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The concept of medical futility has created complex dilemmas for healthcare teams. Recognizing these dilemmas can help 

manage challenging situations more effectively and enable better planning. This study aimed to examine how care providers 

perceive futile care and the factors contributing to it for patients in the final stages of life. This was an analytical-descriptive 

study conducted in Dezful, Iran, in 2022. It involved 308 care providers, including physicians, nurses, and medical and nursing 

interns. Data were gathered using a tool with three parts: demographic. The average score for the perception of futile care stood 

at 103.20 ± 32.89, while the mean score for the reasons behind delivering futile care was 118.03 ± 26.09. A statistically 

significant correlation was observed between perception scores and the reasons for providing futile care among end-of-life 

patients (P-value = 0.000, r = 0.465). The findings revealed that approximately half of the care providers held a moderate 

perception of futile care and the motives for its provision. The specific reasons cited by participants, combined with the positive 

association between perception and education levels, underscore the importance of implementing training programs. Such 

initiatives would help care providers gain a clearer understanding of futile care and foster improved attitudes toward caring for 

patients at the end of life. 
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Introduction 

All health-related fields face ethical dilemmas in one 

form or another within their professional practice [1]. 

Factors contributing to the emergence of new challenges 

and ethical questions for care providers in clinical 

environments include advances in medical technology 

(such as dialysis machines, life-support systems, and 

assisted reproductive methods), the growing elderly 

population, the rise of various chronic illnesses, greater 

emphasis on patient rights, and shifts in professional 

roles [2]. End-of-life care gives rise to some of the most 

difficult ethical concerns in healthcare, including 

decisions related to do-not-resuscitate (DNR) orders, 

euthanasia, and medically assisted dying. It is essential to 

differentiate clearly between these concepts. Although 

often mentioned alongside end-of-life issues, futile care 

and ineffective treatments are fundamentally different 

from actions intended to end a patient’s life deliberately. 

Futile care involves medical procedures that offer no 

realistic chance of benefit to the patient in terms of 

survival or quality of life, such as extending suffering or 

maintaining irreversible unconsciousness [3-5]. In 

contrast, euthanasia and medically assisted dying refer to 

the intentional termination of life and are subject to 

separate ethical and legal considerations [6]. 
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Identifying medical futility carries direct ethical 

implications: when treatment offers no meaningful 

benefit, physicians have no moral obligation to provide 

it, even if requested by the patient’s family. Some experts 

further argue that principles of justice require physicians 

to refrain from ordering futile interventions [7]. There is 

a broad consensus among ethicists that doctors are not 

ethically bound to start or continue treatments that are 

ineffective or unlikely to help. Withholding such 

interventions is viewed as a core professional 

responsibility in medical ethics [8]. 

The apparent simplicity and practical value of the 

concept of medical futility have led to its incorporation 

into numerous hospital policies, official reports, and 

court rulings as a basis for discontinuing aggressive 

treatments [9]. Contemporary debates over medical 

futility typically arise when physicians and patients (or 

their families) differ on whether a specific treatment is 

futile. In some discussions, the term “futility” is 

deliberately avoided, and treatments are instead labeled 

as inappropriate, inadvisable, not indicated, potentially 

inappropriate, or nonbeneficial. Regardless of 

terminology, disagreements stem from varying 

interpretations of what constitutes a genuine benefit for 

an individual patient. Physicians, patients, and family 

members may hold contrasting views, for instance, on the 

worth of briefly extending life when death is 

unavoidable. In certain cases, the poor quality of a 

patient’s life—such as a permanent lack of awareness or 

an inability to interact with the environment without the 

prospect of recovery—leads many to conclude that 

continued life-sustaining measures have little value. In 

essence, advances in medical technology can challenge 

existing moral and ethical beliefs and frameworks [10]. 

The American Medical Association (AMA) has 

identified futility as a valid justification for physicians to 

issue a DNR order, even without patient consent [11]. 

There is also an ongoing debate regarding statistics on 

futility. One study examining futility judgments by 

physicians and nurses in intensive care units found that 

in 63% of dying patients, at least one disagreement 

occurred in decision-making about futile care [11]. 

Research has indicated that nearly 50% of ICU patients 

who die receive futile care, consuming substantial 

resources [12]. The concept of medical futility, 

particularly cardiopulmonary resuscitation (CPR), has 

also been examined in COVID-19 patients. According to 

Shah et al. [13], out of 1094 hospitalized COVID-19 

patients, 63 experienced in-hospital cardiac arrest, and all 

of them (100%) died following resuscitation efforts, 

irrespective of individual characteristics or underlying 

conditions. This finding highlights a high rate of futile 

interventions during the end-of-life phase in COVID-19 

cases, although it does not imply that other treatments 

would necessarily be ineffective. Consequently, 

recognizing futile care remains a significant challenge in 

modern clinical practice, especially given the uncertainty 

of prognoses for life-saving interventions and constraints 

on resources and facilities [14]. 

