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Physician-Patient Communication—An Actionable Target
for Reducing Overly Aggressive Care Near the End of Life
Jeffrey D. Robinson, PhD; Reshma Jagsi, MD, DPhil

Despite advances in screening and management, more than
half a million Americans will die from cancer this year. Obser-
vational studies indicate that many of these patients will re-

ceive aggressive treatments
near the end of life,1,2 raising
concerns about deleterious
effects on quality of life and

costs,3 along with questions about what factors contribute to
this unfortunate pattern. Given that patients’ preferences for
aggressiveness of care can depend on their understanding of
prognosis, a key question is whether physician-patient com-
munication about prognosis is sufficiently robust, given that
cancer care near the end of life is a situation that can natu-
rally challenge the capacity of even the most highly skilled cli-
nician. Prior studies have suggested that patients with ad-
vanced cancer often inaccurately view the intent of treatment
as curative rather than palliative or have inappropriately op-
timistic prognostic expectations,4,5 but questions remain re-
garding the extent to which patients truly misunderstand vs
knowingly disagree with their physicians regarding progno-
sis, as well as whether certain subgroups are particularly
vulnerable to misunderstandings in this setting.

In this issue, Gramling et al6 report an interesting cross-
sectional study that describes survival expectations among 236
patients with advanced cancer and their 38 oncologists from 9
practices. Patients were participating in a broader trial of an in-
tervention to improve clinical communication. The study reports
high rates of discordance in prognosis, with over two-thirds of
patient-oncologist ratings being discordant. The researchers spe-
cifically distinguish intentional discordance (knowing disagree-
mentwithoncologists’opinions)fromunintentionaldiscordance,
finding that only 1 in 10 patients with discordant opinions was
aware that their oncologist’s expectations differed.

Discordance was even more common among nonwhite
patients and detectable in this sample because of its magni-
tude, despite inclusion of relatively few minority patients. Dis-
cordance was observed in 21 of 22 nonwhite patients and all 6
Latino patients. That this was unexplained by measures of so-
cioeconomic status is notable and suggests a need to improve
the provision of culturally competent care in this setting.

It is particularly sobering that most cases of prognostic dis-
cordance occurred despite oncologists recalling having “com-
pletely” thorough discussions about prognosis with patients.
That virtually all of the patients in discordant dyads wished
to be actively involved in treatment decision making, and that
70% of such patients had prognosis-relevant care prefer-
ences (ie, the desire to involve palliative care when the end of

life was near), suggests that this discordance may have a mean-
ingful impact in terms of causing decisions to diverge from
patients’ true underlying values and preferences.

As the authors discuss, this study has some limitations,
including the possibility that the self-reported data collected
might reflect some distortion of true beliefs. For example, some
patients might have provided overly optimistic prognosis rat-
ings related to superstitions about predicting death. Never-
theless, we believe this article advances our understanding in
this critically important area and highlights that physician-
patient communication is an actionable target for interven-
tion to reduce overly aggressive care near the end of life.

Althoughthedatapresentedinthestudycannotexplainwhy
patients do not accurately perceive their oncologists’ prognos-
tications, a rich body of research exists to help in this regard. The
insights of that broader body of research are essential to inform
interventions seeking to increase and improve physicians’ frank
deliveryofbadprognosticnews,asthereareenormouschallenges
from both sides of the news-delivery equation in this setting.

On the one hand, substantial challenges exist on the side
of physicians, or the news deliverers. A subdiscipline of soci-
ology called conversation analysis has long demonstrated
that, especially in face-to-face contexts, there exist social-
interactional norms that make the delivery of bad news a “dis-
preferred” social action.7 This means that, even when physi-
cians are experienced with delivering bad prognostic news, even
when they believe it to be warranted, and even when they are
prompted to do so (eg, via training or intervention), such social-
interactional norms bias physicians to nonetheless avoid or de-
lay bad news and, if it gets delivered, to variously qualify or miti-
gate the bad news.7 This is supported by research finding that,
even when patients with advanced and/or incurable cancer ex-
plicitly request survival estimates, physicians only provide frank
answers 37% of the time, favoring instead inaccurate answers
(40.3%) or none at all (22.7%).8 Relative to bad news, the “pre-
ferred” social action is the delivery of good or hopeful news,
which tends to be performed more frequently, promptly, and
directly. As Helft9 described, to maintain patients’ hope, oncolo-
gists tend to engage in necessary collusion, which involves
avoiding or delaying discussions of definitive, numerical prog-
nostic estimates of life expectancy in ways that take advantage
of the progressive degree of prognostic certainty and patients’
incremental receptivity to concrete prognostic information.

