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Abstract

Medical futility is one of the most common controversial topics in medicine, medical ethics, and philosophy of medicine. Every day,
doctors are dealing with patients who are in a condition that must have a decision about requested futile treatment with their own
beliefs, opinions, and different demands. This is an important issue that must be taught during teaching courses. Therefore, it is
good to provide general policies for teaching how to make the best decision, establishing better communication between doctors
and patients, and maintaining their Autonomy. On the other hand, with the interference and expansion of humanistic and holistic
attitudes in the treatment of patients, it must be considered that at all treatment levels, especially decisions related to end-of-life,
it is better to involve this point of view in our policies. In the present article, we tried to give a general conclusion of general policy
and present standards for a humanistic policy by analyzing various countries’ policies and expressing their bugs.
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1. Context

The concept of medical futility and the reason for its ex-
istence are related to the essence of medicine. Therefore,
this subject is as old as medicine itself (1). Hippocrates ad-
dressed this concept in his writings. It is also encountered
in Plato’s works (2, 3). However, the definition of medical
futility is controversial; it can be considered as the inap-
propriate use of medical interventions, such as diagnostic,
preventive, and therapeutic interventions, or treatments
that do not have any advantages for the patient (4, 5). While
some studies define futile treatments merely as treatments
that do not achieve their intended aims, they can also be
characterized as interventions that are inordinately unsuc-
cessful or have no definite benefits in the treatment pro-
cess (6). The concept of medical futility is applicable in var-
ious settings but is mostly applied to end-of-life situations.
Therefore, most examples regarding medical futility con-
cern these situations (7, 8).

Most discussions about the definition and usage of
medical futility involve value and belief conflicts between
patients, or their families, and physicians. Discussions re-
garding medical futility may also involve differences be-
tween patients and their physicians concerning the pur-
pose and method of treatment (7).

There are several definitions of medical futility:

- Physiological futility: Futility can be defined in terms
of physiological objectives. Thus, a treatment that has
no physiological and medical effect is considered futile (7,
9). In some instances, providing a physiologically useless
treatment by physicians and healthcare providers may be
considered a medical mistake even if it is made following
the wish of the patient or his family (7, 10).

- Normative futility: This is a treatment that has valu-
able results for the patient and his family, but the physi-
cian, while knowing that the treatment may have some
physiological benefits (for example, increases the patient’s
life expectancy), considers it useless in general, based on
the treatment goals (11).

- Quantitative futility: When physicians conclude
(through either personal experience, experiences shared
by colleagues, or consideration of published empirical
data) that a certain medical treatment has been useless in
the last 100 cases, they should regard that treatment as fu-
tile (12).

- Qualitative futility: It refers to instances in which an
intervention fails to lead to an acceptable quality of life for
the patient. When treatment is judged to be qualitatively
futile, the argument is made that although the treatment
may succeed in achieving an effect, the effect is not worth
achieving from the patient’s perspective (10). Qualitative
futility is also described as disproportional futility (7).
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Physicians frequently encounter patients for whom
certain treatments are futile, even if patients and their fam-
ilies might believe otherwise. Therefore, physicians need
to know how to deal with such situations, especially when
the patient and his family insist on receiving futile treat-
ments (13). At the same time, it must be borne in mind that
medical and financial resources and medical sciences have
their limitations (5). Also, according to studies, it seems
that teaching the principles of medical ethics and concepts
such as medical futility to physicians and treatment staff
can lead to greater readiness and better decision-making
in complex challenges. Also, it can reduce disputes and dis-
cussions between the treatment team, the patient, and his
family (14).

Different countries display differences in terms of cul-
ture, customs, and religious matters and beliefs that can
influence specific decisions regarding medical futility (5).
Therefore, some countries, even some hospitals, are con-
sidering developing policies to help them work systemat-
ically towards resolving conflicts on medical futility deci-
sions (5).