Thus, delivering futile care involves numerous 

difficulties, one of the most prominent being its financial 

burden. Each year, billions of Rials from national per 

capita income are spent on unnecessary treatments such 

as antibiotic therapy, endoscopy, and ultrasound, despite 

the absence of valid medical indications [15]. Moreover, 

many hospital beds, operating rooms, and ICU spaces are 

occupied by cases lacking meaningful medical 

justification [16]. The unpredictable duration of such care 

can impose heavy financial burdens on patients, families, 

and the healthcare system, and can also indirectly affect 

medical staff [17]. These are not the only costs; insurance 

expenses and additional charges further compound the 

issue [18]. Beyond healthcare institutions, families often 

face severe financial strain and emotional distress. 

Nurses, too, experience negative effects due to 

institutional limitations [19]. In addition to economic 

costs, ethical dilemmas frequently arise, challenging core 

principles such as autonomy, non-maleficence, 

beneficence, and justice. The principle of autonomy 

asserts that patients should retain decision-making 

authority throughout all stages of treatment and have the 

right to accept or refuse care [20]. When applied to 

physicians, this principle grants them the authority to 

make decisions based on clinical judgment and the 

patient’s condition, including prescribing or withholding 

specific interventions [21]. 

Given the distinct roles of physicians and nurses, their 

understanding of the nature and specific examples of 

futile care in end-of-life patients often differs 

considerably. This perceptual gap among healthcare 

providers stems from inconsistencies between clinical 

judgments and realistic treatment goals [5, 22]. Varying 

interpretations of what constitutes futility and futile care 

create significant challenges for treatment teams and 

patients’ families when deciding whether to continue or 

discontinue interventions [14]. What one team considers 
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futile may not be viewed the same way by another team, 

in a different city or country, or by the patient and family 

[23]. Therefore, any discussion of futility or withholding 

care must consider the specific cultural and contextual 

definitions of the term. In medicine and medical ethics, 

these questions continue to spark extensive debate [24], 

as decisions regarding futile care and how to manage 

patients receiving such services rank among the most 

sensitive issues and can easily result in unethical choices 

by healthcare staff. Consequently, determining whether 

medical actions are futile or beneficial requires careful 

deliberation and cannot be made lightly [18]. Overall, the 

concept of medical futility has generated many complex 

conflicts for healthcare professionals. By identifying 

these conflicts, it becomes possible to address them and 

develop better management strategies [10]. Despite the 

widespread occurrence and complexity of issues 

surrounding futile care among physicians and nurses, this 

topic has received limited attention in Iranian society, 

with relatively few studies conducted, particularly among 

physicians. Given the critical role that treatment team 

members’ perception of medical futility plays in the 

quality of clinical services and the physical and mental 

well-being of staff, the present study was undertaken to 

assess the level of perception and the reasons behind 

providing futile care from the perspective of care 

providers at Ganjaviyan Hospital, Dezful, Iran, in 2022. 

Materials and Methods  

Study design and study setting   

This descriptive research was conducted at Ganjavian 

Hospital in Dezful, Iran, in 2022. 

 

Study participants   

The target population included physicians, medical 

interns, nurses, and nursing students currently working at 

Ganjavian Hospital in Dezful. This facility is the biggest 

teaching and referral hospital in the city and functions as 

the primary healthcare hub for northern Khuzestan 

Province and nearby districts. The minimum sample size 

was set at 300, calculated using the standard formula with 

d = 0.05, P = 0.5, and α = 0.05. Findings from earlier 

studies by Rostami et al. [19] and Rezaei et al. [25] were 

also considered when determining the final sample size. 

 

𝑛 ≥
(𝑧1 −

𝛼
2
)2 ∗ 𝑝(1 − 𝑝)

𝑑2
 (1) 

 

Inclusion criteria required that nurses hold at least a 

bachelor’s degree (or higher, including master’s or Ph.D. 

in nursing), nursing students be in their 7th or 8th 

semester, and physicians possess a professional 

doctorate, specialty qualification, or be serving as 

medical interns. In addition, every participant needed at 

least 6 months of direct patient care experience in the 

terminal phase and had to agree to participate voluntarily. 

Individuals who declined to join or who submitted 

incomplete questionnaires were excluded. Sampling was 

performed using stratified random sampling, with 

allocation proportional to the size of each professional 

category. Once the required number for each group was 

determined mathematically, individual participants were 

assigned numbers via a random number table. The 

researcher then approached each group, selected 

individuals according to their assigned random numbers, 

and handed out the study questionnaires. 

 

Study process   

The researcher attended the hospital during various shifts 

to distribute the questionnaires. Before participants 

began filling them out, the aims of the study and its 

significance were clearly described. All care providers 

received guarantees of data confidentiality, complete 

anonymity, and the freedom to withdraw at any time 

without consequence. After the research proposal 

received approval from the university research council, 

the project was formally registered in the Pajoohan 

system at Dezful University of Medical Sciences to 

secure the official ethics approval. 

