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Abstract

Background: Shared decision making (SDM) is especially important for older adults with
cancer given the risks of over- and undertreatment, uncertainty regarding benefits/harms worsened
by research underrepresentation, and individual preferences. We aimed to adapt the Best Case/
Worst Case (BC/WC) communication tool, which improves SDM in geriatric surgery, to geriatric
oncology.

Methods: We conducted focus groups with 40 stakeholders (fourteen older adults with lung
cancer, twelve caregivers, fourteen medical oncologists) to elicit perspectives on using the BC/WC
tool for geriatric oncology and to identify components needing refinement. During each focus
group, participants viewed a BC/WC demonstration video and answered questions modified from
the Decision Aid Acceptability Scale. We analyzed transcripts using deductive and inductive
thematic analyses.

Discussion: Participants believed that the BC/WC tool could help patients understand their
cancer care choices, explore tradeoffs and picture potential outcomes, and deliberate about
decisions based on their goals, preferences, and values. Oncologists also reported the tool could
guide conversations to address points that may frequently be skipped (e.g., alternative options,
treatment goals). Participant preferences varied widely regarding discussion of the worst-case
scenario and desire for statistical information.

Conclusion: The BC/WC tool is a promising strategy that may improve SDM in geriatric
oncology and patient understanding of alternative options and treatment goals. Based on
participant input, adaptations will include framing cancer care as a series of decisions, eliciting
patient preferences and asking permission before offering the worst-case scenario, and selection of
the two most relevant options to present if multiple exist.

Keywords
geriatric oncology; shared decision making; communication tool; lung cancer

INTRODUCTION

The benefits of shared decision making (SDM) in oncology are well established, 14
including improved quality of care and physician communication.> However,
implementation of SDM remains challenging given the rapidly changing treatment
landscape®” and emotional intensity of these discussions.8 For older adults, SDM

is especially important given the risks of both over- and undertreatment, uncertainty
regarding benefits/harms, and research underrepresentation.®-12 Moreover, older adults
may prioritize outcomes other than survival (e.g., quality of life [QOL], function).13-15
Geriatric oncology guidelines recommend geriatric assessments to determine age-related
vulnerabilities, estimating the likelihood of treatment benefits/harms, and eliciting
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patient’s goals, preferences, and values.316:17 Unfortunately, these guidelines lack detailed
recommendations on how to incorporate risk assessments into treatment discussions

and how to best present options to encourage deliberation in the context of individual
preferences.

Furthermore, these challenges are compounded by traditional cancer decision making, which
focuses on abstract quantitative risks and median outcomes. Consequently, older adults and
caregivers frequently do not recall discussing alternatives with oncologists and inaccurate
prognostic understanding is common,18-25 which influences decisions.2%:27 For example,
patients who overestimate their prognosis may be up to 8.5 times more likely to choose
life-extending treatment over best supportive care.26 To improve patient-centered decision
making to support older adults’ diverse priorities, oncologists need better communication
tools.

The Best Case/Worst Case (BC/WC) communication tool may be a promising strategy to
address decision-making challenges in geriatric oncology. It is used effectively to improve
SDM for older adults making surgical decisions28-30 and has been adapted to support

older adults with traumatic injury,3! kidney disease,32 and critical illness.33 BC/WC was
developed with stakeholder input from older adults and surgeons?8 based on Elwyn’s three-
step SDM model.34:35 Elwyn’s model introduces the choice (choice talk), describes options
including benefits/harms (option talk), and explores patient preferences to make an informed
decision (decision talk).3> The BC/WC framework guides clinicians to present a choice
between two options and uses scenario planning36—narrative descriptions of plausible
outcomes that acknowledge uncertainty—to describe the best, worst, and most likely case
for each option. Scenarios are informed by clinical judgement and knowledge of patient

risk factors (e.g., frailty, comorbidities). These scenarios, plus an accompanying graphic aid,
help patients formulate and express preferences and concerns about treatment burdens and
outcomes. The clinician then provides a goal-concordant recommendation (Figure 1).

In this study, we elicited feedback from older adults with non-small cell lung cancer
(NSCLC), caregivers, and medical oncologists on how to adapt the BC/WC tool for geriatric
oncology. We focused on NSCLC, the leading cause of cancer mortality,3” because patients
are at high risk for functional decline, cancer symptoms, and treatment toxicity.38-40

METHODS

Study design and participants

We recruited older adults with NSCLC, caregivers, and medical oncologists from the
University of California, San Francisco (UCSF) and San Francisco Veterans Affairs
Medical Center (SFVAMC). Participants were purposively sampled! to capture a range
of function and treatment decisions (patients), caregiving relationships (caregivers), and
years of experience (oncologists). Eligible patients were age =65, diagnosed with any
stage NSCLC, had made a NSCLC care decision within 12 months, and English speaking.
Eligible caregivers were age 218, had experience caring for an older adult with NSCLC,
participated in a NSCLC care decision within 12 months, and English speaking. Eligible
medical oncologists had experience caring for older adults with solid tumors. The UCSF
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Institutional Review Board and SFVAMC approved this study. For additional details, see
Supplemental Table 1.