Different countries follow different policies about
medical futility, but in this study, we attempt to divide
these policies into two general categories based on the re-
view of the sources:

- General/authority policy: In this category, general
policies are designed for dealing with the issue of medi-
cal futility, describing the authorities and decision-making
processes regarding the issue. These general policies do
not address details and exceptions in medical futility cases
but are more concerned with recommendations, such as
the policy proposed in Kansas City.

- Details/order policy: A kind of policy that specifies
what should be considered as medical futility and what
should not. This type of policy addresses details of med-
ical futility. It describes the tasks and decision-makers in
detail. The policy proposed in Hong Kong can be consid-
ered in this category.

Next, we address the humanistic perspective and con-
cepts regarding medical futility. We will draw upon these
considerations in discussing the humanistic aspects of
policies regarding medical futility.

1.1. The Humanistic Perspective on Medicine

Conventional medicine (biomedicine) was besieged
by numerous difficulties because it focused solely on the
physiological problems of patients and did not pay atten-
tion to their wishes, beliefs, and other dimensions of their
being, such as mental and spiritual dimensions, and their
perceived suffering and illness.

This stance leads to challenges between the physi-
cian, patient, and the patient’s family, termed “quality of

care crisis” by Marcum (15). The humanistic approach to
medicine tried to resolve these challenges and introduced
holistic medicine. In this approach, a patient, in addi-
tion to their physiological problems, is a set of thoughts,
desires, and values that affect them and their treatment
processes. Conventional and traditional medicine consid-
ers a person a machine composed of several organs and
systems. Break-down of one of these organs leads to dis-
ease, and the patient’s problem will be treated by treat-
ing and repairing that organ. This perspective originated
from Newton’s mechanistic monism philosophy. But, from
the humanistic point of view, a person, in addition to the
body, has a mental dimension, and these two elements af-
fect each other. The humanistic view sees a person as a
two-dimensional or multidimensional being, so during ill-
ness and treatment, it is necessary to pay attention to their
desires and values. The humanistic view posits that the
source of suffering during an illness is the feeling by the
person who is separated from the others because of the ill-
ness and cannot control his body anymore. Therefore, the
physician should try to exercise empathy and compassion
with the patient and take his beliefs into account in the
treatment process. As a result, the physician should make
individual decisions regarding patients even if they have
the same physiological problems (15).

1.2. Pathos: A Bridge between Conventional Medicine and Hu-
manistic Medicine

Pathos is the state of being that is the basis of all pos-
sible wise and loving actions. As propounded by Aristotle,
pathos is one of the basic elements of rhetoric and public
speaking. It is primarily related to passion and the effect of
speech on the audience. Even if it is transient and imper-
fect, pathos can take ascendancy over the other two princi-
ples of rhetoric, which are ethos (lecturer’s credibility) and
logos (rationality, logic, and accuracy of speech) (15, 16).

Application of the art or science of medicine and
common approaches in the practice of medicine, such
as evidence-based medicine (EBM) and patient care man-
agement (PCM), can result in a fundamental problem in
the communication between the physician and the pa-
tient, called the quality of care crisis, as mentioned ear-
lier. To solve this issue, medicine should be combined
with pathos. Therefore, changing the discourse from a
biomedical framework to a humanistic one is not enough.
The physician should transcend from ethos and logos to
pathos and passion. The practitioner should try to com-
municate with the patient and understand their pain and
help him know that his suffering is felt. Then, the physi-
cian should try to motivate the patient to continue with
the treatment and overcome the pain. Pathos tries to solve
the quality care crisis through two approaches: (1) pathos
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tries to turn the logos, technics, facts, objective science,
and subjective information into wisdom; (2) pathos can
turn the biomedical physician’s ethos, or even the human-
istic physician’s empathy, into love between the patient
and the physician and solve the quality of care crisis in this
way (15).

