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Abstract

Appropriate use of ethical terminology is critical to effective, goal-concordant care, particularly for patients who are critically ill or nearing the
end of life. In this case analysis, we describe how the ethical terms “scarcity,” “futility,” and “moral distress” were used in ways that failed to accu-
rately capture the clinical situation, and likely favored the viewpoints of the clinical team. While careful attention to accurate clinical and ethical
terminology is challenging in cases like this, we argue it is essential to communicate honestly and effectively with patients and families grappling
with difficult decisions in these contexts. ] Pain Symptom Manage 2025;70:¢332—e336. © 2025 American Academy of Hospice and Palli-
ative Medicine. Published by Elsevier Inc. All rights are veserved, including those for text and data mining, Al training, and similar technolo-

gies.
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Introduction

One of the central challenges of contemporary clinical
ethics is appropriate description of the relevant concepts
at hand.! When applied accurately, ethical terms can pro-
vide moral clarity and guide right action. Unfortunately,
when a complex clinical situation is mis-labeled, this often
favors the perspectives of clinicians or ethicists over those
of patients and families involved in ethical dilemmas.”

In the case that follows, we explore how the ethical
terms “scarcity,” “futility,” and “moral distress” were used
in ways that inaccurately described the clinical situation,
unwittingly favoring the viewpoints of the clinical team
involved at the potential expense of the patient and fam-
ily. We argue that closer attention to the specific mean-
ing of these terms is crucial to just and goal-concordant
care for patients like the one described below.

Case Description’

Ms. S, a 67-year-old female with end stage renal dis-
ease was admitted to the medical intensive care unit

(ICU) with severe gastrointestinal (GI) bleeding with
resultant hemorrhagic shock requiring transfusions
and vasopressor support. Her GI bleed was found
to be due to multiple small and large bowel arterio-
venous malformations (AVMs), refractory to definitive
intervention despite consultation with surgical and
interventional teams. She required near-daily blood
transfusions and vasopressor support over a 33-day hos-
pital stay due to frequent bloody bowel movements.
She intermittently appeared uncomfortable, and her
mental status would wax and wane, reliably improving
following blood administration. The palliative care
team was consulted for assistance with goals of care dis-
cussions with the patient and family. During our con-
sultation, the medical ICU team conveyed moral
distress at continuing to provide blood products,
deemed a “scarce resource,” for a condition that was
not reversible. In discussions with the patient and
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family, their stated goals often relied upon how the
patient was currently faring. In moments when the
patient was distressed or less interactive, the patient
and her family acknowledged not wanting to be in the
ICU for perpetuity and contemplated a comfort-
focused approach to care. Yet when the patient
improved and was more interactive following transfu-
sion, the patient and family conveyed a primary goal of
life prolongation, with the hope that bleeding would
self-resolve, even while they expressed clear under-
standing that there was no medical reason to believe
the bleeding would resolve.

Defining Issues

Consideration of Scarcity

One of the central issues raised by the ICU team car-
ing for Ms. S was that of “scarcity,” a term affixed to the
ongoing use of blood products. While there are aspects
of blood products (e.g. reliance on donors, limited
shelfife, blood-type matching, etc.) which intuitively
steer towards labeling blood products as “scarce,” it is
worth considering whether such a term should be cate-
gorically applied to blood products, or other resources
deemed intrinsically “scarce.” Of note, there are risks
associated with blood transfusions (particularly recur-
rent transfusions) that might be considered in cases
like this, independent from the notion of “scarcity,”
however, this was not the concern expressed by the
ICU team.”

Most of the ethical discussion of scarcity in medicine
emphasizes pragmatic responses to resource distribu-
tion, often in times of crisis. Yet proposed scarcity
frameworks often focus on processes for selecting how
to distribute “scarce” resources while eliding attention
to what constitutes “scarcity,” as an ethical concept.4
“Scarcity” generally refers to a “supply and demand
problem” wherein “medical resources cannot meet the
growing demand of (patients).”” Conversations of med-
ical scarcity thus typically become salient in instances
where the supply of medical resources is threatened—
whether in the case of pandemic diseases, multiple
trauma events, supply chain disruptions, or constrain-
ing economic conditions.” The reality that “scarcity”
can manifest across such a variety of clinical situations,
and that conditions constituting scarcity change across
time, present challenges to robust conceptual analysis
of the term.

“Scarcity,” then, is constitutively a feature of supply-
demand relationships, not a static term which can be
applied categorically to a given resource or interven-
tion. This is especially true for a resource like blood
products, for which there may be sufficient reserve
within a given institution’s blood bank or a (theoreti-
cal) ample supply available by donation. In fact, in this

case, when blood products were described as “scarce”
to the family, family members immediately offered
their own blood to support Ms. S.

