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ABSTRACT  

Purpose 

To compare estimates of expected survival time (EST) made by patients with 

advanced cancer and their oncologists. 

Methods 

At enrolment patients recorded their “understanding of how long you may have to live” 

in best-case, most-likely and worst-case scenarios. Oncologists estimated survival 

time for each of their patients as the “median survival of a group of identical patients.” 

We hypothesized that oncologists’ estimates of EST would be: unbiased (~50% longer 

or shorter than the observed survival time [OST]); imprecise (<33% within 0.67 to 1.33 

times OST); associated with OST; and more accurate than patients’ estimates of their 

own survival. 

Results 

26 oncologists estimated EST for 179 patients. The median estimate of EST was 6.0 

months and the median OST was 6.2 months. Oncologists’ estimates were unbiased 

(56% longer than OST), imprecise (27% within 0.67 to 1.33 times OST), and 

significantly associated with OST (HR 0.88, 95%CI 0.82 to 0.93, p<0.01). Only 41 

patients (23%) provided a numerical estimate of their survival with 107 patients (60%) 

responding “I don’t know”. The median estimate by patients for their most-likely 

scenario was 12 months. Patient estimates of their most-likely scenario were: less 

precise (17% within 0.67 to 1.33 times OST) and more likely to overestimate survival 

(85% longer than OST) than oncologist estimates. 

Conclusion 

Oncologists’ estimates were unbiased and significantly associated with survival. Most 

patients with advanced cancer did not know their EST or overestimated their survival 
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time compared to their oncologist, highlighting the need for improved prognosis 

communication training.  

Trial registration  

ACTRN1261300128871 
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INTRODUCTION 

Most patients diagnosed with advanced cancer want some information about their 

expected survival time[1, 2]. This information allows patients to make informed 

decisions about care as they approach the end of life[3, 4]. Indeed, patients that have 

a better understanding of their prognosis are less likely to accept futile treatments and 

aggressive interventions at the end of life[4] and are more likely to choose options 

emphasizing comfort[5, 6]. Surviving family members and carers report higher 

satisfaction with care and better quality of life during bereavement when prognosis 

and end of life care (EOLC) is discussed[7, 8]. Unfortunately, many advanced cancer 

patients have limited understanding of their prognosis, in most cases overestimating 

likely survival time[4, 5, 9-12]. In one study where 252 advanced cancer patients 

estimated life expectancy, 86.5% overestimated with nearly half (45.6%) 

overestimating by more than 2 years, and 29% overestimating by more than 5 

years[5]. Inadequate communication about prognosis between oncologists and 

patients is one factor contributing to this misunderstanding[13, 14].  

Many oncologists find it difficult to estimate and explain survival time in a way that is 

accurate, conveys hope and is easy to understand. We have previously shown that 

patients prefer to receive prognostic information formatted as worst-case, most-likely 

and best-case scenarios[15]. These scenarios can be approximated from the 

percentiles of an overall survival curve. The shortest 5-10% of survival times represent 

the worst-case scenario, the middle 50% represent the most-likely scenario and the 

longest 5-10% represent the best-case scenario[16]. We have also shown that while 

oncologists’ point estimates of expected survival time are imprecise, simple multiples 

of these point estimates are accurate for estimating ranges for worst-case (≤ one-
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quarter times the estimate of survival), most-likely (half-to-double) and best-case (≥3 

times) scenarios for survival[16, 17].  

The aim of this study was to compare the accuracy and prognostic significance of 

oncologists’ estimates of expected survival time (EST) for individual patients with 

advanced cancer to estimates of survival made by the patients themselves. To 

establish the broader applicability of our previously published method of using simple 

multiples to estimate scenarios for survival we also sought to determine if the same 

simple multiples – one-quarter, half, double and three times – of oncologists’ estimates 

of EST can be used to accurately calculate ranges for worst-case, most-likely and 

best-case scenarios for survival for patients in this study.  