2. Statement of Problem

Given the widening acceptance of the humanistic view
in medicine and greater communication between the pa-
tient and the physician and their joint participation in
making decisions, the question arises whether policies
regarding medical futility are humanistic? Or, in other
words, what are the features of a humanistic policy on
medical futility? Moreover, according to the introduction,
these concepts (medical futility, humanistic medicine,
and pathos) and medical futility decision-making policies
must be taught to undergraduate medical students and
medical staff that encounter medical futility cases, includ-
ing ICU physicians, to solve the challenges better. There-
fore, what features should have these education curricula
to be more effective?

Here, we address policies presented in various coun-
tries, critically examine their strengths and weaknesses in
terms of philosophy and ethics, and classify them into the
two main types of policies mentioned earlier in the study
in a bid to establish the characteristics of a humanistic pol-
icy.

Following the recommended guidelines of the Kansas
City Medical Ethics Committee, seven groups of specialists
in the field of medical futility deliberated questions in this
field and tried to answer these questions to reach specific
guidelines. In this study, patients’ feelings and physicians’
responsibilities regarding the topic of medical futility are
adequately addressed, and cultural, religious, and belief
differences are considered. Efforts were also made to fully
recognize patient autonomy and respect their family’s de-
cisions. In summary, the proposed guidelines are as fol-
lows:

- The first stage: Investigation of the benefits and harms
of continuing the treatment and discussing the futility of
treatment.

- The second stage: Patients’ effective communication
with their families and explanation of the situation to
them.

- The third stage: In cases where the patient and his
family reject the physician’s recommendations, the ethics
committee will examine the issue and try to resolve the
conflict between the patient and the physician. In effect,
the committee tries to guide both sides.

- The fourth stage: If the patient or his family does not
insist on continuing the treatment, it is terminated, and
the patient enters palliative care. However, if the patient or
his family insists on continuing the futile treatment, they
should be well. Also, the patient can change his present
doctor, and his previous doctor can help too.

- The fifth stage: If the two sides do not agree with the
third and fourth stages, a specialist, called the mediator,
intervenes and gives his opinion after analyzing the situ-
ation. The specialist should have adequate training and
qualifications to evaluate all aspects of the situation.

- The sixth stage: In the event of a persisting disagree-
ment, the patient or his family is given the option to either
choose another physician to continue the treatment or dis-
continue the treatment and start palliative care (13, 17).

In Belgium guidelines, as in the U.S., the patient’s re-
fusal to undergo treatment is generally respected, and his
request for a futile treatment is not accepted (7). In this
country, euthanasia is legal and is considered as part of pal-
liative care (18). In final decisions regarding medical fu-
tility, the hospital ethics committee and the regional eth-
ical legislation assembly are involved. The physician can
delegate the treatment to a colleague and leave the treat-
ment team. If the patient is not conscious, and the physi-
cian sees no physiological benefits in the treatment, it can
be stopped in consultation with the hospital ethics com-
mittee, even if the family is opposed to stopping the futile
treatment (7, 19). Such a stance stems from the Belgian peo-
ple’s view on good life and good death (18).

A study examined the end-of-life maintenance treat-
ment in critically ill patients in Hong Kong in connection
to controversial medical futility issues. The article first ad-
dresses the difference between euthanasia and abandon-
ment of futile treatment and notes that, in Hong Kong, ac-
tive euthanasia is illegal and considered immoral. As in
other articles, two common definitions of medical futility
are presented, namely, physiological and normative defini-
tions. The article further argues that there is no difference
between futile treatments withholding and withdrawing
futile treatment in the opinion of the clinical ethics com-
mittee, and both are similar in terms of their legal and
moral burdens. Then, the article discusses the person sanc-
tioned to make decisions regarding futile treatments: (1)
the request of a mentally competent and mature person
should be respected if he does not wish to continue the
treatment; (2) when the patient is incapable of making de-
cisions, a guardian or family member takes over that re-
sponsibility; (3) for a person who does not have a family or
a guardian, the hospital ethics committee makes the deci-
sion.

The article emphasizes that the treatment team is not
obliged to perform a treatment with no physiological ef-
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fects. In general, the levels of authority are as follows: First,
the patient and the physician together work towards mak-
ing a decision. If they cannot agree on one, the case goes
to the ethics committee. The committee decides whether
the treatment should be stopped. Alternatively, the patient
can be referred to another physician that continues the
treatment (20).

