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Futility is when ‘there is a goal, there is an action and activity
aimed at achieving this goal and there is virtual certainty that
the action will fail in achieving this goal’1. Having been
described initially by Hippocrates before his death in 370BC, the
importance of futility remains today.

Futility is underpinned by risk, where the danger or hazard to a
patient is extreme. Although risk assessment is relevant in the
elective setting, the emergency setting provides increased
complexity due to time-pressured decisions that commonly
happen in the middle of the night with limited multidisciplinary
team support and reduced family presence to guide decisions. In
1995, medical ethicist Bernard Lo divided medical futility into
seven principles, including quantitative and qualitative futility,
which we apply in this high-risk emergency surgical setting2.
Quantitative futility is the statistical probability of surviving a
procedure or the success of a treatment, for example application
of the NELA score (https://data.nela.org.uk/riskcalculator/) or
Clinical Frailty Score to predict 30-day mortality after emergency
laparotomy3. Qualitative futility is where the quality of benefit
that surgical intervention will result in is poor, for example the
formation of a permanent high-output stoma in a palliative
oncological setting. These two principles are different and the
application of both, in the era of shared decision-making, can
help guide discussions, understanding, and risk stratification.
However, they are not absolute, meaning uncertainties can arise
in emergency surgery.

There is little work in emergency surgical futility. A recent
scoping review found only three publications of 105157 patients,
with 1114 patients deemed to have had futile surgery (1.1 per
cent)4. All used survival histograms to define quantitative futility,
with two studies defining it as death within 48 hours of
emergency surgery and the other at 72 hours. Predictors of futility
included parameters one would expect: older age, serum lactate,
pH, creatinine, sepsis, and reduced consciousness. One study then
went on to develop a ‘futility score’ to be performed alongside a
30-day mortality risk score, providing patients with an objective
risk of mortality within 48 hours. However, it was calculated from
just 28 patients and has not been externally validated.

The issuewith clinically applying ‘virtual certainty’ is highlighted
in a study which looked at consecutive patients who needed
emergency surgery but did not undergo surgery (‘NoLaps’)5.
Assessment of 314 consecutive patients that needed emergency

surgery found that 32 per cent were NoLaps, of whom 74 per cent
died during the follow-up period (median 1.3 years).
Unsurprisingly, the majority of deaths occurred within 1 month of
surgery, but the 26 per cent surviving into the longer term is
unexpected. Clearly, further work is needed and we await the
results from multicentred Emergency Laparotomy and Frailty (ELF)
group’s second study, ‘Defining the Denominator’, to explore
further6.

Critics argue that quantitative futility is the main focus of
clinicians and is not easily understood by patients and their
families. For example, there can be stark differences in what
level of risk patients and their doctors consider to be
unacceptable: patients are often surprised to discover that a
5 per cent risk of death after emergency laparotomy is
considered high risk when that equates to a 95 per cent chance
of survival. Trying to put this in our clinically accepted ‘30-day
mortality’ terminology can cloud the issue further. The other
criticism about quantitative futility is that it overlooks the
patient’s values and needs. Many older adults do not consider
the risk of death as important in their decision-making, and
instead prioritise qualitative outcomes such as the formation of
a permanent stoma and returning to their own home7.

The term futility is controversial in shared decision-making:
bringing a predetermined tone or paternalism where treatment
can be seen to be being withheld rather than virtually certain to
have an extremely poor outcome. A statement in 2015 from the
American College of Chest Physicians, American Thoracic
Society, and European Society for Intensive Care Medicine
advocated for the replacement of futility with ‘potentially
inappropriate’8. Work exploring the correct terminology could be
included within development of patient-reported outcome and
experience measures (PROMs/PREMs) that remain undefined in
this setting, and perhaps the definition applied in the scoping
review of ‘early postoperative death’ is less provoking4.

Emergency surgery is not the only healthcare speciality
grappling with the uncertainty of futility: sustaining care in
intensive care medicine and paediatrics are daily decisions, with
many in the latter group receiving media attention when there
are differences in opinion9. Irrespective of the clinical setting, it
is certain that neither treating clinicians nor patients and their
families benefit from disagreements. While the patient’s
viewpoint and emotional upset is evidently clear, healthcare
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professionals care deeply about their patients’wishes and conflict
with that leads to high levels of emotional distress, depression,
and burnout10.

Managing scenarios where you, as the surgeon, believe that a
surgery will be futile is challenging. The first step is to recognize
that this is a balance of risk and that your experience and
perception of risk using objective scores needs to work alongside
the patient’s values and their perception of risk according to
those values. The BRAN framework (‘benefits, risks, alternatives,
what happens if I do nothing?’) can be used to guide the shared
decision-making conversation, breaking the conversation down
into bite size pieces and signposting the conversation in a way
that is easier to deliver in acutely stressful and time-critical
situations. This framework and the guidance from the Centre of
Perioperative Care (https://cpoc.org.uk/shared-decision-making)
can allow the multidisciplinary team to engage the patient in a
meaningful discussion about changing the focus of active
management to palliative care, and provide the surgeon with
support that not operating is an appropriate step.

Consideration of appropriate terminology, and an explanation
of terms and risk scores should all be placed within the correct
clinical, cultural, and socio-economic context, supported by
appropriate documentation. Visual explanations may aid these
discussions, including the Clinical Frailty Score and/or the
widely recognized risk fuel gauge, which allow each of the
patient’s values to be considered on different gauges (Fig. 1).

Hippocrates stated that futility was to ‘refuse to treat those
who are overmastered by their disease, realizing that in such
cases medicine is powerless’. While this remains relevant with
uncertainties and controversies, what is certain is that the
futility of today is not the futility of tomorrow. We must adapt
to future research findings that could downgrade futility to
provide the best patient-centred outcomes in emergency surgery.
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Black arrow: Patient’s value (closer to red indicates negative benefit of risk; closer to
green indicates positive benefit of risk)
Grey arrow: Comparison to NELA average (if same outcome available from NELA report)NELA Score: 52%

Patient values 1: Risk of death

Benefit of risk fuel gauge.

Considerations: shorten your life, may not wake up and see
family, stops palliative care

Benefits: can make your own decision, may help the underlying
problem, give you a chance to survival with critical care input

Frailty Score: 7

Green

Fig. 1 Benefit of risk gauge
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