This understanding of scarcity may seem intuitive,
but without it, the labeling of blood products as intrinsi-
cally “scarce” can lend a normative force to arguments
that may not reflect the reality of the present situation
—one that generally will favor clinician or institutional
preferences over those of patients.”

Conception of Futility

A second concept invoked in this case is that of the
perceived “futility” in pursuing ongoing intervention
for this patient, described by the ICU team as “ulti-
mately going to die”, given the lack of definitive man-
agement of the underlying pathology.

“Futility,” which generally refers to the notion of
providing care that is ineffective for the stated goal, has
been a notoriously challenging concept to define in
medical ethics literature.” One strategy has been to
offer more specific definitions of types of futility—
including “physiological futility,” “quantitative futility,”
“qualitative futility,” and “imminent demise futility.”
Yet even with these efforts, there is concern that the
term “futility” is inherently pejorative and privileges
the viewpoints of clinicians over those of patients, and
some have favored language that focuses more explic-
itly on patients’ and families’ goals of care rather than
invoking this term— (an approach which we did utilize
in this case).” This has led to the movement to re-cast
futility as “potentially inappropriate treatment,”—a
response that has in turn been criticized as proposing
terminology which is overly expansive and difficult to
apply to many clinical scenarios.”

While these broader debates about “futility” lan-
guage are important, Ms. S’s case brings to light a sub-
tler challenge associated with this term; namely, an
inability to distinguish interventions that can effectively
temporize conditions from those that allow for reversal
or definitive management. For Ms. S, the medical ICU
team understood “futility” as a lack of definitive man-
agement, even if transient improvements were
observed following blood products. However, without
providing exhaustive definitions of the four classes of
futility listed above, the ongoing blood products (at
least temporarily) obviated true physiological, quantita-
tive, qualitative, or imminent demise futility.”

While the administration of blood products did not
solve the underlying disease process, it did directly
address the pathophysiological sequelae of her anemia
(e.g., blood pressure, heart rate, mental status). Never-
theless, the ICU team questioned the ongoing use of
blood products because this did not reverse the under-
lying pathology, and required continued critical care
for unclear duration. Importantly, neither Ms. S nor
her family viewed these interventions as “futile,” as they
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were grateful for each opportunity to converse and
spend time together when her mentation improved
transiently in conjunction with blood transfusions,
even while voicing recognition that there were not
options for definitive management of the ongoing
bleeding.

Moral Distress

A third ethical consideration in this case is the idea
of “moral distress.” As noted above, the language of
“moral distress” was utilized by the ICU team in provid-
ing care for this Ms. S, as a direct result of the ongoing
use of “scarce” resources toward an end that seemed
“futile.”

Moral distress is said to occur “when one knows the
right thing to do, but institutional constraints make it
nearly impossible to pursue the right course of
action."” This language originally arose in the nursing
ethics literature as a way of articulating the unique chal-
lenges faced by nurses participating in care at the direc-
tives of physicians with whom they morally disagreed.
The language of “moral distress” has become increas-
ingly ubiquitous in healthcare literature over the past
ten years, arguably supplanting “burnout” as the domi-
nant narrative of the moral challenges faced by con-
temporary physicians.'' Importantly, one frequently
cited trigger for “moral distress” is the ongoing provi-
sion of putatively “futile” or “medically inappropriate
care.”'*"?

As the terminology of “moral distress” becomes
more widespread, it is increasingly being used to
describe any sense of unease or discomfort, regardless
of whether there is a clear belief that a right course of
action is being transgressed.'* One way this incorrect
use may manifest is in conflating “moral distress” with
the concept of “grief,” specifically grief associated with
the difficulty of witnessing suffering and feeling ill-
equipped to reverse its cause.'™'® “Grief,” which is
understood as a fitting, even adaptive response to tragic
situations, acknowledges the limits of one’s interven-
tional prowess and allows for mourning, whereas
“moral distress,” when appropriately identified, elicits a
call to respond against power structures that are imped-
ing right action."” Importantly, “moral distress” and
“grief” are not mutually exclusive, as the former often
entails the latter, but grief can, and often does occur
outside the context of morally distressing situations.
Furthermore, by too quickly labeling unease only as
“moral distress”, one may miss the chance to recognize
“grief”, and other common emotions encountered in
the practice of medicine, that would not result in the
same call to action as “moral distress.”

Thus, labeling the experience of Ms. S as one incit-
ing “moral distress” lends urgency to right a wrong
(one experienced by a practitioner prevented from
doing what he or she thinks is right) rather than to

acknowledge a tragic situation afflicting patient, family,
and care team alike.

