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futility refers to interventions that do not benefit 
the patient and often cause suffering of the pa-
tient and their family (and other close people).1

The concept of futility is similar to the concept 
of persistence or overzealous therapy. Overzeal-
ous therapy is defined as “the use of medical pro-
cedures to maintain the life function of the termi-
nally ill in a way that prolongs their dying, intro-
duces excessive suffering or violates their digni-
ty. Overzealous therapy does not encompass ba-
sic nursing procedures, relief of pain and other 
symptoms, feeding and hydration, as long as they 

Introduction Decision-making regarding patient 
care and treatment should be based on a detailed 
and repeated medical assessment of the patient’s 
clinical status, previous management, possible 
treatment, and, at the same time, on the identi-
fication and acknowledgment of what is impor-
tant to the patient. This becomes particularly rel-
evant at the end of life, when all causative treat-
ment options have been exhausted, the disease 
progresses, and the patient is close to imminent 
death. At this stage, there is a risk that the pro-
posed treatment will be medically futile. Medical 
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wishes to undergo this treatment, as some sort of 
a personal goal is more important for the patient 
than the suffering caused by prolonged dying. In 
such a situation, the most important thing is to 
ensure that the patient knows and understands 
their situation and to hear their arguments (eg, 
that the patient is waiting for a loved one). Oth-
er aspects to consider are whether the decision 
not to withhold treatment (according to the pa-
tient’s will) for “the time needed” is not contrary 
to medical knowledge, physician’s conscience, or 
if it does not harm the patient.

Optimally, the decision to consider a treatment 
as futile and not to implement it (ie, to withhold 
or withdraw the treatment) should be agreed on 
between the physician and the patient.

What the physician adds to the physician-pa-
tient relationship is medical knowledge and ex-
perience. If necessary, the physician can also seek 
advice in this matter from other medical special-
ists. The patient’s contribution is their own life, 
goals, values, hopes, the wish to be respected for 
their humanity, especially at the time of increas-
ing weakness and dependency on others. It is 
making decisions at the end of life, when we in-
creasingly see the importance of time (for con-
versations, reflection, decisions), of good com-
munication based on honesty and respect, and 
of whole-person care centered on the patient’s 
needs of not only physical but also psychosocial 
and spiritual nature. This is the best model of the 
physician-patient relationship to prepare for the 
end of life and dying. It helps both parties to make 
the goals of care more attainable and fosters ac-
ceptance of what is inevitable, thus facilitating 
realistic choices. It also enables the patient to 
deal with important issues that are still relevant 
to them. Finally, it provides the foundation for 
mutual trust and understanding that are so im-
portant at the time when the patient has to rely 
on others and hope that respect, autonomy, and 
dignity will be central to the care plan. Thus, the 
most recent definition of advanced care planning 
(ACP), approved by the multidisciplinary Delphi 
panel,6 underlines that ACP is a process that sup-
ports adult patients in “understanding and shar-
ing their personal values, life goals, and prefer-
ences regarding future medical care.” This pro-
cess should also lead the patient to designate a 
person with medical power of attorney (still un-
available in Poland), and to authorize or not au-
thorize the release of health information—in the 
event of the patient’s incapacity—to designated 
persons. It is also worth preparing a list of indi-
viduals whom the patient wishes to be physical-
ly present during dying and death, that is, indi-
viduals who should be allowed in the room when 
the patient becomes incapacitated, along with 
a list of individuals whom the patient does not 
wish to be allowed. This is particularly important 
in the case of patients in conflict with the fam-
ily or with some family members, as well as pa-
tients who do not have a family and their trust-
ed individuals are not considered “closely related 

serve the patient’s best interest.”2 The concept of 
futility, as understood by this Working Group, em-
phasizes the inability to achieve the goal of care, 
while persistence has a negative connotation and 
describes the conduct of an individual who uses 
medical interventions that are ineffective. There-
fore, for the purpose of this position statement, 
the term “medical futility” was used. In contrast, 
the Polish Medical Code of Ethics (Kodeks Etyki 
Lekarskiej [KEL]) applied the term uporczywość, 
which may be translated into English as persis-
tent or overzealous therapy (Article 32).

