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PROGNOSTICATION 

Phichai Chansriwong, MD 

The path forward would seem obvious, if  only I knew how 

many months or years I had left.  

Tell me three months, I’d just spend time with family. Tell 

me one year, I’d have a plan (write that book). Give me 10 

years, I’d get back to treating diseases.  

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 

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 prognostic awareness. 

PROGNOSTIC AWARENESS 

Patients’ perception of  their prognosis impacts 

their decisions about medical care 

WHY DO WE WANT OUR PATIENTS TO BE AWARE OF THEIR PROGNOSIS? 
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PROGNOSTIC AWARENESS IMPACTS COMMUNICATION ABOUT HOSPICE PALLIATIVE CARE IN THE INTENSIVE CARE UNIT 

• In US: 26% increase in the number of  intensive care beds. 

• One in five patients receives terminal care in the intensive care 

setting.  

• Of  all hospital deaths, 47% receive intensive care services during 

the terminal admission with less than 20% of  these patients 

having completed an advance directive.  

• Do-not attempt- resuscitation orders are often written within 

days of  death.  

• Conversations occur late in the disease trajectory, patients and 

families perceive have an emotional distress. 

Crit Care Nurs Clin North Am. 2014 Dec;26(4):551-558.  

LAST CHAPTER OF LIFE IS 

CHARACTERIZED BY 3MAJOR 
DEFICIENCIES 

(1) unnecessary suffering 

(2) unacceptable variation in treatment 

with striking excesses in non-beneficial 

treatment 

(3) unsustainable costs 

 - 40% of  Centers of  Medicare 

and Medicaid Services costs occur in 

the last 30 days of  life. 

Lubitz JD, Riley GF. Trends in Medicare payments in the last year of  life. NEJM 1993;328:1092–6. 

PROGNOSTICATION CONSISTS OF TWO PARTS 

1. foreseeing (estimating prognosis) 

2. foretelling (discussing prognosis). 
Clinician roles 

Patient roles 

HOW DO WE  HELP PATIENTS ACHIEVE PROGNOSTIC AWARENESS? 
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Clinician must 

• Have knowledge of  prognosis 

• Be willing to share that knowledge 

• Offer that knowledge when the patient can hear it 

• Use language the patient can understand 

• Communicate this information compassionately 

CLINICIANS ROLE 

Ask yourself,  

 “Would I be surprised if  my patient 

died in the next year?”  

Answering “no” should trigger a re-

assessment of  the patient’s current state and 

immediate future. 

RECOGNIZING THE PROBLEM 

It Will Make People Depressed   Incorrect 

It Will Take Away Hope    Incorrect 

 

X   Involvement of  Hospice or Palliative Care Will  Reduce Survival     Incorrect 

 We Do Not Really Know a Patient’s Prognosis               True 

 “But  doctor can range of  possible outcomes that can bring the patient’s 

understanding closer to the truth” 

 

X  Talking About Prognosis Is Not Culturally Appropriate 

    Incorrect. , different preferences by ethnicity should not dictate 

communication with individuals. 

  We Do Not Like to Have These Discussions?  

 True:  Most oncologists find breaking bad news to be stressful, and 

few find it satisfying 

Clinician must 

• Have knowledge of  prognosis 

• Be willing to share that knowledge 

• Offer that knowledge when the patient can hear it 

• Offer that knowledge when the patient can hear it 

• Use language the patient can understand 

• Communicate this information compassionately 

CLINICIANS ROLE 



10/08/59 

4 

DOCTORS ARE POOR PROGNOSTICATORS 

 

Clinician predicted survival (CPS) is formulated solely  

on the basis of  the clinician’s knowledge and experience.  

FORESEEING 

•Requires knowledge of  the natural history of  

disease (trajectory) an understanding of  how 

treatment could modify survival an appreciation 

of  individual patient related factors such as 

comorbidities. 

TOOLS FOR DO THE 

PROGNOSTICATION 

•1. clinical prediction of  survival (CPS) 
       erroneous 30 % of  the time in expert hands. 

 

 A study by Christakis. He asked 343 physicians to 

provide survival estimates for 468 terminally ill patients at the 

time of  hospice referral.  

• Only 20% of  predictions were accurate (as defined as 

within 33% of  actual survival).  

• Overall, doctors overestimated by a factor of  5.3 

BMJ. 2000; 320:469-472 

•A systematic review of  physicians' survival predictions in terminally ill cancer patients:  

• Compare the clinical prediction of  survival (CPS) and the actual survival (AS) 

for terminally ill cancer patients 

• 1563 individual prediction-survival dyads.  

•Results: CPS was generally overoptimistic  

 (median CPS 42 days, median AS 29 days) 

Bmj. 2003;327(7408):195-8. 