 

Study instruments   

The data-gathering instrument was divided into three 

distinct sections. The first section collected background 

and demographic details such as age, gender, highest 

level of education, marital status, years of professional 

experience, average weekly working hours, current 

department, clinical background, degree of job 

satisfaction, interest in the field, shift type, employment 

at multiple hospitals, and any personal experience with a 

family member reaching the end-of-life stage. 

The second section evaluated participants’ perception of 

futile care. It was formed by merging two established 

tools: the Perception of Futile Care questionnaire and the 

perceived inappropriate care (PIC) scale [25, 26]. The 

PIC scale was created by Pierce et al. in 2011. With the 

developer’s permission, certain items were adapted into 

Farsi in accordance with the translation guidelines 



Beiranvand et al.                                                                               Asian J Ethics Health Med, 2024, 4:263-275  
 

 

 

266 

proposed by Wild et al. [27]. The Perception of Futile 

Care portion contains 30 items rated on a 6-point Likert 

scale (1 = strongly disagree to 6 = strongly agree). All 

statements are positively phrased. Possible total scores 

range from 30 to 180. Scores between 30 and 80 were 

classified as poor perception, 81–130 as moderate, and 

131–180 as good. Content validity was verified by ten 

faculty members from the Medicine and Nursing schools 

at Tehran University of Medical Sciences. Reliability 

was assessed using the test-retest method (stability 

coefficient = 0.75) and internal consistency via 

Cronbach’s alpha (0.85) [25]. 

The third section explored the underlying reasons for 

providing futile care. This instrument was originally 

developed and validated by Yekefallah et al. [22]. It 

consists of 39 items scored on a 5-point Likert scale. It 

covers five main dimensions: personal beliefs and values 

(items 1–4, range 4–20), professional competence (items 

5–18, range 14–70), organizational policy (items 19–27, 

range 9–45), legal issues (items 28–32, range 5–25), and 

sociocultural factors (items 32–39, range 7–35). Total 

scores range from 39 to 195, with higher scores pointing 

to a greater number of contributing factors. Scores of 39–

77 were interpreted as low perception of reasons, 78–154 

as moderate, and above 154 as indicating multiple strong 

reasons for delivering ineffective care. In the 2013 

validation study, overall reliability was reported as 0.91 

(Cronbach’s alpha), while subscale reliabilities ranged 

from 0.77 to 0.87 [22]. Validity was established through 

expert judgment by the supervisor professor and several 

other academic specialists who reviewed the items for 

relevance, clarity, and appropriateness. 

 

Study analysis   

All collected data were entered into SPSS software 

version 24 for statistical processing. Scores for the two 

primary variables — perception of futile care and reasons 

for providing it — were first computed and then 

categorized according to the Likert scale. Descriptive 

statistics, including frequency distributions, means, and 

standard deviations, were used to summarize both main 

and demographic variables. Inferential analyses involved 

independent t-tests, chi-square tests, one-way ANOVA, 

and non-parametric equivalents (Mann-Whitney U and 

Kruskal-Wallis tests) where appropriate. To examine the 

main research objective, Pearson’s correlation 

coefficient was computed between the two key variables 

across the participant groups. 

 

Patient and public involvement   

Patients and/or members of the public participated in 

both the design and the planned dissemination of this 

research. 

Results and Discussion 

The study revealed that participants had an average age 

of 28.21 ± 7.44 years, ranging from 26 to 70. Women 

comprised 59.41% of the group, while men made up 

40.58%. For non-student care providers, the average 

professional experience was 5.45 ± 3.71 years, and the 

average time spent working in special care units was 2.54 

± 1.51 years. Further details on demographic and clinical 

characteristics appear in Table 1.   

 

Table 1. Demographic and clinical characteristics of the research participants (n = 308) 

Variables Category 
Reasons for futile care 

(mean ± SD) 

Perception of futile care 

(mean ± SD) 
% N 

Gender 

Female 112.66 ± 27.66 100.44 ± 32.33 59.41 183 

Male 116.77 ± 25.09 103.24 ± 34.13 40.85 125 

P-value 0.163* 0.663*   

Marital 

status 

Married 115.21 ± 24.45 100.80 ± 30.94 34 105 

Single 114.19 ± 28.58 104.84 ± 36.17 66 203 

P-value 0.641* 0.297*   

Field of study 

Nursing 118.22 ± 26.41 105.85 ± 32.71 66.55 205 

Medicine 108.16 ± 26.12 94.49 ± 35.14 33.44 103 

P-value 0.004* 0.036*   

Educational 

level 

General practitioner 106.86 ± 23.29 90.24 ± 33.81 28.24 87 

Resident (specialization 

student) 
115.10 ± 7.75 153.00 ± 19.07 0.9 3 
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Clinical specialist (assistant 

