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Abstract
Purpose  Prognostic awareness refers to a patient’s knowledge of their prognosis. Since this term implies that there is a know-
able truth about survival, we propose utilizing the more neutral construct of “prognostic beliefs.” We aimed to assess prog-
nostic beliefs of patients with cancer receiving palliative care and their relationship to: i) recall of physician-communicated 
prognosis, ii) physical/psychological well-being, and iii) actual survival.
Methods  Participants were recruited in the outpatient palliative care clinic of a comprehensive cancer center in Toronto, 
Canada. Eligibility criteria were: ≥ 18 years, English-speaking, diagnosed with cancer, and receiving palliative care. Group 
comparisons of well-being were conducted using independent samples t-tests.
Results  188 participants completed physical and psychosocial well-being questionnaires and the Prognostic Beliefs 
Questionnaire. 167/188 participants (88.8%) recalled discussing treatability/curability and 81 (43.1%) recalled discuss-
ing expected survival with their physician. Among 147 participants who rated treatability/curability, 129 (87.8%) had 
prognostic beliefs concordant with their recall of physician communication, none had worse prognostic beliefs than their 
oncologist, and 18 (12.2%) had better prognostic beliefs. Of 77 participants who rated expected survival, 58 (75.3%) had 
concordant prognostic beliefs, 1 (1.3%) had worse beliefs, and 18 (23.4%) had better beliefs. Among 66 participants who 
died, 45 (68.2%) were realistic regarding survival time, 12 (18.2%) had more pessimistic beliefs, and 9 (13.6%) had more 
optimistic beliefs.
Conclusion  Patients with cancer receiving palliative care tend to have realistic prognostic beliefs about the treatability 
and curability of their disease and their expected survival, without adverse effects of this knowledge on their well-being.
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Introduction

The medical definition of “prognosis” denotes the estimated 
probable course of a disease, including the chances and 
timeline of recovery, recurrence, or progression [1]. The 
term “prognostic awareness” has been used in multiple ways 
in the literature to describe the understanding that patients 

with advanced cancer have of their disease. Operational def-
initions have included patients’ awareness of having meta-
static or advanced disease, of having an incurable illness, 
and of having a shortened survival [2, 3]. Some studies have 
further defined prognostic awareness as “terminal illness 
acceptance” [4, 5], while others have defined it as the per-
ceived likelihood of curability [6] or as the understanding of 
the aim of treatment (i.e., palliative or curative) [7, 8]. Some 
studies have considered prognostic awareness to be a unidi-
mensional construct [2, 9], while others have considered it 
to be multidimensional, including elements of disease cur-
ability, purpose of treatment, and estimates of lifespan [10, 
11]. This variability in the definition and in the methods of 
measuring prognostic awareness have limited the clarity and 
comparability of research findings in this area.
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A variety of factors have been reported to affect prognos-
tic awareness in patients with advanced disease, including 
the nature of communication by physicians about prognosis, 
patients’ coping style and educational level, the cultural and 
medical setting in which care takes place, and the degree and 
nature of physical symptoms [12, 13]. Some studies suggest 
that accurate prognostic awareness is associated with greater 
psychological distress [14] and worse quality of life [15], 
whereas others have found no such associations [16]. Other 
research suggests that accurate prognostic awareness is asso-
ciated with a lower risk of receiving aggressive end-of-life 
care [17]. A recent review concluded that a large proportion 
of patients with advanced cancer lack prognostic awareness 
[18], although the definitions of this term were diverse in 
the included studies.

Some of the variability in research findings on prog-
nostic awareness may be due to differences in the opera-
tional definitions of this term. Further, the term prognostic 
awareness may itself be problematic, because it implies that 
there is a knowable truth to which a patient’s understanding 
of their prognosis can be compared. Discrepancies in this 
comparison have then sometimes been interpreted as evi-
dence of “denial” on the part of the patient, based on such 
an assumption [19, 20]. However, the actual survival time 
of individual patients with advanced disease often cannot be 
accurately predicted, particularly since treatment advances 
such as immunotherapy and targeted therapy have signifi-
cantly, but unpredictably, improved survival times for many 
patients with advanced disease [21].

