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Abstract

IMPORTANCE A poor prognostic understanding regarding curability is associated with lower odds
of hospice use among patients with cancer. However, the association between poor prognostic
understanding or prognostic discordance and health care use among older adults with advanced
incurable cancers is not well characterized.

OBJECTIVE To evaluate the association of poor prognostic understanding and patient-oncologist
prognostic discordance with hospitalization and hospice use among older adults with
advanced cancers.

DESIGN, SETTING, AND PARTICIPANTS This was a post hoc secondary analysis of a cluster
randomized clinical trial that recruited patients from October 29, 2014, to April 28, 2017. Data were
collected from community oncology practices affiliated with the University of Rochester Cancer
Center National Cancer Institute Community Oncology Research Program. The parent trial enrolled
541 patients who were aged 70 years or older and were receiving or considering any line of cancer
treatment for incurable solid tumors or lymphomas; the patients’ oncologists and caregivers (if
available) were also enrolled. Patients were followed up for at least 1 year. Data were analyzed from
January 3 to 16, 2021.

MAIN OUTCOMES AND MEASURES At enrollment, patients and oncologists were asked about
their beliefs regarding cancer curability (100%, >50%, 50%, <50%, and 0%; answers other than 0%
reflected poor prognostic understanding) and life expectancy (�6 months, 7-12 months, 1-2 years,
2-5 years, and >5 years; answers of >5 years reflected poor prognostic understanding). Any
difference between oncologist and patient in response options was considered discordant.
Outcomes were any hospitalization and hospice use at 6 months captured by the clinical research
associates.

RESULTS Among the 541 patients, the mean (SD) age was 76.6 (5.2) years, 264 of 540 (49%) were
female, and 486 of 540 (90%) were White. Poor prognostic understanding regarding curability was
reported for 59% (206 of 348) of patients, and poor prognostic understanding regarding life
expectancy estimates was reported for 41% (205 of 496) of patients. Approximately 60% (202 of
336) of patient-oncologist dyads were discordant regarding curability, and 72% (356 of 492) of
patient-oncologist dyads were discordant regarding life expectancy estimates. Poor prognostic
understanding regarding life expectancy estimates was associated with lower odds of hospice use
(adjusted odds ratio, 0.30; 95% CI, 0.16-0.59). Discordance regarding life expectancy estimates was
associated with greater odds of hospitalization (adjusted odds ratio, 1.64; 95% CI, 1.01-2.66).
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Abstract (continued)

CONCLUSIONS AND RELEVANCE This study highlights different constructs of prognostic
understanding and the need to better understand the association between prognostic
understanding and health care use among older adult patients with advanced cancer.

TRIAL REGISTRATION ClinicalTrials.gov Identifier: NCT02107443
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Introduction

Prognostic understanding refers to the perception of prognosis (ie, curability or life expectancy
estimates). Patients with incurable cancers who perceive their cancers as curable or overestimate
their survival may be more willing to accept life-extending therapy,1,2 may have a lower likelihood of
having a do-not-resuscitate order,3 and may be less likely to receive or want hospice care at the end
of life.4,5 Therefore, ensuring that patients with advanced cancers have an accurate understanding
of their prognosis (or promoting acceptance of their prognosis) is essential for treatment decision-
making, advance care planning, and psychological support.

Various methods have been used to assess prognostic understanding. Many studies have
assessed the prognostic understanding only of patients,6 although some have also included
oncologist and caregiver assessments.7,8 Those that focused only on patient understanding often
used the term poor prognostic understanding or poor prognostic awareness, while those evaluating
prognostic understanding between 2 people (eg, patients vs oncologists, patients vs caregivers, or
oncologists vs caregivers) used the term prognostic discordance or prognostic disagreement,
indicating differences between 2 individuals. Prognostic understanding, whether of the patient only
or in the evaluation of prognostic discordance between 2 people, is commonly assessed regarding
curability (or treatment goals that include curability) and life expectancy estimates.