Data collection

A medical anthropologist (FMN) and research coordinator (VL) conducted focus groups
(FGs) for each stakeholder group, which were audio-recorded and transcribed. For
caregivers, one-on-one interviews were conducted for those unable to attend a FG. FGs

for caregivers and oncologists were in person (9/2019-3/2020). FGs for patients were virtual
due to COVID-19 (7/2020-2/2021; Zoom).

Participants watched a demonstration video of a hypothetical 76-year-old woman with
metastatic small cell lung cancer (SCLC) with emphysema, a recent fall, and shortness

of breath. We chose SCLC to distinguish the example from participants’ actual NSCLC
experiences and focus reactions on the tool. In the video, an oncologist used the BC/WC
tool and graphic aid (Figure 2) to present two options: chemoimmunotherapy versus
comfort-focused care. On the graphic aid, the position of the most likely case on the

line represents whether it is more similar to best case (top) or worst case (bottom). We
adapted FG questions (Supplemental Materials) from the Decision Aid Acceptability Scale*?
to understand suitability of using the tool in geriatric oncology. We asked participants to
compare the BC/WC approach to traditional oncology discussions and reflect on the use of
narratives to describe options (see Supplemental Materials video script for example scenario
narratives). With oncologists, we also explored implementation facilitators and barriers.

Analysis

We conducted deductive/inductive thematic analyses*3 (Atlas.ti 8, Scientific Software,
Germany). Two investigators (MLW, VL) applied initial deductive codes to categorize
concepts according to SDM domain (i.e., choice, option, decision talk).3> We generated
inductive codes to describe additional constructs gleaned from the data. Transcripts and
codes were iteratively discussed in a multidisciplinary team (oncology, geriatrics, palliative
medicine, decision making, ethics, medical anthropology) to refine codes and identify
common themes across groups. We conducted additional FGs for each stakeholder group
until no new themes emerged.*4

RESULTS

We enrolled 40 participants (Table 1): fourteen patients (four FGs), twelve caregivers (three
FGs, four interviews), and fourteen oncologists (three FGs). Patient median age was 74.5
(range 65-87); 43% were dependent in =1 instrumental activity of daily living. Two-thirds
of caregivers had a parent with NSCLC; one-third had a partner with NSCLC. Among
oncologists, the median years in oncology practice was 4.5 (range 0.5 to 37).

Overall, participants appreciated the potential of BC/WC to serve as a step-by-step
framework to facilitate all three SDM domains including making choice explicit, supporting
option talk with stories of plausible outcomes and a graphic aid, and encouraging
deliberation (Tables 2 and 3). Participants also identified implementation challenges to
inform our geriatric oncology adaptation.
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Support for using BC/WC to facilitate SDM in geriatric oncology

Choice talk: BC/WC framework makes choice explicit—Participants valued how
the BC/WC framework made the cancer treatment choice explicit by routinely presenting
more than one option. A caregiver commented that BC/WC could help guide oncologists to
show “all the options in very honest, very open terms.” Oncologists found the framework
helpful in approaching the overarching decision to pursue cancer-directed treatment because
they could use it to present comfort-focused care as the second option when appropriate.
One oncologist explained, “You have to be sure that the patient has the full picture, right?
We first need to decide what your goals are and whether you want treatment. They don’t
understand that they have an option.”

The importance of making choice explicit was reinforced when several patients and
caregivers described trusting their oncologists and not asking follow-up questions about
alternatives. A 74-year-old patient shared, “My doctor talked about one option. | have very
limited knowledge as to what any options are so | just accepted that.” In one instance, a
caregiver did not recognize that they had made any decisions for his wife’s care—despite his
wife having undergone surgery and chemotherapy.

Option talk: Range of plausible outcomes helps patients/caregivers
understand tradeoffs—Participants supported using BC/WC to help patients/caregivers
understand tradeoffs between options based on the range of plausible outcomes. One
oncologist explained, “I like how they can see it side-by-side what you’re thinking as

an expert. What is the best possible benefit? What am I really risking?” Oncologists
acknowledged their “tremendous power in framing the message right” and both oncologists
and patients/caregivers noted that BC/WC can help balance the discussion in the setting

of uncertainty. An 81-year-old patient said, “I think it’s important to have the different
scenarios put forth. Every patient has a different reaction.” After watching the demonstration
video, a caregiver reflected, “What the patient needs and deserves is getting that information
so they can make informed decisions. If the information is not correct, the decision will not
be well informed. | thought the balance was difficult to achieve but successful.”

Oncologists appreciated how BC/WC could provide structure to communicate both the best
plausible benefit and worst plausible harm. Oncologists viewed the best-case scenario as

an opportunity to discuss the overall treatment goal (i.e., curative versus palliative). For
incurable cancers, one oncologist imagined sharing with a patient, that even in the best case,
“this disease sadly is not going to allow us to cure you.” At the opposite end of the spectrum,
oncologists viewed the worst-case scenario as an opportunity to discuss the potential for
treatment to cause more symptoms than the cancer itself, or worse yet, “that the treatments
I’m giving them could cause their death.”

