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The 10 T’s of Logan 

• Tits  

• Tats 

• Teeth  

• Thongs 

• Toddler 

• Tobacco 

• T-shirt 

• Teenager 

• Tongan 

• Telephone (texting)  

 

 



The 10 “..….ty’s” of Geriatrics 

• Frailty (Fried/ Rockford/Hubbard) 

• Fragility (Fractures) 

• Humility 

• Honesty 

• Personality (a plus,? nastiness has a survival advantage) 

• Activity (level: cf. frailty: If you don’t use it you’ll lose it) 

• Gravity (Challenged: falls) 

• Capacity (another lecture) 

• Quality (of care, of life) 

• Futility 



Futility: 

The quality of being futile, 

ineffectiveness, uselessness, 

incapability of a result or unimportance  



Coventry Cathedral late-1300’s-1400’s -

1940 ----1962--- (Sir William Spence) 
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Sir Benjamin Britten:1913-1976 
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Wilfred Owen – 1893-1918 
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Futility 

Move him into the sun— 

Gently its touch awoke him once, 

At home, whispering of fields unsown. 

Always it awoke him, even in France, 

Until this morning and this snow. 

If anything might rouse him now 

The kind old sun will know. 

Think how it wakes the seeds— 

Woke, once, the clays of a cold star. 

Are limbs so dear-achieved, are sides 

Full-nerved,—still warm,—too hard to 

stir? 

Was it for this the clay grew tall? 

—O what made fatuous sunbeams toil 

To break earth's sleep at all? 

 

 

Author Notes 

“The Nation” on 15th June 1918. 

© Wilfred Owen. All rights reserved  

Futility by Wilfred Owen 

   1918 

From The War Requiem 

    Benjamin Britten  

   1962   

To commemorate the 

consecration of the       

new  

   Coventry Cathedral 1962 



Futility History¹ 
• 1960’s ICU’s 

• Patients survived critical illnesses 

• Some neither died or improved  

• Victims of technology 

• Available, routine, automatic, mandatory 

• No one died - they died as a result of withdrawal of or 
withholding life-saving treatment! Doctor thus reluctant. 

• In those incapable of decision making, a surrogate could 
make decisions to withdraw treatment 

• Karen Ann Quinlan 1976  

• 1980’s to 90’s cost containment 
• Physicians consider continued treatment  “futile” 

• Families’ distrust  that decisions influenced by cost considerations  

• Increasing demands for continuation of treatment  

• Thus futility - the relationship to a goal or outcome                                                  

1.Moseley,K.et al Futility in Evolution. Clin. Geriatr.Med. 21(2005)211-222 



Medical Futility  

• Controversial 

• Difficult to define – no Futility Index! 
• Ineffective care 

• No reasonable (define?) chance of benefiting (define?) 

• Euphemisms “inappropriate”, “non-beneficial”  “ not indicated”  

• Leads to withdrawing or withholding 

• Patients/relatives/carers/doctors disagree 

• The law 

• Ethics- No yes or no answer 

• Palliative care 

• End of life decision making 
– Racial and ethnic diversity 

– Ageing population 

– Lack of capacity  

• ? Appropriate term at all in a medical context 



Medical Futility Definition¹ 
• Highly unlikely to result in a meaningful (?definition) 

survival or outcome (American Thoracic Society) 

• Physician must be certain that an intervention/ treatment 
will fail to accomplish its intended goal (The Society for 
Critical Medicine)- EBM 

• But treatments are administered esp. in the last few 
months of life (esp cancer) 

• Delays palliation/hospice 

• Expectations of family and patients 

• Uncertainty of prognosis, difficult to predict 

• Different specialities, different opinions e.g. cancer 
treatments¹ 

• Legal pressures 

1. Jennens RR et al: Differences of opinion: a survey of knowledge and bias among 

clinicians regarding the role of chemotherapy in metastatic NSCC. Chest 

2004;126:1985-1993 



Futility  

The application of the concept in 

clinical decision making is 

paramount 



Medical Futility 

• Doctors have an affirmative obligation to transition to 

palliative care when other treatments have no chance of 

providing benefit (AMA code of ethics) 

• Shared decision with patient and signif others 

• Treatment goals should be modified and directed 

at symptom control  

• Sensitive to the patient’s spiritual and 

psychological need 

• Providing medically futile treatment is not 

consistent with professional ethics 

 

 



Issues in determining if treatment is futile¹ ²  

• Document medical goal of treatment - Risk/benefit analysis based on 
evidence 

• Clarify the patient’s rationale for the treatment or not 

• Clarify the family’s/carer’s/significant other’s rationale for treatment 

• Some terminally ill (surrogate) may choose/request “futile” treatment   

• ?Less concerned re adverse outcomes 

• Different agenda 

• Quality perceived by the person/family  may differ, divided 

• Knowledge gap 

• Individual needs of patient (family/carer /other) 