HOW MUCH OF ACCURACY FOR THE PREDICTION THE 

PROGNOSTICATION FROM THE DOCTORS? 
 

 DISEASE TRAJECTORY 

 

DETERMINING PROGNOSIS IN ADVANCED CANCER 

Several common cancer : prognosis 

Malignant hypercalcemia: 8 weeks, except newly diagnosed breast 

cancer or myeloma 

Malignant pericardial effusion: 8 weeks 

 Carcinomatous meningitis: 8-12 weeks 

Multiple brain metastases: 1-2 months without radiation; 3-6 

months with radiation. 

Malignant ascites ,malignant pleural effusion or bowel obstruction: 

< 6 months. 

http://www.mcw.edu/FileLibrary/User/jrehm/fastfactpdfs/Concept013.pdf 



10/08/59 

5 

TOOLS FOR DO THE PROGNOSTICATION 

2. Statistical estimate of  survival: 

 Performance status (PS) : ECOG, KPS; A median 

survival < 3 months roughly correlates with a 

Karnofsky score <40 or ECOG > 3 

 Multiple demographic factors tools: PaP, PPS, PPI 

 

ECOG SCORE 

( EASTERN COOPERATIVE ONCOLOGY GROUP) 

• 0 – Asymptomatic  

• (Fully active, able to carry on all pre-disease activities without restriction) 

• 1 – Symptomatic but completely ambulatory  

• (Restricted in physically strenuous activity but ambulatory and able to carry 

out work of  a light or sedentary nature. For example, light housework, 

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, >50% in bed, but not bedbound  

• (Capable of  only limited self-care, confined to bed or chair 50% or more 

of  waking hours) 

• 4 – Bedbound  

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

bed or chair) 

• 5 – Death 

KARNOFSKY SCORING 

• 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.  

 A median survival of  3 months roughly correlates with a 

Karnofsky score <40 or ECOG > 3.  
http://www.mypcnow.org/blank-hh45g 

PROGNOSTIC FACTORS 

•Laboratory variables  

Leukocytosis 

Lymphocytopenia 

Hypoalbuminemia 

Elevated lactate dehydrogenase (LDH) 

Elevated C-reactive protein (CRP) 

PALLIATIVE PERFORMANCE SCALE (PPS) 

•(PPS) is a modification of  the KPS 

•PPS is a reliable and valid tool and correlates 

well with actual survival and median survival 

time for cancer patients. 

•The Palliative Performance Scale (PPS) uses 

five observer-rated domains correlated to the 

Karnofsky Performance Scale (100-0).  

EXERCISE  
 

• 77 years old , Prostate cancer patient with 

bone, 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  

Using the PPS 

1. Prostate cancer patient 
with bone metastases, 
clinical: fatigue from 

cancer, usually stay on bed, 
need help in a short 

distance walking, able in 
self  care, conscious, 
normal eat function.  

PPS 40 = 18-41 days 

 a. Survival post-admission to an inpatient palliative unit, 

all diagnoses (Virik 2002). 

b. Days until inpatient death following admission to an 

acute hospice unit, diagnoses not specified (Anderson 

1996). 

c. Survival post admission to an inpatient palliative unit, 

cancer patients only (Morita 1999). 

http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff

_125.htm 

PALLIATIVE PROGNOSTIC 
INDEX (PPI) 

Mean survivals ± standard error (95% CI)   

A: PPI ≤2 OS = 134±11 (113–155) days 

B PPI 2-4 OS = 89±7.0 (76–103) days 

C PPI ≥ 4 OS = 23±2.9 (17–29) days  

PALLIATIVE PROGNOSTIC SCORE (PAP)  

• The PaP uses the Karnofsky Performance 

Score (KPS) and 5 other criteria  

Dyspnea, Anorexia, KPS, Clinical 

Prediction of  Survivial (weeks), 

Total WBC (x109/L, Lymphocyte 

Percentage.  

 

Generate a numerical score from 0  
to 17.5 to predict 30 day survival 

(higher scores predict shorter 

survival). 

http://www.eperc.mcw.edu/EPERC/FastFactsIndex/ff_124.ht

m 

 Adjuvant online: breast cancer 

 ePrognosis: www.eprognosis.org 

PROGNOSIS WEB TOOL 

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
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Tools have high sensitivity and 

specificity when time were < 3 
months 

 The delivery of  prognostic information 

in a clear, sensitive, and compassionate 

manner and represents a longitudinal 

process of  communication rather than a 

single discussion. 

 

FORETELLING 

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  

DISCUSSING PROGNOSIS  

http://www.mcw.edu/FileLibrary/User/jrehm/fastfactpdfs/Concept013.pdf 

Guessing doesn’t work 

 

Avoiding doesn’t help.  

