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Author, year 

(country)  

Study design Participant (n)/Setting Variable collection method (prognostic 

disclosure/understanding) and Outcome 

measurement tool (quality of life; QoL) 

Key findings  Quality 

assessment 

(MMAT 

score) 

Prognostic disclosure studies 

Gattellari et al.,33 

2002 

(Australia) 

Mixed methods Patients with incurable cancer 

(118)/Oncology clinics  

 

Variable collection method: Evaluating the 

content of information disclosure (i.e. 

effects, aims, and drawbacks of treatment, 

incurableness, alternative treatments, life 

expectancy) from the interviews 

 

Outcome measurement tool: Anxiety level 

by using 20-item Spielberger State-Anxiety 

Form 

From multivariate analysis, there was no significant 

association between information disclosure and anxiety 

level. 

75% 

Rumpold et al.,24 

2015 (Austria) 

Mixed methods Patients with advanced lung 

cancer (50)/Department of 

Radiation Oncology  

Variable collection method: Physicians 

would give the preferred information to 

patients 

 

Outcome measurement tool: Assessed 

patients' emotional response in six 

dimensions  

Patients, who received prognostic information, had 

significantly higher distress (U = 56.500; p = 0.009) 

compared to patients who had not received any 

information on cure rates and/or prognosis. 

50% 

Victor et al.,20 2018 

(India) 

Cross-sectional Patients with cancer who were 

under the palliative care 

programme at least 2 months 

(100)/A hospital 

Variable collection method: Defining 

collusion as the situation that the family 

members had requested the healthcare 

professionals to hide the terminal diagnosis 

 

Outcome measurement tool: EORTC 

QLQ‑C30 

Collusion was significantly related with lower QoL (mean 

global QoL, 38.28 ± 24.3 vs. 50.52 ± 23.08; p = 0.014), 

higher pain and higher fatigue scores. 

 

Patients with collusion had lower physical functioning (OR 

16.8; p = 0.012) and cognitive functioning (OR 14.3; p = 

0.010) than patients who had no collusion. 

100% 

Wright et al.,40 2008 

(USA) 

Prospective, longitudinal 

cohort 

Patients with terminally ill 

cancer, metastasis and 

refractory to the first-line 

chemotherapy, and their 

informal caregivers 

(332)/Seven different 

outpatient sites 

Variable collection method: Evaluating end 

of life discussion by asking a question 

whether participants had end of life 

discussion  

 

Outcome measurement tool: McGill Quality 

of Life Index’s, Structured Clinical 
Interview for DSM-IV, and Endicott Scale 

for Major depressive disorder 

Patients, who had an end of life discussion, reported more 

symptom burden (p = 0.02), and less survival time  (95 vs 

154 days; p = 0.002). End of life discussion was not related 

with feeling “sad”, “depressed”, “worried”, “terrified”, or 
meeting a DSM-IV mental disorder criteria (after a 

propensity-score weighting technique were used). 

100% 

Yun et al.,11 2010 

(South Korea) 

Cohort Patients with terminal cancer, 

unresponsive to anticancer 

therapy and survival time 

within a month, (481)/Eleven 

university hospitals and the 

National Cancer Centre 

(inpatient and outpatient) 

Variable collection method: Patients 

knowing their disease status were asked 

questions on how the awareness came from. 

 

Outcome measurement tool: EORTC QLQ-

C30 

Patients, who stated that they had been told the terminal 

illness directly by a physician or a family member, 

reported a significantly higher QoL than patients who 

guessed or learned by chance (higher physical [mean score 

32.3 vs 27.0; p <0.001], emotional [53.4 vs 47.4; p 0.01], 

role [34.4 vs 20.9; p <0.001], social functioning [31.5 vs 

30.0; p = 0.007], cognitive functioning [56.6 vs 42.2; p 

<0.001], global QoL [31.9 vs 27.0; p = 0.014], and lower 

75% 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Support Palliat Care

 doi: 10.1136/bmjspcare-2020-002460–370.:361 11 2021;BMJ Support Palliat Care, et al. Wattanapisit S



symptoms – pain [58.9 vs 73.3; p = 0.002], appetite loss 

[66.2 vs 78.1; p = 0.026], and financial problem [60.5 vs 

64.5; p = 0.001]). 

