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Palliative Care Files
How long have I got?
Cornelius J. Woelk MD CCFP FCFP

Case descriptions
Case 1. Fifty-six-year-old Irene had a strong family 
history of coronary artery disease. When she was 49 
years old, she had suffered the first of 2 myocardial 
infarctions; at age 52 she had undergone triple cor-
onary bypass surgery. She subsequently developed 
congestive heart failure. Despite maximally tolerated 
doses of metoprolol and enalapril, as well as digoxin, 
warfarin, atorvastatin, nitroglycerin, and furosemide, 
she had 2 hospitalizations within 6 months. She 
asked her physician about prognosis, and her phys-
ician estimated 1 to 2 years.

Unfortunately, she developed dyspnea again 
about 3 weeks later and rapidly deteriorated, dying 
about 6 weeks after the prediction was made. Her 
family members expressed their unhappiness with 
the prediction, as their wife and mother had not 
been able to do the things she had hoped to do in 
the shorter-than-expected time.

Case 2. Maria was single and 79 years old. She 
began having epigastric pain in December. She saw 
her physician a month later, underwent tests con-
firming advanced pancreatic cancer, and was referred 
to oncology.

The oncologist saw Maria in February. No disease-
directed treatment was offered, and he informed her 
that average life expectancy was 6 months from the 
time of symptom onset. Maria returned home, tore 
the pages of July and onward off of her calendar, and 
began to give away many of her belongings.

When the palliative care physician saw her in 
August, this lifelong religious woman was despondent 
and suicidal, convinced that God had forgotten her.

Much of our lives revolves around time. We are all 
familiar with scheduling, whether at work or at home, 
when we are well. We tend to live in the future. We 
plan our lives according to future expectations. We pre-
dict, correctly or incorrectly, the upcoming weather, the 
expected changes to the stock market, and who might 
win next week’s hockey game. It should not be at all 
surprising that individuals diagnosed with terminal ill-
nesses, as well as their loved ones, are interested in 
knowing how long they will live.

Providing prognoses has always been expected of 
physicians. Historically the main reasons for consult-
ing physicians have been for diagnosis and progno-
sis, with treatment assuming a prominent role only in 
the past century.1 Other situations in which we are fre-
quently asked to prognosticate include estimating a date 

of confinement and predicting back-to-work time after 
recovery from injury and illness.

Clinicians and researchers are also interested in length 
of survival (LOS). As clinicians, we want to help our 
patients make the best choices about their treatment. 
There are limited benefits to providing intensive treat-
ment to those with poor prognoses. The availability of 
some palliative services is dependent on the ability to 
give a prognosis to within a certain number of months. 
Researchers use prognostic data to define populations 
they are studying.

Clarify the question
First, when faced with the question “How long have I 
got?” or “How long has she got?” or sometimes, even 
less specifically, “How long, Doc?” one must determine 
exactly what is being asked. Sometimes, the ques-
tion is really about time until discharge or how long 
until the next cycle of chemotherapy. Next, one should 
gently determine the reasoning behind the question. 
Perhaps there are expectations of things to do before 
death (eg, completing some financial matters, writing 
a will). Perhaps the patient had intended to go on a trip 
or take part in an important family event. Perhaps there 
are family members who are wondering whether they 
should visit now or delay until another time.

Prognostication at the end of life has been the topic 
of a number of reviews. Several tools that might be 
of clinical help have been developed. Reviewing all of 
these potential tools is beyond the scope of this article. 
There are a number of principles that are important, and 
some of the tools can have practical relevance.

Principles of prognosticating
The 2 components of prognosticating are formulating an 
accurate prediction and communicating it to the patient 
and family. Together, these components are a mix of art 
and science. Families and patients recognize that phys-
icians do not know the exact answer to the question. 
Mostly what they want is an educated guess and a will-
ingness to discuss issues around the end of life.

Although determining estimated LOS with tools might 
be useful for research, this is less so for a practical, clin-
ical approach. It remains the case that some diseases and 
circumstances are predictably rapidly progressive, some 
are predictably slowly progressive, and others are simply 
very unpredictable.

La traduction en français de cet article se trouve à  
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For example, most biliary tract cancers, pancreatic 
cancers, and metastatic cancers of unknown origin are 
expected to have poor prognoses and progress rapidly. 
Circumstances with poor prognoses include mul-
tiple metastases to the brain or liver, refractory hyper-
calcemia, the discontinuation of dialysis, or ongoing 
bleeding. Metastatic breast or prostate cancer, while 
progressive and life-limiting, are examples of illnesses 
that often run slower courses.