• Overestimate prognosis = “bad death” e.g. ICU, intubated, PEG 
fed, rendered worse quality of life 

• Decision re futility is only the beginning of management in end of life 
care 

1.Koczwara,B: What is futile and who decides? The clinician’s dilema.MJA198(4) 4 March,2013 

2.Mcabe,M.S etal: When doctors and patients disagree about medical futility. J Oncol Pract.2008 

July;4(4):207-209 



What do patients want? 
• Live!¹ 

• CPR  

• Even NH residents 

• Previous ICU 

• If qualified by chance of meaningful recovery or burden on family  

• 16% LST if recovery chance is hopeless 

•  6% if PVS 

• 12% if high burden 

• 74-88% would not choose treatment if impaired 

• Prefer death over disability 

• Elderly want to focus on acceptable health states, valued life 
activities i.e. goals rather than treatment preferences, facing death, 
relieving burden on others and strengthening relationships 

• Want to make decisions or trusted surrogate not the doctor 

• Communication!!!!! (Individuality) 

1. Mosely,K.L.:Futility in Evolution. Clin. Ger. Med 21(2005) 211-222 



Case 1:“The big bang to black holes” “the greatest 

theoretical physicist of all time” “It’s turtles all the way 

down” 



Case1:Stephen Hawking:1942-- 

• Slowly progressive very disabling neurological condition 
AMLS – diagnosed 1963 aged 21 

• Respiratory illness 1986 in Switzerland 

• Respiratory support advised to be withdrawn 

• 1st Wife Jane transferred him back to Cambridge 

• Recovered 

• Finished his masterpiece 1988 “A Brief History of Time” 

• Remains on “life support”, tracheostomy with respiratory 
support, computerised speech, fully dependent on 24 
hour nursing support 

• Retired from teaching 2009 

 



Case 2 : The Icon of a truly free South Africa 



Nelson Mandela - 1918--- 

• Significant other is the South African People 

• The patient ? (family!!!!) and the SA people 

expressed need is to continue to live 

• Clearly a different agenda 

• Who is assessing the quality? 

• Pressure on treating team 

• Ethical /Legal /QOL considerations for patient 

not the priority 

• The Goal?????? 



This is not what we wish for our beloved hero! 





 Perceptions of Futility 

• Patient /family 

– Decisions driven by lack of 
awareness/knowledge 

– Right to have everything 

– Autonomy vs. futility 

– Personal attitudes  

– Different from patient (what 
patient would have wanted and 
what family think the patient would 
have wanted may be averse)  

– Guilt, denial, personal 
fear, religious, financial 
advantage 

– Will have a chance with 
good communication  

  
 

• Doctor 

– Not providing or withdrawal of 
treatment is a way of rationing 
treatment which is expensive or 
limited in availability 

– Resource allocation undercurrent 

• Which patients should be 
privileged? 

• Providing CPR   

– If successful will lead to 
ventilation and ICU etc 

– Use scarce resources 
fairly 

• Withdrawal of  dialysis 

– Concern re quality of life, social 
worth 

– Personal attitude/professional 
integrity violation/paternalism 

– Prevention of requests for futile 
treatment 

– Deliver effective 
communication   
 

 
 



Case 3 
• Mrs H-Y.S. Taiwanese NESB 

• 69 year old referred for ACAT asst. 6w post 

• Admission with likely seizure event 

• B/G ESRF due to herbal remedies on PD 10 years 

• Independent with P/D care and  p/c with support of Lion’s club 
x2/wk for showering, mobile with SPS. IADL by brothers/sisters 
( Lived with) 

• Some cognitive impairment, no AHD 

• Sister died of hepatic failure due to herbal remedies  

• No functional improvement over 6 weeks, medically stable. 

• CT: multiple lacunes and chronic svd: EEG grossly abN 

• Now full assistance all care, immobile, hoist transfer, bed bound, 
having to be fed, medication challenging, little speech, does not 
understand nor recognise family 

• Medical discussion with family  

– ? PD– continue PD; ? H/C ? RACF-- RACF 



Case 3 cont’d 
• 6w post admission: Assessed as requiring ACAT asst for HLC 

– Epileptics decreased, coughing on fluids- diet modified (food 
holding); statin, beta blocker, vitD ceased, rapid AF, bloods, 
ACAT delayed 

• ACAT asst. 1w later : Delegation delayed re ? Withdrawal of futile 
P.D/Palliation: D/W family advised 

• Hypotensive 80/50, tachycardic 150, 37kgms 

• Further discussion with the family with renal consultant 
recommending withdrawal of dialysis- considering 