More than 60% of patients with a new diagnosis of cancer are aged 65 years or older, and
approximately 70% of all cancer deaths occurred among adults aged 65 years or older.9 Many older
adults have age-related conditions, such as functional and cognitive impairments, that may influence
communication, thereby affecting prognostic understanding and prognostic discordance. Studies
have also shown that older adults have a lower awareness of their diagnosis and prognosis than their
younger counterparts.10-12 There are also oncologist-related factors associated with prognostic
communication and understanding (eg, lack of confidence in responding to patients’ emotions
during prognostic discussion and overestimation of prognosis).8,13 Despite these findings, to our
knowledge, few studies have focused on prognostic understanding among older adults and
prognostic discordance between older adults and clinicians.8,14-16 Furthermore, the association
between poor prognostic understanding or prognostic discordance and health care use among older
adults with advanced incurable cancers is not well characterized.15 Studies have shown that
disagreements between patient and physician in various aspects of care can be associated with
negative outcomes, such as diminished trust in the physician, dissatisfaction with the visit, lack of
adherence to treatment, higher rates of hospitalization, and increased risk of death.17-20

In this study, we focused on prognostic understanding in older adults with advanced cancer.
Specifically, we aimed to evaluate (1) the prevalence of poor prognostic understanding and
prognostic discordance, (2) the association between prognostic understanding and prognostic
discordance, and (3) the association of poor prognostic understanding and prognostic discordance
with hospitalization and hospice use.
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Methods

Study Design, Setting, and Participants
We performed a post hoc secondary analysis of a cluster randomized clinical trial that assessed the
effect of geriatric assessment (GA) and GA-guided recommendations on communication and
satisfaction among older adult patients with advanced cancer, their caregivers, and oncologists
(ClinicalTrials.gov: NCT02107443).21 Results from the parent study have been published previously,
including the study flow diagram, methods, types of randomization, assessments of the primary and
secondary outcomes, and determination of sample size.21 The primary study was conducted within
the University of Rochester Cancer Center National Cancer Institute Community Oncology Research
Program Research Base Network. The primary study recruited patients who were aged 70 years or
older, had a diagnosis of an incurable stage III or IV solid tumor or lymphoma, had at least 1 impaired
GA domain, and were considering or receiving any kind of cancer treatment. The study did not
specifically define incurable, and the definition was based on the oncologist’s judgment. The
patient’s oncologist and caregiver (if available) were also enrolled in the study. A total of 31
community oncology practices participated in the study between October 29, 2014, and April 28,
2017 (eTable 1 in Supplement 1). The institutional review boards of the University of Rochester and
all participating sites approved this study. All participants provided written informed consent. This
report follows the Consolidated Standards of Reporting Trials (CONSORT) reporting guideline for
randomized clinical trials.22

Primary Exposures: Poor Prognostic Understanding and Prognostic Discordance
At enrollment, patients and oncologists were asked about their beliefs about the curability of the
cancer: “What do you believe are the chances the cancer will go away and never come back with
treatment?” Response options were 100%, more than 50%, 50%, less than 50%, 0%, or uncertain.
Patients and oncologists were also asked: “Considering your (the patient’s) health, and your (the
patient’s) underlying medical conditions, what would you estimate your (the patient’s) overall life
expectancy to be?” Response options were 6 months or less, 7 to 12 months, 1 to 2 years, 2 to 5 years,
and more than 5 years. Both questions were adapted from prior studies.7,23 Any response other than
0% for curability was considered poor prognostic understanding regarding curability (answers of
uncertain were excluded). Response of life expectancy more than 5 years was considered poor
prognostic understanding regarding life expectancy estimates (Figure 1). We chose this most
conservative definition because the study population of older adults had a variety of advanced
cancers (median survival from 6 months to >5 years depending on the cancer type).24-26

Figure 1. Definitions of Poor Prognostic Understanding and Prognostic Discordance
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Prognostic discordance regarding curability was defined as the presence of any patient-
oncologist difference in their numerical responses; missing or uncertain responses were excluded
from this analysis. Similar definitions were used to establish prognostic discordance regarding life
expectancy estimates (uncertain was not a response option) (Figure 1).

Outcome Variables: Any Hospitalization and Hospice Use
Any hospitalization for any reason within the first 6 months of enrollment was captured by the
clinical research associates at each site. Clinical research associates completed forms at 4 to 6 weeks,
3 months, and 6 months. When available, dates of hospitalization were captured. We also collected
data on hospice use and dates of hospice, if available, for the first 6 months. Although patients could
withdraw from the study at any time, data on hospitalization and hospice use were collected unless
patients signed a written form informing the study team that they no longer wanted their health care
data to be collected.