Medical futility can be avoided by withholding 
treatment (ie, not implementing a new treatment 
or not intensifying the current treatment) or by 
withdrawing treatment that has already been 
implemented. While the withdrawal of medical 
interventions may seem more radical from the 
ethical point of view, it is generally equivalent to 
withholding. Both withdrawal and withholding 
are aimed at serving the best interests of the pa-
tient and improving the quality of patient care. 
The avoidance of medical futility should not be 
mistaken with euthanasia.

This was explicitly stated in the World Medi-
cal Assembly (WMA) Declaration on Euthanasia 
adopted at the 39th WMA in Madrid in 1987 and 
reaffirmed in 2005: “Euthanasia, that is the act 
of deliberately ending the life of a patient, even 
at the patient’s own request or at the request of 
close relatives, is unethical. This does not prevent 
the physician from respecting the desire of a pa-
tient to allow the natural process of death to fol-
low its course in the terminal phase of sickness.”3 
This was also reaffirmed in the WMA Declaration 
on Euthanasia and Physician-Assisted Suicide ad-
opted in 2019 in Tbilisi.4 Similarly, by prohibiting 
euthanasia and physician-assisted suicide (Arti-
cle 31), the Polish KEL underlines that “the phy-
sician has no obligation to start resuscitation or 
a persistent treatment and to use extraordinary 
measures in terminally ill patients” (Article 32). 
Moreover, it obliges the physician to consider 
the patient’s quality of life and to provide end-
of-life care with respect for human life and dig-
nity (Article 30).

Importantly, this code of conduct is also in line 
with religious ethics, including the moral teach-
ings of the Catholic Church, which is the larg-
est religious organization in Poland. The Expert 
Team on Bioethics of the Polish Bishops’ Confer-
ence underlines that: “If a physician has exhaust-
ed all available options to reverse the progres-
sive decline of the patient’s biological processes, 
then neither the physician nor other individuals 
involved in the dying person’s care can consider 
as unethical the decision to withhold / withdraw 
further treatment, that is, to decide not to use 
measures that are disproportionate to the circum-
stances; this would definitely be futile treatment, 
the withdrawing / withholding of which cannot 
be considered euthanasia.”5 There are exceptional 
situations when the physician believes the inter-
vention to be a futile treatment, but the patient 
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adult patients dying in a hospital, who are capable 
of making informed decisions or have become le-
gally incapacitated, will be presented separately.

Legal aspects of medical futility in Poland are 
presented in a separate publication (in Polish).9

Methods This Working Group was established 
by the resolution of the TIP Executive Board as 
of July 9, 2020.

This position statement was being developed 
from September 2020 to September 2022. First, 
the members of the Working Group acquaint-
ed themselves with relevant literature and cur-
rent legislation in Poland. Moreover, the Working 
Group assessed the physicians’ experience with 
introducing the protocol for avoiding medical fu-
tility in intensive care unit patients incapable of 
making medical decisions, developed by the ex-
perts of the Polish Society of Anaesthesiology and 
Intensive Care.1 The standards of management in 
end-of-life medical treatments developed by the 
Patients’ Rights Ombudsman were discussed.10 
An editorial team including 4 members (WS, MK, 
PG, MS) drafted a document that was then dis-
cussed by all members of the Working Group un-
til a consensus was reached. Before publication, 
the document was forwarded for endorsement to 
medical scientific societies in Poland.

Recommended measures The measures undertak-
en by a health care team to avoid medical futility 
in patients dying in a hospital and incapable of 
making informed medical decisions were divided 
into 3 components: those relating to the patient, 
those relating to families, and those relating to 
the care team (FIGURE 1). It is important that the 
family and the care team do not perceive efforts 
to avoid medical futility as giving up on necessary 
interventions, but as taking care of introducing 
appropriate interventions that best serve the in-
dividual patients.

