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Caring for older patients is increasingly complex with grow-
ing levels of multimorbidity and risks associated with poly-
pharmacy.! Communicating the potential harms of various
screening, testing, and treatment options is important
for older people, because these may outweigh the benefits
when life expectancy is taken into account.” For example, a
population-based survey of older U.S. adults reported over-
screening in prostate, breast, cervical, and colorectal cancer,
and more than 30% of participants with a very high risk of
mortality had recently been screened for cancer.® The risks
associated with screening are poorly understood, and socie-
tal and cultural beliefs influence the belief that prevention is
better than a cure.*® As a result, patients with a limited life
expectancy are exposed to risks of harm, such as anxiety
and discomfort associated with screening, procedural com-
plications, and further invasive testing after a false-positive
test result.>®” The inconvenience and cost of undergoing
unnecessary cancer screening also can be a burden for older
patients. Clinical guidelines are increasingly incorporating
life expectancy predictions rather than strict age cutoffs
into clinical decision-making tools, reflecting the impor-
tance of this issue.**

Physicians commonly estimate a patient’s life expec-
tancy based on the patient’s history and the physician’s
clinical knowledge and intuition, although they do not
always share these estimates with the patient.!”! Research
has shown that physicians’ prognostic estimates are often
inaccurate and optimistically biased.!”'*!* Among U.K.
family physicians, qualitative research shows that identi-
fying patients with nonmalignant disease who were likely
to die within the next year was especially challenging, and
that poor communication between physicians in primary
and secondary care is a barrier."* Several barriers to dis-
cussing life expectancy include uncertainty in prognostic
estimates, limited time to broach this sensitive topic, and
concerns about upsetting the patient or getting negative
reactions."

Tools have been developed to support family physi-
cians in estimating life expectancy and having these
conversations. These range from the “Surprise Question”
approach, which asks physicians, “Would I be surprised if
this patient died in the next 12 months?”, to clinical pre-
diction rules that use multiple predictors to estimate the
probability of a patient’s death occurring within a defined
period of months or years.!>' To date, a number of clinical

prediction rules for all-cause mortality in primary care
have been developed, with several demonstrating good
predictive accuracy in the populations for which the clini-
cal prediction rule was derived and validated.®

One recently developed tool, QMortality (https://www.
gmortality.org), uses demographic, clinical, and social
variables to predict short-term mortality and is designed to
be integrated into computerized decision support systems,
allowing for an automated calculation of risk.”” In 500,000
family practice patients in England, discrimination (mea-
sured by the c-statistic) was calculated to assess the abil-
ity of the QMortality model to differentiate between those
who died and those who did not.">'” C-statistics of 0.85
for women and 0.84 for men were reported, indicating
good predictive accuracy. There is potential to externally
validate this tool in other geographic settings such as the
United States.'” More research is needed to test the impact
of such tools on processes of care and patient outcomes.'®

Past research indicates that patients are open to discuss-
ing life expectancy with their physician.’** However, a
recent nationally representative study of older U.S. adults
found that when presented with a hypothetical patient
with limited life expectancy, most of the participants did
not want to discuss life expectancy.* Qualitative research
indicates that patients who did not want to discuss life
expectancy were concerned about the emotional burden of
“knowing” and the negative effect a discussion could have
on their emotional state.””?! In qualitative studies explor-
ing cancer screening, older patients expressed doubt about
their physician’s ability to accurately predict life expec-
tancy, and patients lacked understanding of the role of life
expectancy in cancer screening.”**>*

When patients are open to discussing life expectancy,
their motivations include the ability to plan and to prepare
for the end of life, to maintain open communication with
their physician, to make medical or health-related deci-
sions, and to make the most of the time they have left."*
Preferences about the timing and content of discussions
on life expectancy can vary."”* In a recent survey of U.S.
adults, many participants were uncomfortable at the pros-
pect of stopping cancer screening, even when they were
provided with detailed information on why screening may
be of low benefit.> However, patients with higher trust in
their physicians were more likely to be comfortable with
stopping the screening.”

Evidence shows that physicians need more training in
discussing life expectancy, and there are resources avail-
able to support this process for certain conditions such as
cancer.'»**?¢ For example, ePrognosis (https://eprognosis.
ucsf.edu) provides guidance on how to incorporate prog-
nosis into discussions about cancer screening for older

Downloaded from the American Family Physician website at www.aafp.org/afp. Copyright © 2019 American Academy of Family Physicians. For the private, noncom-
mercial use of one individual user of the website. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.



EDITORIALS

adults, covering topics such as addressing uncertainty in
estimating life expectancy and making a recommendation
based on patient values and individual risk factors.

Future research should focus on developing improved
tools to assist physicians in predicting life expectancy
and to support shared decision-making with patients.
Although prediction tools are important, obtaining patient
perspective on the use of prediction tools and preferences
about discussions of life expectancy is critical.

Address correspondence to Emma Wallace, MB, BAO, BCh,
BMedSci, PhD, MICGP, at emmawallace@rcsi.ie. Reprints are
not available from the authors.

Author disclosure: No relevant financial affiliations.

References

1. Marengoni A, Angleman S, Melis R, et al. Aging with multimorbidity: a
systematic review of the literature. Ageing Res Rev. 2011;10(4):430-439.

2. Bell NR, Grad R, Dickinson JA, et al. Better decision making in preven-
tive health screening: balancing benefits and harms. Can Fam Physi-
cian. 2017;63(7):521-524.