The term, “prognostic beliefs,” has been used more 
recently in the research literature to describe patients' 
perceptions of disease curability, although it has some-
times been used interchangeably with the term prognostic 
awareness and without a consistent definition [22, 23]. 
We suggest that prognostic beliefs can be simply defined 
as a patient’s understanding of their prognosis and that 
it may be influenced by a variety of factors, including 
the prognosis communicated to them by their physician. 
Reference to a prognostic belief may be more appropriate 
than reference to prognostic awareness, since the actual 
survival time cannot be definitively established until the 
end of life.

The aims of the present study were to assess in patients 
with cancer receiving palliative care the relationship of 
their prognostic beliefs regarding treatability and cur-
ability of their disease and their expected survival to:

1.	 recall of physician-communicated treatability and cur-
ability of their disease and expected survival;

2.	 their physical and psychosocial well-being; and
3.	 actual survival time, in those who had died by the time 

of data analysis.

Methods

Study setting, sample, and data collection

This cross-sectional cohort study received approval from 
the University Health Network Research Ethics Board 
(#19–5952), as part of a larger cross-sectional survey study 
[24] to validate a novel measure of the construct of “double 
awareness” [25] in patients with advanced cancer. The study 
was first approved on February 5, 2020, with two additional 
amendments being approved on August 28, 2020 and March 
19, 2021, respectively. Study recruitment was conducted 
between March 2020 and December 2023 at the outpatient 
Warren-Connelly Palliative Care Clinic at the Princess Mar-
garet Cancer Centre, a comprehensive cancer treatment and 
research center that is part of the University Health Network, 
in Toronto, Canada. Referrals to this clinic are generally 
made by the patient’s treating medical, radiation or surgical 
oncologist, and the emphasis of the clinic is on early outpa-
tient intervention to improve quality of life for the patient 
and their family [26].

Patients were eligible to participate if they were: i) 
18 years of age or older, ii) fluent in English, iii) diagnosed 
with cancer, and iv) receiving palliative care. Those with 
documented cognitive impairment were excluded from the 
study.

We employed consecutive sampling as our method of 
recruitment for this study. Electronic health records were 
screened to identify eligible patients. All eligible attendees 
who spoke English and presented during the recruitment 
period were approached for study participation. A Warren-
Connelly Palliative Care Clinic staff member who was part 
of the identified patients’ circle of care, asked these eligible 
patients if they could be approached by a member of the 
research study team. The study team member then contacted 
willing patients via telephone to explain the purpose of the 
study, answer questions, and if interested, documented the 
patients’ preferred method of study completion (i.e., in-per-
son, via paper format mailed to their residence, or electroni-
cally). All participants in the study chose to complete the 
study measures electronically. Participants were emailed a 
consent form via UHN file share, and the study coordinator 
called them again to review the consent form and obtain 
verbal consent. Demographic information was collected 
via telephone, and participants were sent a link to complete 
a battery of self-report questionnaires on a secure, UHN-
approved web application for data collection (i.e., REDCap). 
If a participant wished to complete the study measures in 
paper format (i.e., in-person or mailed version), written 
informed consent was obtained and all data, including demo-
graphic information and the questionnaire battery, collected 
via paper. To minimize bias incurred due to convenience 
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sampling, we ensured screening of all potential participants 
for eligibility and approached all who were eligible regard-
less of age, race, sex or gender identity. All participants pro-
vided informed consent for publication.

Measures

Prognostic beliefs were assessed with the Prognostic Beliefs 
Questionnaire, a 6-item questionnaire that was developed 
by the research team, based on literature review and expert 
opinion. The Prognostic Beliefs Questionnaire includes 
questions about the patient’s beliefs concerning the treat-
ability and curability of their cancer and their expected sur-
vival. Item 2 on the Prognostic Beliefs Questionnaire meas-
ures what participants recall being told by their physician 
about the treatability/curability of their cancer and item 5 
measures what participants recall being told by their physi-
cian about their expected survival. Participants’ prognostic 
beliefs regarding the treatability/curability of their cancer 
was measured with item 3, “What do you believe about the 
treatability or curability of your cancer?”, and their prog-
nostic beliefs regarding their expected survival was meas-
ured with item 6, “What do you believe about your expected 
survival?”.