The actions of the care team members must be 
guided by respect for the dignity, beliefs, and val-
ues of the patient. Health care workers should use 
available measures to help the family of the dy-
ing patient go through the dying process, and to 
reduce the risk of grief complications (ie, when it 
is impossible to work through grief and move on 
to the stage of reorganization / adaptation after 
the loss). Family, but also the care team members, 
should be confident that they did what had to be 
done, and that avoiding medical futility made it 
possible to focus on what was most important 
and best for the dying patient.

Patient-centered measures The first component, 
which refers to the measures focused on the pa-
tient incapable of making informed decisions, en-
compasses the following 4 stages:
1.  Setting up a committee, declaring a treat-
ment as futile based on evaluation of a previous 
treatment and the patient’s medical history, pre-
liminary decision on the best strategy of care;

persons” as defined by law. According to the Pol-
ish Act of 6 November 2008 on Patient’s Rights 
and the Patients’ Rights Ombudsman, a “closely 
related person” is a spouse, a relative within the 
second degree by consanguinity or affinity, a sur-
rogate decision-maker, a person in cohabitation, 
or a person designated by the patient.

In Poland, ACP is rarely used outside the pal-
liative medicine setting. In an Internet survey 
study among physicians belonging to the Polish 
Society of Lung Diseases, a minority of respon-
dents providing care for patients with advanced 
chronic obstructive pulmonary disease reported 
that they routinely (always or often) discussed 
end-of-life issues with their patients, such as the 
need to decide on invasive mechanical ventilation 
(35.6%), cardiopulmonary resuscitation (12.6%), 
or the place of dying (13.2%).7

It is often the case that patients at the end 
of life, especially emergency patients, were not 
forced to face up to their actual health and life 
situation before a hospital admission. Both pa-
tients and their loved ones are thus determined 
to fight the condition and are unwilling to accept 
imminent death. At the same time, clinicians usu-
ally do not have an opportunity to know their 
patients before they are admitted to the hospi-
tal. During hospitalization, they usually do not 
discuss the values and goals with their patients, 
and they do not initiate ACP. They often follow 
routine hospital procedures aimed at protecting 
life at all costs. This practice has been shaped by 
numerous factors. So far, no guidelines on the 
management of patients dying in the hospital 
have been developed in Poland. The availabili-
ty of consultants in palliative medicine for hos-
pitalized patients is very limited (neither pallia-
tive care support teams nor palliative medicine 
consultants are financed from public funds). Eth-
ics consultations in difficult situations regarding 
medical decisions are available only in few hospi-
tals. Moreover, there are no laws in Poland regu-
lating at least the possibility to choose a person 
with medical power of attorney to represent the 
patient when they become incapable of making in-
formed decisions on treatment.8 All these factors 
determine the frequency with which the patients 
receive treatment that may fulfill the criteria for 
medical futility, especially in the hospital setting.

Guided by the need for good clinical practice 
that would ensure the best care of patients dy-
ing in the hospital, the Polish Society of Inter-
nal Medicine (Towarzystwo Internistów Polskich 
[TIP]) convened the Working Group on Medical 
Futility at Internal Medicine Units, including ex-
perts in different fields of medicine, law, philos-
ophy, and theology.

At the first stage, the Working Group has de-
veloped standards of care aimed at avoiding med-
ical futility in patients who are incapable of mak-
ing informed medical decisions but at the same 
time are not legally incapacitated.

The position statement on preparing for the 
end of life in terms of medical decision-making in 
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4 PATIENT

Organizing a clinical / physicians’ committee:
treating physician, head physician, specialists in other fields of medicine relevant to the patient’s clinical status, palliative medicine consultant (if possible); patient’s nurse, other 
clinicians depending on the patient’s clinical status

Developing a care plan based on conclusions drawn by the committee in cooperation with consultants and care team members:
• withdrawing / withholding interventions / treatments considered by the committee as futile;
• implementation / continuation / escalation of an optimal care plan focused on the quality of life and preparation for natural death, encompassing palliative care, nursing care, 

communication with the family members (including remote communication, eg, by phone or online), helping the patient deal with important issues (identified based on medical history 
or during the family meeting), spiritual / religious care, interventions that foster a sense of dignity and respect for the patient and the family (eg, treatment diary, ”Get to know me” board) 
and that support the medical personnel;

• ensuring that the care team agrees on the care plan and establishing whether there is a need for an ethics consultation at this stage.