PATIENTS AND METHODS 

Study subjects were participants in a prospective, multi-site randomized controlled trial 

(enrolled April 2014 to December 2016) that assessed whether administration of a 

formal Advanced Care Planning (ACP) intervention would improve compliance with 

patients’ EOLC wishes and patient and family satisfaction with care[18, 19]. Eligibility 

criteria included age ≥18 years, diagnosis of incurable cancer, expected survival time 

of 3 to 12 months (as estimated by the treating oncologist), prior systemic therapy for 

advanced cancer, and ability to complete questionnaires in English. 26 medical 

oncologists recruited participants from seven metropolitan oncology centres across 

two Australian states (2 in Victoria and 5 in New South Wales [NSW]). The median 

number of patients enrolled per oncologist was 3 (range 1 to 31). The protocol was 

approved by human research ethics committees at all participating institutions, and all 

participants gave written, informed consent.  
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Oncologists were asked to estimate survival time defined as the “median survival of a 

group of identical patients” for each of their patients at enrolment. All patients 

completed a baseline study questionnaire which collected demographic information, 

preferences regarding EOLC, and each patient’s estimate of their survival time (“your 

understanding of how long you may have to live”). Patients were required to write a 

number and select months or years for their expected “best-case”, “most-likely” and 

“worst-case” scenarios. Patients not wishing to provide an estimate could select “I 

prefer not to answer this question” or “I don’t know”. To be eligible for this sub-study, 

all required at least one follow-up assessment after enrollment. Observed survival time 

(OST) was calculated from the date of enrolment to the date of death or last known 

follow-up. For comparability with similar studies[16, 17, 20-23], we defined a point 

estimate of survival as precise if it was within 0.67 to 1.33 times OST.  

The association between estimated survival and OST was modeled using Cox 

proportional hazards regression. The C-statistic[24] was used to assess discrimination 

between estimated and observed survival.    

To assess the accuracy of using oncologists’ estimates as a basis for estimating 

ranges for scenarios we determined the proportions of patients with OSTs bounded 

by simple multiples of their EST. For each subject, the ratio of OST to EST was 

calculated and the distribution was estimated from a Kaplan-Meier analysis. Based on 

our previous work, we expected: 5-10% of patients to die within one-quarter of their 

oncologist’s estimate (OST/EST ≤ one-quarter, worst-case scenario); 50% of patients 

to live from half-to-double (OST/EST between 0.5 to 2, most-likely scenario) and; 5-

10% to live three-or-more-times (OST/EST ≥ 3, best-case scenario)[17]. 
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To compare the accuracy of patient estimates of survival with other studies[5] we 

determined the proportions of patients whose estimates of their most-likely scenario 

were within 3, 6, and 12 months of their OST, and the proportions where patient most-

likely estimates were >2 years and >5 years longer than their OST.  

We used a binary logistic regression model to explore patient characteristics 

associated with willingness to estimate survival and accuracy of estimates. Variables 

assessed included OST; age; gender; marital status; country of birth; levels of 

anxiety/depression (Hospital Anxiety and Depression Scale [HADS]), mobility, 

pain/discomfort (five-point scale from ‘not at all’ to ‘extremely’); overall health (12-Item 

Short Form Health Survey [SF-12]); previous discussions with an oncologist regarding 

EOLC (five-point scale from ‘not at all’ to ‘very much’); attitudes to cardiopulmonary 

resuscitation ([CPR]; ‘no’, ‘don’t know’, ‘yes, depending’ or ‘yes’); and prior decision 

making regarding EOLC (‘no’, ‘don’t know’, ‘yes, depending’ or ‘yes’).  