Prognostic awareness studies 

Chan,30 2011 

(Hong Kong) 

Cross-sectional  

(clinical data mining) 

Patients used palliative care 

services (935)/ 

A palliative care unit 

(inpatient) 

Variable collection method: Modified 

Support Team Assessment Schedule  

 

Outcome measurement tool: Modified 

Support Team Assessment Schedule 

(anxiety level) 

Patients, who had less awareness of the prognoses, were 

associated with greater anxiety (OR 1.44, 95% CI = 1.14 – 

1.82, p = 0.002). 

75% 

Diamond et al.,31 

2017 

(USA) 

Prospective, mixed-method 

exploratory  

Patients with malignant glioma 

and paired caregivers (50)/ 

An inpatient neurology service 

Variable collection method: Interviewed and 

catogorised into full, limit, or no awareness 

 

Outcome measurement tool: FACT-Br and 

HADS 

The FACT-Br total score, anxiety, and depression were not 

different between patients who had full awareness and 

those with limited or no awareness. 

75% 

El-Jawahri et al.,32 

2014 (USA) 

Cross-sectional, 

observational  

Patients with advanced non-

colorectal gastrointestinal 

cancer, newly diagnosed (50)/ 

An ambulatory unit 

Variable collection method: The adapted 

Prognosis and Treatment Perceptions 

Questionnaire was used to evaluate 

prognostic understanding. The patients rated 

their perception as a Likert scale regarding 

(i) the likelihood that cancer would be 

cured, and (ii) the disease status. Finally, the 

answers were categorised into (i) ‘incurable’ 
vs ‘likely to be cured’ and (ii) ‘terminally 
ill’ vs ‘not terminally ill. 
 

Outcome measurement tool: FACT-G 

Participants who stated that their cancer was incurable 

reported lower overall QoL (mean score, 73.13 vs 80.86; p 

= 0.04), emotional well-being (mean score, 14.95 vs 18.19; 

p = 0.01), and social well-being (mean score, 22.15 vs 

24.79; p = 0.02) than patients who did not report that their 

cancer was incurable. 

 

Participants who acknowledged their terminal illness 

reported lower overall QoL (mean score, 71.95 vs 82.20; p 

= 0.005), emotional well-being (mean score, 14.22 vs 

18.85; p <.001), and functional well-being (mean score, 

15.07 vs 18.12; p = 0.04) than participants who did not 

acknowledge their terminal illness. 

75% 

George et al.,28 2020 

(USA) 

Cohort Patients with locally advanced 

or metastatic cancer 

(87)/Multi-institutional cancer 

centres and hospitals 

Variable collection method: comparing 

psychological well-being over time (pre-

assessment, post-assessment, and follow-up) 

among different accurate prognostic 

understanding groups (improved, stable, and 

worse prognostic understanding) 

 

Outcome measurement tool: McGill Quality 

of Life Questionnaire (4 items: depressed 

mood, worry, sadness, and fear) 

Patients who became improve or more accurate in 

prognostic understanding had significant changes in 

psychological scores from 7.03 ± 2.23 (of 10)) at pre-

assessment to 6.30 ± 1.80 (p < 0.01) at post-assessment 

(worsen psychological well-being). Thereafter, the scores 

increased from 6.30 ± 1.80 at post-assessment to 7.63 ± 

2.08 at follow-up.    

50% 

Janssens et al.,22 

2018a 

(Belgium) 

Multicentre cross-sectional Advanced lung cancer patients 

(125)/Ten hospitals in both 

hospitalisation and outpatient 

clinics 

Variable collection method: Rating scales to 

evaluate the prognostic understanding 

according to the statements, “I can be 
cured”, “My treatment can cure me” 

 

Outcome measurement tool: QLQ-C15-PAL 

and HADS 

Prognostic understanding significantly correlated with less 

emotional well-being (r = -0.20; p < 0.05) and more pain (r 

= 0.22; p < 0.05). However, in a 2-stage hierarchical 

multiple regression analysis, no significant relationship 

was found between prognostic understanding and 

emotional well-being. 