Meeting of the clinical care team (patient’s physician and nurse, head physician, psychologist / chaplain / other team members depending on the situation) with the family:
• asking the family about their perception of the situation and the patient’s condition;
• describing the actual situation of the patient, providing explanation, clarification in case of doubt;
• giving space for reactions and questions and ensuring that the family members understand all aspects of the conversation; 
• acknowledging emotions, showing compassion, asking how they are coping;
• describing the proposed care plan that includes withdrawing / withholding futile treatment and that focuses on the quality of life and dying; 
• asking the family about what would be important for the patient within this care plan (eg, meeting religious needs, saying goodbye to someone, bringing valuable pictures / items, 

and taking care of these needs, if possible);
• asking the family members about what would be important for them in the patient care, and taking care of these needs, if possible;
• describing proposed measures / interventions aimed at fostering dignity / respect for the patient and the family, inviting the family to participate in these interventions (eg, preparing 

the “Get to know me” board);
• suggesting the way of communication between the care team and the family members, ensuring that support is available to help them cope with the process of dying;
• taking care to ensure the family presence at the side of the dying patient, emphasizing how important the family presence is (if not feasible, deciding on how to arrange for re-

mote presence / goodbye over the phone or the Internet);
• summary, inviting the family members to recapitulate (asking them to describe the “take home” message from the meeting).

FAMILYTEAM

Providing support for the care team
, reinforcing the belief in the value of end-of-life patient care, good team

 com
m

unication 

Ongoing com
m

unication w
ith the fam

ily based on com
passion, honesty, transparency, and attentiveness

(provided that the patient signed a privacy release to allow
 contact w

ith the fam
ily m

em
bers w

hile hospitalized)

Declaring a treatment as futile based on medical assessment of previous treatment and medical history1

Preparation for a family meeting (provided that the patient signed a privacy release to allow contact with the family members while hospitalized) to collect information 
about the patient to facilitate an optimal care plan focused on the quality of life and acceptance of imminent natural death2

Developing an optimal care plan focused on the quality of life and acceptance of imminent natural death, with consideration of any matters and issues that are 
important to the patient (eg, those described by the family members during the meeting)3
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FIGURE 1 Avoiding medical futility in patients dying in a hospital: components and actions

Implementing and monitoring the care plan focused on the quality of life 
and acceptance of imminent natural death 

Supporting the care team
• throughout provision of care—regular discussions within the team, including checking on how the team members are 

coping;
• possibility of formal / professional support for the team members;
• team meeting after the patient’s death;
• ways to show respect for the patient as a human being (eg, reflection over the “Get to know me” board), which reinforce 

their belief in the value of their work and the meaning of the dying phase (“patient’s death is not my failure”)

Bereavement support
• conversation with the family after the patient’s death (compassion, 

respect, acknowledging their involvement);
• offering bereavement support (if possible)

Family members accept the care plan Family members are not ready 
yet / need more time to accept the 

care plan

• asking what their concerns are, 
if any

• necessary support (psychological, 
spiritual)

• another meeting
• if helpful—palliative medicine 

consultation depending on 
the patient’s status

• considering indications for an 
ethics consultation

• giving family members some time 
(as much as possible for family 
discussions) 

Family members strongly disapprove 
of the care plan

Family members strongly disapprove 
of the care plan

Explain to the family that the physician’s obligation in 
this situation is securing the patient’s right to dying in 

peace and dignity

consider, try

4
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m

unication w
ith the fam

ily based on com
passion, honesty,

 transparency, and attentiveness (provided that the patient signed a privacy
 release to allow

 contact w
ith the fam

ily m
em

bers w
hile hospitalized)

Providing support for the care team
, reinforcing the belief in the value of end-of-

life patient care, good team
 com

m
unication
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palliative medicine consultant. Depending on the 
situation, it may be helpful to involve other med-
ical professionals, especially the patient’s nurse.