Some illnesses are expected to lead to decline, but 
much more unpredictably; congestive heart failure and 
chronic obstructive pulmonary disease are examples, as 
are many pediatric life-limiting conditions. These illnesses 
tend to have slow declines, punctuated with episodic 
deterioration, causing all involved to wonder whether that 
particular episode might be the individual’s last.

Prognostication of LOS is complex, as it must take 
into account variations between patients, diseases, and 
environment. Also, predictions are made by individuals 
who themselves have inherent hopes, expectations, and 
biases. Physicians have been shown to be inaccurate 
predictors. Clinical prediction of LOS has been found to 
be erroneous (defined as more than double or less than 
half of actual survival) 30% of the time in expert hands. 
Two-thirds of errors are based on overoptimism. We 
become more accurate as the end draws nearer. This 
makes intuitive sense. In meteorology it is termed the 
horizon effect—it is easier to predict weather on the hor-
izon than it is to predict it for next week.2

Examples of tools
Although several factors have been shown to be asso-
ciated with LOS, the most important factor is the 
patient’s level of function, usually referred to as his or 
her performance status. Measuring the rate of decline of 
performance status will demonstrate a momentum that 
can be used to estimate further decline. In other words, 
in palliative care, conditions that deteriorate week by 
week usually continue to do so. Day-by-day decline fre-
quently indicates a prognosis of some number of days.

The palliative performance scale, initially published 
in 1996,3 is useful in documenting performance status 
and has been used in several studies to help estimate 
LOS. It is also a useful tool for communication of ill-
ness stage. It looks similar to the Karnofsky perform-
ance scale, which is used as a measure of performance 
status in oncology. Patients are rated on a percent scale 
of 100 to 10, based on their status in 4 areas: activity 
and evidence of disease, self-care, intake, and level of 
consciousness. The scale and instructions on its use are 
published on the Victoria Hospice website.4

Two examples of tools for predicting survival are 
shown in Tables 15,6 and 2.4,7 Both tools have been stud-
ied in patients with diagnoses of cancer. Using the pal-
liative prognostic score (Table 15,6), the 30-day survival 
probability is less than 30% with a score greater than 

11, and more than 70% with a score of 0 to 5.5. Scoring 
greater than 6 on the palliative prognostic index (Table 
24,7) predicts a survival of less than 3 weeks (sensitiv-
ity 80%, specificity 85%). As noted above, many pro-
gressive, life-threatening noncancer diseases have more 
unpredictable courses and prognosticating is more dif-
ficult. Lau et al have thoroughly reviewed a number of 
tools available for predicting LOS in cancer and noncan-
cer illnesses.8 Many tools are not practical for use in pal-
liative care settings where, for example, we would not 
generally obtain a number of tests simply for predicting 
LOS. They might be more helpful in some clinical and 
research settings.

Discussing LOS
Prognosticating is not without risk. When underestima-
tion of the LOS occurs, family members believe they 
have been robbed of time. Overestimating might delay 
referral to palliative care services or delay aggressive 
analgesia use. It might also increase the use of pot-
entially toxic and difficult treatments, which will have 
little effect on the patient’s time and might result in 
lower quality of life. As the second case illustrates, over-
estimating can also affect remaining quality of life. All 

Table 1. Palliative prognostic score: The 30-day survival 
probability is less than 30% with a score greater than 11 
and more than 70% with a score of 0 to 5.5.
FaCtOrS SCOrE

Dyspnea

• No 0
• Yes 1

Anorexia

• No 0
• Yes 1.5

Karnofsky performance status

• ≥ 30 0
• ≤ 20 2.5

Clinical prediction of survival, wk

• > 12 0
• 11-12 2
• 7-10 2.5
• 5-6 4.5
• 3-4 6
• 1-2 8.5

Total white blood cell count, x109/L

• Normal (4.8-8.5) 0
• High (8.6-11) 0.5
• Very high (> 11) 1.5

Lymphocytes, %

• Normal (20-40) 0
• Low (12-19.9) 1
• Very low (< 11.9) 2.5

Data from Pirovano et al5 and Maltoni et al.6
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involved need to understand that estimates are not 
guarantees, and that conditions at this time of life can 
change rapidly.

During all of the discussions, it is important to ensure 
that the language used to answer the question is under-
stood. It is also important to understand who is asking 
the question. Is the patient or a family member asking? 
If it is the latter, is the patient aware the question is 
being asked? Communication at the end of life becomes 
increasingly challenging, as one supports patient auton-
omy while recognizing the family as the unit of care.