 

There was no significant correlation between prognostic 

understanding and anxiety or depression. 

50% 
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Kang et al.,37 2020 

(South Korea)  

Cohort Patients with advanced breast, 

colon, stomach, 

pancreatobiliary, lung, liver, or 

haematologic malignancies 

(386)/Eleven general hospitals 

and ten university hospitals  

Variable collection method: Assessing the 

prognostic awareness as present (awareness 

group) or absent (no awareness group) and 

evaluating QoL and depression at baseline, 

3 months, and 6 months   

 

Outcome measurement tool: QLQ-C15-

PAL, PHQ-9, McGill Quality of Life 

Questionnaire, and other material 

Over 6 months, the awareness group had significantly 

lower scores of physical functioning, emotional 

functioning, existential well-being. The awareness group 

was more likely to had worse symptoms (statistical 

significance for pain). 

 

The change in the prevalence of depression was not  

significant between groups.   

75% 

Kim et al.,13 2013 

(South Korea) 

Prospective cohort  Patients with terminal cancer, 

estimated survival time of a 

few months (262)/A palliative 

care unit (inpatient) 

Variable collection method: Assessing 

patients' awareness of terminal status by a 

psychiatrist using semi-structured 

interviews. 

 

Outcome measurement tool: EQ-VAS and 

MADRS 

In the univariate analysis, patients, who were unaware, had 

a significantly higher median EQ-VAS score than those 

who were aware (60.0 (46.3 – 73.8) vs 50.0 (30.0 – 70.0); 

p = 0.006). 

 

From multivariate linear regression analysis (adjusted for 

age, educational level, primary cancer site, metastasis to 

lung, and MADRS score), patients who were unaware of 

the terminal status had higher QOL than patients who were 

aware (regression coefficient -0.10, 95% CI -0.17 to -0.03; 

p = 0.008) 

100% 

Kim et al.,34 2014 

(South Korea) 

Cross-sectional (survey) Patients with advanced cancer 

and paired family caregivers 

(136)/A hospital (inpatient) 

Variable collection method: Asking the 

questions to assess patients' awareness of 

illness and goal of therapy 

 

Outcome measurement tool: EORTC QLQ-

C30 

From linear regression model, there was no significant 

association between the awareness of illness and QOL 

domain. 

 

75% 

Kurita et al.,35 2018 

(USA) 

Secondary data analysis, 

prospective cohort  

Patients with gastrointestinal, 

colorectal, lung, or 

gynaecology cancers, life 

expectancy of six months or 

less (300)/Cancer centres 

Variable collection method: Prognostic 

understanding was asked by three questions 

 

Outcome measurement tool: McGill Quality 

of Life Physical Well-Being item and subset 

of Functional Assessment of Cancer 

Therapy-Cognition 

From adjusted model with age and gender, perceived 

worse physical well-being (p = 0.047) and cognitive 

function (p = 0.006) were associated with terminal illness 

awareness.   

75% 

Lee et al.,14 2013 

(South Korea) 

 

Prospective cohort  Patients with metastasis or 

recurrent cancer, life 

expectancy six months or less 

(98)/Two hospitals and one 

cancer centre (inpatient and 

outpatient) 

Variable collection method: Asking a 

question 'Do you know your disease stage?' 

 

Outcome measurement tool: EORTC QLQ-

C30 and HADS 

 

Patients who had awareness of the incurable nature of their 

condition reported significant improvement in QoL 

compared to patients who did not have awareness 

- Increase in role (p = 0.002), emotional (p = 0.025), and 

social functioning (p = 0.002) 

- Decrease in fatigue (p = 0.008), appetite loss (p = 0.039), 

constipation (p = 0.032), financial difficulties (p = 0.019) 

and anxiety (p = 0.041) 

50% 

Lee et al.,38 2020 

(South Korea) 

Prospective cohort  Patients diagnosed terminal 

cancer with a short life 

expectancy of a few months 

(98)/Hospice wards of two 

general hospitals  

Variable collection method: Semi-structured 

interviews conducted by physicians to 

identify awareness of prognosis (knowing 

both the diagnosis and exact prognosis) 

 

Outcome measurement tool: Beck 

Depression Inventory, Beck Anxiety 

Patients in the aware group had significantly higher scores 

of some QoL domains compared with the unaware group: 

physical function (37.71 vs 22.83; p = 0.001); social 

function (34.09 vs 27.69; p = 0.011); physical role (32.37 

vs 29.27; p =0.004); and physical component summary 

(31.24 vs 25.64; p = 0.02).  