The preliminary decision of the committee to 
avoid medical futility should be driven by not only 
good clinical practice and best medical knowledge 
but also the patient’s preferences and values. If 
the treating physician did not have the opportu-
nity to discuss with the patient what is impor-
tant to them, and if the patient is unable to com-
municate, such information is usually provided 
by the family. Therefore, an appropriate meeting 
of the health care team with the patient’s family 
or other trusted individuals indicated by the pa-
tient, except when the patient has explicitly ex-
cluded such an option (eg, the patient stated, in 
writing or orally, that they do not wish any fami-
ly member to be informed about their health, and 
this information was documented in the patient’s 
medical records). As long as this wish is explicit, 
it should be honored (including situations when 
some individuals, not necessarily family mem-
bers, have been authorized by the patient to be 
informed, while others have been not). Consid-
ering the ongoing social changes, it is going to 
be increasingly common that the patient does 
not have a family, or the family members are not 
willing to accompany the dying patient, or it is 
impossible to reach the family members, for ex-
ample, because no one knows that they exist or 
there are no contact details. Nevertheless, an ef-
fort should always be made to identify individu-
als who may know the patient, their needs and 
beliefs, because such an information is invaluable 
for planning optimal goals of care at the end of 
life. Also, the very presence of the family by the 
side of the dying patient increases the quality of 
dying and death.

As there are numerous misconceptions and 
social fears about decision-making at the end of 
life, it is important to clearly define what type 
of interventions are futile, and which should 
be continued and should not be withheld or 
withdrawn.

Apart from nursing and palliative care inter-
ventions, patients should receive nutrition and 
hydration (including tube feeding as long as it is 
not hurtful for the patients).

In a dying patient (the final days or hours be-
fore death), if eating and drinking via the oral or 
enteral route is not possible, physician may con-
sider parenteral hydration if there are reasonable 
medical indications (eg, if the intervention reduc-
es confusion), and always assess if it is not bur-
densome for the patient. It is important to ensure 
that the consequences of withdrawing hydration 
and nutrition are not a direct cause of death. Basic 
care plan (including hydration) should be adjust-
ed to the patient’s capacities, to what may relieve 
their symptoms, and what the patient may bene-
fit from in their last moments of life.12

Preparation for a family meeting to collect information 
about the patient to facilitate an optimal care plan focused 

2.  Preparing for a meeting with family mem-
bers (if the patient has a family, if the family mem-
bers are available and concerned about the pa-
tient, unless the patient does not wish them to 
be present at the end of their life and states it ex-
plicitly before becoming incapacitated) in order 
to collect information about the patient to devel-
op an optimal care plan focused on the quality of 
life and acceptance of imminent death;
3.  Developing optimal care plan that focus-
es on the quality of life and acceptance of immi-
nent death, but with consideration of any mat-
ters and issues that are important to the patient 
(eg, those described by the family members dur-
ing the meeting);
4.   Implementing the care plan that focuses 
on the quality of life and acceptance of imminent 
natural death; monitoring of care.

Declaring a treatment as futile based on evaluation of 
a previous treatment and the patient’s medical histo-
ry Various clinical situations may increase the 
risk of medical futility in Polish hospitals, partic-
ularly given that there are no guidelines for the 
management of patients dying in the hospital, the 
ACP and screening for palliative needs are rare-
ly done, and there are no legal regulations on a 
medical power of attorney.

A situation associated with an increased risk 
of medical futility is an admission of a patient at 
the end of their life (at a high risk of approaching 
death), who is incapable of making informed deci-
sions, does not have a person with medical power 
of attorney, has not been legally incapacitated, has 
had no prior ACP discussions, and has not been 
assessed for palliative care needs in the emergen-
cy department (ED). Let us use the following ex-
ample: a woman in agony with advanced meta-
static thyroid follicular carcinoma was brought 
to the ED by her family members who were no 
longer able to care for her. Previous tracheosto-
my allowed clearance of airway secretions. At the 
ED, the patient suffered from respiratory arrest, 
and the physician decided to put the patient on 
mechanical ventilation, which should be consid-
ered a futile treatment.

