PROGNOSTICATION

Phichai Chansriwong, MD

The path forward would seem obvious, if only I knew how
many months or y I had left.

Tell me three months, I'd just spend time with family. Tell
me one yeat, I’'d have a plan (write that book). Give me 10
years, I'd get back to treating diseas

PROGNOSTIC AWARENESS

Prognostic awareness is a patient’s capacity to
understand his or her prognosis and the likely
illness trajectory.

When patients hold an inaccurate perception of
their goals of treatment or the likely outcome of
their illness, we consider them to have low or

poor prognc ic awareness.

€he New York Times

SundayReview | OPINION

How Long Have I Got Left?

By PAUL KALANITHI JAN. 24, 2014

AS soon as the CT scan was done, T began reviewing the images. The
diagnosis was immediate: Masses matting the lungs and deforming the
spine. Cancer. In my neurosurgical training, T had reviewed hundreds of

scans for fellow doctors to see if surgery offered any hope. I'd scribble in the
n - 048 Cllatee Angry Tweets Won't Help

DEFINITION OF
PROGNOSIS

|

The prospect of recovery as anticipated
from the usual course of a disease

A judgment about what is going to
happen in the future

WHY DO WE WANT OUR PATIENTS TO BE AWARE OF THEIR PROGNOSIS?

Patients’ perception of their prognosis impacts
their decisions about medical care

Patient Estimate of Their Proportion Favoring Odds Ratio (95% Cl)
Chance of Surviving 6 Life-Extending Therapy
Months

>90% 198/390 (51%)

26(1.8-3.7)
<90% 61216 (28%)

Weeks JAMA 279 (21) 1998
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IMPACTS COMMUN TON ABOUT HOSPICE

Self-Reported Prognosis Discussed Hospice (%)

<1year

> 1 year but < 2 years
> 2 years but < 5 years
> 5years

“In god's hands”

Do not know

44.8
378
16.0
1.7
167
18.5

Huskamp 169 (10) 2009

LAST CHAPTER OF LIFE IS
CHARACTERIZED BY 3MAJOR

(1) unn y suffering
(2) unacceptab iation in treatment
with striking excesses in non-benef
treatment
(3) unsustainable costs

- 40% of Ce
and Medicaid Services costs occur in
th 30 days of |

PROGNOSTICATION CONSISTS OF TWO PARTS

1. foreseeing (estimating |

2. foretelling (discu

10/08/59

PALLIATIVE CARE IN THE INTENSIVE CARE UNIT

In US: 26% increase in the number of intensive care b

One in five patients receives terminal care in the intensiv

47% receive intensive care
> terminal admission with less than 20% of th
ving completed an advance directive.
Do-not attenr resuscitation orders are often written within
of death.
Conversations occur late in the disease trajectory, patients and
e have an emotional dist:

e Nurs Clin North Am. 2014 I

Patients and their
families don't
know unless you
tell them

HOW DO WE HELP PATIENTS ACHIEVE PROGNOSTIC AWARENESS?

Clinician roles

Patient roles



CLINICIANS ROLE

Clinician must

Have knowledge of prognosis

Be willing to share that knowledge

Offer that knowledge when the patient can hear it

ormation compassionately

JOURNAL OF CLINICAL ONCOLOGY COMMENTS AND CONTROVERSIES

Reasons Why Physicians Do Not Have Discussions
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RECOGNIZING THE PROBLEM

Ask yourself,
‘G\

died in the next year?”

uld I be surprised if my patient

Answering should trigger a re-

assessment of the patient’s current state and

tand

immediate future.

Reasons Why Physicians Do Not Have Discussions
About Poor Prognosis, Why It Matters, and What
Can Be Improved

X Involvement of Hospice or Palliative Care Will Reduce Survival — Incorre

We Do Not Really Know a Patient’s Prognosis T

“But docto f possible outcomes that can bri he patient’s

understanding closer to the truth”

can r;

About Poor Prognosis, Why It Matters, and What

Can Be Improved

X Talking Al

ifferent preferences by ethnicity should not dictate

ut Prognosis Is Not Culturally Approp

communication with individuals.

ese Discussions?

