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Abstract

Purpose To characterize perceptions of palliative versus

futile care in interventional radiology (IR) as a roadmap for

quality improvement.

Methods Interventional radiologists (IRs) and referring

physicians were recruited for anonymous interviews and/or

focus groups to discuss their perceptions and experiences

related to palliative verse futile care in IR. Sessions were

recorded, transcribed, and systematically analyzed using

dedicated software, content analysis, and grounded theory.

Data collection and analysis continued simultaneously until

additional interviews stopped revealing new themes: 24

IRs (21 males, 3 females, 1–39 years of experience) and 7

referring physicians (3 males, 4 females, 6–14 years of

experience) were analyzed.

Results Many IRs (75%) perceived futility as an important

issue. Years of experience (r = 0.60, p = 0.03) and being in

academics (r = 0.62, p = 0.04) correlated with greater

perceived importance. Perceptions of futility and whether a

potentially inappropriate procedure was performed

involved a balance between four sets of factors (patient,

clinician, procedural, and cultural). These assessments

tended to be qualitative in nature and are challenged by a

lack of data, education, and consistent workflows. Refer-

ring clinicians were unaware of this issue and assumed IR

had guidelines for differentiating between palliation and

futility.

Conclusion This study characterized the complexity and

qualitative nature of assessments of palliative verses futile

care in IR while highlighting potential means of improving

current practices. This is important given the number of

critically ill patients referred to IR and costs of potentially

inappropriate interventions.
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Introduction

Interventional radiologists (IRs) often care for critically ill

patients [1, 2], and there are numerous ways interventional

radiology (IR) can positively contribute to the care of these

patients [3, 4]. However, these procedures can have sig-

nificant financial and non-financial costs [5], challenging

clinicians, patients, families, and payers to consider when

an intervention will truly benefit a patient.

Medical interventions that are highly unlikely to provide

meaningful benefit are often described as ‘‘futile.’’ This

contrasts with ‘‘palliative’’ interventions, which may not

extend a patient’s life or treat a disease but provide benefit

through symptom relief or increasing the quality of one’s

life [4]. Discussions of palliation versus futility often arise

in the context of end-of-life care but are not exclusive to

this population and can arise throughout IR practice [4].
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Truly futile interventions are widely considered unethical

because they expose patients to risks without a chance of

benefit [6, 7]. They are also costly, both financially [5] and

psychologically [8]. For example, Huynh et al. [9] esti-

mated that futile care occurs in 11% of intensive care,

accounting for $2.6 million in costs over 3 months, and

Furmis et al. [10] found that moral distress from providing

care perceived as futile was independently associated with

burnout. Nevertheless, it can be challenging to prospec-

tively differentiate palliative from futile care [8, 11],

especially considering that these assessments are often

qualitative, cultural, and value-laden [12].

Futility in IR remains to be characterized and doing so

seems important in light of calls to reduce unnecessary

healthcare costs and high rates of burnout [13–16]. In the

authors’ experience, discussions of whether a procedure

should be performed tend to first occur between referring

clinicians and IRs prior to engaging patients and families,

so understanding the perceptions of clinicians seems criti-

cal for designing effective interventions to avoid futile care

in IR [17]. Thus, this study sought to characterize IRs’ and

referring physicians’ perceptions of palliative versus futile

care to provide a roadmap for quality improvement.

Materials and Methods

This study was performed in accordance with SRQR

reporting guidelines [18]. Recruitment was performed

according to grounded theory, a well-validated methodol-

ogy from the social sciences for exploring complex topics.

Recruitment, data collection, and analysis continued

simultaneously until additional data stopped revealing new

themes. This point of thematic saturation was used to

determine the sample size and has occurred after analysis

of 24 interventional radiologists (21 males, 3 females,

1–39 years of experience post-fellowship) across 5 prac-

tices in the USA: two academic centers, a salary-based

compensation private practice group, a fee-for-service

private practice group, and a Veterans Affairs (VA) hos-

pital. Demographics are summarized in Table 1. These data

were supplemented with focus groups with 7 referring

physicians (3 males and 4 females, 6–14 years of

experience post-fellowship) at one of the academic centers.

Specialties included palliative care (2), oncology (2), crit-

ical care (2), and surgical oncology (1).

All data collection and analyses were performed by a

single experienced qualitative researcher for data consis-

tency. IRs underwent anonymous interviews about their

practice, cases they turn down, and how they make that

assessment using the interview script provided in Table 2.