Based on our previous studies we expected 20% to 30% of oncologists’ estimates to 

be precise[16, 17]. We also expected oncologists’ estimates to be unbiased (equal 

proportions of patients living longer versus shorter than their EST). We hypothesized 

that: patient estimates of most-likely survival would be less precise than oncologist 

estimates (<20% within 0.67-1.33 times OST) and; patients would be more likely to 

overestimate than oncologists. We predicted oncologists’ estimates would be 

associated with OST, that is, the longer the estimate, the longer the patient would live. 

RESULTS  

208 patients were enrolled in the ACP study between April 2014 and December 2016. 

Of these, 179 (86%) were eligible for the current study. The remaining 29 were 

excluded for not having at least one documented follow-up. The median OST for the 
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179 patients was 6.2 months (IQR 3.2 to 11.7 months). 159 (89%) died during the 

study. 

Baseline characteristics of the 179 are summarized in Table 1. Of note, 126 (70%) 

had not discussed EOLC with their oncologist prior to enrolment and 107 (60%) had 

not made decisions regarding EOLC. 54 (30%) were not willing to receive CPR.  

Oncologists’ estimates of survival 

Despite being an inclusion criterion, only 163 patients (91%) had an oncologist 

estimate documented at baseline. It is not known why oncologist estimates were 

missing for 16 patients. The median estimate was 6 months (IQR 6 to 10 months). As 

per the trial eligibility criteria all estimates were between 3 and 12 months with the 

most frequent estimates being 6, 9 and 12 months (Figure 1). The proportion of 

oncologists’ estimates that met our criterion for precision (within 0.67 to 1.33 times 

OST) was 27% (95% CI, 19% to 34%; Figure 2). Oncologists’ estimates were 

relatively unbiased, with 44% (95% CI, 35% to 53%) shorter than OST and 56% (95% 

CI, 47% to 65%) longer. Oncologists’ estimates were moderately discriminative (C-

statistic=0.65, 95% CI 0.59 to 0.70, p<0.01) and significantly associated with OST 

(hazard ratio [HR] 0.88, 95% CI, 0.82 to 0.93; p<0.01; that is to say, for every additional 

month of survival estimated by the oncologist, the hazard of death for the patient 

decreased by 12%). 

The proportion of patients with an OST within ranges bounded by simple multiples of 

their oncologist’s estimate corresponded well with our initial hypothesis: 7.5% (95% 

CI, 3% to 13%) lived ≤ one-quarter of their EST; 64% (95% CI, 54% to 73%) lived from 

half-to-double; and 4.5% (95% CI, 1% to 9%) lived three-or-more-times.  

Patients’ estimates of survival 



 

11 
 

Few patients provided numerical estimates of survival, with 107 (60%) responding “I 

don’t know”; 17 (9.5%) responding “I prefer not to answer this question”, and 8 (4.5%) 

not completing the question. 47 provided a survival estimate (best-case, most-likely 

and/or worst-case), and of these, 70% (33 patients) were seen by one of four 

oncologists. 40 (22%) provided a numerical estimate of their most-likely survival; 41 

(23%) provided an estimate of their best-case and 37 (21%) of worst-case. There was 

no difference in OST for patients providing a numerical estimate of their most-likely 

survival (median OST 6.3 months) and those who did not provide any survival 

estimates (median OST 5.8 months). 33 provided estimates for all three scenarios. 

Characteristics of these patients were similar to patients who did not provide any 

estimates (Table 2), with the exception of willingness to receive CPR with 52% of 

patients providing estimates answering “no” compared to 26% of patients who did not 

provide estimates.  

The median OST for the 40 patients who estimated their most-likely survival was 6.3 

months (IQR 3.2 to 9.8 months), and their median estimate for most-likely survival was 

12 months (IQR 9 to 24). 17% (95% CI, 0% to 51%) of patient estimates of most-likely 

survival met our criterion for precision (within 0.67 to 1.33 times OST).  