3. Royce TJ, Hendrix LH, Stokes WA, Allen IM, Chen RC. Cancer screening
rates in individuals with different life expectancies. JAMA Intern Med.
2014;174(10):1558-1565.

4. Torke AM, Schwartz PH, Holtz LR, Montz K, Sachs GA. Older adults and
forgoing cancer screening: ‘I think it would be strange.” JAMA Intern
Med. 2013;173(7):526-531.

5. Stacey D, Légaré F, Lewis K, et al. Decision aids for people facing health
treatment or screening decisions. Cochrane Database Syst Rev. 2017,
(4).CD001431.

6. Kaczmarek E. How to distinguish medicalization from over-
medicalization [published online June 27, 2018]? Med Health
Care Philos. Accessed January 3, 2019. https://link.springer.com/
article/10.1007%2Fs11019-018-9850-1

. Cullen J, Schwartz MD, Lawrence WF, Selby JV, Mandelblatt JS. Short-
term impact of cancer prevention and screening activities on quality of
life. J Clin Oncol. 2004;22(5):943-952.

8. Yourman LC, Lee SJ, Schonberg MA, Widera EW, Smith AK. Prognos-
tic indices for older adults: a systematic review. JAMA. 2012;307(2):
182-192.

9. Salzman B, Beldowski K, de la Paz A. Cancer screening in older
patients. Am Fam Physician. 2016;93(8):659-667. https://www.aafp.org/
afp/2016/0415/p659.html

10. White N, Reid F, Harris A, Harries P, Stone P. A systematic review of pre-
dictions of survival in palliative care: how accurate are clinicians and
who are the experts? PLoS One. 2016;11(8):e0161407.

11. Schoenborn NL, Bowman TL I, Cayea D, Pollack CE, Feeser S, Boyd C.
Primary care practitioners’' views on incorporating long-term prognosis
in the care of older adults. JAMA Intern Med. 2016;176(5):671-678.

~

266 American Family Physician

www.aafp.org/afp

12. Christakis NA, Lamont EB. Extent and determinants of error in doctors’
prognoses in terminally ill patients: prospective cohort study. BMJ.
2000;320(7233):469-472.

13. Clarke MG, Ewings P, Hanna T, Dunn L, Girling T, Widdison AL. How
accurate are doctors, nurses and medical students at predicting life
expectancy? Eur J Intern Med. 2009;20(6):640-644.

14. Pocock LV, Wye L, French LR, Purdy S. Barriers to GPs identifying patients
at the end-of-life and discussions about their care: a qualitative study
[published ahead of print on January 14, 2019]. Fam Pract. Accessed
January 24, 2019. https://academic.oup.com/fampra/advance-article/
doi/10.1093/fampra/cmy135/5289238

15. Moons KM, Altman DG, Reitsma JB, et al. Transparent reporting of a
multivariable prediction model for individual prognosis or diagnosis
(TRIPOD): explanation and elaboration. Ann Intern Med. 2015;162(1):
W1-W73.

16. Downar J, Goldman R, Pinto R, Englesakis M, Adhikari NK. The “sur-
prise question” for predicting death in seriously ill patients: a systematic
review and meta-analysis. CMAJ. 2017;189(13):E484-E493.

17. Hippisley-Cox J, Coupland C. Development and validation of QMor-
tality risk prediction algorithm to estimate short term risk of death and
assess frailty: cohort study. BMJ. 2017;358:j4208.

18. Wallace E, Smith SM, Perera-Salazar R, et al.; International Diagnostic
and Prognosis Prediction (IDAPP) group. Framework for the impact
analysis and implementation of clinical prediction rules (CPRs). BMC
Med Inform Decis Mak. 2011;11:62.

19. Ahalt C, Walter LC, Yourman L, Eng C, Pérez-Stable EJ, Smith AK.
“Knowing is better”: preferences of diverse older adults for discussing
prognosis. J Gen Intern Med. 2012;27(5):568-575.

20. Kistler CE, Lewis CL, Amick HR, Bynum DL, Walter LC, Watson LC. Older
adults” beliefs about physician-estimated life expectancy: a cross-
sectional survey. BMC Fam Pract. 2006;7:9.

21. Schoenborn NL, Janssen EM, Boyd C, et al. Older adults’ preferences
for discussing long-term life expectancy: results from a national survey.
Ann Fam Med. 2018;16(6):530-537.

22. Schoenborn NL, Lee K, Pollack CE, et al. Older adults’ views and com-
munication preferences about cancer screening cessation. JAMA
Intern Med. 2017;177(8):1121-1128

23. Piper MS, Maratt JK, Zikmund-Fisher BJ, et al. Patient attitudes toward
individualized recommendations to stop low-value colorectal cancer
screening. JAMA Netw Open. 2018:1(8):e185461.

24. Moré JM, Lang-Brown S, Romo RD, Lee SJ, Sudore R, Smith AK.
"Planting the seed”: perceived benefits of and strategies for discussing
long-term prognosis with older adults. J Am Geriatr Soc. 2018:66(12):
2367-2371.

25. Back AL, Arnold RM. Discussing prognosis: ‘how much do you want
to know?” talking to patients who do not want information or who are
ambivalent. J Clin Oncol. 2006,24(25):4214-4217.

26. Back AL, Arnold RM. Discussing prognosis: "how much do you want to
know?" talking to patients who are prepared for explicit information. J
Clin Oncol. 2006;24(25):4209-4213. &

Volume 100, Number 5 * September 1, 2019



	_GoBack