The script was designed to establish rapport early in the

interview and discuss similar topics across interviews while

allowing the interviewee to guide the conversation. This is

typical for semi-structured interviewing as it facilitates

better exploration of what interviewees view as important

with less biased responses [19].

Focus groups were used to collect referring clinician

perspectives and facilitate cross talk, using the script pro-

vided in Table 2. This was performed after the IR inter-

views so that common perspectives among IRs could be

shared with referring clinicians. Participants’ perceptions

of futility and the relevance to IR were discussed prior to

sharing common perceptions among IRs so as not to bias

the initial responses and allow participants to discuss dis-

crepancies and similarities in their perceptions. Additional

focus groups at other sites were not performed due to the

limited data that resulted from the initial focus groups.

Interviews and focus groups were recorded, transcribed

verbatim, and analyzed according to constructivist groun-

ded theory (C-GT) using a dedicated software (NVivo 12,

QRS International, Burlington, MA) to identify themes

based on the context, wording, and frequency of ideas [20].

This analysis was supplemented with content analysis,

where the frequency of ideas and themes are quantified

retrospectively [21]. These quantitative data were further

analyzed using descriptive statistics and correlation coef-

ficients with statistical significance defined as p = 0.05.

Results

Table 3 provides example quotes for the results below.

Table 1 Participant

demographics
Practice environment Gender (M/F) Years post-fellowship (range) (years)

Interventional radiologists

Academic Center (n = 15) 13/2 1–39

Veterans Affairs hospital (n = 2) 1/1 5–10

Private practice (n = 7) 7/0 1–30

Referring clinicians

Academic center (n = 7) 3/4 6–14
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Perceived Importance

Many IRs (18/24, 75%) perceived differentiating between

palliative and futile care as a relevant and difficult issue for

the specialty and quickly offered multiple examples. There

was a moderate correlation between perceived and years of

experience (r = 0.60, p = 0.03) as well as perceived

importance and being in academics (r = 0.62, p = 0.04).

Participants earlier in their careers tended to describe not

being exposed to many cases that they believed were futile

even if they felt the topic was important. IRs in private

practice tended to feel that requested interventions were

rarely infeasible and even riskier interventions (e.g., stroke

thrombectomy) were worth the risk as they were patients’

only option.

Definition

Common examples of futile care included requests for

multiple biliary drains in the setting of malignant

obstructions or feeding tubes for patients who are bed-

bound and nonverbal. Common themes across examples

Table 2 Interview scripts

Interventional radiologists (n = 24)

Can you tell me a little bit about your practice and the procedures you tend to perform?

Do you ever get requests for procedures you think are inappropriate or unlikely to provide any benefit? Can you give me some examples?

How do you make those assessments?

How do you think your experiences and approach compares to others?

Do you think anything needs to be done about those requests? If yes, what and what are the barriers to doing that? If no, why not (not

important, not possible)?

Referring clinicians (n = 7)

Do you have cases referred to IR that you or others felt were unlikely to provide any benefit OR cases that you didn’t refer because of this?

How do those cases differ from others?

Do you think futility and palliative care are relevant to IR? Why/why not?

How knowledgeable do you feel IRs are on these topics?

(Share results from IR interviews)

Did you find any of the results surprising? Why/why not?

How can we improve if at all?

Table 3 Example quotes

Context Quote

Importance ‘‘I think the 800-lb gorilla in the room, who is still sort of hiding in the room, is the cost, because a lot of the stuff that we do is

really expensive, five or six figures, expensive, and may not be sustainable.’’—IR 1

Definition ‘‘So, there was a 78-year-old for radioembolization and all these comorbidities and I was like, ‘‘There’s no way I would ever do

this,’’ but, then, I saw him and he eyeballed really, really well.’’—IR 9

‘‘… if doing the procedure would allow them to die with more agency and more control over their death, I would prefer that than

just like letting someone go.’’—IR 4

Motivators ‘‘Everybody is like, ‘‘Let’s just try it,’’ because our complication rate is so low that most people think we don’t have

complications… I tell the fellows, July 1st, to go from the ICU to heaven, you don’t have to go through IR.’’—IR 5