• Mouth pain, unable to swallow 

• “Grassby not appropriate yet as not palliative” 

• Desat./aspiration risk, little intake, mouth closed, “sleeping” 

• Renal Consultant D/W family again1w later – ARP, but continue PD 

• Geriatric consultant asst ? Discussion with family with an impartial 
interpreter 

• For delegation 3w later- approved in ACAT conference for HLC 

• Renal Consultant discuss’n again 1w later and again the next day 
and again another week later 

• Dialysis withdrawn with full family consent 2w after delegation 

• Died 1 w later after full palliation- 6w post original CeGA asst 

 



Ethics and Futility¹ ² 

• Disagreements bet. patients and doctors 

• Patient/family wishes viewed over medical view 

• Doctors are not obligated( legally or ethically) to provide 
treatment/care (“life-sustaining treatment”) that falls outside the 
standard of care 

• Do not have a duty to prolong life at all cost 

• Distressing to those providing 

• Mandatory patient autonomy vs. doctor’s paternalism 

• Team consultation  

• Integrity- preserving compromise  

• Clear consistent communication( no inconsistencies) 

 

• If not resolvable, ethics committee consultation 

• If agree, ?transfer to another physician/institution 

• If treatment (agreed by the ethics committee) is not delivered, legal 
(civil and criminal) immunity 

1. Koczawa,B: What is futile and who decides? The clinician’s dilemma, MJA 2013;198(4): 

221-222 

2. Wilkinson,D: Futile treatment:The Ethicist’s perspective.MJA 2013;198(4):223-224 



The Law and Futility-¹Diff in diff States 

• Need for legal resolution is rare (jurisprudence is still emerging)  

• May increase- cost!!! 

• Assumed capacity to make an informed decision  
• E.g. Polio victim in NH, refuse to be given insulin, fed or hydrated, according 

to an AHD, not suicide 

• Loss of capacity 

• AHD ( anticipatory refusals, anticipatory directions) 
• Dementia, Severe Stroke, quadriplegia  

• ACP ? Legal status 

• EPOA/Statutory Health Attorney 

• QCAT and Adult Guardian 
• Some would argue consent for withdrawing or withholding futile treatment 

should not be necessary as futile treatment cannot be demanded and is 
never in the patient’s best interests 

• But futility is difficult to assess 

• Withdrawing (futile) treatment is “murder” No- AND 

 

 
 

 

 

1. Stewart,C: MJA,2013, 198(4) Legal perspectives on consent in disputes about futile care. 



Geriatric Futility-Drugs 
• Withdrawal of medication: ?Evidence based 

– What medication? 

• Statins/Aspirin/Warfarin/antihypertensives 

– What indications/guidelines/goals?  

– Co-morbidities  

– At what stage? 

• Risks outweigh benefits. 

• RACF entry? 

• High level care entry 

• Evidence free zone  

» Statins, Hypoglycaemics, PPI’s, cholinesterase 
inhibitors 

• Health economics 

• Requires discussion with patient and/or relative 

– Risk/benefit  

• Behaviour management 

• Quality of life 

  

 



Geriatric Futility –Interventions 

-Withdrawal or withholding 

• ICD 

• Pace maker 

• Dialysis 

• N/G /Peg feeding for artificial nutrition and 

hydration 

• CPR 

 



Case 4  
• 76 year old Chinese gentleman-Aust 20 

years 

• Admitted with bleeding oesophageal 

varices (Hep c)- resuscitated successfully 

• Living with Doctor (in China)wife fully 

independent 

• B/G laryngeal Ca 25 years ago-permanent 

metal trache 

• Found on floor 0200 

• Unconscious, hypoxic in vf –resuscitated 

 



Case 4 continued 

• Remained unconscious, GCS 3, maintaining 

sats and blood pressure 

• 2 weeks post –no change  

• Referred for rehab- family attentive and doting - 

discussions 

• 3 more weeks of time treatment –no change-

discussions 

• Peg inserted 

• Referred for ACAT 



Futility ? 

• Address scarcity of resources 

• Ageism - Not “worthy” of treatment 

• Therapeutic nihilism 

• Whose perception of quality of life? 

• Whose assessment of likely outcome? 

• Consequences of outcomes  
– Disabled children 

– Nursing home care 

– Burden on carers 

– Live to develop more disabling expensive diseases 

• A.N.D.!!! 

 

 



Futility is 

 

• Like 

– Don Quixote tilting at windmills 

• George Bernard Shaw 

– Cleaning up your house before your children have left 
home (for good!?): like shovelling snow off the 
driveway before the snow is finished 

•  Phyllis Diller 

–  Raking the mulch off the driveway before the brush- 
turkey has finished making its nest in your mulch 
heap 

• Damien Thomson 

  

 



The End!! 


