
Truth in the Most Optimistic Way

While I was in residency at the Mayo Clinic, my
oncology attending arrived for rounds one day

with a sheepish grin on his face. It was June 3rd, you
see, and for the 7th straight year a former patient of his
had called him and angrily exclaimed, “I am still alive,
you idiot!” before slamming down the telephone. Seven
and a half years ago, the oncologist had given the man
6 months to live.

Since then, I have stopped giving patients specific
predictions about their life expectancies. I recognize that
patients need to know their prognoses to make treat-
ment decisions and plan their affairs. However, I have
found that relatively nonspecific prognoses are suffi-
cient. I might say, “I cannot predict the future, but in
my experience, patients with your illness typically live a
matter of months, not years,” or “Many people in your
condition will live for only a matter of weeks, but some
live significantly longer. I do not know what your fate
will be.” In these conversations, I discuss concrete treat-
ment goals with patients. I do not hesitate to say when
I think the goal should shift from cure to palliation.
When things are grim, I suggest that it is time to visit
with friends and family because “it is better to be safe
than sorry.” I give enough prognostic information to
help patients make decisions, but I avoid using numer-
ical wording that suggests I have a prognostic crystal ball.

In this issue, Lamont and Christakis (1) report the
results of a survey of physicians who had referred patients
with cancer to local hospices. They asked each physician
to estimate how long his or her patient would live. In a
later question, they asked physicians what prognostic infor-
mation they would communicate if patients insisted on
receiving such information. They found that almost one
quarter of physicians would not communicate a temporally
specific prognosis, 37% would communicate the same
prognosis that they had estimated, 28% would provide
an optimistic prognosis (a longer survival than predicted),
and a small number would provide a pessimistic prognosis.

I do not know where my practice style would fit in
this classification scheme. On the basis of conversations
I have had with other physicians since reading Lamont
and Christakis’s article, my communication style is rel-
atively common. The physicians I spoke with, an admit-
tedly unscientific sample, said that they were reluctant

to provide specific predictions to patients. Their reluc-
tance is based not on a desire to withhold information
from patients but on uncertainty about their predicting
abilities. When I mentioned that the physicians in La-
mont and Christakis’s study were a median of 70% con-
fident in their prognoses, most of my colleagues replied
that even if they were 70% confident (whatever that
would mean), they would still be too uncertain to pro-
vide specific numerical prognoses to patients.

What prognostic information should physicians
communicate to patients with terminal illnesses? When
I discussed Lamont and Christakis’s research with a taxi
driver, he had a simple prescription for how he would
want physicians to communicate with him if he were
to develop a terminal illness: “Tell me the truth in the
most optimistic way.”

But what is the truth here? The disparity that La-
mont and Christakis found between physicians’ formu-
lated prognoses and communicated prognoses suggests
that some of these physicians were being less than forth-
coming by, for example, refusing to provide specific
prognoses. Lamont and Christakis point out that such
refusals were especially common among older physi-
cians, who had trained in an era when patients were
often left in the dark not only about their prognoses but
also about their diagnoses (2). Perhaps these physicians
represent the last vestige of paternalism.

Yet I am not so sure that physicians who refused to
provide specific prognoses were withholding informa-
tion from their patients. To encourage physicians to for-
mulate prognoses, Lamont and Christakis asked the fol-
lowing: “For the next question, please again assume the
patient has the most typical course and that the patient
receives the type of care after referral to the hospice that you
expect [their emphasis]. We recognize that it is very hard
to make such predictions, but we would be grateful for
your best estimate of how long you think that this
patient has to live.”

This wording encourages physicians to take a stab at
formulating a prognosis for a typical patient who receives
a specific kind of care. Given these assumptions, physi-
cians may have been able to formulate prognoses. But
how confident were they that their specific patients
would follow this course and receive this care? Physi-
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cians’ reluctance to give specific predictions may result
from their awareness that not all patients are typical.

What about the physicians who communicated op-
timistic prognoses to their patients? Were they being less
than forthcoming? Some of these physicians may have
stretched the truth beyond its optimistic limits, but such
stretching was probably well intentioned. Patients want
to hear that there is hope. And, just as important, phy-
sicians want to communicate hope to their patients;
communicating hope can improve patients’ prognoses.
Mildly but unrealistically positive beliefs can improve
outcomes in patients with chronic or terminal diseases
(3). For example, a late-1980s study of patients with
AIDS found that those who stated that they “refused to
believe that this problem has happened” lived 9 months
longer than those who indicated that they “tried to ac-
cept what might happen” (4). Moreover, unrealistically
optimistic views have been shown to improve quality of
life (5–7). Providing optimistic prognoses might even
improve physicians’ spirits. This may be especially im-
portant for oncologists, who regularly deal with dying
patients and may therefore need to find ways to hope
that patients will do better than expected.