 

Bluntness almost always injure 

 

Be culturally and individually careful 

PITFALL IN TELL PROGNOSIS 

 Setting up the interview 

 Perception of  the patient 

 Invitation by the patient 

 Knowledge to the patient 

 Emotions of  the patient 

 Strategy and summary 

Technical language frequently unclear 

100 women with breast cancer: 73% misunderstood 

“median survival” 

No agreement on what a “good” chance of  survival 

meant numerically 

Medical jargon can make bad news worse 

 

THE MEDIAN IS NOT THE MESSAGE 
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Technical language frequently unclear 

100 women with breast cancer: 73% misunderstood 

“median survival” 

No agreement on what a “good” chance of  survival 

meant numerically 

Medical jargon can make bad news worse 

 

THE MEDIAN IS NOT THE MESSAGE 

PATIENTS’ ROLE 

CANCER DIAGNOSIS AND PROGNOSIS 

IN TAIWAN: PATIENT PREFERENCES 

VERSUS EXPERIENCES 

Psycho- Oncol ogy 13: 1–13 (2004) 

8 
WHO: บอกใคร ผูป่้วย VS ครอบครัว 

PATIENTS PREFERENCE FOR PROGNOSTIC 

DISCLOSURE 

INFORMATION NEEDS OF CANCER PATIENTS IN 

WEST SCOTLAND: CROSS 

SECTIONAL SURVEY OF PATIENTS' VIEWS 

BMJ 1996;313:724-6 

SLIDE 10 

Presented By Jennifer Temel at 2016 ASCO Annual Meeting 
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WHEN FAMILY SAYS:  

“DON’T TELL”  

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 

แนวทางการบอกการพยากรณโ์รค 

• ไม่จ  ำเป็นตอ้งบอก Prognosis ทุกคน,  แต่ควรบอกเสมอเม่ือพร้อม 
• แต่เป็นส่ิงท่ีควรมีกำรพูดคุย โดยให้ดูควำมพร้อมและควำมตอ้งกำรของผูป่้วย

เป็นหลกั 
• เวลำบอกควรแจง้ให้ผูป่้วยทรำบว่ำ ขอ้มูลท่ีเรำมีเป็นเพียงกำรประมำณจำก

ขอ้มูลทำงสถิติเท่ำนั้น อำจจะอยู่ไดน้ำนกว่ำหรืออำจจะอยู่ไดส้ั้นกว่ำท่ีเรำ
บอกก็เป็นไปได ้ทั้งน้ีข้ึนอยู่กบักำรด ำเนินโรคและภำวะแทรซอ้นต่ำงๆท่ี
อำจจะเกิดข้ึน ซ่ึงเป็นส่ิงท่ีเฉพำะตวัของผูป่้วยแต่ละคน 

• เวลำบอกไม่ควรบอกระยะเวลำท่ีเป็นตวัเลขแน่นอน เช่น เป็นเดือนๆ เป็น
สัปดำห์ หรือเป็นวนั 

• ส่ิงท่ีควรถำมเสมอหำกผูป่้วยถำมเร่ือง Prognosis คือ ตอ้งประเมินว่ำ
ผูป่้วยยงัมีส่ิงอะไรท่ีอยำกจะท ำอยู่หรือไม่ (Unfinished business 

• ฟังผูป่้วยอย่ำงตั้งใจและแสดง Empathy ขณะท ำกำรแจง้ Prognosis ทุก
คร้ัง พึงระลึกไวเ้สมอว่ำ ส่ิงท่ียำกอนัหน่ึงของผูป่้วยระยะสุดทำ้ย คือ
ควำมรู้สึกว่ำใชชี้วิตอยู่บนควำมไม่แน่นอนกบัควำมกงัวลกบัส่ิงต่ำงๆท่ี
อำจจะเกิดข้ึนในอนำคต  

• ทีมท่ีดูแลควรพยำยำมคน้หำควำมหมำยของค ำถำมท่ีซ่อนอยู่ ว่ำท  ำไม
ผูป่้วยถึงตอ้งกำรทรำบ Prognosis ของตวัเอง  

• กำรบอก Prognosis ไม่จ  ำเป็นตอ้งท ำลำยควำมหวงัของผูป่้วยเพรำะ
ควำมหวงัเป็นส่ิงท่ีมีค่ำ 

 

NOT ONLY PATIENTS 
 EVALUATED FAMILY ,TOO NOT ONLY PATIENTS, 

EVALUATED FAMILY TOO 
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Of  240 CGs (mean age=57 years), 156 (65%) were spouses/partners, 167 

(70%) were female: reported significant depression and anxiety, respectively.  