Ethical Analysis

As palliative care consultants for this case, it was evi-
dent that the discomfort experienced by the ICU team
was a primary reason for palliative care consultation. As
we suggest above, this discomfort at witnessing suffer-
ing with neither recourse to reversal of the underlying
pathology, nor a full transition to comfort measures,
was conceptualized as “moral distress” by the team
involved. Such discomfort from witnessing a patient
who seems to suffer intermittently but does not agree
to transition to comfort measures—what the sociologist
Sharon Kaufman terms the “zone of indistinction” in
end-of-life hospital medicine—is common and chal-
lenging to bear. v

However, this situation is not a case in which one
right course of action is clear but is not able to be
implemented due to structural, bureaucratic, or hierar-
chical obstruction, as “moral distress” denotes. Naming
this experience as “moral distress” encourages resolution
of this difficulty, whereas the language of “grief” makes
room for the exploration of the complexity and chal-
lenge of such a situation, without demanding resolu-
tion of the tension. At the very least, “grief” allows one
to approach the situation with more humility, reducing
the pressure to force a clear right course of action and
instead allow greater collaboration with patient and
family to allow the best course of action to unfold
together. Moreover, approaches which recognize
shared grief between clinical teams, patients, and care-
givers allow for a collaborative approach which might
permit so-called “parallel planning” in critical illness sit-
uations, encouraging a joint consideration of various
options if conditions do not improve.'®

The language of “moral distress” in this case relied
upon the characterization of ongoing ICU-level care
and blood transfusions as “futile,” given the lack of
definitive treatment for the underlying condition. Yet
intermittent transfusions clearly allowed increased
mentation, engagement with others, and participation
in care, perceived goods to both patient and family.
The use of “futility,” then, collapses the liminal space of
efficacy of intervention without ultimate disease rever-
sal present in this scenario. To frame the intervention
of blood products in this case as “futile” at best pre-
sumes a clinician-centric view of an acceptable out-
come to the exclusion of patient and family views, and
at worst represents an overt mis-labeling of this situa-
tion, which lends normative force to the preferences of
the clinician team.” We empathize with the medical
ICU team, as we recognize how difficult it is to feel pow-
erless to fix a situation, especially when our medical sys-
tem seeks to achieve either pathology management or
comfort-based care for the critically ill, rather than the
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uncomfortable in-between space. Indeed, this is a dis-
tressing aspect of practicing medicine, but we fear that
labeling it as “moral distress” encourages one to seek a
solution or institutional change, rather than allowing
increased skill and comfort with residing within in-
between space.

We observe a similar effect by use of the term “scar-
city” in this situation. “Scarcity” broadens the ethical
lens from principles primarily applicable to the patient
(autonomy, beneficence, nonmaleficence) to consider-
ations of the impact on others (justice), which again
favors the clinical teams’ preference in this instance. As
we have described above, the terminology of “scarce” is
best understood not as a fixed characteristic of a given
resource, but rather as a dynamic condition which con-
siders the relationship between supply and demand of
that resource. Thus, if “scarcity” is to be accurately used
as an ethical consideration in the case of Ms. S and
patients like her, it would require a concerted effort to
discern local conditions affecting supply and demand,
for example the current state of blood supply at the
local hospital, particularly as Ms. S.’s family members
recurrently offered to donate blood to the hospital’s
bank. Such an effort might also include the expertise
of the institution’s blood bank team to discern local
conditions and to inform this decision.

Clearly such discernment requires time, effort, and
attention, and may even be an overly burdensome
expectation for a busy medical team. But if the term
“scarcity” is to be used in good faith, particularly as a
potential way of justifying ceasing to provide these
interventions, this effort must be undertaken in some
form, perhaps through the assistance of an ethics con-
sultation and in collaboration with the local blood
bank. If, in Ms. S’s case, it turned out that the local
blood supply was experiencing durable constraints,
such terminology can be used in discussing the case
with consultants, the patient, and family. Absent clear
scarcity conditions, invoking scarcity can risk leading a
patient or caregiver to the conclusion that a medical
team cares more about the needs of the hospital (or
society broadly) than they do about the needs of the
patient in front of them; a message the medical team
in this case was certainly not trying to convey but did
ultimately hinder the cultivation of trust and rapport.