South Korea is a country that, in contrast to many other
countries, including Iran, accepts voluntary euthanasia. At
the same time, in this country, unlike in Western countries,
the individual’s autonomy has a less significant role than
the decision of the family and guardian in medical mat-
ters (21). With an increase in life expectancy in South Ko-
rea, the number of age-associated chronic diseases requir-
ing intensive care grew, and subsequently, in 1997, the fol-
lowing code of medical ethics was adopted: “The physician
should try to reduce the mental and physical suffering of
terminally ill patients and help them to accept death.”

In 2002, the Korean Academy of Medical Sciences devel-
oped the following guideline regarding terminal patients:
(1) patient autonomy must be respected; (2) the decision to
end or continue treatment should be made based on the
patient’s quality of life and the benefits; (3) the decision
about the futility of treatment should be made cautiously,
and after the physician, their colleagues, and the hospital
ethics committee reviewed it (7).

In the United States, courts generally agree that the
family’s and patient’s opinion about the continuation of
futile treatment is important and should be taken into ac-
count. Attempts were made in Texas and Virginia so that
physicians could end futile treatment legally. Texas laws
were enacted in 1999, and Virginia passed similar laws in
the following years. The Texas law, numbered 166.052, enu-
merates under what circumstances a physician can end the
treatment unilaterally.

If the physician concludes that the treatment will be
futile, the patient and his caregiver should be notified 48
hours in advance of the commencement of a committee
set up to decide so that they can attend the committee
meeting. If the committee agrees that the treatment is
futile, the physician and the committee will give 10 days
to the patient to find another medical facility to continue
the treatment. After 10 days, they can legally discontinue
the treatment unless the court sets an additional 10-day re-
prieve. In Virginia, 14 days are given to the patient without
the confirmation of the committee (7).

Unlike the United States (Texas and Virginia), there are
no rules in Japan on medical futility. There is no accepted
definition of medical futility in Japan, but there are guide-
lines regarding end-of-life. The proposed guideline about
end-of-life care in emergency treatments, introduced in
2007, addresses conditions where the treatment is not use-

ful but will cause the patient to suffer and lose dignity, and
neither the patient nor his family considers continuing it
desirable. This guideline concerns four kinds of situations:
(1) there is irreversible damage to the brain function; (2)
there is dependence on life support devices and ventila-
tors due to irreversible and fatal failure of body organs in
the absence of alternative treatments; (3) the patient will
die in the next few days, even if treatment continues; (4)
the patient has reached the final stage of malignancy or
irreversible disease despite rigorous and aggressive treat-
ment.

This guideline stipulates that life-prolonging therapies
can be discontinued, but the patient and his family and
healthcare providers should be consulted. If the patient
or his family wants treatment to be continued, it will be
done. The Japanese Ministry of Health announced in 2007
that, in addition to the parties mentioned above, an ethics
committee is needed. In 2008, the medical association of
Japan stated that the quality of life should be accorded
more importance, and continuing the treatment for life at
the cost of losing it is not right. Therefore, the need to end
treatment and discontinue it should be considered more
closely (7).

In Iran currently, there are no laws regarding medical
futility and no proper guidelines for making decisions in
this regard in the country. However, it is felt that a special
protocol is needed to decide on cases involving medical fu-
tility, and the medical community and legislators should
propose it, and these protocols must be taught in medical
education courses. The Charter of Patients’ Rights of Iran
was published in 2009. It includes five topics, one of them
dealing with end-of-life issues.

The relevant clause in the charter first defines appro-
priate treatment. According to the charter, every individ-
ual has the right to receive appropriate treatment consis-
tent with the sanctity of the human being, customs of the
society, and their religious beliefs. In cases where death is
unavoidable, appropriate treatment should be provided to
reduce patient suffering (7).