The following questionnaires assessed physical and psy-
chosocial well-being:

1. Life satisfaction was assessed using 3 items from the 
Satisfaction with Life Scale (SWLS) [27]. The items were 
designed to measure global judgement of life satisfac-
tion and are rated using a 7-point scale. These items are: 
(1) “If I could live my life over, I would change almost 
nothing,” (2) “I am satisfied with my life,” and (3) “So 
far I have gotten the important things I want in life.” This 
measure of global life satisfaction has been demonstrated 
to be a reliable and valid instrument to assess satisfaction 
with life in diverse groups [27]. Higher scores indicate 
better global quality of life.
2. Depressive symptoms were measured using the Patient 
Health Questionnaire-9 (PHQ-9) [28]. The PHQ-9 is a 
reliable and valid 9-item measure that is routinely admin-
istered to cancer patients to screen for depressive symp-
toms [28]. Higher scores indicate more severe depressive 
symptoms.
3. Patient-reported quality of life was measured using the 
Quality of Life at the End of Life – Cancer Scale (QUAL-
EC) [29]. This modified version of the Quality of Life at 
the End of Life (QUAL-E) scale [30, 31] was specifically 
validated for patients with advanced cancer. The QUAL-
EC contains 4 subscales to assess facets of quality of life 
at the end of life: (i) symptom control, (ii) relationship 
with healthcare providers, (iii) preparation for end of life, 
and (iv) life completion. The QUAL-EC total score and 

its subscales have been shown to be internally consistent 
and to demonstrate good construct validity [29]. Higher 
scores indicate better quality of life, overall, and for each 
subscale.
4. Symptom burden was assessed using the Condensed 
Memorial Symptom Assessment Scale (CMSAS) [32]. 
This 14-item shortened version of the 32-item Memorial 
Symptom Assessment Scale Short Form (MSAS-SF) [33] 
measures physical and psychological symptom distress 
and frequency in patients with cancer. The CMSAS has 
been shown to be reliable and valid in patients with vari-
ous types of cancer [32]. Higher scores indicate greater 
symptom burden.

Statistical analysis

All analyses were conducted using IBM® SPSS® version 
25 statistical software. Descriptive statistics were calculated 
for all Prognostic Beliefs Questionnaire variables of inter-
est. For the following statistical analyses, Prognostic Beliefs 
Questionnaire items 2 and 3 were dichotomized into “Dis-
ease is curable” and “Disease is not curable,” and Prognostic 
Beliefs Questionnaire items 5 and 6, as well as actual time to 
death, were dichotomized into “ > 5 years” and “ < 5 years.”

We examined congruence of patients’ prognostic beliefs 
concerning treatability and curability, and survivability 
with what they recalled being told by their physician about 
their corresponding prognoses and with actual survival by 
cross-tabulating the two corresponding variables. Regard-
ing beliefs about treatability/curability and survivability, 
patients’ prognostic beliefs were considered to be: “better” 
if they indicated a more positive view of their prognosis 
compared to what they recalled being told by their phy-
sician; “worse”, if they believed that their prognosis was 
poorer than what they recalled being told; and “concordant” 
if their prognostic beliefs matched their recall of the prog-
nosis communicated to them by their physician. Regarding 
comparisons with actual survival time in those who were 
deceased at the time of data analysis, patients were consid-
ered to have been “optimistic” if their expected survival time 
was longer than their time to death, “pessimistic” if their 
expected survival time was shorter than their actual time to 
death, and “realistic” if their expected survival time matched 
their actual time to death. The frequency distributions of 
participants across the resulting cells were examined.

Independent-samples t-tests were performed to compare 
the dichotomized responses to Prognostic Beliefs Ques-
tionnaire items 3 and 6, “What do you believe about the 
treatability or curability of your cancer?” and “What do you 
believe about your expected survival?” respectively, to the 
physical and psychosocial well-being outcome scores. Given 
the number of comparisons across the multiple outcomes, 
a p-value of < 0.01 was considered to reflect statistically 
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significant group differences. For each of these analyses, 
we performed a post-hoc power analysis for two independent 
samples using GPower version 3.1.

