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THIS OFFICIAL POLICY STATEMENT OF THE AMERICAN THORACIC SOCIETY (ATS) WAS APPROVED BY THE ATS, JANUARY 2015, THE AMERICAN ASSOCIATION FOR

CRITICAL CARE NURSES (AACN), DECEMBER 2014, THE AMERICAN COLLEGE OF CHEST PHYSICIANS (ACCP), OCTOBER 2014, THE EUROPEAN SOCIETY FOR

INTENSIVE CARE MEDICINE (ESICM), SEPTEMBER 2014, AND THE SOCIETY OF CRITICAL CARE MEDICINE (SCCM), DECEMBER 2014

Background:There is controversy about how tomanage requests by
patients or surrogates for treatments that clinicians believe shouldnot
be administered.

Purpose:Thismultisociety statement provides recommendations to
prevent and manage intractable disagreements about the use of such
treatments in intensive care units.

Methods: The recommendations were developed using an iterative
consensus process, including expert committee development and
peer review by designated committees of each of the participating
professional societies (American Thoracic Society, American
Association for Critical Care Nurses, American College of Chest
Physicians, European Society for Intensive Care Medicine, and
Society of Critical Care).

Main Results: The committee recommends: (1) Institutions should
implement strategies to prevent intractable treatment conflicts,
including proactive communication and early involvement of expert
consultants. (2) The term “potentially inappropriate” should be used,
rather than futile, to describe treatments that have at least some
chance of accomplishing the effect sought by the patient, but
clinicians believe that competing ethical considerations justify not
providing them. Clinicians should explain and advocate for the
treatment plan they believe is appropriate. Conflicts regarding

potentially inappropriate treatments that remain intractable despite
intensive communication and negotiation should be managed by
a fair process of conflict resolution; this process should include
hospital review, attempts to find a willing provider at another
institution, and opportunity for external review of decisions. When
time pressures make it infeasible to complete all steps of the conflict-
resolution process and clinicians have a high degree of certainty
that the requested treatment is outside accepted practice, they should
seek procedural oversight to the extent allowed by the clinical
situation and need not provide the requested treatment. (3) Use of
the term “futile” should be restricted to the rare situations in which
surrogates request interventions that simply cannot accomplish
their intended physiologic goal. Clinicians should not provide
futile interventions. (4) The medical profession should lead public
engagement efforts and advocate for policies and legislation about
when life-prolonging technologies should not be used.

Conclusions:Themultisociety statement on responding to requests
for potentially inappropriate treatments in intensive care units
provides guidance for clinicians to prevent and manage disputes in
patients with advanced critical illness.
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consultants may be most skilled in
mediation and conflict resolution. Other
individuals may also be especially skillful in
this role, such as expert clinicians, social
workers, chaplains, and trained mediators.
Hospitals should foster an organizational
culture that encourages the early
involvement of expert consultants to assist
in conflict resolution.

Recommendation 2

The term “potentially inappropriate”
should be used, rather than “futile,” to
describe treatments that have at least
some chance of accomplishing the effect
sought by the patient, but clinicians
believe that competing ethical
considerations justify not providing
them. Clinicians should communicate
and advocate for the treatment plan they
believe is appropriate. Requests for
potentially inappropriate treatments that

remain intractable despite intensive
communication and negotiation should
be managed by a fair process of conflict
resolution.

Justification
The committee recommends use of the term
“potentially inappropriate” rather than
“futile” to emphasize two important aspects
of such judgments. First, the word
“inappropriate” conveys more clearly than
the word “futile” or “ineffective” that the
assertion being made by clinicians depends
both on technical medical expertise and
a value-laden claim, rather than strictly
a technical judgment. Second, the word
“potentially” signals that the judgments
are preliminary, rather than final, and
require review before being acted on. The
ethical concerns that may be raised to
justify the refusals include concerns that
the treatment is highly unlikely to be
successful, is extremely expensive, or is

intended to achieve a goal of controversial
value (Table 3).