We Do Not Like to Have
Tru al, and

few find it s

Most oncologists find b ng bad news to be st

Table 2. Responses to the Following Survey Question: Of the Following
Examples, Choose Which One Best Summarizes Your Communications With
Your Advanced Cancer Patients About Their Prognosis? (n = 710)

CLINICIANS ROLE

Survey Item

No. of

Respondents Clinician must

| do not discuss prognosis with my patients
| discuss it if my patients ask about it

| ask my patients if they want to know their
prognosis and discuss it if they say yes

3 : Have knowledge of prognc
115
236

| always discuss my patients’ prognoses with
them because they need to know it

Other
Missing

303

65
7

Daugherty JCO 26 (36) 2008



DOCTORS ARE POOR PROGNOSTICATORS

al (CPS) is formulated solely
perience.

Clinician predicted sur
on the basis of the clinician’s knowledge and

TOOLS FOR DO THE
PROGNOSTICATION

1. clinical prediction of survival (CPS)

erroneous 30 % of the time in expert hands.

Only 20% of

within 33% of actual survival).

Overall, doctors overestimated by

FORESEEING

Requires knowledge of the natural history
disease (trajectory) an understanding of how
treatment could modify survival an appreciation
of individual patient related factors such as

comorbidities.

HOW MUCH OF ACCURACY FOR THE PREDICTION THE
PROGNOSTICATION FROM THE DOCTORS?

Fig.1.1 Disease trajectories
over the lust 6 months of
life for patients with
(a) dementia, () chronic
ive pulmonary disease

n

(Adapted with pe
from RAND Health: Lynn
and Adamson 2003)

Physical/social funct

ath (manth)

Musray S A et al. BM] 2005;330:1007-1011

*
2
b
H
£

——- Communicated Survival
Fomulated Suvival A prospective cohort study of 504 terminally ill
patients and their 365 doctors found that only

of the doctors’ predictions were accurate:

63% were overoptimistic and 17% overpessimistic

Lamant Annais 134 (1

Bmj. 2003

ADVANCED CANCER

pt newly diagnosed breast

Carcinomatous meningitis: 8-12 weeks

Multiple brai st
months with radiation.

1-2 months without radiation; 3-6

Malignant as gnant pleural effi or bowel obstruction:

< 6 months.

htp:/ /www.mes ibrary/User/jrehm “oncept013.pdf
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TOOLS FOR DO THE PROGNOSTICATION

2. Statistical estimate of survival:
Performance status (PS) : EC
survival < 3 months roughly correlates with a
Karnofsky score <40 or ECOG > 3

Multiple demographic factors tools: PaP, PPS, PPI

Dr. David A. Karnofsky, who described the scale with Dr. Joseph H. Burchenal in

1949 has purposed to evaluate a patient's ability to survive chemotherapy for cancer.

Table 1. Karnofsky Performance Scale

Criteria

A median surv:
Karnofsky score <40 or ECOG > 3.

http://www.my

PALLIATIVE PERFORMANCE SCALE (PPS)

Scale (PPS) uses
ed domains correlated to the
arnofsky Performance Scale (100-0).

10/08/59

ECOG SCORE
(EASTERN COOPERATIVE ONCOLOGY GROUP)

0 — Asymptomatic
(Fully active, able to carry on all pre-disease activities without restrictio

1 — Symptomatic but completely ambulatory
(Restri in physically strenuous activity but ambulatory and able to
out work of a light or sedentary nature. ample, light hous
office work)

2 — Symptomatic, <50% in bed during the day
(Ambulatory and capable of all self care but unable to carry out any work
activities. Up and about more than 50% of waking hours)

3 — Symptomatic, )% in bed, but not bedbound

le of only limited s nfined to bed or chair 50% or more
g hours)
4 — Bedbound

(Completely disabled. Cannot carry on any self-care. Totally confined to

bed or chair)

5— Death

PROGNOSTIC FACTORS

Laboratory variables
Leukocytosis
Lymphocytopenia
Hypoalbuminemia
Elevated lactate dehydrogenase (LDH)

Elevated C-reactive protein (CRP)

EXERCISE

3 old , Prostate cancer patient with

ne, liver metastases,
clinical: fatigue from cancer, usually stay on
bed, need help in a short distance walking, able
in self care, conscious, normal eat function.