Results

Sample characteristics

Of 838 patients identified in the clinic during the recruit-
ment period, 238 (28.4%) were deemed ineligible by their 
palliative care physicians, and 315 (37.6%) declined to 
be approached about the study. Reasons for ineligibility 
included being under the age of 18, being non-English speak-
ing, or having a cognitive impairment that would interfere 
with the participant’s ability to provide informed consent or 
complete the study measures. Of the remaining 285 eligible 
patients who were approached, 220 (77.2%) provided written 
or verbal informed consent and were enrolled in the study; 
7 (2.5%) became ineligible after being approached, and 58 
(20.4%) declined to participate after study introduction. See 
Supplemental Fig. 1 for participant flow.

Complete questionnaire data that included the Prognos-
tic Beliefs Questionnaire were received from 188 of the 220 
enrolled participants (85.5%), on which the study analyses 
were based. The mean age of the sample was 62 years, and 
54.3% self-identified as female. Participants were primar-
ily of Caucasian ethnicity and most (76.6%) had completed 
post-secondary education, with 33.5% having completed 
post-graduate studies. Gastrointestinal and lung were the 
most common cancer types (18.6% and 18.1%, respectively). 
Sixty-six (35.1%) of the 188 participants were deceased by the 
time of study completion and data analysis in December 2023; 
their deaths were identified through medical chart review. See 
Table 1 for demographic and disease-related characteristics 
of the sample.

Prognostic beliefs

Of the 188 participants, 167 (88.8%) reported discussing 
disease treatability/curability with their physician, while 
81(43.1%) reported discussing survival time. For Prognostic 
Beliefs Questionnaire response frequencies, see Table 2. Par-
ticipants who answered “not enough to know” or “not sure” 
to items 2 and 3, respectively (n = 11 and n = 21, respectively), 
were excluded when grouping participants into optimistic, 
pessimistic, and concordant prognostic belief groups.

Crosstabulations of Prognostic Beliefs Questionnaire items 
2 and 3 examining beliefs about treatability/curability revealed 
that of the 147 patients who responded to both treatability/cur-
ability items, 129 (87.8%) patients had concordant prognostic 
beliefs, 0 (0.0%) had worse prognostic beliefs, and 18 (12.2%) 
had better prognostic beliefs than their physician (Table 3).

Crosstabulations of Prognostic Beliefs Questionnaire items 
5 and 6 examining beliefs about survival revealed that, of the 
77 participants who responded to both survivability items, 
a total of 58 (75.3%) had concordant prognostic beliefs, 1 
(1.30%) had worse prognostic beliefs, and 18 (23.4%) had 
better prognostic beliefs than their physician (Table 3).

Crosstabulations of Prognostic Beliefs Questionnaire item 
6 examining survivability prognostic beliefs and time to death 
in the 66 participants who had died by the time of data analysis 
revealed that 45 (68.2%) had realistic prognostic beliefs, 12 
(18.2%) had pessimistic prognostic beliefs, and 9 (13.6%) had 
optimistic prognostic beliefs (Table 4).

Prognostic beliefs: Associations with physical 
and psychosocial well‑being

Comparing participants’ responses to Prognostic Beliefs 
Questionnaire item 3 (prognostic beliefs about treatabil-
ity/curability) on the measures of physical and psychoso-
cial well-being yielded no significant group differences 
(Table 5). Comparing participants’ responses to Prognostic 
Beliefs Questionnaire item 6 (prognostic beliefs about sur-
vivability) on the measures of physical and psychosocial 
well-being also yielded no significant group differences 
(Table 6). Post-hoc power analyses suggested low power 
(< 0.80) for these analyses.

Discussion

Our study found that the large majority of patients with cancer 
receiving outpatient palliative care in a tertiary care setting 
held realistic prognostic beliefs regarding the treatability and 
curability of their disease and about their expected survival, 
based on its concordance with what they recalled being com-
municated to them by their physicians. Further, despite inher-
ent uncertainty about actual survival time, the large majority of 
those who subsequently died during the study period proved to 
be realistic about their expected survival. Only a small propor-
tion of the deceased overestimated their actual survival time. 
No association was found between prognostic beliefs and the 
severity of physical and psychological distress.