specialist) 
103.50 ± 6.36 116.50 ± 7.18 4.2 13 

Bachelor’s degree/nursing 

student 
115.63 ± 27.00 102.03 ± 32.71 55.8 172 

Master’s degree in nursing 125.39 ± 26.30 123.43 ± 26.56 8.1 25 

PhD in nursing 124.42 ± 27.62 122.25 ± 19.07 2.6 8 

P-value 0.031** 0.000**   

Work shift 

Fixed morning 122.13 ± 29.09 109.33 ± 30.02 10.7 33 

Fixed evening 122.00 ± 24.27 135.50 ± 30.35 1.6 5 

Fixed night 109.20 ± 27.35 108.25 ± 16.52 1.9 6 

Fixed morning–evening 116.91 ± 16.11 106.11 ± 24.06 3.9 12 

Rotational 113.27 ± 26.53 99.65 ± 30.35 81.81 252 

P-value 0.811** 0.117**   

Overtime 

work 

Yes 113.73 ± 27.07 100.48 ± 31.94 41.55 128 

No 115.53 ± 25.97 103.08 ± 32.28 58.44 180 

P-value 0.783* 0.451*   

Palliative 

care training 

Yes 119.30 ± 31.62 113.92 ± 37.59 10.7 33 

No 113.96 ± 25.44 100.28 ± 31.88 89.30 275 

P-value 0.558* 0.078*   

From: Perception of futile care and the reasons behind providing it for the patients at end-of-life stages from the care providers’ perspective 

1. Comment: Due to non-normal distribution, the Mann–Whitney test was applied for binary variables (marked with *), and the Kruskal–Wallis 

test was used for variables with several categories (marked with **). 

 

The average score for perception of futile care was 

103.20 ± 32.89, ranging from 30 to 180. The average 

score for reasons behind delivering futile care was 118.03 

± 26.09, with values ranging from 39 to 195 (Table 2).   
 

Table 2. Mean and standard deviation of perception of futile care and the reasons behind it from the perspective of 

care providers 

Variables Category Maximum Minimum SD Mean 

Perception of futile care — 180 30 33.44 103.20 

Determinants of futile care 

Personal beliefs and values 20 4 14.30 4.90 

Individual competence 70 14 12.00 42.24 

Organizational policies 45 9 7.33 24.61 

Legal considerations 25 5 4.31 12.41 

Cultural and social factors 35 7 6.90 24.79 

Total score 195 39 26.18 118.39 

From: Perception of futile care and the reasons behind providing it for the patients at end-of-life stages from the care providers’ perspective 

 

Overall, 59.67% (n = 153) of care providers displayed a 

moderate perception of futile care for patients nearing the 

end of life. In addition, 84.41% (n = 260) achieved 

moderate scores on the scale assessing reasons for 

providing futile care (Table 3).

 

Table 3. Distribution of the frequency of perception of futile care and the reasons behind it in end-of-life patients 

from the point of view of care providers (n = 308) 

Variables Category (score range) % N 

Perception of futile care 

Low (30–80) 25.97 80 

Moderate (81–130) 49.67 153 

High (131–180) 24.35 75 

Contributing factors to futile care 
Low (39–77) 8.11 25 

Moderate (78–154) 84.41 260 
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High (155–195) 7.46 23 

From: Perception of futile care and the reasons behind providing it for the patients at end-of-life stages from the care providers’ 

perspective 

 

On the perception of futile care questionnaire, the items 

that received the strongest agreement concerned poor 

communication among team members, unclear patient 

prognosis, and inadequate information given to patients 

and families about expected outcomes. The items with 

the lowest agreement were “I think I am providing the 

patient with insufficient care,” “In my opinion, caring for 

a patient with little chance of recovery is futile,” and “I 

think caring for a patient at the end-of-life stage because 

of feeling responsible is futile” (Table 4).  
 

Table 4. The lowest and the highest mean scores of the items of perception and causes of futile care in the patients 