Covariates
Covariates included patient demographic information (age, sex, race and ethnicity, educational level,
marital status, and annual household income), clinical data (cancer types), and age-related conditions
as measured using a GA. Race and ethnicity was self-reported by participants, and options were
predefined by the investigator. Data on race and ethnicity were collected to better understand the
characteristics of the participants and whether they were associated with outcomes of interest. The
GA domains included comorbidity, functional status, physical performance, cognition, instrumental
social support, polypharmacy, psychological health, and nutrition. These GA domains have been
described previously.27 The GA domains were assessed using validated tools and thresholds for
impairment. Patients completed the self-reported portions of the GA. Clinical research associates
performed the objective assessment portions of the GA. We included these covariates because they
may be associated with prognostic understanding as well as with health care use.14,28-37

Statistical Analysis
Statistical analysis was conducted from January 3 to 16, 2021. After describing the population and
prognostic understanding and prognostic discordance using descriptive analyses, we used the χ2 test
to evaluate the association between prognostic understanding and prognostic discordance. We used
the t test (for continuous variables) and the χ2 test or the Fisher exact test (for categorical variables)
to assess whether poor prognostic understanding or prognostic discordance and the individual
covariates were associated with hospitalization and use of hospice. We then used generalized
estimating equations with a logistic model specification to estimate the bivariate and multivariable
associations; the latter were adjusted for demographic characteristics, cancer type, study group, and
age-related conditions and accounting for clustering at the practice level. We created 4 separate
models for each outcome (ie, poor prognostic understanding regarding curability and life expectancy
estimates and prognostic discordance regarding curability and life expectancy estimates). Uncertain
responses were not included in the curability models because we examined discordance using
numerical data.

We performed several sensitivity analyses. First, for prognostic understanding regarding
curability, we examined the odds ratio (OR) and 95% CI comparing individual response options with
a response of 0% (responses of uncertain were excluded). For prognostic understanding regarding
life expectancy estimates, we examined the OR and 95% CI comparing individual response options
with a response of 6 months or less. These analyses allowed us to examine dose-response
associations for both hospitalization and hospice use. Second, for prognostic discordance, we
collapsed our exposure variables in the following ways: (1) beliefs about curability (0% vs
>0%-100%) and (2) life expectancy estimates (�12 months vs 1-2 years vs 2 to >5 years). We then
redefined prognostic discordance regarding curability and life expectancy estimates if there was any
patient-oncologist difference in the response options, and we repeated the generalized estimating

JAMA Network Open | Geriatrics Association of Prognostic Understanding With Health Care Use Among Older Adults With Advanced Cancer

JAMA Network Open. 2022;5(2):e220018. doi:10.1001/jamanetworkopen.2022.0018 (Reprinted) February 18, 2022 4/13

Downloaded from jamanetwork.com by The University Of North Carolina Chapel Hill user on 01/17/2024



equation models. All P values were from 2-sided tests, and the results were considered statistically
significant at P < .05. All statistical analyses were conducted using the SAS software package, version
9.3 (SAS Institute Inc).

Results

Demographics and Clinical Variables
The primary cluster randomized trial included 541 patients. The characteristics of the sample have
been described previously.27 In brief, the mean (SD) patient age was 76.6 (5.2) years, 264 of 540
(49%) were female, 486 of 540 (90%) were White, and 279 of 540 (52%) had at least some college
education (eTable 2 in Supplement 1). The most common cancer types were lung (137 of 540 [25%])
and gastrointestinal cancer (129 of 540 [24%]).

Prognostic Understanding Regarding Curability and Life Expectancy Estimates
Figure 2A and B show the distribution of prognostic understanding regarding curability and life
expectancy estimates by both patients and oncologists. Prognostic understanding regarding
curability by patients has been reported previously (Figure 2A).14 Of the 348 patients who provided
numerical responses for curability, 206 (59%) demonstrated poor prognostic understanding
regarding curability.14 Poor prognostic understanding regarding life expectancy estimates was
reported for 41% of patients (205 of 496). Table 1 shows the agreement between patients and
oncologists within the individual response options.

Among dyads who provided numerical responses, prognostic discordance regarding curability
occurred in 60% (202 of 336), and prognostic discordance regarding life expectancy estimates
occurred in 72% (356 of 492). Most discordances were due to patients estimating a higher chance of
curability (89% [179 of 202]) and greater life expectancy (87% [308 of 356]) than oncologists.