Two treatment situations can be interpreted as inac-
tively helping the critically ill patient to die. First, the use
of analgesics to reduce the patients’ physical pain without
the intention to kill, an intervention that can shorten the
patient’s life. Unless it is intended to kill the patient, at-
tempting to alleviate pain or other serious physical symp-
toms of the patient is not considered a crime and is permit-
ted under Islamic law. The second situation involves the
discontinuation of treatment based on the joint decision
of the physician, the patient, his family, and other parties
involved in the treatment to forgo treatment aimed at de-
laying death. In Iran and most other Muslim countries, it is
believed that the human body is owned by God, so no one,
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even the patient and his family, has the right to sanction
death (euthanasia).

3. Results

We found that the step-by-step decision-making frame-
work (general, authority policy) rather than an array of
sub-frameworks (details, order policy) serves one of our
general goals, namely respecting the autonomy and values
of patients, their representatives, and their families. More-
over, this framework respects the autonomy of the physi-
cian and clinical team and helps resolve the quality of care
crisis (13).

The guidelines proposed in Kansas City are fully con-
sistent with our initial assumption of the need for a step-
by-step decision-making framework. But, the following cri-
tiques should also be considered:

- How much money and time should be spent on train-
ing people for the mediation position? Is there a better so-
lution?

- Can a person in the role of a mediator fulfill their ex-
pected obligations? Can a person understand all the phys-
ical and mental aspects of futility questions in all patients
and make the right decisions?

- Are conflicts of interest more likely in decision-
making by individuals rather than by groups?

- Can the treatment be stopped if the patient, for any
reason, refuses to refer to another medical facility or can-
not afford to do so, or if the center where the patient is be-
ing treated is the only place that provides the medical ser-
vice in question?

Finally, it seems that placing a person at the top of
the decision-making pyramid both reduces the accuracy
of decision-making in various situations and increases the
likelihood of the interference of personal interests in the
decision-making process. Besides, it is difficult for one in-
dividual to have a sense of compassion and pathos and
complete understanding for all patients.

A critique of the recommended guidelines in Belgium
is that they focus on the social and autonomous freedoms
of the patient, especially in the field of euthanasia, with-
out considering the possibility that decisions and auton-
omy of the patient may compromise the autonomy of his
family and those around him. For example, if the ill father
of a family decides to refuse treatment or opts for euthana-
sia, he will be well within his rights according to the law,
but would his wife and children agree with this decision?
Would the autonomy of those around the patient not be
compromised if the patient’s autonomy was respected and
his wish was granted despite his wife’s opposition? It is
conceivable that the harm inflicted on those around the
patient by narrowly focusing on the patient’s autonomy

might be greater than the harm that comes to the patient
by denying his wish.

Regarding the Hong Kong guideline, in the first situa-
tion, where the patient is his own decision-maker, the re-
quest of a mentally competent, mature, and alert person
is respected and implemented. However, it should be en-
sured that the person is aware of all aspects of his deci-
sion and its consequences. In the second situation, if the
patient cannot make decisions for any reason, his family
members or a guardian decide for him. A critique of this
arrangement is that the decisions of the family members
or guardians may be against the patient’s possible wishes.
In the third situation, if the patient cannot make a deci-
sion and does not have a family or a guardian, the hospital
ethics committee decides for him. A potential critique of
this arrangement is the possibility of the committee being
oblivious to the patient’s values and preferences.

The following further critiques can be offered regard-
ing the article about maintenance therapy in the end-of-
life guideline:

- In Hong Kong guidelines, active euthanasia is specifi-
cally addressed, but there is no clear discussion of passive
euthanasia. The guidelines recommend that withdrawing
and withholding futile therapy should not be equated with
passive euthanasia because of the semantic connotations
of the word “euthanasia”, but this argument does not seem
to be valid. On the contrary, as Yu Kam Por’s study shows,
these two concepts are equivalent in some aspects, essen-
tially when referring to a single entity, and have the same
result. However, they look at the same treatment and in-
tervention issues from two different angles, namely, physi-
cian’s and patient’s perspectives (22).

