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Definmtion

s [hescience of estimating the likelihood of-an outcome (eg,
death, disability) due to a medical condition (e.g. cancer,
heart failure, COPD)

= The goal of accurate prognostication is to provide
patients better understanding of their expected
survival and-allow them to make informed medical
and social choices regarding their treatment path at
the end of life (life-prolonging or palliative), also to
give time to meet their psychological and spiritual
needs.



Sssues

= Not much information about Prognosis In most
medical textbooks

= Medical students and residents receive little
training In how to estimate or communicate
Prognosis

a Clinicians are reluctant to discuss prognostic
Information: negative effect on the patient-doctor
relationship, or the patient’s psychological state
by taking ‘the hope away’



s |_ack of certainty In prognostic information.

~ Avallable prognostic tools lack the accuracy,
generalizability, and usability for routine clinical use.

> Prognostic tools-are more accurate at predicting short
term than long term prognosis.



PRySICIan errors In prognostication

= A study confirmed that only 20% of physicians could
accurately predict the prognesis. ems 2000)

> Studies suggest that clinicians consistently
overestimate the survival

> Experienced clinicians better than less
experienced clinicians

> lconger durations of patient-physician
relationships associated with greater error In
predicting survival and a more optimistic
prognosis (can’t give up)



Physician biases such as:

Prior negative experience, ‘chagrin factor (e.g. telling
another patient she would die shortly, only to lbe wrong and
she lives for: years)

Over-reliance on the importance of one particular test (eg,
serum aloumin levels)

Enthusiasm for a new treatment (e.g. new chemo/immunge
therapeutic agents for advanced cancer)

More reliance on diagnostic predictors (e.g. type of cancer)
and demographic factors (e.g. age, gender) rather than
functional status of the patient (tend to predict better e.g. ADL,
|ADL)



Summary of studies comparing physicians' estimated survival to
patients' actual survival

Median i Estimated
] ) Median actual ]
Investigator estimated : survival/ actual

survival, weeks

survival, weeks survival

Parkes 1972
Evans 1985
Heyse-Moore 1987
Forster 1988
Maltoni 1994
Maltoni 1995
Oxenham 1998
Maltoni 1999
Christakis 2000




“WIT PDOESN'T LOOK oo soB! ™




RATIENIVEAMILY READINESS 11O
DISCUSS PROGNOSIS

= In a study of: 60 white, Chinese, LLatino, and African
American disabled older adults, 75 percent wanted to know
their prognosis; results were similar across all ethnic
groups.

= In another study of 214 adults living 1n the community with
end stage disease (Cancer, CRF, CCF, COPD etc), over half
of subjects wanted to discuss prognosis with their doctor.

(J Am Geriatric Soc. 2003)

s Clinicians should be aware about variation between
different cultures



\AINen: tor diISCUSS, PrOGNOSIS

= \When the patient Is not acutely 11l and be able to
process and understand iformation, and IS not
over\{vhelmed by anxiety due to a serious medical
event.

= Unfortunately, these discussions too, often are. initiated
after acute deteriorations or progression.of disease.

s Astudy-of 1231 Patle_nts with stage IV lung/colorectal
cancer found tha Fx])a_tlents who have end-of-life
discussions with their physician earlier than the last
month of life were less likely to receive highly:
aﬂgresswe care, such as hospitalizations and
chemotherapy. (i ciin oncology. 2012)



FIOW O AISCUSS PrEOGNOSIS

S — Set the stage
1. Clearly introduced herself/himself
2. Clearly stated his/her role in the care of the patient
P — Perception
1. Determined the level of knowledge the survivors possessed
prior to their arrival in the waiting room
2. Took note of the nevws receiver’'s vocabulary
| - Inform
1. EBriefly indicated the chronology of events leading up to the
death of the patient.
2. Used language appropriate for the survivor's culture and edu-
cational level
3. Awvoided using euphemisms
K- Knowledge
1. Allowed the survivor to react to the information and ask
questions or EXPress concerns.
2. Answered ALL guestions in the appropriate manner
E — Empathy
1. Used proper statements to show concern for the grieving
2. MValidated emotions of the grieving
S — Summary and Strategy
1. Avoided showing any physician guilt for the loss/poor prognosis
2. Established personal availability to answer guestions for the
survivor at a later date
3. Ended the discussion and departed in an appropriate manner.
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PrOGNOSTIC t00IS

Integration of clinician estimates, performance status and clinical
signs/symptoms is the best current tool of predicting survival among
palliative patients.