75% 
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Inventory, Health-Related Quality of Life 

Scale (36-item short-form health survey), 

Insomnia Severity Index, and MMSE 

Nipp et al.,15 2017 

(USA) 

Cross-sectional Patients with an incurable lung 

or non-colorectal 

gastrointestinal cancer, newly 

diagnosed within the previous 

8 weeks (350)/A general 

hospital  

cancer centre (inpatient) 

Variable collection method: The Prognosis 

and Treatment Perceptions Questionnaire 

 

Outcome measurement tool: FACT-G and 

HADS 

Patients, who perceived a terminally ill, was associated 

with low QoL (B 26.88; SE 1.63; 95% CI -10.08 to -3.68; 

P ≤ 0.001), higher depression (B 1.60; SE 0.43; 95% CI 

0.74 to 2.45; p = 0.001) and anxiety (B 1.17; SE 0.43; 95% 

CI 0.32 to 2.01; p = 0.007) than patients who perceived 

that their status was not a terminally ill.  

 

Patients' perception of his or her primary treatment goal 

was not associated with QoL. 

75% 

Roll et al.,23 2009 

(Cuba) 

Cross-sectional Patients with advanced 

malignant disease, 

prognosis of six months or less 

(91)/A community clinic and 

two hospitals, (inpatient and 

outpatient) 

Variable collection method: Asking 

question 'What do you know about your 

condition?' 

 

Outcome measurement tool: Palliative 

Outcome Scale 

Patients, who were not aware of an advance diagnosis, had 

significantly distressing symptoms (mean score 1.98 vs 

1.35; p = 0.011) , anxiety (2.01 vs 1.46; p = 0.03), 

perceived lack of information (1.22 vs 0.65; p = 0.028), 

and lack of support (1.59 vs 0.78; p = 0.005).  

 

50% 

Sato et al.,12 2018 

(Japan) 

Cross-sectional Patients with advanced lung 

cancer, newly diagnosed (193) 

and family caregivers 

(167)/Oncology clinics of 16 

hospitals 

Variable collection method: Asking 

questions to evaluate the understanding of 

prognosis and the goal of therapy 

 

Outcome measurement tool: FACT-L  

Patients, who had a correct perception of prognosis, had 

worse overall health-related QoL (FACT-L total score, 

median 78.0 vs 88.2; p = 0.001), emotional well-being 

(14.0 vs 19.0; p < 0.001), functional well-being (14.0 vs 

18.0; p = 0.035), and lung cancer subscale (13.0 vs 15.0; p 

<0.002) than patients who misunderstood their prognosis. 

 

Also, patients, who had correct perception of prognosis, 

reported worse depression and anxiety scores. 

100% 

Shin et al.,25 2016 

(USA) 

Cross-sectional Patients with metastatic breast 

cancer, diagnosed ≥ 6 months 
before the study (140)/An 

ambulatory care clinic 

Variable collection method: Assessing 

patients' prognostic perception and 

treatment goals by the Prognosis and 

Treatment Perceptions Questionnaire  

 

Outcome measurement tool: HADS 

Patients, who perceived a low likelihood of cure, was 

related with more depression than patients who did not 

have this perception (Coefficient 1.27; SE 0.44; p < 0.01). 

50% 

Soylu et al.,36 2016 

(Turkey) 

Cross-sectional Patients with stage IV breast 

cancer, and planned to receive 

palliative care treatment 

(55)/Ambulatory clinics  

Variable collection method: Asking two 

open-end questions to assess patients' 

perception of the goal of therapy and 

patients' expectation of disease course 

 

Outcome measurement tool: EORTC QLQ-

C30 

There was no significant difference of QoL between 

patients who understood and misunderstood the treatment 

goal. 