Patients tended to overestimate their survival, with 85% (95% CI, 50% to 100%) of 

estimates of most-likely survival being longer than their OST. Patient estimates of 

most-likely survival were moderately discriminative (C-statistic 0.64, 95% CI; 0.53 to 

0.75; p<0.01), but not significantly associated with OST (HR 0.98, 95% CI 0.96 to 1, 

p=0.08). Further data on patient estimates of their most-likely, worst-case and best-

case scenarios are summarized in Table 3. 26% (95% CI, 0% to 60%) of patient 

estimates of most-likely survival were within 3 months of their OST; 45% (95% CI, 

12.5% to 80%) were within 6 months of OST; and 68% (95% CI, 33% to 100%) were 
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within 12 months of their OST. Further, 13% (95% CI, 0% to 42%) of patient estimates 

of most-likely survival were > 2 years longer than their OST and 8% (95% CI, 0% to 

33%) were > 5 years longer than their OST. 

For the 33 patients who provided estimates for all three of their scenarios for survival, 

the worst-case scenario was the most precise for 21 patients (64%). For the 36 

patients who had both an oncologist estimate of survival and a patient estimate of 

most-likely survival, the median patient estimate was 12 months (IQR 9 to 24), and the 

median oncologist estimate of EST was 6 months (IQR 6 to 10); with the patient 

estimate being longer than the oncologist estimate for 29 patients (81%). 

On univariable analysis, older patients were significantly less likely to provide an 

estimate of their own survival, however when they did estimate their survival they were 

significantly more likely to be accurate. No other variables were significantly 

associated with willingness to make a survival estimate or ability to make a precise 

estimate.  

DISCUSSION  

We found oncologists’ estimates of expected survival time were associated with OST, 

moderately discriminative and relatively unbiased. Although oncologists’ point 

estimates of survival time were rarely precise, simple multiples of these estimates 

were accurate for estimating ranges for worst-case (≤ one-quarter of EST), most-likely 

(half-to-double EST) and best-case (three-or-more-times EST) scenarios for survival. 

Only 23% of patients provided a numerical estimate of their own survival with 60% 

responding that they did not know their expected survival time. Patients were more 

likely to overestimate their survival than oncologists, and patient estimates of their 
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worst-case scenario were more precise and less biased than their estimates of their 

most-likely and best-case scenarios.  

It is often reported that oncologists overestimate expected survival for their patients 

with advanced cancer[20, 25-28]. While this may be true for patients in the last days 

to weeks of life, we have shown in this study and others that for patients with survival 

times measured in months, oncologists’ estimates are unbiased[16, 17]. As expected, 

only 27% of oncologists’ point estimates met our arbitrary definition of precision. Given 

the inherent variability of survival time it is unrealistic to expect point estimates to be 

more precise. However, scenarios for survival time based on these point estimates 

were accurate. The proportion of participants with OSTs falling within ranges bounded 

by simple multiples of their oncologist’s estimate of EST (7.5% ≤ one-quarter of EST, 

64% within half-to-double EST, and 4.5% three-or-more-times EST) corresponded 

well with our hypothesized proportions based on previous studies (5% to 10%, 50%, 

5% to 10% respectively)[16, 17]. The ability to accurately estimate scenarios for 

survival is clinically relevant given patients we surveyed in previous research 

overwhelmingly preferred to receive information on their expected survival time 

formatted as ranges for three scenarios, rather than as a single point estimate of 

median survival[15].  

We found very few patients were willing to provide an estimate of their own survival 

time and there was no difference in the observed survival for patients who provided 

an estimate and those who did not. For the minority of patients who provided an 

estimate there was a tendency to overestimate, with 85% of estimates of most-likely 

survival being longer than OST. Even more striking was the finding that when patients 

were asked to estimate their worst-case scenario, 42% of estimates were longer than 

the observed survival. Our finding of poor prognostic awareness amongst patients with 
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advanced cancer has been shown in other studies[4, 5, 9-12]. The patients in our study 

were more accurate at estimating their survival than those in other studies. For 

example Enzinger et al asked 590 patients with a variety of advanced cancers and a 

median survival of 5.4 months to estimate their own survival[5]. In this study, 299 