Most prognostication metrics are targeted at patients receiving palliative
care only; metrics that are focused on advanced cancer patients undergoing
active treatment are less common, and no specific tool is recommended.

Two separate studies used following prognostic criteria: KPS [>60 versus
<60], location of the primary cancer [breast versus non-breast], site of
metastatic disease [bone only versus others], number of metastatic sites,
low serum albumin, and LDH concentration (J Clin.Oncol 2008).

Systematic review (383 articles) of cancer presentations with a median
survival of six months or less showed little evidence that treatment
improved survival in the terminal stages of disease (J Palliat Med. Feb

2012)




Ictors of survival in patients with ac cancer under
palliative care

Index
Survival

Value | Median References

Karnofsky 10 to 7 to 16 Evans 1985, Maltoni 1994, Maltoni 1995, Reuben
Performance 20 days 1998, Morita 1999, Llobera 2000, Bruera 1992

Status 30to | 8 to 50
40 days

>50 50 to 90
days

Anorexia Present | <58 days | Maltoni 1995, Llobera 2000, Bruera 1992
Confusion Present | <38 days | Llobera 2000, Bruera 1992

Dysphagia Present | <30 days | Maltoni 1995

Dyspnea Present | <30 days | Maltoni 1995

Xerostomia Present | <50 days | Bruera 1992

Physician 3 30 days Parkes 1972, Heyse-Moore 1987, Christakis 2000
estimate months




PALLIATIVE PERFORMANCE SCALE (PP3)
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Palliative Prognostic Score

Dryepnsa

Ancrexia

Kamotiky Performance Stams

Clinzcal Prediction of
survival (weels)

<85
Total WBC (10 9 L)y Ba—11
=11

20— 4 B
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< 12 %
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A =70 %o
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Pirovano 1999, Glare 2004




Palliative Prognostic Indey
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Ralliative Prognostic Incex

Factor Partial score

PPS 10-20% &
PPS 30-50%

PPS >50%

Delirnnum

Dyspnoea at rest

Oral intake mouthfuls or less

Oral intake reduced but more than mouthfuls
Oral intake normal

Oedema




Ralliative Prognostic Inadex

= Higher the score, worse the prognosis.

= SCOre > 6, 3 week survival Is predicted with a
sensitivity of 80% and a specificity. of 85%.

= Prospective study on prognostication based on clinical
experience (N=150) vs. employing the PPl (N=108),
demonstrated a reduction In incorrect survival
prediction by 28 days or more (42% Vs 23%, P<0.01).

Morita et al. Palliative Medicine; September 2001.



AlN ol our Study

s Revalidation of the Index.

m Assess the usefulness of the Index in Cancer
and Non-Cancer Palliative patient population.

= Assess the usefulness of the weekly scoring of
the Index.



Nethods

= 106 patients admitted over a three month period in 16 bedded palliative
care unit were included in the study.

= W0 main categories: (A) Cancer diagnosis (B) Non-cancer diagnosis
= Further subgroups based on the PPI score on admission:

> Group 1: PPI <4

> Group 2: PPl of >4 but <6

> Group 3: PPl of > 6.

= During admission, the PPI score was reassessed and recorded each week.

= Outcome of each patient was recorded.



Results & Category A (Cancer:
patients)
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Results:

INOTTE
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Positive Predictive Negative Sensitivity Specificity
Value Predictive Value

Thaker Stone Morita  Thaker Stone Morita Thaker Stone Morita Thaker Stone Morita




= Cancer patients with lower PPI'(< 4) on admission had
average survival of >6 weeks.

= 12 patients had PPl changed.throughout the admission,
from lower: PPIto higher PPI. It helped to predict
changing prognosis and notify patients and' their
families in time.

= Dynamic PPI scoring Is also beneficial for discharge
planning If low score remains stable during admission.

= PPl Is not helpful in non-cancer diagnosis.



stummary/

Prognostication in advanced cancer: patients Is a difficult but
critically important task.

Integration of clinician estimates with performance status and
clinical signs/symptoms (e.g. PPI) is the best way. of predicting
Prognosis.

IMost prognostication metrics are targeted at patients receiving
palliative care only.

There Is little evidence that the survival of patients with-a
purely palliative approach are different compared with patients
on anticancer therapy.

Prognostic studies are required on patients withradvanced
cancer undergoing active treatment.



THANK Y OU

"I said you had three months to live, and I meant it.”
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