Conclusion of the Case

After being consulted, the palliative care team
sought to provide emotional support and engage in
goals-of-care discussions with the patient and family. In
the course of those discussions, it became clear that the
patient and family members: 1) had a sound under-
standing of her disease process, and the fact that there
was no definitive management for her ongoing bleed;

2) noticed that the patient demonstrated clinical
improvement (both in observed vital signs but also in
mentation and energy level) when receiving blood
transfusion; 3) conveyed a desire to continue to work
toward sustaining life, as she valued time with her fam-
ily and the ability to communicate with them, both of
which blood transfusion allowed her to achieve; and 4)
simultaneously conveyed a desire to minimize suffering
and therefore accepted a recommendation not to pur-
sue intubation or CPR if condition worsened further
despite current interventions.

After these discussions with the patient and her fam-
ily, the palliative care team communicated with the
medical ICU team their wishes to persist with blood
transfusions, even with the recognition that this would
not fix the underlying source of bleed. The medical
ICU team briefly considered involvement of the ethics
team to cease such interventions, but ultimately contin-
ued the established level of care and the patient passed
away several weeks later when extent of bleeding
was no longer responsive to transfusion and pressor
support.

Comment

In describing the case of Ms. S, we highlight the
importance of using ethical concepts like “scarcity,”
“futility,” and “moral distress” accurately. We have
argued that failure to do so may privilege the perspec-
tives of the treating teams or ethicists (when involved)
and may make it more difficult to appreciate and ally
with the perspective of patients and families, especially
if such language is unfamiliar to them.

We close with two important acknowledgements.
First, we do not argue that just because the terms “scar-
city,” “futility,” and “moral distress” may not prove fit-
ting in this case, this precludes a clinical team from
making decisions that patients or families disagree with
—in this case, potentially ceasing to provide blood
products for Ms. S. Practitioner-patient or practitioner-
family discordance is an ineliminable reality of patients
facing critical illness.'” Yet to communicate well and
ultimately arrive at goal-concordant care, it is impor-
tant that practitioners work toward sound moral
description, recognizing the limits both of our inter-
ventions, and our words.

Second, we do not intend to impugn the ICU team
for invoking language of “scarcity,” “futility,” or “moral
distress” in this case, nor do we want to suggest such
language was used intentionally to favor their point of
view. We recognize that the challenge of providing
excellent clinical care for critically ill patients is inher-
ently distressing and often may leave little time and
attention for considerations of the most appropriate
description of ethical concepts present in such cases.
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Nevertheless, we hope that our analysis of the terminol-
ogy used in Ms. S’s case illustrates the power of the
words we choose, and the importance of their accurate
use, even and especially in stressful clinical scenarios.
By doing so, practitioners will not only be able to better
understand their own emotional distress, but will
also be able to better align with patients like Ms. S
and provide the best possible care in those difficult
“in-between” spaces.

Disclosures and Acknowledgments

This research received no specific funding/grant
from any funding agency in the public, commercial, or
notfor-profit sectors. Neither author (Dr. Frush nor
Dr. Gaffney) has any conflicts of interests nor disclo-
sures to declare.

References

1. Clapp JT, Kruser JM, Schwarze ML, Hadler RA. Lan-
guage in bioethics: beyond the representational view. Am J
Bioeth 2024;16:1-13.

2. Ashby MA. The danger of words: language games in bio-
ethics. | Bioeth Inq 2023;20(1):1-5. https://doi.org/10.
1007/511673-023-10248-5.

3. Chin-Yee N, Taylor J, Rourke K, et al. Red blood cell
transfusion in adult palliative care: a systematic review. Trans-
fusion 2018;58(1):233-241. https://doi.org/10.1111/trf.
14413.

4. Emanuel EJ, Persad G. The shared ethical framework to
allocate scarce medical resources: a lesson from COVID-19.
Lancet 2023;401(10391):1892-1902. https://doi.org/10.
1016/S0140-6736(23)00812-7.

5. Ye Q, Deng Z, Chen Y, et al. How resource scarcity
and accessibility affect patients’ Usage of mobile health
in China: resource competition perspective. JMIR
Mhealth Uhealth 2019;7(8):e13491. https://doi.org/10.
2196/13491.

6. Hou J, Michaud C, Li Z, et al. Transformation of the edu-
cation of health professionals in China: progress and chal-
lenges. Lancet 2014;384(9945):819-827.

7. Bosslet GT, Pope TM, Rubenfeld GD, et al. An
official ATS/AACN/ACCP/ESICM/SCCM Policy statement:

responding to requests for potentially inappropriate treat-
ments in Intensive Care units. Am J Respir Crit Care Med
2015;191(11):1318-1330.

