotherapy to people, $20 000 a month when they're riddled with tumours basically everywhere. I think it's 
a criminal waste of money personally’ (#29, emergency medicine consultant).

Distress related to being forced into a gatekeeping role without 
appropriate supports

‘There's no system to allow [doctors] to put their hand up and say this is ridiculous that doesn't place them in 
some sort of perceived risk’ (#29, emergency consultant).
‘… [T]hey’re strangling us to make sure we haven't got the resources to provide it, then leave us in the 
decision of supposedly making a decision and hoping that we'll just say no to these people … Then, if you 
make a decision and someone challenges it and it may or may not be stepping backwards and saying you 
naughty doctor, you've - look what you've done, then I think that's how a lot of us feel the system is…’ (#36, 
renal consultant).
‘I think as a system, they [resources] should be taken more into account. The trouble is doctors making the 
decisions aren't allowed to take that into account. Hospitals aren't allowed to take it into account’ (#50, 
respiratory consultant).
‘… [W]hat distresses me is that this discussion is not being had in the public domain because I think it's all 
very well for the politicians to expect doctors to make these decisions, but the public's expectations are going 
up and up and their belief in medicine being able to fix absolutely everything is going up and up. … we have a 
real problem between the reality and cost, the resources and expectations’ (#74, emergency consultant).

Scepticism that the government will engage in rationing end-of-
life care

‘The fact that we haemodialyse people in their 80s, the fact that we give blood transfusions to people in their 
90s who've got bone marrow failure because they're old, is ridiculous. Unfortunately because we've been 
doing it and the general population have come to expect that kind of treatment, then I can't imagine any 
government is going to actually put their hand up and say, this is ridiculous because they're going to lose a 
whole lot of votes’ (#21, emergency medicine consultant).
‘… questions about health priorities can't viably be put to the public by politicians because essentially it's 
signing your own death warrant if you do that. [They] have to … pretend to everybody that they are funding 
a system that will provide everything they want, because that's what the public expect. Yet, … they won't pay 
for it, because they can't and so there's this charade [that] …everyone in all the years I've been involved in it 
pretends that they’re providing all these things and that you can have everything’ (#36, renal consultant).
‘I don't believe necessarily the doctors should be the gatekeepers, I think there should be community 
consultation, which will probably never happen’ (#30, renal consultant).

ICU, intensive care unit.
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This finding reinforces that some doctors internalise the social 
taboo about discussing resources in end-of-life decisions. While 
using the futility rationale to encompass resources may be a less 
confronting discussion (for both doctor and patient/family) than 
invoking rationing,11 failing to distinguish between these two 
concepts is problematic.

Significantly, doctors also reported distress from the tension 
between futility and distributive justice. This contributes to 
the moral distress literature, which has previously focused on 
nurses’ experiences and on reactions to patient suffering.25 
Moral distress can be defined as ‘anger, frustration, guilt, and 
powerlessness that health  care professionals experience when 
they are unable to practice according to their ethical standards’26 
due to structural or institutional barriers.25 Our study adds to 
a line of emerging research suggesting doctors may experience 
moral distress in response to conflict between obligations to 
society and patient.26 27 Participants described distress arising 
both from providing (or observing their colleagues provide) too 
much treatment, resulting in wasted resources, and from denying 
treatment, absent appropriate institutional supports to ensure 
consistent decision making. Doctors’ worries about inconsistent 
and overly subjective decision making show that concerns about 
the ‘roster lottery’28 in end-of-life decision making are another 
source of moral distress.

Implications for future practice
A number of strategies address our findings about the tensions 
between resourcing and futility. Our participants made several 
recommendations to shift responsibility for rationing decisions 
to higher authorities (table 4). However, strategies that address 
doctors’ own inevitable role as gatekeeper are equally important. 
First, doctors might be encouraged to critically reflect on their 
decisions to limit life-sustaining treatment. Would the sugges-
tion that treatment is ‘futile’ be raised if resources were unlim-
ited? Where resources are the main driver of decisions doctors 
should be supported and encouraged to make this explicit. Crit-
ical reflection could be encouraged through discussions with 
colleagues, better understanding of patients’ values and proce-
dural decision-making guidelines. Another important step is to 
ensure that policies from medical bodies about withholding and 
withdrawing life-sustaining treatment address and clarify what 
is meant by ‘futility’ and the role of resources in non-treatment 
decisions. An international multisociety critical care statement8 
partly addresses this concern by distinguishing between treat-
ments that are physiologically ineffective (and are objectively 
‘futile’) and those that are ‘potentially inappropriate’ (involving 
a value judgement). While this is a more precise rendering of 
futility, which we endorse, we agree with Rubin and Truog6 
that the multisociety statement does not sufficiently address 
resources, and a separate procedure for rationing decisions is 
needed. More research is needed on the extent to which end-of-
life policies provide guidance concerning patient interests and 
distributive justice as two distinct non-treatment rationales.