There are several potential explanations for the largely 
realistic prognostic beliefs of participants in our study. Many 
of these patients may have simply accepted the information 
about prognosis that was communicated to them by their 
physicians. It is impossible to know whether this informa-
tion came from their oncologist or palliative care physician, 
although discussion of the prognosis in terms of months is 
more common with oncologists who are providing cancer-
directed treatment. Many other sources of information, 
including from the internet, would also have been easily 
available to patients. While there is no minimum prognosis 
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required to be referred to the clinic, [34] it is possible that 
individuals who accept or seek referral to palliative care have 
more realistic perceptions of the trajectory of their disease 
than those not referred. This view is supported by evidence 

that patients receiving hospice care in the United States have 
more realistic perceptions about their disease than their non-
hospice counterparts [35]. Receiving care in the palliative 
care environment may itself also affect prognostic beliefs, 

Table 1   Demographic data of participants who completed the Prognostic Beliefs Questionnaire (N = 188)

a Missing n = 1
b Missing n = 5
c Missing n = 3
d Missing n = 8
e Missing n = 6
SD: standard deviation

Sample Characteristics n % Mean (SD) Range

Age (years) 61.73 (11.54) 27–86
Sexa

  Male 85 45.2
  Female 102 54.3

Gender identityb

  Male (or man) 84 44.7
  Female (or woman) 99 52.7
  Other 0 0

Marital Statusc

  Married 114 60.6
  Not married 71 37.8

Ethnicityd

  White (Caucasian) 126 67.0
  Black (African, Caribbean) 6 3.2
  East/Southeast Asian (Chinese, Korean) 18 9.6
  South Asian (Indian, Pakistani) 16 8.5
  Arabic (Moroccan, Egyptian) 2 1.1
  First Nations (Inuit, Metis) 3 1.6
  Other 9 4.8

Education levele

  High school incomplete 9 4.8
  High school 29 15.4
  College/trade 33 17.6
  Undergraduate 48 25.5
  Post-graduate 63 33.5

Cancer type
  Breast 25 13.3
  Lung 34 18.1
  Sarcoma 2 1.1
  Melanoma 6 3.2
  Endocrine 3 1.6
  Brain 3 1.6
  Gastrointestinal subtype 35 18.6
  Genitourinary 29 15.4
  Head/Neck subtype 19 10.1
  Hematologic subtype 7 3.7
  Gynecologic subtype 23 12.2
  Other 2 1.1

Time in palliative care (months) 12.46 (15.85) 1–88
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as open discussions about prognosis are common in this set-
ting. In that regard, a randomized controlled trial of early 
palliative care found that participants randomized to the 
intervention either remained or became more accurate in 
their perceptions of the curability of their cancer compared 
to those in the usual care group [36].

 Trust in health care providers and the nature of infor-
mation communicated by them may also affect prognostic 
beliefs. A study evaluating prognostic beliefs in patients 
with advanced lung cancer in the United States found that 
minority individuals were more likely to report both medi-
cal mistrust and more fatalistic views about their prognosis 

Table 2   Frequency of Prognostic Beliefs Questionnaire responses (N = 188)

a Missing n = 3
b One participant did not respond to item 1 but responded to item 2, selecting the response “that my disease can be treated but not cured.” This 
participant was included in the frequency calculations reported for item 2, making n = 168
c Missing n = 1
d Frequencies were calculated using n = 81 participants who responded “Yes” to item 4
e Missing n = 17

Question Responses n (%) 

1. Has your doctor discussed treatability or curability of your cancer with you?a No 18 (9.6)
Yes 167 (8.8)

2. If YES, what have you been told?b  That my disease can be cured 9 (5.4)
That my disease can be treated but not cured 136 (81.0)
That my disease cannot be treated 12 (7.1)
Not enough to know 11 (6.5)

3. What do you believe about the treatability or curability of your cancer? That my disease can be cured 29 (15.4)
That my disease can be treated but not cured 126 (67.0)
That my disease cannot be treated 13 (6.9)
Not enough to know 20 (10.6)