- The humanistic approach strives to establish pathos
and compassion between the physician and the patient
and acknowledge the patient’s beliefs and culture, but un-
fortunately, this topic is not adequately addressed, and this
is the most significant shortcoming of the paper.

- There is no higher decision-making authority above
the level of the ethics committee, and this situation can re-
sult in problems. The arbitrating authority is not clear if
there is an objection to the committee’s verdict. Moreover,
the higher institution has a kind of supervisory role over
the lower authorities, which is not defined here.

The same critique that was brought forth regarding the
Belgian law on euthanasia, applies to the Korean guide-
lines, namely, the issue of patient autonomy versus the au-
tonomy of relatives and those around the patient. There-
fore, this point should be considered.

The consideration of the quality of life and the benefit
of the patient and the emphasis that decisions should be
beneficial to the patient are among the highlights of this
policy. These considerations are in line with the general
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policy and the hierarchy considered in the introduction of
this study. The most salient critiques regarding the Ameri-
can rules and guidelines are summarized below:

- The first point is that the physician and the committee
can stop the treatment if they find it futile. Here, it is not
clear whether this authority applies to normatively futile
treatments, physiological futile treatments, or both.

- According to the Virginian law, the physician can pro-
nounce a treatment futile at any time and for any reason,
and there is no higher committee to monitor and review
the case. As a result, this law can be considered a kind of
paternalism because the physician can impose his will on
the patient, and the law does not restrain him.

- The question arises: Is it morally acceptable to deprive
the patient of his wishes due to a conflict of values or lack
of resources, or to force him to either find another place of
treatment or forego the treatment? This situation appears
to be incompatible with the humanistic view.

A common approach to the issue of end-of-life and
medical futility in Iran is that if the control of pain
and physical symptoms in the patients entails premature
death, the physician has no right to attempt to curb the
symptoms, even if it is the patient’s will. In many jurispru-
dences, the termination of treatment is explicitly forbid-
den, and the patient’s wish to do so is denied. In Islam, no
human being has the authority over his death, and any at-
tempt in this direction is considered sinful interference in
the work of God and is forbidden. As a result, it is incon-
sistent with humanistic views and the notion of pathos in
some ways, and in some cases, the patient’s autonomy is
limited, and his values and desires are taken into account.

4. Conclusions

After reviewing the literature, we conclude that a cod-
ified policy, like the Kansas City guideline, is required to
solve this problem and improve decision-making. The fea-
tures of such a policy, informed by the humanistic ap-
proach, are discussed below.

From a humanistic point of view, the patient’s values
and beliefs must be considered, and the patient’s auton-
omy should be cherished. Therefore, an individually tai-
lored approach should be employed for each patient. The
following points should be addressed so that decision-
making is regulated; at the same time, patient autonomy
is maintained, and putting them under duress is avoided:

- Based on the considerations addressed in the intro-
duction, an authorization policy is generally in line with
the humanistic view. Therefore, fixed decision-making
powers should not be invested in patients or healthcare
providers. For example, if a patient suffering from a cer-
tain illness requests that a specific action be taken regard-

ing his treatment, the humanistic point of view demands
that the decision be made after examining the patient’s de-
sires and values. As a result, the policy only offers general
rules for decision-making while maintaining the patient’s
and physician’s (health provider) autonomy.

- A codified policy, even of the authority or general
type, can reduce the level of compassion and pathos be-
tween the physician and the patient because it can lead to a
speedy referral of disputed issues to higher authorities. To
illustrate this point, we take a situation where the physi-
cian and patient do not agree on the futility of the treat-
ment. If the policy stipulates that in such cases, the matter
should be referred to the ethics committee, the physician
might refrain from further discussions and refer the mat-
ter to higher authorities forthwith to avoid the challenge
with the patient and his family, particularly if the physi-
cian has previously had undesirable and bad experiences
in similar situations. This course of action would diminish
the physician’s compassion and empathy with the patient,
an issue that has special significance in the humanistic per-
spective. Therefore, the physician and the patient must be
in prolonged contact with each other to maintain compas-
sion among them and solve the above problems. The physi-
cian and patient should attend all meetings throughout
the decision-making process. Moreover, the higher author-
ities should have some supervisory role and examine all as-
pects of the process, and if there is a violation at any stage,
they should deal with it.