at the end-of-life stages 

Domain Item % 
Agreement (Agree/Strongly 

agree) (n) 
SD Mean 

Perception of 

futile care 

Highest mean scores 

Ineffective communication within the 

healthcare team 
45.4 140 1.06 4.07 

Uncertainty regarding the patient’s prognosis 38.3 118 1.61 3.79 

Misunderstanding of the patient’s prognosis 

by the patient and family 
35.7 110 1.56 3.71 

Lowest mean scores 

Perception of providing inadequate care to the 

patient 
18.5 57 1.61 2.79 

Belief that caring for patients with a minimal 

chance of recovery is futile 
18.6 58 1.59 2.80 

Considering end-of-life care is futile when 

driven by a sense of duty 
18.6 58 1.82 2.94 

Causes of 

futile care 
     

Personal 

beliefs and 

values 

Commitment to fulfilling professional 

responsibilities 
65.9 203 1.34 3.54 

Positive past experiences with recovery 

among critically ill patients 
61.7 190 1.34 3.43 

Individual 

competence 

Inadequate use of experienced nurses and 

provision of inappropriate ICU care 
57.4 177 1.52 3.34 

Maintaining patients on treatment due to 

reluctance to admit new patients during shifts 
33.5 103 1.36 2.61 

Organizational 

policies 

Absence of a formal committee for decisions 

on transferring dying patients from the ICU 
57.4 177 1.42 3.36 

Overlooking input from supervisors and 

nursing managers in transfer decisions 
47.7 147 1.39 3.04 

Legal 

considerations 

Documentation of orders primarily to meet 

accountability requirements in committees 
58.1 179 1.41 3.30 

Ignoring patient or family preferences 

regarding the avoidance of CPR 
40.3 124 1.43 2.81 

Cultural and 

social factors 

Financial limitations of families affect the 

continuation of home-based care 
72.1 222 1.32 3.83 

Unrealistic expectations of families regarding 

full patient recovery 
54.6 168 1.41 3.24 
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From: Perception of futile care and the reasons behind providing it for the patients at end-of-life stages from the care providers’ perspective 

 

1. In this table, the frequency and percentage of 

respondents who selected “Agree” or “Strongly Agree” 

have been reported. Consequently, the items with the 

highest and lowest response rates for both variables are 

presented by dimension. Additionally, the mean and 

standard deviation of the Likert scale scores are provided 

in two separate columns. 

When examining reasons for providing futile care, care 

providers most often pointed to the family’s financial 

inability to arrange home care (under sociocultural 

factors), a sense of professional obligation, and previous 

positive experiences with recovery in terminally ill 

patients (under personal beliefs and values). The least 

frequently mentioned reasons included continuing 

medications merely to avoid accepting a new patient 

during the shift (under individual competence), 

overlooking the patient or family’s request not to perform 

CPR (under legal issues), and failing to consult 

supervisors or nursing managers during patient transfers 

from the ICU (under organizational policies) (Table 4). 

Further analysis showed no meaningful statistical link 

between perception of futile care scores and factors such 

as age (P-value = 0.102, r = 0.113), overall work 

experience (P-value = 0.394, r = 0.067), experience in 

special care (P-value = 0.527, r = 0.060), or average 

overtime hours (P-value = 0.336, r = -0.116). Likewise, 

the scores for reasons behind futile care showed no 

significant correlation with age (P-value = 0.232, r = -

0.075), work experience (P-value = 0.766, r = -0.022), 

special care experience (P-value = 0.383, r = 0.076), or 

overtime hours (P-value = 0.855, r = 0.020). 

However, a clear, statistically significant positive 

correlation emerged between futile care perception 

scores and the reasons for providing futile care (P-value 

= 0.000, r = 0.465). Education level was also significantly 

associated with both perception of futile care (P-value = 

0.000) and reasons for providing it (P-value = 0.031). 

Academic discipline further demonstrated significant 

relationships with perception of futile care (P-value = 

0.036) and reasons behind providing futile care (P-value 

= 0.004). 

The results of this study showed that nearly half of the 

care providers held a moderate view of futile care. This 

outcome aligns with the findings reported by Begjani et 

al. [28], but contrasts with those of Moaddaby et al. [29]. 

It appears that the concept of futile care is shaped by a 

variety of factors, including cultural, ethical, and 

religious considerations; the quality of communication 

among healthcare staff, patients, and families; the 

unpredictable course of certain illnesses; existing 

guidelines and regulations; and the specific working 

environment [25]. 

Regarding perceptions of futile care, participants showed 

the strongest agreement on items related to poor 

communication within the treatment team, uncertainty 

about the patient’s prognosis, and insufficient or unclear 

information provided to the patient and family about the 

expected outcome. Several previous studies have 

highlighted ineffective communication between 

healthcare teams and families, limited nurse involvement 

in decision-making, and overly optimistic expectations 

from families as key contributors to futile care [30-32]. 

To enhance communication, it is advisable to introduce 

targeted training programs for physicians and nurses 

focused on communication skills (for example, using the 

STICC and BATHE models), adopt secure digital 

platforms linked to electronic health records, and 

organize routine family meetings to discuss the patient’s 

condition and likely prognosis [33]. Additionally, 

addressing unrealistic family expectations during the 

end-of-life period requires greater efforts to educate 

families about futile care and disease trajectories. This 

can be achieved through compassionate, story-based 

methods of sharing medical information and by 

providing psychological support to help families 

understand and accept the clinical situation [34]. 

In contrast, the items that received the lowest agreement 

in the perception of futile care questionnaire were “I 

think I am providing the patient with insufficient care,” 

“In my opinion, caring for a patient with a low chance of 

recovery is futile,” and “I think caring for a patient in the 

final stages of life because of feeling responsible is 

futile.” These findings differ from earlier research; for 

instance, Kasim et al. noted that participants placed 

greater emphasis on avoiding futile interventions when 

recovery was unlikely [35]. Such differences in outlook 

between nurses and physicians may arise from their 

differing professional responsibilities and varying levels 

of direct patient and family contact. Nurses tend to adopt 

a more conservative approach to futile care [4, 36]. 