Several considerations justify a procedural
approach to conflict resolution, rather than
giving all decision-making authority to either
surrogates or individual clinicians. Giving
sole authority to surrogates is problematic
because, although it is generally accepted that
patients/surrogates should be allowed to choose
from accepted, available treatment options,
there is no positive right to interventions that
are outside the boundaries of accepted
practice. In addition, surrogates sometimes
experience strong emotional and psychological
barriers to authorizing decisions to forego life
support, even when those decisions are
clearly consistent with the patient’s values
and preferences (25, 26). Giving unilateral
authority to surrogates may create
a disincentive for them to genuinely consider
clinicians’ perspectives and to move through
the emotional challenges of foregoing
treatment when doing so is consistent with
a patient’s values and preferences (27).

Can the physiological goals be achieved
with available medical treatments? 

NoYes

No Yes

NoYes

Futile treatment
- Clinicians should not provide these treatments
- Clinicians should explain the situation and provide
  emotional support for the family/surrogate 

Is there an established, widely accepted law, judicial
precedent, or policy that clearly governs provision of the

requested therapy?

Does the urgency of the clinical situation preclude carrying out
the procedural resolution process and do the clinicians involved
have a high degree of certainty that the requested treatment lies

outside the boundaries of accepted practice?

Legally Proscribed or Legally
Discretionary Treatment
- Clinicians need not provide requested treatment(s)
- Clinicians should explain the situation and provide
  emotional support for the family/surrogate 

Potentially Inappropriate Treatment
managed via

Procedural Resolution Process (Table 4)Time-pressured potentially inappropriate treatment
- Clinicians should strive for a temporizing solution to carry out procedural
  resolution process
- If not feasible, clinicians should ensure that there is consensus among
  involved clinician and seek case review to the extent possible
- Clinicians should explain the situation and provide emotional support for
  the family/surrogate 

Process favors surrogate perspective
- Clinicians should provide the requested
  treatment(s) or transfer care to a willing provider
- Care should be paid to the moral distress of 
  clinicians, and support to relieve such distress 
  should be provided 

Process favors clinician perspective
- Clinicians need not provide requested
  treatment(s)
- Clinicians should explain the situation and
  provide emotional support for the
  family/surrogate 

Figure 1. Recommended approach for management of disputed treatment requests in intensive care units.
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or may withdraw the disputed treatments.
A care plan should be developed that
includes provision of other indicated
treatments, including those focused on
achieving patient comfort.

Management of Time-pressured
Decisions
Very rarely, situations will arise in which
surrogates request treatments that
clinicians have a high degree of certainty
are outside accepted practice, but because
of the urgency of the clinical situation,
there is insufficient time to complete all
steps of the recommended resolution
process. For example, in a moribund, frail
patient with multiple comorbidities who is
on maximal circulatory support, surrogates
may request extracorporeal membrane
oxygenation when such an intervention
is generally regarded as outside of the
boundaries of accepted medical practice.
Whenever possible, a temporizing
treatment plan should be initiated to allow
as much of the conflict-resolution process
as possible to be completed. Such a plan
need not include the requested treatment
if the clinicians have a high degree of
certainty that it is outside the boundaries of
accepted practice.

Before refusing the requested
treatment, clinicians should: (1) pause to
check that the facts are clear, assumptions
are verified, and moral blind spots are
illuminated (see Table 5 for questions to
assist in this analysis); (2) to the extent
possible, engage other clinicians to ensure
consensus regarding the refusal; and (3)
explain to the surrogates the reasons for
refusing to administer the requested
treatment, with the goal of reaching
a mutually agreeable decision.

The ethically important features of
this strategy are that clinicians: (1) base
judgments on their best understanding
of their professional obligations, (2)
have a high degree of certainty that the
treatment being requested is outside the
boundaries of accepted practice, and (3)
only enact this strategy when it is not
feasible to carry out the steps of the
resolution process. Because decisions made
using this approach have fewer procedural
safeguards than decisions that carry out the
entire process outlined above, they likely
come with a higher degree of legal
uncertainty for clinicians and health care
institutions.