Ryan David, J Clin Oncol 33, 2015 (suppl 29S; abstr 224) 

• Clinician directed interventions 

• Early palliative care 

STRATEGIES 

EARLY PALLIATIVE CARE 

Presented By Jennifer Temel at 2016 ASCO Annual Meeting 

 Uncertainly has always been a 

challenge for the oncologists when 

formulating a prognosis. 

UNCERTAINLY OF PROGNOSIS IN 
ONCOLOGY 

N Engl J Med 2002; 346:92-98 
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ผูป่้วยหญงิ อายุ25ปี ไม่สูบบุหรี ่มาดว้ย right pleural effusion: stage IV 

EML4-ALK translocation  

 

2/12/57 8/2557 

TKI treatment OS 30.9 months (95% CI: 28.2–35.7) and 14.6% were 5-year 

survivors 

   JTO, April 2016Volume 11, Issue 4, Pages 556–565 

PERJETA AND HERCEPTIN BIND TO DIFFERENT DOMAINS ON HER2 

AND HAVE COMPLEMENTARY MECHANISMS OF ACTION 

Pertuzumab binds to subdomain II and inhibits ligand-dependent signalling1  

Trastuzumab binds to subdomain IV and inhibits ligand-independent intracellular signalling2 

The pertuzumab–trastuzumab combination offers a more comprehensive HER2 blockade3,4 

  
Figure adapted from: 1. Franklin MC, et al. Cancer Cell 2004; 5:317–328;  2. Junttila TT, et al. Cancer Cell 2010; 15:429–440;  

3. Nahta R, et al. Cancer Res 2004; 64:2343–2346; 4. Scheuer W, et al. Cancer Res 2009; 69:9330–9336;  

HER2 HER1, 3, 4 Trastuzumab 

Pertuzumab 

CLEOPATRA: CONFIRMATORY OS ANALYSIS OF PHASE III 

PERTUZUMAB STUDY 

 A second interim analysis of OS was performed with an 
additional 1 yr of follow-up (Results at median FU of 30 mos) 

 

 

 

 

 

Swain SM, et al. SABCS 2012. Abstract P5-18-26. 

Second Interim 

OS Analysis 

Pertuzumab 

Arm 
Placebo Ar m HR (95% CI) P Value 

3-yr estimated, %  66 50 0.66 (0.52-0.84) .0008 

Median OS, mos Not reached 37.6 

OS of  40.8 months in the placebo arm and 56.5 months 

in study arm 

    ESMO 2014 

PALLIATIVE IN TARGETED THERAPY ERA 

• Media and raise hopes in patients and among 

experts  

   Patel et al. 2014 

• www.mycancergenome.org can check the availability 

of  specific treatment options 

PALLIATIVE IN TARGETED THERAPY ERA 

Patients usually misled by incomplete or wrong information in the 

lay media. And dream to the new clinical trial.  

But, only about 3 % of  adults with advanced cancer enroll on 

trials. 

Because of  : 

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

comorbidities.  

2. In addition, clinical trials are usually conducted only in high-volume and 

highly experienced centers to ensure rapid accrual of  patients.  

3. Many new drugs usually give shortly time of  response 

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

 Townsley et al. 2005   
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PALLIATIVE IN TARGETED 
THERAPY ERA 

• 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 et al. 2013 

 

     

Presented By Jennifer Temel at 2016 ASCO Annual Meeting 

 Only some patients, not all can received the new treatments 

and mostly of  patients have transition to terminal stage. 

• Assess and follow up the clinical response and take action. 

HOW TO DO? 

CONCEPTUAL MODEL FOR 

INTEGRATION OF 

PALLIATIVE/SUPPORTIVE 

CARE IN ONCOLOGY 

The Oncologist 2012;17:267–273 

ELEMENTS OF PALLIATIVE CARE (PC) VS ONCOLOGIC CARE VISITS AT 

CLINICAL TURNING POINTS. (END OF LIFE) 

• Using prognostic tools can improve accuracy and 

reinforce clinical judgment. “Doctor initiating” 

• Practice assessing and communicating. 

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

• Unrealistic hope can destroy dreams and plans.  

• Closer to death, patients often want less information, 

whereas families need more.  

Toward the end of  life, things never stay the same for long; 

thus, it is crucial to review, revise, and refine.  

- Assess and follow up the clinical response and take action 

 

CONCLUSION 

“ I remember the moment when my overwhelming 

uneasiness yielded.  

Seven words from Samuel Beckett, began to repeat in my 

head, and the seemingly impassable sea of  uncertainty 

parted:  

“I can’t go on. I’ll go on.”  I 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. 

“I can’t go on. I’ll go on.”  I 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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