Association Between Prognostic Understanding Regarding Curability
and Life Expectancy Estimates
There was an association between prognostic understanding regarding curability and life expectancy.
Among the 206 patients with poor prognostic understanding regarding curability, 106 of 199 (53%;
7 patients had missing data) also had poor prognostic understanding regarding life expectancy
estimates (P < .001, assessed by use of the χ2 test). Among the 205 patients with poor prognostic
understanding regarding life expectancy estimates, 106 of 133 (80%; 72 patients had missing data

Figure 2. Distribution of Prognostic Understanding Regarding Curability and Life Expectancy Estimates
Reported by Patients and Oncologists
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A, Patients and oncologists were asked about their
beliefs about the curability of the cancer: “What do you
believe are the chances the cancer will go away and
never come back with treatment?” Any response other
than 0% for curability was considered poor prognostic
understanding regarding curability (59% [206 of 348];
responses of uncertain were excluded). B, Patients and
oncologists were asked: “Considering your (the
patient’s) health, and your (the patient’s) underlying
medical conditions, what would you estimate your (the
patient’s) overall life expectancy to be?” Response of
life expectancy of more than 5 years was considered
poor prognostic understanding regarding life
expectancy estimates (41% [205 of 496]).
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mostly due to selecting uncertain response) also had poor prognostic understanding regarding
curability (P < .001, assessed by use of the χ2 test).

Association Between Prognostic Understanding and Prognostic Discordance
For curability, poor prognostic understanding was positively associated with prognostic discordance
(Table 2). Among the 19 patients who believed their curability to be 0% and were discordant with
their oncologist, 17 oncologists believed the patient’s cancer curability to be less than 50%, 1 believed
it to be 50%, and 1 believed it to be more than 50% (P < .001, assessed by use of the χ2 test).

Similarly, for life expectancy estimates, poor prognostic understanding was positively
associated with prognostic discordance. Among the 5 patients who estimated their life expectancy
to be 6 months or less and were discordant with their oncologist, 4 oncologists estimated the
patient’s life expectancy to be 7 to 12 months and 1 oncologist estimated it to be 1 to 2 years.

Table 1. Patient and Oncologist Beliefs About Curability and Estimates of Overall Life Expectancy

Oncologist beliefs about curability, % (N = 521)a

Patient beliefs about curability 100% >50% 50% <50% 0% Uncertain

100% 0 0 0.4 1.3 3.3 0.4

>50% 0.2 1.5 0.8 2.1 5.0 0.6

50% 0 0.4 0 2.7 8.8 0.2

<50% 0 0.2 0 1.3 10.0 0.2

0% 0 0.2 0.2 3.3 22.8 0.6

Uncertain 0 0.4 0.4 4.0 27.8 1.0

Oncologist estimates of overall life expectancy, % (N = 492)a

Patient estimates of overall life expectancy 0-6 mo 7-12 mo 1-2 y 2-5 y >5 y NA

≤6 mo 0.2 0.8 0.2 0 0 NA

7-12 mo 1.0 2.9 2.4 0.6 0.4 NA

1-2 y 0.8 6.9 8.5 1.8 0.6 NA

2-5 y 0.8 4.7 13.2 9.8 2.9 NA

>5 y 1.8 5.9 14.0 13.4 6.3 NA

Abbreviation: NA, not applicable.
a Missing responses from either oncologist or patient

were excluded.

Table 2. Associations Between Prognostic Understanding and Prognostic Discordance Regarding Curability
and Life Expectancy Estimates

Estimate Discordance Concordance P valuea

Patient estimates of curability

No. 202 134 NA

0% 19 (9) 119 (89)

<.001

<50% 53 (26) 7 (5)

50% 62 (31) 0

>50% 42 (21) 8 (6)

100% 26 (13) 0

Poor prognostic understanding regarding curability 183 (91) 15 (11)

Do not have poor prognostic understanding regarding curability 19 (9) 119 (89)

Life expectancy estimates by patients

No. 356 136 NA

≥6 mo 5 (1) 1 (1)

<.001

7-12 mo 22 (6) 14 (10)

1-2 y 50 (14) 42 (31)

2-5 y 106 (30) 48 (35)

>5 y 173 (49) 31 (23)

Poor prognostic understanding regarding life expectancy
estimates

173 (49) 31 (23)

Do not have poor prognostic understanding regarding life
expectancy

183 (51) 105 (77) Abbreviation: NA, not applicable.
a Assessed by use of the χ2 test.
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Hospitalization and Hospice Use
Of the 541 patients, 130 (24%) were hospitalized within the first 6 months of enrollment (eTable 2 in
Supplement 1). A total of 82 patients (15%) used hospice within the first 6 months of enrollment
(eTable 3 in Supplement 1).