Another situation is a patient with advanced 
incurable disease and worsening health status 
despite medical interventions, for example, a pa-
tient with advanced dilated cardiomyopathy lead-
ing to end-stage heart failure, ineligible for heart 
transplant, in a critical condition, without logi-
cal contact, subjected to multiple resuscitation 
procedures at a hospital, showing the features 
of medical futility.

On admission to a hospital, palliative care 
screening is necessary in order to provide ade-
quate interventions.11 The decision on whether 
medical interventions are justified and not futile 
should then be based on an ongoing clinical as-
sessment and the work of a committee consist-
ing of a treating physician, head physician, spe-
cialists in various fields of medicine relevant to 
the patient’s clinical condition, and, if possible, a 
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another member of the care team. The meeting 
should take place in a comfortable space (eg, not 
in a corridor). If possible, the family members 
should be informed about the topic of the conver-
sation prior to the meeting (eg, if the meeting is 
arranged by phone); and the participants (includ-
ing physicians) should have sufficient time for the 
meeting (they cannot be in a hurry).

It is important to ensure good communication 
that is full of empathy and compassion, aimed at 
presenting the positive aspect of care focused on 
the patient as a human being that experiences the 
process of dying. The family members should be 
asked about important points that the patient 
would like to be included in the care plan, and 
the care team should ensure that these points 
have actually been included. Showing the fami-
ly members that the care team is attentive to the 
patient and respects the patient’s dignity, spir-
itual needs, and other important values, real-
ly helps build trust in the care team. How much 
health information is revealed to the family de-
pends on whether the patient has signed the re-
lease of information form authorizing the health 
care providers to share health information to spe-
cific individuals, or whether they are “closely re-
lated persons” as defined by Polish law (the Act 
of 6 November 2008 on Patient’s Rights and the 
Patients’ Rights Ombudsman). Even if the con-
versation involves only the individuals who are 
informally considered as family, and who have 
not been authorized to be informed about the pa-
tient’s health status, it is necessary to treat them 
with respect when collecting information about 
the patient and the patient’s needs. Moreover, it 
is necessary to show respect for their emotional 
relationship with the patient, and for the anxiety 
they feel about the patient’s future. If, for legal 
reasons, it is not possible to share with them the 
information about the patient’s health and medi-
cal interventions or prognosis, they should be en-
sured that they would be allowed to be present 
by the patient’s side until the end, unless this is 
impossible for organizational reasons or because 
the patient explicitly stated that they do not wish 
to receive visitors.

The meeting and detailed conclusions should 
be documented in the patient’s medical records. 
If the family members need more information or 
if there are sudden changes in the patient’s health 
status, the meeting should be repeated, ideally in-
volving the same participants.

The family members may not be ready to ac-
cept the fact that the patient is dying, and they 
may need more time to cope with the situation, 
discuss it with each other, and consider different 
options. Time may also be needed to bring clo-
sure to things that are important to the patient, 
which were voiced by the family (eg, the patient 
may be expecting someone’s arrival). The physi-
cian should attempt to find out if the family mem-
bers have any concerns, if they need psychologi-
cal or spiritual support, or if they need help in or-
ganizing the “second consultation” (to talk with 