Perhaps the most puzzling group of physicians is
the small number who would have chosen to provide
pessimistic prognoses. Were they less than forthcoming?
Drawing on my clinical experience, I would guess that
many physicians base their communication on the way
patients react to their prognoses. When patients are “too
pessimistic” about their illnesses, physicians emphasize
hope in order to lift their spirits. When patients are “too
optimistic,” physicians make sure patients understand
the gravity of their situations. The small group of phy-
sicians in this study who said they would provide pessi-
mistic prognoses probably did so because of how their
specific patients had interpreted their illnesses so far.

Before judging the physicians in Lamont and Chris-
takis’s study, we should remember that all had recently
referred their patients to local hospices. Thus, it is likely
that the major goals of prognostic communication had
already been achieved. Since the patients were receiving
hospice care, they knew that they had terminal illnesses,
had chosen to abandon any attempts at miraculous
cures, and had elected a course of palliative care. Such
decisions would have been unlikely if physicians had
been systematically misleading them about prognosis.

Lamont and Christakis’s study deserves widespread
attention and discussion. It also deserves to be followed
with further research that clarifies physicians’ reasons for
communicating or not communicating specific prog-
nostic information to terminally ill patients. Prognosti-
cation will never be an exact science. The prognostic
information we communicate to patients should be
vague enough to include the truth—“usually weeks or
months”—and specific enough to help people plan their
lives and deaths. Numerically specific prognostic com-
munication can be the enemy of hope. The truth we
communicate to patients should help them prepare for
the worst while allowing them to hope for the best.

Peter A. Ubel, MD
Ann Arbor Veterans Affairs Medical Center
University of Michigan Health System
Ann Arbor, MI 48109-0429

Acknowledgments: The author thanks Julie Lucas for help with manu-
script preparation and Angela Fagerlin and Richard Horenstein for com-
ments on an earlier draft.

Grant Support: Dr. Ubel is a Robert Wood Johnson Foundation Gen-
eralist Physician Faculty Scholar, recipient of a career development award
in health services research from the Department of Veterans Affairs, and
recipient of a Presidential Early Career Award for Scientists and Engi-
neers (PECASE).

Current Author Address: Peter A. Ubel, MD, University of Michigan
Health System, 300 North Ingalls, Room 7C27, Ann Arbor, MI 48109-
0429; e-mail, paubel@umich.edu.

Ann Intern Med. 2001;134:1142-1143.

References
1. Lamont EB, Christakis NA. Prognostic disclosure to patients with cancer near
the end of life. Ann Intern Med. 2000;134:1096-105.

2. Novack DH, Plumer R, Smith RL, Ochitill H, Morrow GR, Bennett JM.
Changes in physicians’ attitudes toward telling the cancer patient. JAMA. 1979;
241:897-900. [PMID: 762865]

3. Taylor SE, Kemeny ME, Reed GM, Bower JE, Gruenewald TL. Psycholog-
ical resources, positive illusions, and health. Am Psychol. 2000;55:99-109.

4. Reed GM, Kemeny ME, Taylor SE, Wang HY, Visscher BR. Realistic ac-
ceptance as a predictor of decreased survival time in gay men with AIDS. Health
Psychol. 1994;13:299-307. [PMID: 7957008]

5. Affleck G, Tennen H. Construing benefits from adversity: adaptational sig-
nificance and dispositional underpinnings. J Pers. 1996;64:899-922. [PMID:
8956517]

6. Ickovics JR, Park CL. Paradigm shift: why a focus on health is important.
Journal of Social Issues. 1998;54:237-44.

7. Scheier MF, Carver CS. Optimism, coping, and health: assessment and im-
plications of generalized outcome expectancies. Health Psychol. 1985;4:219-47.
[PMID: 4029106]

EditorialTruth in the Most Optimistic Way

www.annals.org 19 June 2001 Annals of Internal Medicine Volume 134 • Number 12 1143