According to the present study, the most frequently cited 

reasons for providing futile care, as perceived by 

healthcare providers, fell under cultural and social 

factors. These included the family’s financial difficulties, 
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insufficient knowledge and readiness for home-based 

care, limited cultural understanding, lack of insurance 

support, shortage of specialized home nursing facilities 

that would allow safe discharge, absence of assistance 

from social work or charitable bodies such as the Behzisti 

Organization for renting essential equipment like 

ventilators, and overly hopeful expectations of full 

recovery by the family. Among these, the financial 

inability of families to arrange necessary home care 

facilities emerged as the most prominent issue. These 

observations are consistent with those of Akbari et al. 

[30], who found that more than half of the participants 

attributed families’ difficulties in managing terminal care 

to gaps in knowledge, inadequate skills, lack of 

equipment, and economic constraints. Similarly, 

Heyland et al. [37] found that only 11% of critically ill 

patients and their families could correctly identify more 

than two elements of cardiopulmonary resuscitation 

(CPR), and fewer than 3% had a realistic understanding 

of CPR outcomes. In the work of Yekefallah et al. [22], 

socio-cultural elements such as insufficient support from 

social services or charitable organizations like Behzisti, 

and limited insurance coverage for home care, ranked 

among the top reasons for futile care. Although the exact 

order of importance varied slightly, there is considerable 

overlap with the current findings. It seems that improving 

how healthcare systems address futile care will require 

strengthening social support structures, developing 

culturally sensitive awareness programs, increasing 

public understanding of the realities and risks of 

aggressive end-of-life treatments, and shifting societal 

attitudes toward death—particularly for families of 

patients in intensive care. Charitable organizations, 

including the Behzisti Organization, could play a 

valuable supporting role alongside healthcare teams in 

this effort [38]. 

The second most influential dimension identified by 

participants was personal beliefs and values. This 

category encompassed religious convictions, dedication 

to professional responsibilities, feelings of guilt, and past 

positive experiences with patient recovery. In this study, 

“commitment to professional duties” and “positive 

experiences of caregivers with recovery in dying 

patients” ranked second and third, respectively, among 

common reasons for futile care. Spiritual and religious 

beliefs can significantly shape attitudes toward futile care 

and overall job satisfaction [39]. Moral values and 

personal encounters with death among physicians and 

nurses also affect decisions to persist with ineffective 

treatments [22]. While perspectives on the influence of 

religion differ, difficult experiences such as sudden or 

tragic deaths and personal losses may lessen the 

inclination to prolong treatment [40]. Professionalism, as 

a core element of caregiving, involves upholding ethical 

standards, values, and responsibilities in every situation 

[22]. Interestingly, one earlier study found that positive 

recovery experiences were among the less frequent 

reasons for continuing futile care [22]. Nevertheless, 

personal and professional values and beliefs clearly exert 

a strong influence on the delivery of futile care [41]. 

Variations in nurses’ perceptions across different studies 

may be attributed to cultural contexts, the use of different 

measurement tools, and differences in research design 

and focus. 

The third most prominent dimension from the viewpoint 

of healthcare providers was individual competence. Key 

aspects in this category included the shortage of 

experienced nurses and physicians, as well as delivering 

substandard care in the intensive care unit, which 

emerged as the strongest factor. Other elements ranked 

lower, such as performing futile care under the 

psychological strain of the ICU environment, lack of trust 

among team members, insufficient skills in resuscitation 

leading to further ineffective actions, care mistakes by 

the team that triggered additional futile interventions, 

fear of reporting errors, the pressure to document every 

action as the sole measure of performance, and keeping 

patients alive with medications to avoid admitting new 

patients during a shift. Hansen et al. [42] noted that 

nurses often lack adequate knowledge of protocols and 

approaches for supporting patients and families during 

end-of-life care, palliative interventions, symptom 

management, and the appropriate withdrawal of 

treatments. Studies from physicians’ perspectives 

similarly suggest that futile care frequently stems from a 

strong treatment-oriented mindset, limited exposure to 

end-of-life decision-making, emotional bonds with 

patients, and insufficient training in palliative approaches 

[40]. In Yekefallah et al.’s study [22], the most 

significant professional competence issues contributing 

to increased futile care in ICUs were physicians’ failure 

to follow ethical principles when interacting with 

families, withholding the truth, and obtaining coerced 

consent for procedures. These behaviors often led to false 

hope, reluctance to accept clinical realities, fewer 

patients being discharged home, and prolonged ICU stays 
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[22]. It is therefore essential to provide targeted training 

for physicians, nurses, medical students, and nursing 

students on recognizing signs of impending death, 

communicating effectively about death and dying with 

patients and families, and strengthening their overall 

professional capabilities [43]. 