on the quality of life and acceptance of imminent natural 
death If the meeting is possible, it should be pre-
ceded by developing a care plan based on conclu-
sions drawn by the committee in cooperation with 
the consultants and the care team members. The 
care plan should not only limit the use of proce-
dures or treatments considered by the commit-
tee to be futile, but it should also emphasize the 
care goals that focus on the quality of life and 
preparation for natural death, such as palliative 
care, nursing care, communication with the family 
members (including remote communication, eg, 
by phone or online, if other forms of communi-
cation are not possible), helping the patient deal 
with important issues (identified based on their 
medical history or during the family meeting), 
spiritual care (including religious care if this is 
the patient’s wish), interventions that foster re-
spect for the patient and the family (eg, intensive 
care unit diary, “Get to know me” board).13,14 An 
important aspect to consider in the care plan is 
the availability of a palliative medicine consul-
tant (especially for the patients with symptoms 
difficult to control or other psychological, social, 
or spiritual problems), as well as the family pres-
ence at the dying patient’s bed (if impossible, at 
least remote communication should be ensured). 
Before the family meeting, the care team should 
agree on the care plan, and establish if there is a 
need for an ethics consultation at this stage. If 
the team is aware of any ongoing conflict between 
the patient and their family or between the family 
members who want to be involved in the patient 
care, it is worth emphasizing that the patient is 
the most important person in the process, and 
that everyone should have the patient’s best in-
terest in mind, but also that the time left is per-
haps the last chance for reconciliation. A good 
idea is to invite a psychologist to the meeting with 
the family members who are in conflict with the 
patient. If there is a conflict between the family 
members, it might be useful to organize individ-
ual meetings for opposing groups.

When preparing for the family meeting, it is 
important to remember that the aim is to collect 
information about the patient and to prepare the 
family for the patient’s dying and death to pro-
vide optimal end-of-life care. The aim of the meet-
ing is not to obtain permission from the family 
to implement or withdraw from medical inter-
ventions, as from a legal perspective their opin-
ion is irrelevant.

Developing optimal care plan focused on the quality of life 
and acceptance of imminent natural death, with consider-
ation of any matters and issues that are important to the 
patient (eg, those described by the family members dur-
ing the meeting) The family meeting should lead 
to developing an optimal care plan that is based 
on the best clinical practice and respect for things 
that are important to the patient. If the meeting 
is possible, it should include a treating physician, 
head physician, patient’s nurse, and, depending 
on the situation, a chaplain, a psychologist, or 
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These programs support the expression of spiri-
tuality and foster respect for the patient’s digni-
ty (eg, Three Wishes Project).15-17

Families should have an opportunity to be pres-
ent at the side of the dying patient, even when 
there are sanitary restrictions (eg, caused by the 
pandemic) or other emergency situations.18,19 If 
the family cannot be physically present, remote 
communication should be allowed to ensure that 
they can say goodbye.20-23 All these factors impact 
the quality of end-of-life care, shape the way the 
families cope with the dying process and then 
grief, and may help them to find strength to go 
on living.24

It is very important that the physicians and 
other care team members talk to the family after 
the patient dies, express sympathy and respect, 
acknowledge their involvement in the end-of-life 
care, and provide information on or offer bereave-
ment support, if possible. Information and be-
reavement support were even considered as one 
of the basic indicators of high-quality care of pa-
tients dying in a hospital in Sweden, and they con-
tinue to be assessed as part of the Swedish regis-
try of palliative care.25

Care team-centered measures When providing 
care for dying patients, the care team-centered 
measures are largely based on good communica-
tion within the care team and reinforcing their 
belief in the value of their work. When taking care 
of the patient at the end of their life, it is neces-
sary to regularly discuss the patient’s condition, 
to check up on how the team members cope with 
the situation, and to provide professional sup-
port to those who need it.26 Ways to show re-
spect for the patient as a human being should be 
emphasized (eg, reflection over the “Get to know 
me” board, moment of silence / prayer after re-
suscitation or other emergent events leading to 
death).27 This reinforces the team’s belief in the 
value of their work, and the meaning of the dy-
ing phase (“the patient’s death is not my failure”, 
“high-quality end-of-life care and peaceful death 
are my success”). A care team meeting after the 
patient’s death or taking time to pause for reflec-
tion may be valuable.