Second, there should be more support for doctors experiencing 
moral distress caused by tension between futility and resources. 
Doctors in this study called for regulatory change yet were scep-
tical that the government would take the necessary steps in such 
a controversial area. In the interim, policies from medical bodies 
could be one way to provide more support and guidance. For 
example, the British Medical Association statement ‘Withholding 
and Withdrawing Life-prolonging Medical Treatment: Guidance 
for decision making’ provides a page-long section on resource 
management, which acknowledges the resource implications of 
futile treatment and provides procedural guidance.29 Addressing 

this moral distress also requires broader solutions than regula-
tory reform, including the provision of ongoing education, an 
open culture of discussion with opportunities for debriefing and 
strong ethical and clinical leadership. Even if more precise and 
comprehensive laws and policies are in place, doctors still carry 
the burden of engaging with patients and families about these 
issues, so it is important that strategies address both individual 
and institutional factors.

A final strategy, endorsed by our participants, is to promote 
more societal discussion about acceptable interventions at the 
end of life and where funding priorities should lie. One way to 
do this, which is gaining traction, is to convene citizen juries.30 
A more controversial proposal is to enable doctors to discuss 
end-of-life costs with their patients.31 Beyond the practical 
problem of how to provide transparency to doctors about costs 
of treatment, this approach would also require a shift in how 
some doctors regard their role. Indeed, as Baily argues, to effect 
any change in this area such a shift may be necessary, as ‘the 
long-standing reluctance of physicians as a profession to give up 
the concept of physicians as pure patient advocates has been a 
major obstacle to the development of an equitable framework 
for controlling cost’.32 A better strategy might be to promote 
procedures for end-of-life decision making that guard against 
arbitrary or potentially discriminatory decision  making. This 
would involve doctors explicitly identifying, critically evaluating 
and reflecting on the many competing factors in their decisions, 
including patient welfare, family views, resource implications, 
pressure from their peers and their own moral beliefs. While 
some variability in decisions is expected, identifying and chal-
lenging decisions that are based on rationing into a separate 
process cannot occur without first transparently interrogating 
one’s own assumptions and decision-making process. Regardless 
of the strategy, discussions about appropriate end-of-life deci-
sions require input from both medical professionals and society; 
to accomplish this, there must be increased visibility and aware-
ness about the resource implications of decisions.

Limitations
Our sample consisted of volunteers who may have an interest 
in futile treatment. Additionally, resources were embedded in 
a larger study on futility. Nevertheless, all except two doctors 
addressed resource constraints, many in detail. Furthermore, we 
interviewed doctors in a tertiary public hospital setting. Even so, 
the sample included broad specialty representation (and went 
beyond the common focus on ICU perspectives). Future research 
could address the perspectives of doctors who work in private 
settings who may have different views given the potential added 
influence of personal financial incentives.

Conclusion
Doctors sometimes take resources into account when making 
decisions about the futility of life-sustaining treatment, and the 
word ‘futility’ can conceal rationing. Doctors perceive that there 
are inadequate supports to promote transparency when they 
seek to limit life-sustaining treatment, which can cause moral 
distress. Medical policies should help doctors to more explic-
itly distinguish between patient interests and distributive justice 
as the underlying rationale for limiting treatment and should 
promote transparent discussion and more explicit policy devel-
opment about both rationales for non-treatment.

Acknowledgements  The authors acknowledge the support of the Futility 
Reference Group at the Royal Brisbane and Women’s Hospital, in particular, Leonie 

 on F
ebruary 7, 2020 by guest. P

rotected by copyright.
http://jm

e.bm
j.com

/
J M

ed E
thics: first published as 10.1136/m

edethics-2018-105199 on 15 M
ay 2019. D

ow
nloaded from

 

http://jme.bmj.com/


7Close E, et al. J Med Ethics 2019;0:1–7. doi:10.1136/medethics-2018-105199

Original research

Callaway, Jane Turner and Jeffrey Lipman. We would also like to thank Michael Daly 
(Princess Alexandra Hospital) and John Fraser (The Prince Charles Hospital) for their 
support at their respective institutions, which helped promote awareness of the 
research. The authors also acknowledge Nicole Shepherd for her contributions to the 
wider research project and her NVivo expertise. The authors would also like to thank 
the participants for their time and insights. 