Another important dimension involved legal and ethical 

concerns. The most notable factor here was physicians 

documenting certain orders purely to demonstrate 

accountability during committee reviews and hospital 

meetings. Other elements included recording futile 

orders out of fear of legal repercussions, the absence of a 

“Code No” order in patient files leading to mandatory 

CPR, the lack of national laws or standardized protocols 

for managing dying patients, and disregarding the patient 

or family’s wishes to withhold CPR, which ranked as the 

least influential. One key driver of futile care is the 

tendency to document unnecessary orders due to legal 

and professional concerns. Andy et al. reported that 

70.7% of participants considered futile treatment an 

ethical dilemma, while more than 82.9% admitted to 

providing such care when instructed by a physician. 

Nurses without formal ethics education tended to show 

more permissive attitudes toward futile interventions 

[44]. In Yekefallah et al.’s study [22], the primary legal 

issue was the absence of national laws or standard 

guidelines for hospitalizing and treating terminally ill 

patients. Additional contributing factors include poor bed 

management in ICUs, issuing futile orders to avoid 

responsibility, fear of lawsuits or managerial 

repercussions, unclear hospital policies, and ambiguous 

guidelines on futile care [41, 45-47]. Santonocito et al. 

identified disagreements over when resuscitation is 

appropriate as one of the most frequent sources of 

conflict in clinical settings [48]. In contexts such as Iran 

and other Islamic countries, the lack of clear, culturally 

appropriate guidelines for determining the boundaries of 

futile care and for implementing do-not-resuscitate 

(DNR) orders creates significant legal, ethical, and 

religious challenges. Developing a unified, ethically 

sound, religiously compatible, and legally clear 

framework for futile care and DNR decisions is crucial to 

reducing conflicts and promoting better patient-centered 

care in Islamic healthcare systems. 

The final dimension highlighted organizational factors as 

contributors to futile care. The most critical indicator was 

the absence of a dedicated committee to decide on the 

transfer of dying patients from the ICU to home or other 

wards. Additional factors included admitting patients 

unnecessarily to prevent family complaints, performing 

invasive procedures mainly to please families and protect 

professional image, reluctance to transfer patients to 

general wards due to concerns about care quality, 

centralized decision-making by the medical team leading 

to excessive orders, the lack of step-down or post-ICU 

units in some hospitals, and overlooking the input of head 

nurses and nursing managers during patient transfers (the 

least important factor in this dimension). Research 

indicates that one major organizational barrier in Iran is 

the shortage of palliative care centers, sanatoriums, and 

home-care services. Although some progress has been 

made in recent years toward establishing such facilities, 

their availability remains far below the actual demand 

from patients requiring palliative and end-of-life support 

[49, 50]. Other studies have shown that physicians may 

hesitate to stop futile treatments partly to meet family 

expectations [29]. In Robert Sibbald’s research, the 

majority of participants identified pressure from families 

or surrogate decision-makers as a significant driver of 

futile medical interventions [51]. Minor variations 

between studies can often be explained by differences in 

participant groups, research settings, and the assessment 

tools employed. 

Furthermore, ignoring patients’ personal wishes is 

another contributing factor. A study conducted in 

Germany found that older patients frequently struggled 

to achieve a dignified and peaceful passing because 

medical teams persisted in delivering interventions the 

patients neither desired nor benefited from. Relatives 

described considerable emotional burden and were often 

forced to push strongly to uphold their family members’ 

wishes concerning end-of-life care [52]. As a result, 

numerous individuals with terminal conditions ended up 

receiving interventions that went against their core 

values, including unwarranted admissions to intensive 

care units, which caused discontent among patients and 

families while also placing additional pressure on 

healthcare resources [53]. According to the research by 

Yekefallah et al. [22], from an institutional policy 

perspective, the absence of a dedicated committee to 

decide whether to transfer dying patients to their homes 

or to other wards was identified as the leading cause of 

futile care. Hence, determining whether treatments have 

become futile proves highly complex and demanding, 

necessitating collaborative efforts and backing from an 

ethics committee [47]. In Iran, hospital ethics committees 

tend to remain largely dormant and ineffective, partly 

because of overlaps or clashes with religious oversight 
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bodies. Healthcare professionals often lack a clear 

understanding of these committees’ roles, resulting in 

limited involvement in ethical decision-making [54]. 

Evidence indicates that organizational structural changes 

could strengthen the effectiveness of ethics committees 

and better equip them to address complex treatment 

challenges [55]. Considering the serious dangers 

associated with futile care, the existing shortcomings in 

healthcare institutions are particularly alarming, 

especially when they lead to the early discontinuation of 

treatments that might still offer real benefits [15, 18]. 

Consequently, to reduce futile care and its burden on 

healthcare staff, responsible authorities must implement 

measures to eliminate current obstacles and upgrade the 

required infrastructure. 

Results of this research indicate a link between 

educational level and the perception of futile care. 