Other Considerations

Reporting and retrospective review.
Institutions should track the incidence and
outcomes of cases in which intractable
disputes occur. Hospitals should regularly
review the cases to identify areas for
practice improvement, to ensure that
similar cases are managed similarly, and to
help develop community standards. If
states develop statutes or regulations that
govern how these cases should be resolved,
such statutes should contain reporting
requirements so that necessary statutory
changes can be made to improve the
process.

Support for providers. Such cases often
raise moral distress among clinicians,
particularly when clinicians are compelled
to provide interventions they judge to
be inappropriate during the conflict-
resolution process (1, 48). Institutions
should offer support services to address
clinicians’ moral distress. Support services
might include peer-to-peer support,
debriefing sessions, employee assistance
programs, and education aimed at
building resilience and ethical decision
making (23, 49).

Development of novel extrajudicial
appeals processes. In the United States, the
courts generally fulfill the appellate function
for conflict resolution. Although there are
important strengths of the courts as the
appeals mechanism (27), there are also
serious limitations, such as the time-
consuming and adversarial nature of court
proceedings. The committee recommends
efforts to develop and evaluate novel
extrajudicial appeals mechanisms, such as
regional ethics committees and quasi-
judicial bodies, to resolve conflicts when

surrogates wish to challenge the decision
rendered by the intramural resolution
process about boundaries of accepted
practice (41, 44, 50).

Recommendation 3

There are two less-common situations for
which the committee recommends
different management strategies.

1. Requests for “strictly futile”
interventions. The term “futile” should
only be used in the rare circumstance
that an intervention simply cannot
accomplish the intended physiologic
goal. Clinicians should not provide futile
interventions and should carefully
explain the rationale for the refusal. If
disagreement persists, clinicians should
generally obtain expert consultation to
assist in conflict resolution and
communication.

2. Requests for “legally proscribed” or
“legally discretionary” treatments.
“Legally proscribed” treatments are
those that are prohibited by applicable
laws, judicial precedent, or widely
accepted public policies (e.g., organ
allocation strategies). “Legally
discretionary” treatments are those for
which there exist specific laws, judicial
precedent, or policies that give
physicians permission to refuse to
administer them. In responding to
requests for either legally proscribed
or legally discretionary treatments,
clinicians should carefully explain the
rationale for treatment refusal and, if
there is uncertainty regarding the
interpretation and application of the
relevant rule, should generally seek
expert consultation to confirm the rule’s
correct interpretation.

Futile Interventions
We recommend a narrow definition of
the term “futile”—treatments that have
no chance of achieving the intended
physiologic goal—for two reasons (Table 3).
First, using a narrow definition highlights
a basic distinction between interventions
that cannot work and those that might
accomplish the desired physiologic effect
but raise countervailing ethical concerns
(i.e., potentially inappropriate treatments).
This distinction is important because,
although there is general agreement that

Table 5. Questions to Assist in
Illuminating Moral Issues in
Time-pressured Situations

Am I certain that this requested treatment
is outside of the boundaries of accepted
practice?

Would I be willing to have the rationale for
my decision publicly reviewed in an
appeals board or court?

What are the consequences to the patient,
surrogate, team, or institution as a result
of implementing this decision?

Am I sure that sex, race, socioeconomic
status, ability to pay, or other
psychosocial factors are not entering into
my decision?
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clinicians need not provide strictly
ineffective interventions, there is
controversy regarding how to resolve
conflicts about treatments that might
produce effects of controversial benefit. For
example, there is widespread agreement
that clinicians need not administer
cardiopulmonary resuscitation (CPR) to
a patient who died many hours ago,
because it cannot achieve any accepted
medical goals (9). In contrast, there is
legitimate controversy about whether
administering CPR to a critically ill patient
with advanced metastatic cancer should be
undertaken in light of the small chances
and duration of benefit. Additionally,
broader definitions of futility (51) are
problematic because they often hinge on
controversial value judgments about quality
of life or require a degree of prognostic
certainty that is often not attainable.

Clinicians should not provide futile
interventions for several reasons. First,
it is widely accepted that administering
ineffective interventions goes against the
most basic ethical obligations of clinicians to
benefit individual patients and to avoid
harm (7, 52, 53). Such refusals are also
justified by the profession’s obligation to
steward medical resources responsibly,
which preclude administering expensive
interventions that cannot accomplish
the desired physiological goals (54, 55).
Additionally, the medical and nursing
professions have a legitimate interest
in safeguarding their integrity and
trustworthiness, which would be
undermined if clinicians administered
interventions that they knew could not
benefit the patient.