Contributors  All authors created the study design and qualitative data collection 
methods for the broader project. EC conceived of this study and oversaw all aspects, 
including writing. BPW and LW contributed to the data analysis and manuscript 
writing. CG contributed to key elements of the data analysis approach. All authors 
discussed the content of the article, critically revised multiple drafts of the manuscript 
and approved the final version.

Funding  This research was funded by the Australian Research Council Linkage 
Projects scheme (project no. LP121000096) and the Royal Brisbane and Women’s 
Hospital. EC was supported by an Australian Government Research Training Program 
Scholarship and a National Health and Medical Research Council Centre of Research 
Excellence in End-of-Life Care Top-Up Scholarship. 

Competing interests  None declared.

Patient consent for publication  Not required.

Ethics approval  Multicentre approval from Royal Brisbane and Women’s Hospital 
(approval no. HREC/12/QRBW/429) and from participating universities. 

Provenance and peer review  Not commissioned; externally peer reviewed.

References
	 1	 Carter HE, Winch S, Barnett AG, et al. Incidence, duration and cost of futile treatment 

in end-of-life hospital admissions to three Australian public-sector tertiary hospitals: a 
retrospective multicentre cohort study. BMJ Open 2017;7:e017661.

	 2	 Williams A. Intergenerational equity: an exploration of the ’fair innings’ argument. 
Health Econ 1997;6:117–32.

	 3	 Wilkinson D, Savulescu J. Hard lessons: learning from the Charlie Gard case. J Med 
Ethics 2018;44:438–42.

	 4	 Willmott L, White B, Gallois C, et al. Reasons doctors provide futile treatment at the 
end of life: a qualitative study. J Med Ethics 2016;42:496–503.

	 5	 Wilkinson DJ, Savulescu J. Knowing when to stop: futility in the ICU. Curr Opin 
Anaesthesiol 2011;24:160–5.

	 6	 Rubin MA, Truog RD. What to do when there aren’t enough beds in the PICU. AMA J 
Ethics 2017;19:157–63.

	 7	 Hope T, Sprigings D, Crisp R. "Not clinically indicated": patients’ interests or resource 
allocation? BMJ 1993;306:379–81.

	 8	 Bosslet GT, Pope TM, Rubenfeld GD, et al. An Official ATS/AACN/ACCP/ESICM/SCCM 
Policy Statement: Responding to Requests for Potentially Inappropriate Treatments in 
Intensive Care Units. Am J Respir Crit Care Med 2015;191:1318–30.

	 9	 Jecker NS, Schneiderman LJ. Futility and rationing. Am J Med 1992;92:189–96.

	10	 Orentlicher D. Matters of life and death: making moral theory work in medical ethics 
and the law. Princeton: Princeton University Press 2001:138–41.

	11	 Schneiderman LJ, Jecker NS. Wrong Medicine: Doctors, Patients, and Futile Treatment. 
2nd ed. Baltimore, MA: Johns Hopkins University Press, 2011.

	12	 Ubel PA, Goold S. Recognizing bedside rationing: clear cases and tough calls. Ann 
Intern Med 1997;126:74–80.

	13	 Levinsky NG. The doctor’s master. N Engl J Med 1984;311:1573–5.
	14	 Scheunemann LP, White DB. The physician as rationer: uncertainty about the 

physician’s role obligations. Semin Respir Crit Care Med 2012;33:421–6.
	15	 Hurst SA, Slowther AM, Forde R, et al. Prevalence and determinants of physician 

bedside rationing: data from Europe. J Gen Intern Med 2006;21:1138–43.
	16	 Strech D, Synofzik M, Marckmann G. How physicians allocate scarce resources at the 

bedside: a systematic review of qualitative studies. J Med Philos 2008;33:80–99.
	17	 Tilburt JC. Addressing dual agency: getting specific about the expectations of 

professionalism. Am J Bioeth 2014;14:29–36.
	18	 Daniels N. Accountability for reasonableness. BMJ 2000;321:1300–1.
	19	 Huynh TN, Kleerup EC, Raj PP, et al. The opportunity cost of futile treatment in the 

ICU. Crit Care Med 2014;42:1977–82.
	20	 White B, Willmott L, Close E, et al. What does "futility" mean? An empirical study of 

doctors’ perceptions. Med J Aust 2016;204:318–e5.
	21	 Sibbald R, Downar J, Hawryluck L. Perceptions of "futile care" among caregivers in 

intensive care units. CMAJ 2007;177:1201–8.
	22	 Jox RJ, Schaider A, Marckmann G, et al. Medical futility at the end of life: 

the perspectives of intensive care and palliative care clinicians. J Med Ethics 
2012;38:540–5.

	23	 Driedger SM, Gallois C, Sanders CB, et al. Finding common ground in team-based 
qualitative research using the convergent interviewing method. Qual Health Res 
2006;16:1145–57.