On the other hand, challenges also exist on the side of pa-
tients, or the news receivers. We know that patients with in-
curable cancer infrequently explicitly ask about prognosis,9

which places more burden on physicians to initiate bad-news
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delivery (which, as noted above, is dispreferred). Addition-
ally, and importantly, patients with curable vs incurable ill-
nesses report different expectations and desires regarding prog-
nostic information.10 While patients with advanced and/or
incurable cancer universally report wanting some level of prog-
nostic information (and wanting physicians to be honest), most
of these patients report wanting qualitative information (eg,
their illness is incurable or life limiting), and fewer report want-
ing concrete, quantitative information about likelihood of cure
and life expectancy (eg, statistics and timeframes).9-12 This can
be explained by patients’ desires to maintain hope, which is
an essential element within prognostic discussions.11

Research in conversation analysis has strongly argued that
successful communication interventions (eg, involving the de-
livery of bad prognostic news) must be built up from the detailed
transcription and analysis of audio or videotapes of actual care,
of the sort collected in the VOICE trial,13 though not reported
in detail in the current manuscript.7,14 Self-reports of commu-
nication behavior substantially differ from observed realities.
For example, self-reports by patients with advanced cancer re-
garding how much prognostic information they want do not ac-
curately reflect the nuances of such desires as they play out in
actual care.12 This is due, in part, to the fact that, while physician-
patient communication is highly systematic and organized, such
organization is extremely complex and largely nonintuitive, to
the point where the alteration of single words or phrases (and/
or their ordering) significantly affects patients’ perceptions and
behaviors.15 We have virtually no understanding of how the
frank provision of bad prognostic news is naturally organized,
which substantially complicates its intervention, especially
when it might involve completely unnatural communication
behaviors. For example, physicians might be encouraged to in-
dividually assess patients for their news delivery needs. While

patients with advanced cancer report wanting physicians to ask
patients about the types and amounts of prognostic informa-
tion they want,10 it is unclear how, where, or when this should
happen in the course of visits.

Therefore, the work of Gramling and colleagues6 has made
an important contribution by identifying the great need for im-
provement in physician-patient communication in this set-
ting. However, much more work remains to develop specific in-
terventions likely to have true impact. We find it telling that the
current study pooled the data from the 2 arms of the VOICE
trial,13 which evaluated a multimodal intervention to promote
high-quality communication, because there was no difference
in prognostic discordance between patients in the 2 arms. We
hope that, in future reports, we will learn that the intervention
had an impact on other meaningful outcomes. In any case, we
especially look forward to future analyses reporting details from
the rich data set of audio recordings these researchers col-
lected of clinic visits after the intervention, which will be infor-
mative regardless of the outcome of the trial itself. We believe
the lack of difference between the study arms in terms of fre-
quency of prognostic discordance is a testament to the com-
plex and multifactorial challenges in this particular context.

The National Cancer Institute, Institute of Medicine, and
American Society for Clinical Oncology all call for improved
communication with patients with incurable, life-limiting ill-
nesses. The study in this issue by Gramling and colleagues6 pro-
vides clear evidence of the ongoing need for improved com-
munication in the context of advanced cancer. After all,
promoting more realistic prognostic estimates is a critical step
toward improving patients’ quality of life and preference-
concordant illness management decisions, including the re-
duction of overly aggressive treatments that many patients will
otherwise continue to receive.11,13
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