Discussing prognosis with patients and families is per-
haps the best example of giving bad news. Doing this well 
sets the stage for a successful outcome. Doing it poorly 
might lead to future complications. Various approaches 
for sharing bad news have been suggested. In one study,9 
oncologists with more than 10 years’ clinical experience 

and an actress role-played, providing a specific look at 
the approach to answering the question “How much time 
do I have?” Loprinzi and colleagues’ results are sum-
marized in Box 1.9 Whether one is a novice in this area, 
or a clinician with years of experience, it is useful to 
occasionally review suggestions, such as those given by 
Buckman,10 to gain new insights and ideas in doing this 
difficult but important task.

Conclusion
“How long have I got?” This question, as well as its 
variations, is commonly asked of health care provid-
ers. Treatment near life’s end is often filled with difficult 
decisions. An accurate prediction of LOS, communi-
cated gently and honestly, can be one way to help deci-
sion making during that time. Observation over a period 
of time will provide a sense of the momentum of func-
tional decline, and this momentum can estimate the 
LOS most accurately.

Perhaps what is most important is to determine 
what underlies the question and to provide the support 
needed to address those issues. The question “How long 
have I got?” does show some acceptance of a deteri-
orating condition. This can be an opportunity to gently 
encourage saying and doing things that have been left 
unsaid and undone.

Life’s last journey is one of mystery. We as caregivers, 
while attempting to predict the course, must appreciate 
the complexity of predicting and the importance of our 
presence and involvement with the patient and family—
no matter how that course evolves.

Case resolutions
Case 1. Irene’s family asked to meet with her family 
physician. Her family members voiced their concerns 
about the erroneous prediction she received. After 
some discussion and time, the family came to under-
stand the difficulties of making the prediction and that 
the family physician’s best guess had not been simply 
a way of trying to give false hope to Irene or her fam-
ily. The family physician also became more aware of 
how difficult predicting can be and how important it 
can be to the family of the dying individual. 

Case 2. Maria was started on an antidepressant. 
A new calendar was obtained and events were 
placed on the calendar for the next number of weeks. 
Volunteers were arranged to visit her regularly, to sit 
with her, to talk, and to interact. Friends were encour-
aged to visit more often. She became much less 
anxious and depressed. Maria died peacefully about 2 
months later. 
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Box 1. Components to consider including when 
discussing prognosis

• Acknowledge uncertainty.
• Give a general, realistic time frame.
• Provide hope.
• Recommend “doing the things that should be done.”
• Provide realistic assurance that you will be able to
  help the patient through the dying process.
• Refer for emotional and spiritual support.
• Ask the patient what he or she would like to accomplish.
• Encourage additional questions.

Data from Loprinzi et al.9

Table 2. Palliative prognostic index: A score greater 
than 6 predicts a survival of less than 3 weeks.
FaCtOrS SCOrE

Palliative performance scale total4

• 10-20 4
• 30-50 2.5
• ≥ 60 0

Oral intake

• Severely reduced (mouthfuls) 2.5
• Moderately reduced (> mouthfuls) 1
• Normal 0

Edema

• Present 1
• Absent 0

Dyspnea at rest

• Present 3.5
• Absent 0

Delirium

• Present 4
• Absent 0

Data from Morita et al.7
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BOTTOM LINE

•	 “How long have I got?” is a question commonly asked of health care pro-
viders. Communicating an accurate prediction of length of survival (LOS) 
gently and honestly can be one way to help a patient’s decision making.

•	 Prognosticating LOS is not without risks. With underestimation, families 
might believe they were robbed of time. Overestimation might cause 
excessively aggressive use of toxic treatments or a delay in referral to pal-
liative care services.

•		 During LOS discussions, it is important to clarify the questions patients 
ask and to answer them using language patients can understand.

POINTS SAILLANTS

•	 « Combien de temps me reste-t-il? » est une question souvent posée aux 
dispensateurs de soins. La communication en douceur et avec franchise 
d’une prédiction exacte de la durée de survie (DDS) peut s’avérer une 
façon d’aider un patient à prendre des décisions. 

•	 Le pronostic de la DDS n’est pas sans risques. Si on la sous-estime, la 
famille peut croire qu’on leur a volé du temps. Si on la surestime, on peut 
entraîner une utilisation excessivement agressive de traitements toxiques 
ou un retard dans la demande de services en soins palliatifs. 

•		 Dans les discussions sur la DDS, il importe de clarifier les questions que 
posent les patients et de leur répondre dans un langage qu’ils peuvent 
comprendre. 
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