4. Has your doctor discussed your expected survival with you?c No 106 (56.4)
Yes 81 43.1)

5. If YES, what have you been told about your expected survival?d Greater than 10 years 8 (9.9)
Greater than 5 years 8 (9.9)
Less than 5 years 41 (50.6)
Less than 1 year 16 (19.7)
Months or less 8 (9.9)

6. What do you believe about your expected survival?e Greater than 10 years 38 (20.2)
Greater than 5 years 40 (21.3)
Less than 5 years 66 (35.1)
Less than 1 year 18 (9.6)
Months or less 9 (4.8)

Table 3   Concordance of patients’ prognostic beliefs and recall of communication with physician regarding treatability/curability and survivability

PB, prognostic beliefs
a A total of n = 167 participants reported discussing treatability/curability with their physician, but 20 of the 167 responded that they ‘did not 
know enough’ to rate their beliefs about their expected treatability/curability
b A total of 81 participants reported discussing survivability with their physician, but just 77 of 81 rated their beliefs about their expected survival

PB about Treatability/ curability (N = 147)a PB about survivability (N = 77)b

PB Classification n % n %

Concordant 129 87.8 58 75.3
Worse 0 0.0 1 1.3
Better 18 12.2 18 23.4
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[37]. There are also large international differences in the 
information that is communicated by physicians to patients 
with advanced disease [38] and in the estimations that 
individuals with advanced disease have about their sur-
vival [39, 40]. However, the largely realistic nature of 
prognostic beliefs in the study sample could also reflect a 
culture shift in Western society, such that open discussions 
of death and dying are now more accepted. This shift is 
evident in the growing recognition in such settings of the 
importance of end-of-life planning, advance care direc-
tives, more open conversations about dying and death, and 
the acceptance of early palliative care [41].

The findings in our study could also have been affected 
by the relatively high level of education in the majority 
of participants. In that regard, a systematic review of 70 
studies of prognostic awareness found that higher educa-
tion tended to be associated with more accurate prognostic 
awareness [42] Other research demonstrated that higher 
levels of health literacy and education are associated with 

higher levels of trust in one’s physician and in the health-
care system [43, 44].

Some previous studies found that acknowledgement of 
a terminal illness was associated with poorer quality of 
life and higher incidence of depression and anxiety [11, 
45, 46]. We did not find a statistically significant relation-
ship between the physical or psychosocial well-being of 
patients in our sample and their prognostic beliefs. Con-
sistent with these findings, some research indicates that 
patients with advanced disease report greater satisfaction 
with care when physicians offer more detailed informa-
tion about the potential consequences of their disease and 
treatment [47–49].

This study adds to the palliative care research literature 
by demonstrating that prognostic beliefs of patients with 
cancer receiving palliative care are largely realistic and 
confer no apparent ill effect on physical or psychological 
well-being [16]. However, there are some limitations to 
the present study. The sample size may have limited the 

Table 4   Concordance of patients’ prognostic beliefs and recall of communication with physician regarding survivability compared to actual time 
to death

PB, prognostic beliefs
a This analysis included the subset of 66 participants who had passed away by the time of data analysis in December 2023

Survivability PB (compared to actual time to death) (N = 66)a

PB Classification n %

Realistic 45 68.2
Pessimistic 12 18.2
Optimistic 9 13.6

Table 5   Comparison of treatability/curability prognostic beliefs groups on physical and psychosocial well-being outcomes

SWLS, Satisfaction with Life Scale; PHQ-9, Patient Health Questionnaire; QUAL-EC, Quality of Life at the End of Life–Cancer Scale; CMSAS, 
Condensed Memorial Symptom Assessment Scale; SD, standard deviation

Physical and psychosocial measures  Possible score 
range

Disease is curable,
mean (SD) [n]

Disease is not curable,
mean (SD) [n]

p Power

SWLS 7–21 14.59 (5.04) [29] 15.04 (4.37) [136] 0.62 0.12
PHQ-9  0–27 6.45 (6.24) [29] 6.82 (4.96) [139] 0.73 0.09
QUAL-EC