Underlying disease: DM, COPD
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Exercise o |ambutaton

o -~ PALLIATIVE PROGNOSTIC

=1 T DEX (PPI)

ne metastases, — — 1
: fatigue from
usually stay on b
need help in a short

Table 3. Palliative Prognostic Index (PPI)

Max. Possible

distance ing, able in Palliative 10-20 40
self care, conscious, Performance 3050 . 0
normal eat function. Scale =60
. Severely Reduced (= mouthfuls)
PPS 40 = 18-41 days Oral Intake Moderately Reduced (> mouthfuls)
Normal
Present
Edema
1 | | ¢ Absent
admission to an inpatient palliative unit Dyspnea at rest Present

Days unil inpatent death following admission to an
. g . Present
Absent

acute hospice unit, diagnoses not specified (Anderson
1996

{ | {1+ 1 | Delirium

admission to an inpatient pallative unit, - {

PALLIATIVE PROGNOSTIC SCORE (PAP)

The PaP uses the Karnof?

[ s ot scom Score (KPS) and 5 othe

Total WBC (x109/L, Lymphocyte
Percentag

100 150 200

Survival (days) . )
Generate a numerical score from 0
Fig. 1 Survival curves of groups with different scores on the Pallia-

to 17.5 to predict 30 day survival
tive Prognostic Index (PP1) F 1y
scores predict shorter

Mean survivals £ standard error (95% CI)
A: PPI <2 OS = 134%11 (113-155) days

B PPI 24 OS = 89£7.0 (76-103) days

CPPI> 408 = 23%2.9 (17-29) days . o i

ePrognosis

PROGNOSIS WEB TOOL

Lee Index
Results Based on Score:

Your core is 21

Adjuvant online: breast cancer
Four Year Mortality

ePrognosis: www.eprognosis.org

Points Risk of 4 year mortality
46 &%

10 20-285

1112



http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_125.htm
http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_125.htm
http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_124.htm
http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_124.htm
http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_124.htm

Testis
Thyroid

| Tools have high sensitivity and
specificity when time were < 3
months

All cancers combined
Bladder

Brain

Unknown primary site
Liver

Lung

Mesothelioma
Pancreas

40 €0
S-year relative survival (%)

DISCUSSING PROGNOSIS

Confirm that the patient/family are ready to hear
prognostic information.

Present information using a range: a few days to
weeks; 2-4 months, etc.

Allow silence after you provide information; respond
to emotion

Use prognostic information as a starting point for
eliciting end-of-life goals

http:/ /wwwmewedu/FileLibrary/ User /jrchm/ fastfactpdfs/Concept013.pdf

SPIKES Model for
Breaking Bad News

Setting up the interview
Perception of the patient
Invitation by the patient
Knowledge to the patient
Emotions of the patient

Strategy and summary

FORETELLING

The delivery of prognostic information
in a clear, sensitive, and compassionate
manner and represents a longitudinal
process of communication rather than a
single discussion.

PITFALL IN TELL PROGNOSIS

Guessing doesn’t work
Avoiding doesn’t help.
Bluntness almost always injure

Be culturally and individually careful

THE MEDIAN IS NOT THE MESSAGE

Technical language frequently unclear

o misunderstood
“median survival”
No agreement on what a “good” chance of survival
meant numerically

Medical jargon can make bad news worse

Ford, Soc Sci Med 1996: 1511-9
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Median Survival Time

Steps to Achieve Prognostic Awareness

+ Patient must:
— Understand and accept what they have been told
— Feel comfortable writing it down on a piece of paper

Percent surviving

Years of follow-up

Ford, Soc Sci Med 1996: 1511-9
ASCO ANNUAL MEETING '16

CANCER DIAGNOSIS AND PROGNOSIS
PATIENTS PREFERENCE FOR PROGNOSTIC
IN TAIWAN: PATIENT PREFERENCES DISCLOSURE

VERSUS EXPERIENCES

Table 4. Compy erences of onesell or family

@ Patient (n=380)

vonlas gile VS aseunss O Farmity Mombor (1-281)

Inform oneself 358 |

Inform family 1-5 3 [EX]

Inform oneself prior to informing fanuly 1-5 096 7.98 <0.0001
elf I 0.9

5 413 085 5 <0,0001

Inform family prior to informing

Prognosis
Inform oneself <0001

Inform

Infe If prior to infor m 5 M 807 <0001

Inform family prio to infor

Psycho- Oncol ogy 13: 1-13 (2004)