(51%) were willing to estimate and only 11% of patient estimates were within 3 months 

of OST (compared to our 26%); 25% were within 6 months of OST (we found 44%); 

and 39% were within 12 months of OST (we found 68%). In the Enzinger study 46% 

of patient estimates were > 2 years longer than OST (we found 13%); and 29% were 

> 5 years longer (we found 8%)[5]. It is unclear why our patients were more accurate 

than those in the Enzinger study. It may simply relate to our relatively small sample 

size. Another possible explanation is the different practices for involving palliative care 

that exist in Australia and the Unites States of America. It is common in Australia for 

patients with advanced cancer to see palliative care doctors for symptom support and 

preparation for end-of-life while at the same time receiving anti-cancer systemic 

therapies with their oncologist.  

Although we found older patients were more likely to be accurate when estimating 

survival, given our small sample size this is simply hypothesis generating and worthy 

of further study in a larger population. Given the median survival time of patients in 

this study was only 6 months, and most patients died within 12 months of study 

enrolment, it is concerning that most patients did not know their expected survival time. 

Similar findings have been reported in other studies. For example, Enzinger et al. 

found only 17.6% (104 of 590) of patients could recall that their physician had 

previously disclosed a prognostic estimate[5]. In another study of 178 patients with 

advanced cancer, 45% (80 patients) had little or no understanding of their illness 

(regarding life expectancy, stage of cancer, potential for cure, and current health 
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status)[11]. It is not clear if the patients in our study really did not know their expected 

survival time or simply did not want to acknowledge their limited survival in answer to 

this confronting question. We also do not know how many of the patients had 

discussed expected survival time with their oncologist before the study began and 

what they had been told by the oncologist. Of interest, most (70%) of the patients who 

provided an estimate of their survival were enrolled by one of four oncologists 

suggesting these oncologists were more likely to discuss prognosis and expected 

survival than the others.  

Also concerning in this cohort is that the majority reported not discussing or making 

decisions regarding EOLC. 19% reported being willing to receive CPR and a further 

31% were willing to receive CPR depending on the outcome. Patients who provided 

estimates of their own survival time were more likely to refuse CPR than those who 

did not provide estimates. This highlights the importance of discussing prognosis when 

discussing EOLC options. Patients require an understanding of both their expected 

survival time and the likely detrimental outcome of aggressive interventions at the end-

of-life to make informed decisions for their care. Other studies have shown that a lack 

of awareness about prognosis can lead to patients pursuing more aggressive and 

often futile treatments at the end-of-life4,5,6. For example, in a study of 917 patients 

with stage III or IV non–small cell lung cancer or stage IV colon cancer, 82% estimated 

their most-likely survival to be longer than their oncologist’s estimate; and the patients 

who estimated a longer survival time were more likely to favor life-extending 

therapy[4].  

Oncologists often avoid discussing prognosis with patients for various reasons 

including time constraints, uncertainty about how to estimate and explain survival time, 

fear of upsetting the patient, concern of harming the doctor-patient  relationship, and 
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fear of getting the estimate wrong[12, 29]. Interventions to address these concerns are 

needed to improve the way oncologists communicate to their patients about prognosis 

to improve patient understanding and decision-making.   

The main strength of this study is that it provides data on the accuracy and usefulness 

of oncologists and patient estimates of survival time in a large cohort of patients with 

a variety of advanced cancers from multiple cancer centers. Unfortunately, the small 

number of patients that estimated their own survival and the different types of 

estimates collected (survival scenarios from patients, median survival of a group of 

similar patients from oncologists) limits our ability to compare the accuracy of these 

estimates. Further, all patients had an EST between 3 and 12 months, as estimated 

by their oncologist, while patients had no restrictions on their estimates.  