  Total Score 17–105 61.11 (9.20) [28] 59.22 (9.90) [134] 0.36 0.23
   (i) Symptom Control Subscale 3–15 7.56 (2.93) [25] 7.84 (2.80) [123] 0.66 0.11
   (ii) Relationship with Healthcare Providers 

Subscale
5–25 19.96 (3.53) [28] 19.31 (3.77) [134] 0.40 0.21

   (iii) Death Preparation Subscale 4–20 14.00 (4.41) [28] 13.56 (3.79) [134] 0.59 0.13
   (iv) Completion of Life Subscale 5–25 20.39 (5.27) [28] 19.16 (4.33) [134] 0.19 0.34

CMSAS Physical Symptoms
   (i) Physical Symptom Count 0–11 5.17 (3.08) [29] 5.32 (2.67) [128] 0.79 0.08
   (ii) Physical Symptom Burden 0–14 2.44 (0.59) [27] 2.41 (0.57) [124] 0.83 0.08

CMSAS Psychological Symptoms
   (i) Psychological Symptom Count 0–3 1.48 (1.35) [29] 1.71 (1.22) [124] 0.38 0.22
   (ii) Psychological Symptom Frequency 0–12 2.13 (0.50) [18] 2.02 (0.71) [99] 0.54 0.17
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statistical power to detect significant group differences. 
The participants were all receiving specialized outpa-
tient palliative care, which limits the generalizability 
of the study findings to patients with advanced cancer 
not receiving such care. Also, most participants were 
of a relatively high socioeconomic class, were highly 
educated, and all spoke English, so the results cannot 
be generalized to patients from more diverse socioeco-
nomic and cultural backgrounds. The Prognostic Beliefs 
Questionnaire, which we developed, has not yet been 
formally validated. Further research with the measure 
is needed to establish its validity and relevance across 
diverse clinical and cultural settings, including with 
patients who have not been referred to palliative care 
or are in settings where palliative care is unavailable. 
Qualitative research may also be of value to explore 
attitudes and beliefs that underlie ratings on the Prog-
nostic Beliefs Questionnaire.

Conclusion

Patients with cancer receiving specialized outpatient pal-
liative care tend to have realistic prognostic beliefs about the 
treatability and curability of their disease and their expected 
survival, based on concordance with what they recalled was 
communicated to them by their physicians and with actual 
survival. Prognostic beliefs in the present study were not sig-
nificantly associated with physical or psychosocial well-being, 
although further research is needed to substantiate this finding. 

We suggest that the construct of prognostic beliefs is prefer-
able to prognostic awareness in patients with cancer to avoid 
unwarranted assumptions about their processing of informa-
tion received by them about their disease and prognosis.
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Physical and psychosocial measures Possible score 
range

 > 5 years,
mean (SD) [n]

 < 5 years,
mean (SD) [n]

P Power

SWLS 7–21 14.51 (4.91) [78] 14.81 (4.22) [91] 0.67 0.11
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QUAL-EC

  Total Score 17–105 60.68 (9.01) [78] 58.69 (9.48) [88] 0.17 0.40
   (i) Symptom Control Subscale 3–15 8.24 (2.84) [71] 7.43 (2.56) [81] 0.07 0.58
   (ii) Relationship with Healthcare Providers Sub-

scale
5–25 19.47 (4.27) [78] 19.09 (3.68) [88] 0.54 0.14

   (iii) Death Preparation Subscale 4–20 13.90 (3.99) [78] 13.82 (3.60) [88] 0.89 0.07
   (iv) Completion of Life Subscale 5–25 19.81 (4.90) [78] 18.94 (3.99) [88] 0.21 0.35

CMSAS Physical Symptoms
   (i) Physical Symptom Count 0–11 4.99 (2.99) [78] 5.54 (2.36) [85] 0.19 0.12
   (ii) Physical Symptom Burden 0–14 2.36 (0.52) [72] 2.46 (0.57) [84] 0.24 0.31

CMSAS Psychological Symptoms
   (i) Psychological Symptom Count 0–3 1.66 (1.29) [76] 1.75 (1.21) [83] 0.65 0.12
   (ii) Psychological Symptom Frequency 0–12 2.04 (0.66) [56] 2.06 (0.71) [65] 0.87 0.07
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