Poor Prognostic Understanding, Prognostic Discordance, and Hospitalization
On bivariate analyses, poor prognostic understanding regarding life expectancy estimates was
associated with lower odds of hospitalization (OR, 0.66; 95% CI, 0.48-0.89) (Table 3). On
multivariable analyses, the association of poor prognostic understanding regarding life expectancy
estimates and hospitalization was no longer significant (adjusted OR [AOR], 0.74; 95% CI,
0.50-1.08). Prognostic discordance regarding life expectancy estimates was associated with greater
odds of hospitalization (AOR, 1.64; 95% CI, 1.01-2.66).

Poor Prognostic Understanding, Prognostic Discordance, and Hospice Use
On bivariate analyses, poor prognostic understanding regarding curability and life expectancy
estimates were both associated with lower odds of hospice use (curability: OR, 0.67; 95% CI, 0.48-
0.92; life expectancy: OR, 0.25; 95% CI, 0.13-0.47) (Table 3). On multivariable analyses, poor
prognostic understanding regarding life expectancy estimates was associated with lower odds of
hospice use (AOR, 0.30; 95% CI, 0.16-0.59).

In sensitivity analyses, a dose-response association was noted for the associations between life
expectancy estimates and hospice use (eTable 4 in Supplement 1). Prognostic discordance regarding
life expectancy estimates (after variables have collapsed and prognostic discordance was redefined)
was associated with greater odds of hospitalization (eTable 5 in Supplement 1).

Discussion

In this secondary analysis of more than 500 older adults with advanced incurable cancers, we found
that poor prognostic understanding and prognostic discordance regarding curability and life
expectancy estimates were associated but were not the same. Prognostic discordance regarding life
expectancy estimates was associated with greater odds of hospitalization, while poor prognostic
understanding regarding life expectancy estimates was associated with lower odds of hospice use; in
multivariable models, these patterns were not observed regarding curability estimates.

Studies have used differing methods and definitions of prognostic understanding and
prognostic discordance as well as different patient populations, yielding prevalences ranging from
0% to 96%.6,38,39 Therefore, comparison across studies is challenging. We have shown that

Table 3. Bivariate and Multivariable Associations of Poor Prognostic Understanding and Prognostic
Discordance Regarding Curability and Survival Estimates With Hospitalization and Hospice Use

Outcome

Odds ratio (95% CI)

Bivariate analysesa
Multivariable analyses,
adjustedb

Hospitalization

Poor prognostic understanding regarding curability 0.71 (0.46-1.11) 0.77 (0.49-1.21)

Poor prognostic understanding regarding life expectancy
estimates

0.66 (0.48-0.89) 0.74 (0.50-1.08)

Prognostic discordance regarding curability 0.80 (0.48-1.34) 0.87 (0.50-1.53)

Prognostic discordance regarding life expectancy estimates 1.50 (0.94-2.37) 1.64 (1.01-2.66)

Hospice use

Poor prognostic understanding regarding curability 0.67 (0.48-0.92) 0.76 (0.51-1.12)

Poor prognostic understanding regarding life expectancy
estimates

0.25 (0.13-0.47) 0.30 (0.16-0.59)

Prognostic discordance regarding curability 0.76 (0.54-1.07) 0.78 (0.50-1.22)

Prognostic discordance regarding life expectancy estimates 1.25 (0.84-1.86) 1.27 (0.73-2.20)

a Accounting for clustering at the practice level.
b Adjusted for demographic characteristics, cancer

type, study group, and age-related conditions and
accounting for clustering at the practice level.

JAMA Network Open | Geriatrics Association of Prognostic Understanding With Health Care Use Among Older Adults With Advanced Cancer

JAMA Network Open. 2022;5(2):e220018. doi:10.1001/jamanetworkopen.2022.0018 (Reprinted) February 18, 2022 7/13

Downloaded from jamanetwork.com by The University Of North Carolina Chapel Hill user on 01/17/2024