‘‘I think physicians, especially proceduralists, are optimists. So, we tend to remember the homeruns we hit, instead of the triple

plays we hit into.’’—IR 1

‘‘To say, no, requires more work than to say yes.’’—IR 11

‘‘I think overall physicians underestimate the opportunity costs of doing more. By doing more in these patients that are truly futile,

we’re giving up the ability to do better, greater things for people that actually would benefit from therapies.’’—IR 5

Challenges ‘‘You never sit down with fellows and say this is futility, what it means, or even not that abstract, more concrete. A patient is at this

point with these labs. What will happen next? How do you talk to them? Who do you talk to? Where do you send them? What

resources are in your hospital? What does hospice care offer? I bet you most people don’t even know that. What does hospice

mean? Home hospice? What therapies are available? What is comfort care? If they’re on that what does that mean, they can they

still get treatments in labs? I bet you it’s not really taught. I’ve seen that’s sort of just things that you learn along the way.’’—IR 7
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included high cost (financial, pain, or risk of harm) with

low probability of meeting the goals of care, repeating

previously unsuccessful procedures, unrealistic expecta-

tions, and patients who were very old, depressed, near

death, and/or had poor performance status. When IRs were

asked how they made these assessments, they tended to

describe qualitative metrics such as their ‘‘sense’’ of the

patient (92%), goals of care (83%), personal experiences

(positive or negative) (58%), and risk–benefit ratio (58%).

Motivators

IRs described palliative versus futile care as ‘‘complex’’

and a ‘‘balance’’ between multiple factors. Thematic

analysis of the interview transcripts yielded four sets of

factors that primarily contribute to IRs’ perceptions of

futile care and whether they would perform a procedure

perceived as potentially inappropriate. These included

patient, clinician, procedure, and cultural factors that are

listed in Fig. 1.

Challenges and Solutions

When asked what, if anything, should be done about

requests for potentially inappropriate procedures, IRs

described a need for more data, addressing financial and

cultural incentives to do more, and training on how to make

these assessments or navigate discussions with the referring

team, patients, and families. Although some state and

institutional licensures require ethics training, no IR felt

they had received any formal training in how to differen-

tiate between palliative versus futile care. Participants also

emphasized that the perceived low-risk nature of IR pro-

cedures and IRs’ roles as consultants make these assess-

ments more challenging, that it is often easier to say ‘‘yes’’

rather than ‘‘no.’’ It was also noted that US culture, fee-for-

service reimbursement structures, or being in academics

may push clinicians and patients to pursue more heroic

interventions.

All (7/7) referring physicians were not aware that IRs

struggle with requests for potentially inappropriate proce-

dures and assumed IR had policies and guidelines for

approaching these requests. They noted that primarily

teams are not always expecting an intervention but want

patients to hear all their options. Referring physicians

emphasized the need for a consistent, multidisciplinary

approach that ideally involved the clinician who knew the

patient best such as the patient’s oncologist or primary care

provider.

Discussion

This qualitative study characterized the complexity of

perceptions of palliation versus futility in IR. More expe-

rienced IRs in academic practices tended to view futility as

a more important issue than those with less experience or

those in private practice. This may be due to exposure and

environmental incentives. The longer one is in practice, the

more opportunities one has to be exposed to poor outcomes

Fig. 1 Four sets of factors that

contribute to IRs’ perceptions of

futility and whether a

potentially inappropriate

procedure is performed
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from risky, heroic interventions. Likewise, academic

practices may be exposed to more complex referrals that

push the boundary between palliation and futility. If one’s

environment incentivizes intervening and the interventions

are felt to be low risk or the patient’s ‘‘only option,’’ it is

unlikely that many requests are going to be perceived as

futile regardless of the outcome. However, there were

multiple additional factors found to contribute to percep-

tions of futility among IRs and whether an intervention

perceived as potentially inappropriate is still performed

(Fig. 1). For example, placing a gastrostomy tube may

have little to no chance of providing physiologic benefit or

achieving the goals of care, but the procedure is performed

because feeding is culturally important to the family, the

procedure is relatively low risk, and saying ‘‘no’’ may

invite multiple phone calls and a lawsuit.

Previous studies of futility have highlighted similar

challenges. Clinicians tend to perceive futility as complex

and difficult to define [8]. Patients tend to indicate that they

would not want heroic measures when presented hypo-

thetical scenarios, yet they also often do not believe

physicians can accurately determine when an intervention

has little chance of success [7] and feel obligated to exhaust

all options, particularly in certain cultures [11, 12]. The

crux of the issue seems to be that prospectively identifying

something as ‘‘futile’’ relies upon predictions of physiology

and value that are rarely clear in the moment. Even if

clinicians are able to accurately predict the physiologic

impact of an intervention, the value and meaning of

potential benefits and risks rest with individual patients and

families [12]. Thus, a single rigid definition of ‘‘futility’’

may not be feasible or as helpful as a standard approach

that allows clinicians and patients to effectively navigate

these requests together on a case-by-case basis.