INFORMATION NEEDS OF CANCER PATIENTS IN Table 2 Spectic Prognastic Information Desired
WEST SCOTLAND: CROSS \

SECTIONAL SURVEY OF PATIENTS' VIEWS
Comemon side ef

Treatment options

Table 2—Responses of 250 cancer patients to specific questions about need for infor-
mation. Values are numbers (percentages)

Do not want to | Would like to
know know

1@ 59 (24)
114 (46)
105 (42)
77 (31)
80 (32)
52 (21)
Exactly how treatment works 1o treat iiness 16775 (20) 91 (%)

BM]J 199631

Presented By Jennifer Temel at 2016 ASCO Annual Meeting




WHEN FAMILY SAYS:

“DON’T TELL”
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NOT ONLY PATIENTS
EVALUATED FAMILY ,TOO

Published in final edited form as:
Oncol Nurs Forum. ; 31(6): 1105-1117

Burden and Depression Among Caregivers of Patients with
Cancer at the End-of-life

Barbara Given, Ph.D., RN., FAAN. [University Distinguished Professor],
Michigan State University

Gwen Wyatt, Ph.D., R.N. [Associate Professor]

Michigan State University

Charles Given, Ph.D. [Professor],

Michigan State University

Audrey Gift, Ph.D., R.N., F.A.A.N. [Professor and Associate Dean]
Michigan State University

P. Sherwood, Ph.D.-¢, RN., C.N.R.N [Doctoral Candidate],
Michigan State University
Danielle DeVoss, Ph.D. [Assistant Professor], and
Michigan State University

Rahbar, Ph.D.
Michigan State University

DEALING WITH COLLUSION

|

Family : “ It would kill him — I don’t want you to tell him”

Can be avoided if patients are consulted first about their
diagnosis

Gain the relatives trust

Assess the relatives understanding of the disease and
reason for not telling the patient

What does the patient know?

Discuss the consequences of not telling

Establish ground rules with the family

WUIVMTLBNNSHENS ISR

2 4 LAy
fan250EueH I 10010504 Prognosis Av Av91ls

un
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Joag1adalal 1A Empathy Y4£1n3189 Prognos
Kiawoh deilensu Nheszozganie i
aguuaI ] pufuAMNAIARAIRN
luowinn
fufiquanisneowdunanumnevessinmiigoued 11l
#1207 3@99715N51D Prognosis YBaFI09
M3UBN Prognosis T uTudesrhateninun’
A Tududeiiie

'T ONLY PATI S,
VALUATED FAMILY TOO

Key Points

Increasingly, cancer care is provided in the home, with family members taking on the
role of primary caregivers, assisting patients with activities related to everyday tasks
and with medical procedures at home.

cer at the end-of-life on caregiver

The effects of providing care for patients with ca

burden and depression have not vet been adequately explored

and adult children caregivers reported a high perception of feeling
abandoned, and adult children caregivers of patients with early stage cancer and
patients with multiple symptoms reported a high perception of disruption in their
schedule due to providing care

Rahbar, Ph.D.

Michigan State University
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- Depression and anxiety

among caregivers of patients

with advanced cancer

Ryan Nipp * Joel Fishbein * Areej El-Jawahri * Bill Pirl « Justin Eusebio
Samantha Moran ¢ Caitlin McCarty « Emily Gallagher « Elyse Park

Vicki Jackson « Joe Greer * Jennifer Temel

Massachusetts General Hospital Cancer Center

PALLIATIVE CARE IM ONCOLOGY SYMPOSIUM

Ryan David, J Clin Oncol 3.

Early Palliative Care

bstr 224)

N L

Primary goal of cancer treatment is cure 34.5%

Preferto extend life as long as possible, even if 34.5%
meant more pain and discomfort

Knowing about prognosis is very/extremely

helpful for:
Making decision about treatment 89.8%
Coping with the disease 83.6%

Discussed wishes about care if dying 14.5%

ASCO ANNUAL MEETING 16

Presented By Jennifer Temel at 2016 ASCO Annual Meeting

28.7% 0.29
33.6% 0.99

96.5%
97.3%

30.2%

Temel ASCO 2016 Abstract # 10003

-

MO T Ay D
oserr o
e oS

“Here's mv DNA saauence.”