Although the oncologists provided a numerical estimate of survival for the patients 

included in this study, we do not know how many oncologists discussed this estimate 

with their patient. Only 15% of patients reported discussing EOLC with their oncologist 

“somewhat, quite a bit or very much” before enrolment, suggesting that conversations 

about EOLC were not routine. We cannot tell if patient estimates were consistent with 

what they had been told by their oncologist. Although most patients reported not 

knowing their survival time we do not know how many of these patients actually wanted 

to know their survival time nor how many had been told their survival time by their 

oncologist. Although all had received at least one line of systemic anticancer therapy, 

we do not know the time between diagnosis of incurable cancer and study enrolment 

to know how much time there had been for patients to discuss prognosis with their 

oncologist. The ACP study did not collect other prognostic data, such as blood 

parameters, performance status, disease burden and comorbidities, to enable us to 

determine if oncologist estimates were predictive of OST after adjusting for these 
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established prognostic variables. It is possible that a selection bias exists, with the 

patients most likely to estimate their survival being those that have a better 

understanding of their prognosis. Because the number of oncologists was small, and 

all were interested in ACP and predominantly from academic centers, these results 

may not be representative of oncologists in general. 

In summary, we have shown that oncologists’ estimates of survival time for patients 

with advanced cancer are: unbiased; significantly associated with observed survival 

and; a useful basis for estimating ranges for best-case, most-likely and worst-case 

scenarios for survival. The fact that most patients reported not knowing their expected 

survival time or discussing EOLC, despite their oncologists estimating their survival as 

less than 12 months was particularly concerning. It is essential for oncologists to be 

skilled in discussing prognosis with their patients. When patients with advanced cancer 

want quantitative information about their expected survival, this study and our previous 

research suggest estimating and explaining worst-case, typical and best-case 

scenarios is more accurate and meaningful than providing a single point estimate. This 

study highlights the need for educational interventions and training to help oncologists 

start conversations about prognosis, EOLC, goals and wishes with their patients with 

advanced cancer. 
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FIGURES AND TABLES 

Table 1. Patient baseline characteristics (N=179) 

Characteristic No. % 

Age, years 
Median (range) 

  
67 (31 to 90)  

<50 13 7 
50 to 69 93 52 
≥70 68 38 
Missing  5 3 

Sex   
Male 96 54 
Female 83 46 

Marital status   
Married or de facto; in a relationship 118 66 
Single; separated or divorced; widowed  57 32 
Missing  4 2 

Country of birth   

Australia 112 63 
Other 61 34 
Missing  6 3 

Primary site of cancer    
Lung 46 26 
Pancreas 20 11 
Colorectal  19 11 
Other gastrointestinal  18 10 
Urological  17 9 
Gynaecological 16 9 
Breast 11 6 
Skin 6 3 
Bone and soft tissue 4 2 
Head and neck 3 2 
CNS 1 1 
Other 9 5 
Unknown/Missing 9 5 

Level of anxiety/depression   
Not anxious or depressed  88 49 
Slightly anxious or depressed 52 29 
Moderately anxious or depressed 28 16 
Severely anxious or depressed 3 2 
Extremely anxious or depressed 1 1 
Missing  7 4 

Discussed EOLC with oncologist before study   
Not at all 126 70 
A little bit 20 11 
Somewhat 14 8 

Quite a bit  10 6 
Very much  3 2 
Missing  6 3 
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Willing to receive CPR   
No 54 30 
Don’t know 28 16 
Yes, depending on the outcome 55 31 
Yes 34 19 
Missing  8 4 

Made decisions regarding EOLC before study   
No 107 60 
Don’t know 6 3 
Yes 58 32 
Missing  8 5 

 

CPR = Cardiopulmonary resuscitation. 
EOLC = End of life care. 
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Table 2. Patient baseline characteristics for those who provided all three scenario 
estimates and those that did not provide any estimates  