8. Miller-Smith L, Lantos J, Pope T. UpToDate. Palliative
care: medically futile and potentially inappropriate therapies
of questionable benefit. https://www.uptodate.com/con-
tents/ palliative-care-medically-futile-and-potentially-inappro-
priate-therapies-of-questionable-benefit#H8199211; 2023
Accessed May 16, 2025.

9. Schneiderman L], Jecker NS, Jonsen AR. Medical futility:
response to critiques. Ann Intern Med 1996;125(8):669-674.
https://doi.org/10.7326,/0003-4819-125-8-199610150-00007.

10. Jameton A. Nursing practice: the ethical issues. Engle-
wood Cliffs, NJ: Prentice-Hall; 1984. p. 6.

11. Talbot S, Dean W. Physicians aren’t “burning out.”
they’re suffering from moral injury. STAT 2018. https://
www.statnews.com/2018,/07/26/physicians-not-burning-out-
they-are-suffering-moral-injury/ Accessed May 16, 2025.

12. Lambden JP, Chamberlin P, Kozlov E, et al. Association
of perceived futile or potentially inappropriate care with
burnout and thoughts of quitting among health-care pro-
viders. Am ] Hosp Palliat Care 2019;36(3):200-206. https://
doi.org/10.1177,/1049909118792517.

13. Kennedy KO, Puccetti DF, Marron JM, Brown SD. Poten-
tially inappropriate treatment: competing ethical considera-
tions. AACN Adyv Crit Care 2023;34(2):161-167.

14. Frush B. Moral distress in training: a disquieting sugges-

tion. South Med ] 2025;118(5):267-268. https://doi.org/
10.14423/SMJ.0000000000001818.

15. Wocial LD, Hannan A. Unmasking grief: reflections on
the complicated relationship between moral distress and
grief. Semin Fetal Neonatal Med 2023;28(4):101445. https://
doi.org/10.1016/j.siny.2023.101445.

16. Ramsay NJ. Moral injury as loss and grief with attention to
ritual resources for care. Pastoral Psychol 2019;68:107-125.

17. Kaufman S. And a time to die: how american hospitals
shape the end of life. Chicago, IL: University of Chicago
Press; 2005.

18. Wolff T, Browne J. Organizing end of life care: parallel
planning. Paediatr Child Health 2011;21(8):378-384.

19. Harrison M, Milbers K, Hudson M, Bansback N. Do
patients and health care providers have discordant preferen-
ces about which aspects of treatments matter most? Evidence
from a systematic review of discrete choice experiments. BM]
Open 2011;7(5):e014719. https://doi.org/10.1136/
bmjopen-2016-014719.


http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0001
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0001
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0001
https://doi.org/10.1007/s11673-023-10248-5
https://doi.org/10.1007/s11673-023-10248-5
https://doi.org/10.1111/trf.14413
https://doi.org/10.1111/trf.14413
https://doi.org/10.1016/S0140-6736(23)00812-7
https://doi.org/10.1016/S0140-6736(23)00812-7
https://doi.org/10.2196/13491
https://doi.org/10.2196/13491
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0006
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0006
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0006
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0007
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0007
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0007
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0007
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0007
https://www.uptodate.com/contents/palliative-care-medically-futile-and-potentially-inappropriate-therapies-of-questionable-benefit#H8199211
https://www.uptodate.com/contents/palliative-care-medically-futile-and-potentially-inappropriate-therapies-of-questionable-benefit#H8199211
https://www.uptodate.com/contents/palliative-care-medically-futile-and-potentially-inappropriate-therapies-of-questionable-benefit#H8199211
https://doi.org/10.7326/0003-4819-125-8-199610150-00007
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0010
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0010
https://www.statnews.com/2018/07/26/physicians-not-burning-out-they-are-suffering-moral-injury/
https://www.statnews.com/2018/07/26/physicians-not-burning-out-they-are-suffering-moral-injury/
https://www.statnews.com/2018/07/26/physicians-not-burning-out-they-are-suffering-moral-injury/
https://doi.org/10.1177/1049909118792517
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0013
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0013
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0013
https://doi.org/10.14423/SMJ.0000000000001818
https://doi.org/10.1016/j.siny.2023.101445
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0016
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0016
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0017
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0017
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0017
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0018
http://refhub.elsevier.com/S0885-3924(25)00746-8/sbref0018
https://doi.org/10.1136/bmjopen-2016-014719
https://doi.org/10.1136/bmjopen-2016-014719

	Head1
	Introduction
	Case Description11The authors have changed elements of the patient´s identity related to this case to maintain patient anonymity
	Defining Issues
	Consideration of Scarcity
	Conception of Futility
	Moral Distress
	Ethical Analysis

	Conclusion of the Case
	Comment
	Disclosures and Acknowledgments
	References