Specifically, medical residents and nurses holding 

master’s or doctoral qualifications displayed the greatest 

awareness of futile care. This pattern can be explained by 

various factors, such as more advanced specialized 

education at higher academic levels, improved skills in 

ethical reasoning, and broader hands-on clinical 

exposure, all of which foster a deeper understanding of 

issues surrounding the end of life. In addition, those with 

higher educational attainment frequently exhibit a more 

analytical and comprehensive outlook on healthcare 

practices, along with increased attentiveness to the 

cultural, ethical, and systemic aspects of futile care. In 

investigations by Rezaei et al. [25], Moaddaby et al. [29], 

and Nazari et al. [41], caregivers with higher educational 

qualifications demonstrated a superior understanding of 

futile care and the underlying motives for delivering it. 

Conversely, the studies by Rostami et al. [19] and Andi 

et al. [44] did not identify a relationship between 

educational attainment and perceptions of futile care. A 

2024 German study by Mohacsi et al. further emphasized 

that strong communication between care teams and 

families, combined with ethics training at advanced 

academic levels, plays a key role in reducing futile care 

[52]. The observed variations might stem from 

differences in the educational backgrounds of the 

participant groups. Even so, it appears reasonable to 

conclude that earning higher academic qualifications and 

participating in relevant educational programs are likely 

to heighten care providers’ awareness of the various 

dimensions of caring for critically ill patients, 

particularly regarding futile care. 

This research also found that nurses expressed markedly 

greater awareness of futile care and its causes than 

physicians did. In the Iranian context, nurses generally 

dedicate more time to direct bedside care and develop 

stronger relationships with patients’ families. Such close 

involvement likely heightens their awareness of the 

negative outcomes associated with futile care, including 

prolonged patient distress, emotional strain on families, 

and inefficient use of resources. Moreover, although 

nurses in Iranian hospitals carry major responsibility for 

carrying out treatment plans, they are frequently left out 

of the ultimate decision-making steps. This separation 

can generate moral dilemmas and intensify their sense of 

futility. These outcomes are consistent with the findings 

of Rezaei et al. [25], who observed that nurses possess a 

stronger perception of futile care than physicians and 

consequently endure higher levels of stress. In a similar 

vein, Piers et al. [26] reported that nurses working in 

intensive care units are more prone than doctors to 

experience burnout stemming from futile care and also 

report elevated perceptions of futility. Piers et al. [56] 

likewise showed that nurses, especially when compared 

with younger physicians, tend to deliver more futile care 

and experience greater moral distress. When viewed 

collectively, these outcomes imply that the perception of 

futile care is a complex phenomenon influenced by 

cultural factors, professional hierarchies, and practical 

clinical exposure. The notable gap between nurses’ and 

physicians’ views on futility in Iran underscores the 

urgent need to improve ethical training, decision-making 

structures, and nurse involvement in care teams. 

Comparisons drawn from international research further 

underline the importance of such changes. 

Descriptive studies and data gathered in clinical settings 

face several challenges, including limited enthusiasm 

among participants. This lack of interest may arise from 

multiple causes, such as reluctance to address topics 

related to dying and existing obstacles to open 

discussion, since individuals may possess only a partial 

understanding of the subject. An additional constraint of 

the current research was reliance on self-reported data for 

collection, without direct monitoring of healthcare and 

caregiving staff's actual practices and behaviors. Future 

investigations could incorporate behavioral assessment 

techniques, such as direct observation, colleague 

evaluations, and similar approaches, to provide a more 

objective evaluation. 
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Conclusion 

Overall, the findings of this study indicated that nearly 

half of the care providers had a moderate level of 

perception regarding futile care. In contrast, more than 

80% had a moderate understanding of the factors that 

lead to its delivery. Furthermore, according to the 

participants, the most frequent reasons for providing 

futile care fell into two main categories: cultural and 

social dimensions, and professional beliefs and values. In 

contrast, the least commonly cited reasons, in descending 

order, were individual competence, legal considerations, 

and organizational policy. Reviewing earlier research 

reveals variations in how care providers view the causes 

of futile care, as previous investigations often ranked 

organizational and legal factors among the most 

prominent. Therefore, additional studies in this area 

appear essential. Moreover, the specific reasons 

highlighted by participants, together with the observed 

connection between rising levels of perception and 

higher educational attainment, point to the importance of 

organizing educational programs designed to acquaint 

care providers with the idea of futile care, shift their 

attitudes toward end-of-life care practices, and promote 

the delivery of palliative and terminal care aimed at 

improving patient comfort and elevating quality of life. 

Accordingly, policy-level and institutional reforms are 

required to examine and modernize legal and 

organizational structures. Such reforms should focus on 

more effectively embedding ethical consultations and 

decision-support mechanisms into routine clinical 

activities. It is equally vital to establish straightforward, 

culturally appropriate guidelines for managing situations 

where futile care is suspected. In addition, promoting 

open and prompt conversations among medical teams, 

patients, and families regarding expected outcomes, 

treatment goals, and end-of-life choices is of great 

importance. Creating customized protocols and 

communication aids can significantly support these 

important discussions. 
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