75% 

Tang et al.,27 2008 

(Taiwan) 

Cross-sectional Dyads of patients with 

terminally ill cancer and family 

caregivers (1709)/Oncology 

inpatient units of 24 hospitals 

Variable collection methods: Asking 

patients’ understanding about disease status 
(curable or incurable) and how the illness be 

informed (e.g. physicians or others) 

 

Outcome measurement tool: Modified 

McGill Quality of Life Questionnaire 

From the multivariate analysis, patients, who were aware 

of their prognosis, had a higher QoL than patients who 

were not aware (p = 0.001).  

50% 
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Tang et al.,26 2016 

(Taiwan) 

Cohort Patients with terminal stage 

cancer, the disease was 

progress or unresponsive to 

curative treatment, and died 

during the study period (325)/ 

A medical centre (inpatient and 

outpatient) 

Variable collection method: Asking patients 

about disease status to evaluate the accuracy 

of prognosis awareness  

 

Outcome measurement tool: Modified 

McGill Quality of Life Questionnaire, 

HADS, and 10-item Self perceived Burden 

Scale (for assessing spiritual suffering)  

Patients, who had an accurate prognostic awareness, were 

likely to have severe depressive symptoms and anxiety, 

more self-perceived sense of burden to others, and lower 

QoL than patients who had inaccurate prognosis awareness 

(QoL β -7.57, 95% CI -11.22 to -3.91; p < 0.001) 

 

In multivariate analysis which included a number of 

important confounders, patients who had accurate 

prognostic awareness, were prone to describe lower QoL 

(β [95% CI] = -5.05 [-7.86 to -2.33]; p < 0.001) and high 

self-perceived sense of burden to others. 

50% 

Tang et al.,29 2019 

(Taiwan) 

Prospective cohort Patients with terminal cancer 

who died during the duration 

of the study (277)/A medical 

centre  

Variable collection method: Asking patients 

about the perception of their prognosis (the 

associations between prognostic awareness 

and some QoL (anxiety, depression, and 

overall QoL) were investigated) 

 

Outcome measurement tool: HADS, 13-item 

modified McGill Quality of Life 

Questionnaire (excluded psychological, 

social, and existential well-being) 

Patients, who had an accurate prognostic awareness, were 

likely to have severe anxiety symptoms (OR 1.25; p = 

0.05) and severe depressive symptoms (OR 2.63; p < 

0.001) compared with non-aware patients.  

 

The association between prognostic awareness and 

physical QoL was not significant (β -1.51; p =0.274) 

 

 

 

50% 

Walczak et al.,39 

2013 (USA and 

Australia) 

Qualitative 

(Semi-structured 

qualitative interviews and a 

focus group) 

Patients with advanced, 

incurable cancer and life 

expectancy of less than 12 

months (34)/One American 

and two Australian treatment 

centres  

Variable collection method: Semi-structed 

interviews and one US focus group 

 

Outcome measurement tool: No specific 

tool (qualitative analysis)  

Prognostic communication encouraged patients to accept 

ways to enjoy a good QoL, even in the limited time 

remaining. 

100% 

DSM-IV: Diagnostic and Statistical Manual-Fourth Edition; EORTC QLQ-C30: European Organization for Research and Treatment of Cancer – Core Quality of Life Questionnaire; EQ-VAS: EuroQoL-5 dimensions–

visual analog scale; FACT-Br: Functional Assessment of Cancer Therapy – Brain; FACT-G: Functional Assessment of Cancer Therapy – General; FACT-L: Functional Assessment of Cancer Therapy - Lung scale; 

HADS: Hospital Anxiety and Depression Scale; MADRS: Montgomery–Asberg Depression Rating Scale; MMSE: Mini-Mental State Examination; PHQ-9: Patient Health Questionnaire-9; QLQ-C15-PAL: a core 

questionnaire for palliative care which is a short version of EORTC QLQ-C30 

β: unstandardised coefficient; CI: confident interval; OR: odds ratio; r: correlation coefficient; U: Mann-Whitney U test. 

aAt the time of searching, the article was published online in December 2018. 
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