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.0018&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.0018
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.0018&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.0018
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.0018&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.0018
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.0018&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.0018


between 41% and 72% of older adults had poor prognostic understanding. Other studies focusing on
older adults have demonstrated a similar prevalence. In a single-center study15 of patients aged 70
years or older with advanced gastrointestinal cancers, poor prognostic understanding was assessed
in the form of illness perceptions and treatment goals (or curability); 50.5% of patients reported a
non–terminally ill status, and 36.0% reported a curative treatment goal. In a study of patients aged
60 years or older with acute myeloid leukemia at 2 institutions, prognostic discordance in the form of
curability occurred in 67% of patient-oncologist dyads.16 Overall, studies suggest that poor
prognostic understanding and prognostic discordance are common and context specific, and they
are likely due to both the patient’s understanding of their illness (eg, not wanting to know their
prognosis, fixed beliefs, or inaccurate interpretation of prognostic information) and the quality of
communication between oncologist and patient (eg, avoidance of a prognostic discussion).40,41 In
this sample of older patients with incurable advanced cancer, more than 20% of oncologists thought
that there was at least some chance of curability, with 4.5% selecting 50% or more. Prior studies
have shown that oncologists may have difficulty estimating prognosis, and their estimates were
often more optimistic than actual patient survival, although their estimates tended to be more
accurate than patients’ estimates.42,43

Studies on the association between prognostic understanding and hospitalization are lacking.
Among older patients with advanced gastrointestinal cancers, those who had poor prognostic
understanding (ie, those who selected non–terminally ill status) had a lower risk of hospitalization.15

Although not statistically significant (because the 95% CI crosses 1), our results also suggested that
patients with poor understanding regarding life expectancy estimates may be less likely to be
hospitalized. These patients perceived themselves as likely to live longer, and their positive
perceptions may have been because of a better underlying health status, which might confer a lower
risk of hospitalization. For more than 4500 older adults, a positive self-perception of aging (which
likely is associated with survival expectations) in and of itself was also associated with a lower rate of
hospitalization.44 We found that prognostic discordance regarding life expectancy estimates was
associated with increased hospitalization, possibly reflecting poor communication associated with
worse health status and patient preferences for more intensive treatment at the end of life.45

Poor prognostic understanding regarding curability has previously been shown to be associated
with lower use of hospice.1 Similarly, we showed that poor prognostic understanding regarding life
expectancy estimates was associated with lower odds of hospice use, which was further supported
by a dose-response association. Although the association between prognostic understanding
regarding curability and hospice use was not statistically significant on multivariable analyses, the
directionality was similar. The lack of statistical significance may be because of insufficient sample
size and follow-up. Some of our patients may have used hospice beyond the study follow-up period,
which was not captured.

Strengths and Limitations
This study had some strengths. The major strength was its inclusion of more than 500 older adults
with advanced incurable cancer recruited from community oncology practices in the United States.
Our study demonstrated differences between prognostic understanding and prognostic discordance
regarding curability and life expectancy estimates. Although poor prognostic understanding and
prognostic discordance regarding life expectancy estimates were positively associated, their
associations with health care use differed, suggesting that prognostic understanding obtained from
patients alone may be different from comparison of prognostic understanding between patients and
oncologists. Given the high prevalence of poor prognostic understanding discordance, our findings
also highlight the need to design multimodal interventions to address this discordance in older adults
with advanced cancer. These interventions should aim at improving communication about prognosis
with appropriate support provided.23,46-48

This study also has several limitations. First, we recruited primarily non-Hispanic White and well-
educated patients. Based on prior studies, poor prognostic understanding and discordance were
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more prevalent in minority racial and ethnic populations.7,8 Second, given that we recruited a
heterogeneous sample of older patients with advanced cancer, it was challenging to define poor
prognostic understanding in the form of life expectancy estimates. Although we used a uniform
method regardless of cancer type and the most conservative approach (ie, >5 years, as most older
patients would not have lived beyond 5 years), it is likely that a larger number of patients could have
been considered to have poor prognostic understanding (eg, those with pancreatic cancer who
chose 2-5 years). Incurable cancer was one of the eligibility criteria for the study, but approximately
22% of oncologists selected a response other than 0% for curability. Reasons for this selection are
unclear, but it is possible that oncologists want to retain a sense of hope and that there were
insufficient response options (eg, 1%-10%) to capture this hopefulness, or that, in some cancers
previously designated as incurable (eg, oligometastatic colon cancer), a small chance of curability
may be possible. Third, while 1 oncologist-patient encounter was recorded for each patient, these
encounters may not have focused on discussions of prognosis between patients and oncologists.
Future work that investigates prognostic understanding should capture these important
conversations. Fourth, we did not adjust for multiple comparisons given the exploratory nature of
our study.

Conclusions

Poor prognostic understanding in the form of life expectancy estimates was associated with lower
odds of hospice use. Prognostic discordance in the form of life expectancy estimates was associated
with greater odds of hospitalization. Our study highlighted different constructs of prognostic
understanding and demonstrated the need to assess all of these components in future studies to
better understand the associations between prognostic understanding and health care use.
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