- Another important issue is that the placement of cer-
tain fixed people as decision-makers with higher authority,
such as the ethics committee, and their inflexibility may
result in ignoring the cultural, religious, and value beliefs
of patients. Thus, pathos will not be established, and this
is a potential shortcoming of the policy. The following ex-
ample illustrates this point. Suppose that a Buddhist from
another country with a different culture is hospitalized in
countries like Iran, and a situation involving futile treat-
ment develops. There is a national policy in this regard;
several structures are in place at the hospital, such as the
ethics committee, which comprises mainly Iranian, Mus-
lim, and Shiite members. Can these experts look at the is-
sue from this person’s point of view and comment accord-
ingly? Would this person not feel that his values have not
been adequately considered and a decision has been im-
posed on him as a result of geographical and temporal de-
terminism? This scenario is even valid for cases from the
same country because there are differences in beliefs and
values in different regions of a country. To function in a
truly humanistic way, the policy needs to be flexible in des-
ignating decision-making authorities and strive to relate
to the patient’s thoughts, culture, religion, and native lan-
guage as much as possible. Thus, compassion and pathos
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are established between the health care providers, and pa-
tients and obtaining results is facilitated.

After reviewing the literature and critically examining
current policies in different countries, we conclude that
each of them has its own shortcomings. However, an au-
thority policy, under the humanistic perspective, meets
the desired criteria.

The medical ethics contents can be categorized into
knowledge (values, concepts, and medical ethics princi-
ple) and attitudes (compassion, honesty, pathos, and em-
pathy). Traditional medical ethics education programs
mostly emphasize knowledge in medical ethics courses
and pay less attention to attitudes for a variety of reasons,
such as lack of time, lack of facilities, and emphasis on
the traditional approach to memorizing content rather
than applied medical ethics education and Problem-based
Learning (PBL) approaches (23, 24). But, we need attitudes,
humanistic approaches, and critical thinking skills in med-
ical ethics education curricula to train good doctors who
can encounter well with most ethical challenges like med-
ical futility. Thus, to have a better understanding and ap-
propriate education medical futility concept, new educa-
tional strategies are needed, which include: (1) preparing
a suitable guideline for solving medical futility challenges
in Iran; (2) educating this guideline to medical students
at different levels; (3) evaluating the impact of education
on medical staff and how they encounter with the issue
of medical futility after education; (4) educating new enti-
ties and concepts like concepts of medical philosophy (hu-
manistic perspective, patient-centered medicine, etc.), crit-
ical thinking skills, physician-patient communication is-
sues (compassion, pathos, and empathy), and even general
ethics (23) in addition to medical ethics; (5) application of
role playing and simulation in education with the partic-
ipation of students (23); (6) application of films, lectures
(23), and PBL in medical ethic courses; (7) educating ethics
in a practical way and practical training on the patient’s
bedside; and (8) educating the subject of medical futility
by people who have studied in this field or have similar ex-
periences (25).

More research is needed on the subject of medical futil-
ity to construct a humanistic policy in collaboration with
physicians, patients, medical ethics committees, medical
philosophers, health managers, and policymakers, a pol-
icy that can maintain the physician and patient auton-
omy and help them resolve their disagreements more ef-
fectively.

At the same time, it should be noted that there is a fun-
damental lack of a local policy on medical futility based on
religious and cultural considerations and using the princi-
ples of humanism and medical ethics in Iran. We need to
have an acceptable policy and teach these subjects to our

graduated and undergraduate physicians. It is hoped that
experts in medical sciences, medical ethics, medical phi-
losophy, medical education, legislators, and religious ju-
rists can work together to fill this gap.

Footnotes
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