STRATEGIES

Clinician directed interventions

Early palliative care

UNCERTAINLY OF PROGNOSIS IN
ONCOLOGY

Uncertainly has always been a
challenge for the oncologists when
formulating a prognosis.

Before EGFR TKI

After EGFR TKI
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Prognostic Disclosure in the Modern Era

Median Overall Survial  1.Ye OverallSuival N, of
mo (95% C)) f ) Deaths

1 liguund anean «

EML4-ALK translocation

ASCO ANNUAL MEETING ‘16

Branmer NEJ

PERJETA AND HERCEPTIN BIND TO DIFFERENT DOMAINS ON HER2

AND HAVE COMPLEMENTARY MECHANISMS OF ACTION CLEOPATRA: CONFIRMATORY OS ANALYSIS OF PHASE IlI

PERTUZUMAB STUDY

Pertuzumab A second interim analysis of OS was performed with an
HER1, 3, 4 HER2 Trastuzumab additional 1 yr of follow-up (Results at median FU of 30 mos)

a% Second Interim Pertuzumab o
# 08 Analysis Arm Placebo Ar m HR (95% CI) PValue

o il o 3-yr estimated, % 66 50 0.66 (0.52-0.84) .0008
NP A N T A R 2
P s SR G 1 A

RFTE & %3 5 {

Swain SM, et al. SABCS 2012, Abstract P5

Pertuzumab binds o subdomain II and inhibits ligand-dependent signalling! OS of 4 months in the placebo arm and 56.5 months
Trastuzumab binds to IV and inhibits ligand-i acellular signalling?
The ination offers a more ive HER2 4

in study arm

ESMO 2014

PALLIATIVE IN TARGETED THERAPY ERA

Patients usually misled by incomplete or wrong information in the
lay media. And dream to the new clinical trial.

PALLIATIVE IN TARGETED THERAPY ERA

* Media and raise hopes in patients and among
But, only about 3 % of adults with advanced cancer enroll on
cxperts trials.
Patel et al. 2014 Because of :

° www.mycancergenome.org can check the availability

1. highly selected cases. “Real-life” patients are typically older and have more
comorbidities.

of specific treatment options

In addition, clinical trials are usually conducted only in high-volume and
highly experienced centers to ensure rapid accrual of patients.
Many new drugs usually give shortly time of response

Mostly, the response is just SD or PR and not CR.

THERE 1S KW AAMLTION
INTHE WAR AGAINST

THEBULLET

Townsley et al. 2005




* No definite guideline of treatment with targeted
therapy in patients with Advanced cancer in terminal
stage.

* A classic “palliative” patient with known targets for
drugs who never received these drugs should be
informed about these treatment options.

*  On the other hand, if palliative care without anticancer
treatment options is the way to go, it should be
palliative care and not leaving the patients alone

* Lester etal. 2013

CONCEPTUAL MODEL FOR
INTEGRATION OF
PALLIATIVE/SUPPORTIVE
CARE IN ONCOLOGY

The Oncologis

tic tools can impr
ce clinical judgment. “Doctor initiating”

Practice a ing and communicat

Hope is like dignity and can be crushed in an instant.

Unrealistic hope can de reams and plans.

Closer to death, patients often want less information,

whereas families need more.
Towatd the end of life, things never stay the same for long;
thus, it is crucial to review, revise, and refine.

sess and follow up the clinical response and take action

HOW TO DO?

Only some pati 5, not all can received the new tre

d mostly of pa have transition to terminal stage.

A and follow up the clinical response and take action.

Diagnosis Throughout illness Significant decline

Disclose Refine Recommend

incurable prognosis transition to

nature of and address focusing on
illness goals of care comfort

Presented By Jennifer Temel at

ELEMENTS OF PALLIATIVE CARE (PC) VS ONCOLOGIC CARE VISITS AT
L CLINICAL TURNING POINTS. (END OF LIFE)

“I can’t go on. I'll go on.”” 1 took a
step forward, repeating the phrase
over and over: “I can’t go on. I'll go

on.” And then, at some point, I was

through.
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YOUR

ATTENTION!
NY QUESTIOI