 
Provided all three 
estimates (N=33) 

Did not provide 
any estimates 
(N=132) 

Characteristic No. % No. % 

Age, years 
Median (range) 

    
62 (42 to 81) 68 (31 to 90) 

<50 3 9 9 7 
50 to 69 22 67 64 48 
≥70 8 24 54 41 
Missing  0 0 5 4 

Sex     
Male 15 45 73 55 
Female 18 55 59 45 

Marital status     
Married or de facto; in a 
relationship 

23 70 85 64 

Single; separated or divorced; 
widowed  

10 30 43 33 

Missing  0 0 4 3 
Country of birth     

Australia 23 70 80 61 

Other 10 30 46 35 
Missing  0 0 6 4 

Primary site of cancer      
Lung 4 12 37 28 
Pancreas 4 12 12 9 
Colorectal  3 9 13 10 
Other gastrointestinal  5 15 13 10 
Urological  3 9 14 11 
Gynaecological 5 15 9 7 
Breast 4 12 7 5 
Skin 1 3 5 4 
Bone and soft tissue 1 3 3 2 
Head and neck 1 3 2 2 
CNS 0 0 1 1 
Other 1 3 8 6 
Unknown/Missing 1 3 8 6 

Level of anxiety/depression     
Not anxious or depressed  18 55 64 48 
Slightly anxious or depressed 9 27 36 27 
Moderately anxious or depressed 6 18 21 16 
Severely anxious or depressed 0 0 3 2 
Extremely anxious or depressed 0 0 1 1 
Missing  0 0 7 5 

Discussed EOLC with oncologist before 
study 

    

Not at all 21 64 94 71 
A little bit 4 12 16 12 
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Somewhat 4 12 9 7 

Quite a bit  3 9 5 4 

Very much  1 3 2 2 
Missing  0 0 6 5 

Willing to receive CPR     
No 17 52 34 26 
Don’t know 2 6 25 19 
Yes, depending on the outcome 12 36 34 26 
Yes 1 3 32 24 
Missing 1 3 7 5 

Made decisions regarding EOLC before 
study 

    

No 16 48 82 62 
Don’t know 1 3 5 4 
Yes 16 48 38 29 
Missing 0 0 7 5 

 

CPR = Cardiopulmonary resuscitation. 
EOLC = End of life care. 
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Table 3. Estimates of survival made by oncologists and by patients 

 
Oncologist 

estimates of 
median 

survival* 
(EST) 

(n=163) 

Patient estimates of their own survival$ 

 
Worst-case 

(n=37) 
Most-likely 

(n=40) 
Best-case 

(n=41) 

Median (months; IQR) 6 (6 to 10) 6 (3 to 12) 12 (9 to 24) 24 (12 to 60) 

Proportion precise# 
(%; 95% CI) 

27 (19 to 34) 38 (0 to 83) 17 (0 to 51) 21 (0 to 57) 

Proportion 
overestimating 
survival^ (%, 95% CI) 

56 (47 to 65) 42 (0 to 83) 85 (50 to 100) 91 (60 to 100) 

*Oncologists were asked to estimate survival as the “median survival of a group of 

identical patients” 

$Patients were asked to estimate their “understanding of how long you may have to 

live” in terms of worst-case, most-likely and best-case scenarios 

IQR = interquartile range 

# estimate within 0.67 to 1.33 times observed survival time  

^estimated survival longer than observed survival. If estimates are unbiased then 

approximately 50% will be longer than observed survival time and 50% will be 

shorter than observed survival time  

 

 

 

 

 



 

 
 

 

Figure 1. Frequency of distribution of oncologists’ estimates of survival (blue) and 

patients’ estimates of most-likely survival (orange). 

  



 

 
 

 

Figure 2. Precision of oncologist estimates and patient (most-likely) estimates of 

survival. Precision is defined as estimates that fall within 0.67 to 1.33 times the 

observed survival time.  
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