In response, multiple societies have produced guidelines

on how to approach ‘‘potentially inappropriate procedures’’

[6, 7]. They opt for this phrase to better convey that these

assessments are preliminary and value laden. Nevertheless,

the proposed workflows seem more directed at primary

teams than consultant services like IR. Consultants must

not only navigate requests for potentially inappropriate

procedures with patients and families but primary teams,

and often these inter-team dynamics are equally challeng-

ing. However, it is important to note that the referring

clinicians in this study emphasized that they are not always

expecting a procedure when they place a consult so much

as advice and a conversation.

Considering these findings, avoiding futile care in IR

will require a multidimensional approach aimed at

increasing awareness, fostering additional data and edu-

cation, and developing and trialing consistent workflows.

An important first step is increasing awareness by provid-

ing forums for IRs and referring clinicians to discuss this

issue. National scientific meetings and social media posts

tend to celebrate the heroic ‘‘saves,’’ which may underplay

risks and costs, pushing less-experienced IRs toward more

heroic interventions. Changing the narrative to balance

procedural victories with thoughtful debate on long-term

outcomes and complications may balance the conversation

and provide a safe space for exploring this issue. Similarly,

IR practices could host multidisciplinary mortality and

morbidity conferences to expose referring clinicians to

these challenges and invite discussion of referral patterns

and workflows. For example, IRs at the salaried-based

private practice group in this study partnered with pallia-

tive care to develop an institutional policy of not placing

gastrostomy tubes in patients with severe dementia due to

growing evidence that these interventions rarely provide

any benefit [22].

In addition to awareness, this study highlighted a need

for more data and training to empower IRs with tools to

identify potentially inappropriate procedures and navigate

these requests effectively, both with other clinicians and

patients and families. For example, there seems to be a

need for more investigations on the cost-effectiveness of

palliative IR procedures, in terms of both financial costs

and patients’ and families’ perceptions.

Finally, it is paramount that consistent workflows are

developed and adopted based on multisociety guidelines

[6, 7] as well as the unique challenges for IR characterized

in this study. The authors propose a tentative workflow in

Fig. 2 where non-emergent IR consults are screened to

identify patients with a serious illness. Advance care

planning is then used to clarify patients’ and families’

preferences, understanding, and goals, which has been

shown to improve satisfaction and reduce distress and costs

at the end of life [23, 24]. This step is imperative as it

ensures regular, early involvement of patients and families

in these decisions. When a potentially inappropriate IR

procedure is identified, a collective recommendation is

offered as an IR practice to discourage ‘‘doctor shopping’’

within the practice. There should then be a multidisci-

plinary goal of care discussion that involves a clinician

with a longitudinal relationship with the patient as well as

an ethics committee or palliative care team as needed to

mediate disagreements.

This study had several limitations. The sample size was

modest, though typical for the methodologies used. The

study did not assess the perspectives of all stakeholders,

such as patients and families. This was done to focus the

study on the stakeholders who would be targeted by sub-

sequent interventions, e.g., a new clinical workflow and

training. This investigation relied on qualitative methods

that are well-suited for characterizing complex perceptions

but can introduce bias from the researcher serving as an

instrument for data collection and analysis. A single-
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Fig. 2 Tentative workflow for requests for potentially inappropriate IR procedures based on this study and multisociety guidelines. Advance care

planning (ACP). Goals of care (GOC)
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experienced qualitative researcher was used to maximize

consistency, but this remains a limitation worth

considering.

Conclusion

Differentiating between palliative and futile care in IR is an

important but complex issue that is challenged by a lack of

data, guidelines, and training on how to approach these

cases. In light of these results, the authors propose creating

forums for discussing these issues during training and at

conferences, generating more data on palliative IR proce-

dures, and piloting a consistent workflow to help IRs

navigate consults for potentially inappropriate interven-

tions and avoid futile care. One of the most challenging and

important questions in IR may not be ‘‘can we do some-

thing,’’ but ‘‘should we?’’.
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