Management of Requests for Futile
Interventions
When responding to requests for futile
interventions, clinicians should seek to
understand the reasons for such requests,
empathically correct misperceptions,
provide emotional support, and explain why
the requested interventions will not be
provided. If disagreement persists, clinicians
should generally obtain expert consultation
to assist with conflict resolution. Clinicians
should consider seeking expert consultation
to provide intensive psychosocial support
to the surrogate. Clinicians should not be
required to administer futile interventions
during the time period in which
communication consultants are being
involved. There should be retrospective

institutional review of such cases to foster
institutional learning and to identify
systems-level strategies to prevent similar
occurrences in future cases.

Legally Proscribed/Discretionary
Treatments
“Legally proscribed” treatments are those
that may accomplish an effect desired by
the patient, but for which there are laws,
applicable judicial precedent, or public
policies that prohibit their use (Table 3).
“Legally discretionary” treatments are those
for which there exist laws, judicial
precedent, or policies that give physicians
permission to refuse to administer them.
These categories are important because
they highlight that futility is not the only
legitimate basis for clinicians to refuse to
provide a requested intervention.

For example, if the surrogate of
a patient with far advanced liver failure
requests that clinicians expedite liver
transplantation by circumventing existing
organ allocation practices, the clinicians are
justified in refusing the request (legally
proscribed). Even though faster access to
liver transplantation might accomplish the
patient’s medical goal, clinicians’ refusal is
permitted because there are explicit,
well-established rules governing organ
allocation. Additionally, some states have
statutes that give physicians permission
to forego CPR and other procedures in
strictly defined circumstances (legally
discretionary) (56).

Currently in the United States and
most other countries, there are few laws,
precedents, or widely accepted policies that
can be applied to resolve conflicts in ICUs.
We do not attempt to propose individual
rules, because such determinations will
likely evolve over time and will almost
certainly vary within and across countries
depending on how certain values are
prioritized. Such variability should be
permitted in light of moral pluralism (the
idea that people often disagree over how
to prioritize countervailing fundamental
values [57]) and differences in health care
resources across countries (58, 59).

Management of Requests for Legally
Proscribed or Legally Discretionary
Treatments
Clinicians should not provide legally
proscribed treatments and need not
provide legally discretionary treatments if

they are not indicated. When society has
legitimately developed rules to govern
controversial aspects of medical practice,
clinicians are justified in acting according
to those rules as part of their professional
role. As a caveat, rules regarding legally
proscribed or legally discretionary
treatments may vary from state to state,
or jurisdiction to jurisdiction.

When responding to requests for
a legally proscribed or legally discretionary
treatment, clinicians should ensure that they
are correctly interpreting the relevant
rule, seek to understand the reason for
the request, explain why the requested
intervention will not be provided, and
provide emotional support. In general,
clinicians should involve individuals with
expertise in interpreting existing regulations
(i.e., ethics consultants or legal counsel) to
ensure that the rule is correctly interpreted
and applied. Involvement of expert
consultants should also be considered to
help facilitate clear, accurate, and supportive
communication with the surrogate.

Recommendation 4

The medical profession should engage in
efforts to influence opinion and develop
policies and legislation about when life-
prolonging technologies should not be
used.

Developing clear societal policies and
legislation about the appropriate boundaries
of medical practice near the end of life would
foster transparency in limit setting and
may allow more efficient resolution of
individual cases. To be clinically useful,
such policies/legislation will require a high
level of detail and specificity about which

Table 6. Examples of Questions for
Public Engagement

What process or factors should drive the
allocation of ICU beds when they are
scarce?

Should clinicians be required to provide
cardiopulmonary resuscitation
requested by surrogates for patients with
advanced metastatic cancer and
multiorgan failure?

Should patients with far advanced
dementia or in a persistent vegetative
state be admitted to ICUs?

Definition of abbreviation: ICU = intensive care
unit.
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