Efforts should be made to implement formal 
measures aimed at supporting the care team.28

Recommendations of the Working Group 
1.  It is necessary to develop and implement 
guidelines for the management of patients with 
advanced incurable disease who die in a hospital 
that would encompass whole-patient and fami-
ly care.
2.  Efforts should be made to screen all pa-
tients with advanced incurable diseases for pal-
liative care needs on admission to the hospital, 
which may help define realistic goals of care and 
avoid medical futility.
3.  In the hospital setting, it is necessary to 
support the idea that the acceptance of immi-
nent natural death is not giving up on treatment 

a consultant in a given field of medicine depend-
ing on the patient’s situation).

However, it is possible that despite these ef-
forts, the family would strongly disapprove of the 
proposed care plan or disagree with the clinical 
assessment. If it is in the patient’s best interest 
to immediately implement the care plan aimed 
at avoiding medical futility, and there is no time 
for more family meetings, and also when the be-
havior of the family members becomes increas-
ingly demanding, the final meeting should be of-
fered to: 1) reiterate that the proposed interven-
tion is a good medical practice, and serves the 
patient’s best interest; 2) explain to the family 
that the physician’s obligation in this situation 
is securing the patient’s right to die in peace and 
dignity; and 3) to inform the family that, from 
a legal perspective, their consent is not required 
and their objection has no legal force. It would 
be beneficial to ask a legal counsel of the hospi-
tal to participate in such a meeting, so that this 
information can be shared by an individual with 
legal expertise.

Implementation and monitoring of the care plan focused 
on the quality of life and acceptance of imminent nat-
ural death When the care team and the family 
agree on the care plan, but also in a situation 
when all family meetings are inconclusive, the 
care team should proceed to implement the care 
plan aimed at avoiding medical futility. A deci-
sion to implement such a plan should be well-
documented and formalized. This position state-
ment contains proposed documentation, which 
has been approved by the TIP after extensive 
consultation with other medical communities. 
Importantly, the decisions made by the physi-
cians and recorded in the protocol for avoiding 
medical futility can be changed at any stage of 
the treatment, if justified on medical grounds 
or if the patient’s condition changes.

When implementing the proposed care plan, 
goal-oriented outcomes should be regularly as-
sessed and whole-patient care, along with com-
munication with the family members, should be 
carefully documented.

Family-centered measures Numerous patient-
oriented measures are also relevant for families. 
Over the entire period of care, communication 
with families should be based on compassion, 
honesty, transparency, and attentiveness, even 
if the patient did not sign a privacy release to al-
low the family to contact them while hospitalized 
or to authorize the care team to provide specific 
details on their treatment.

The family meetings to discuss the avoidance 
of medical futility are particularly difficult, and 
they also considerably affect the way the fami-
ly members cope with the situation. It is impor-
tant to show concern for the family and to offer 
them necessary support (if possible), for example, 
spiritual or mental health support. There are very 
helpful programs for the families to participate in. 
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but is rather implementation or intensification of 
measures that focus on what is most important 
to the dying patient (FIGURE 1).
4.  The medical assessment of a previous treat-
ment and medical history, which is the first step 
on the way to declaring a treatment as futile, 
should be done by a committee consisting of med-
ical professionals.
5.  When avoiding medical futility in patients 
incapable of making informed decisions, it is nec-
essary, if possible, to discuss and decide with the 
patient’s family on the optimal care plan that hon-
ors the issues and values important to the patient, 
unless the patient explicitly stated that they did 
not wish the health care providers to contact their 
family members or provide them with informa-
tion on the patient’s condition.
6.  Efforts should be made to ensure that the 
dying patient has access to palliative medicine 
consultations.
7.  Spiritual interventions to address the spir-
itual needs of the patients (especially at the end 
of life) and their families should be implement-
ed in hospitals.
8.  It is important to ensure that there are pro-
grams available in hospitals to support the fam-
ilies after the loss and that physicians and nurs-
es are trained in bereavement support and com-
munication.
9.  It is important to ensure that spiritual and 
psychological support is available in hospitals 
to medical personnel providing care to the dy-
ing patients.
10.  Aspects related to medical futility and pro-
viding care to patients dying in a hospital and 
their families should be included in undergradu-
ate and postgraduate education curricula for phy-
sicians and nurses to ensure that they are trained 
to provide high-quality care.
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