	24	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol 
2006;3:77–101.

	25	 Mobley MJ, Rady MY, Verheijde JL, et al. The relationship between moral distress 
and perception of futile care in the critical care unit. Intensive Crit Care Nurs 
2007;23:256–63.

	26	 Henrich NJ, Dodek PM, Alden L, et al. Causes of moral distress in the intensive care 
unit: A qualitative study. J Crit Care 2016;35:57–62.

	27	 Wall S, Austin WJ, Garros D. Organizational influences on health 
professionals’ experiences of moral distress in PICUs. HEC Forum 2016;28:53–67.

	28	 Wilkinson DJ, Truog RD. The luck of the draw: physician-related variability in end-of-
life decision-making in intensive care. Intensive Care Med 2013;39:1128–32.

	29	 British Medical Association Ethics Committee. Withholding and Withdrawing Life-
prolonging Medical Treatment: Guidance for Decision Making. 3rd ed. London: British 
Medical Asssociation, 2007.

	30	 Street J, Duszynski K, Krawczyk S, et al. The use of citizens’ juries in health policy 
decision-making: a systematic review. Soc Sci Med 2014;109:1–9.

	31	 Donley G, Danis M. Making the case for talking to patients about the costs of end-of-
life care. J Law Med Ethics 2011;39:183–93.

	32	 Baily MA. Futility, autonomy, and cost in end-of-life care. J Law Med Ethics 
2011;39:172–82.

 on F
ebruary 7, 2020 by guest. P

rotected by copyright.
http://jm

e.bm
j.com

/
J M

ed E
thics: first published as 10.1136/m

edethics-2018-105199 on 15 M
ay 2019. D

ow
nloaded from

 

http://dx.doi.org/10.1136/bmjopen-2017-017661
http://dx.doi.org/10.1002/(SICI)1099-1050(199703)6:2<117::AID-HEC256>3.0.CO;2-B
http://dx.doi.org/10.1136/medethics-2017-104492
http://dx.doi.org/10.1136/medethics-2017-104492
http://dx.doi.org/10.1136/medethics-2016-103370
http://dx.doi.org/10.1097/ACO.0b013e328343c5af
http://dx.doi.org/10.1097/ACO.0b013e328343c5af
http://dx.doi.org/10.1001/journalofethics.2017.19.2.ecas3-1702
http://dx.doi.org/10.1001/journalofethics.2017.19.2.ecas3-1702
http://dx.doi.org/10.1136/bmj.306.6874.379
http://dx.doi.org/10.1164/rccm.201505-0924ST
http://dx.doi.org/10.1016/0002-9343(92)90111-N
http://dx.doi.org/10.7326/0003-4819-126-1-199701010-00010
http://dx.doi.org/10.7326/0003-4819-126-1-199701010-00010
http://dx.doi.org/10.1056/NEJM198412133112412
http://dx.doi.org/10.1055/s-0032-1322412
http://dx.doi.org/10.1111/j.1525-1497.2006.00551.x
http://dx.doi.org/10.1093/jmp/jhm007
http://dx.doi.org/10.1080/15265161.2014.935878
http://dx.doi.org/10.1136/bmj.321.7272.1300
http://dx.doi.org/10.1097/CCM.0000000000000402
http://dx.doi.org/10.5694/mja15.01103
http://dx.doi.org/10.1503/cmaj.070144
http://dx.doi.org/10.1136/medethics-2011-100479
http://dx.doi.org/10.1177/1049732306289705
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1016/j.iccn.2007.03.011
http://dx.doi.org/10.1016/j.jcrc.2016.04.033
http://dx.doi.org/10.1007/s10730-015-9266-8
http://dx.doi.org/10.1007/s00134-013-2871-6
http://dx.doi.org/10.1016/j.socscimed.2014.03.005
http://dx.doi.org/10.1111/j.1748-720X.2011.00587.x
http://dx.doi.org/10.1111/j.1748-720X.2011.00586.x
http://jme.bmj.com/

	Doctors’ perceptions of how resource limitations relate to futility in end-of-life decision making: a qualitative analysis
	Abstract
	Introduction
	Method
	Recruitment
	Data collection
	Data transcription and analysis

	Results
	Theme 1: perceptions of the relevance of resources to doctors’ current practice (﻿﻿﻿table 1﻿)
	Whether resources are relevant
	Situations when doctors perceive resources as the main driver of decisions

	Theme 2: perceptions of the relationship between resources and the concept of ‘futility’ (﻿﻿﻿table 2﻿)
	Theme 3: resource-related distress and recommendations to address it (﻿﻿﻿table 3﻿)

	Discussion
	Implications for future practice
	Limitations

	Conclusion
	References