Option talk: Stories help patients/caregivers imagine plausible outcomes—
Patients/caregivers praised the use of stories to describe plausible outcomes, which could
help them imagine how treatment might be experienced individually. A 68-year-old patient
said, “A story form is something that you can relate to. You can kind of put yourself in

that situation and you can see yourself.” Participants viewed this information as necessary to
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understand and compare options. They appreciated how the narrative approach could prompt
oncologists to tell more comprehensive stories about treatment effects on QOL, function,
and cognition.

Oncologists also viewed the narrative approach as a useful strategy to translate statistics to
improve understanding. For example, “This might be better than just giving out the median
survival because median survival can be misleading. [Patients] tend to stick to that median
number and they believe that they’re going to live up to that time.” In contrast to presenting
summary statistics, some oncologists felt that BC/WC stories could better capture patient
heterogenity and emphasize the range of possible outcomes. One oncologist said, “Statistics
are from a group of people. The patient’s an individual patient. | don’t even use statistics. |
talk about a range.”

Option talk: Graphic aid as a guide and durable reference—~Participants valued
the accompanying graphic aid as a discussion guide and durable reference to share with
family. The graphic aid could reinforce their ability to visualize each option and recall the
discussion. A 76-year-old patient explained, “I like to see things in front of me so I can go
back to it and take it in.” A caregiver highlighted the importance of having written notes
since people can be overwhelmed during the appointment: “It’s hard to absorb what’s being
said. You’re listening, you’re looking, but also [to] have something in a written format.”

Oncologists agreed that the graphic aid could help compare options side-by-side and show
where the most likely case would fall based on everything they know about the patient’s
cancer, function, and comorbidities. One oncologist described that showing where the most
likely case lay relative to best and worst case communicates his individualized clinical
assessment: “Visually tell the patient, “Wow, I’m closer to bad side effects, being weak and
in bed, and the cancer getting worse.” Or if you think they’re close to the top, ‘Hey, I’m up
here.””

Decision talk: Encourages deliberation—Participants believed BC/WC could
encourage deliberation and reflection on patients’ goals, preferences, and values.
Oncologists envisioned using it to elicit and understand patients’ goals in the context

of different plausible outcomes: “While talking about each scenario, asking if it aligns

with the patient’s wishes. Or if what I’m talking about is important to the patient or

if that is what they were hoping for.” A caregiver agreed that discussing how options

affect important aspects of daily life beyond what is typically discussed might change
decisions. She reflected, “If someone had told my mom there is a possibility that you’ll
have some brain dysfunction or you may need to live in an assisted living facility, she might
have foregone treatment.” Similarly, a 74-year-old patient felt the scenarios could provide
helpful anticipatory guidance for symptom management: “If | had this laid out at the very
beginning, it probably would’ve benefited my decision, or it would’ve made me a little more
comfortable with my decision. There is a lot of this that you have to do for yourself. And
managing your symptoms are part of it.”
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Challenges with using BC/WC for geriatric oncology

Choice talk: Cancer care as a series of decisions—~Participants suggested that for
use in oncology, the BC/WC tool needs to accommodate cancer care as a series of decisions
with the ability to modify/stop treatment if needed. One oncologist explained, “Unlike a
surgery, where once you get in there, you sort of got to finish the job. With chemotherapy,
you can always reassure a patient that, ‘If we can’t get it right, you always can stop
treatment.”” Participants suggested adding a discussion of how and when decisions might
change the framework. For example, a caregiver wanted to understand, “These choices,
when do they have to be made? Are they reversible? Can you try one for a while?”

Option talk: Avoidance of worst-case information—Some patients valued hearing
the worst-case scenario to help them understand tradeoffs between options: “What is

the worst thing that could happen and what can we do about it? That’s how I need to
know.” However, others were concerned that hearing the worst case could be upsetting
and wanted to avoid this information. A 68-year-old patient said, “I don’t need [my
oncologist] to personally tell me the worst-case scenario. | know what that is and |

don’t really need all the details.” One caregiver recommended careful word choice to
improve acceptability: “I wouldn’t call it worst case. Worst case is to me a very negative
connotation.” Additionally, some participants wanted oncologists to maintain a positive
outlook and focus on potential benefits. Oncologists agreed that some patients might find
the worst-case scenario overwhelming. Offered one oncologist, “You don’t want to give
them unnecessary hopes or expectations, but then some of them don’t want, ‘This is the
worst-case scenario.”” Instead, she suggested asking patients, “How much do you want to
know about your prognosis?”

Option talk: Desire for statistical information—Some participants wanted to hear
statistics along with stories to understand the likelihood of each scenario. One caregiver
asked, “Does ‘most likely’ mean 40% likely and the extremes are 30% likely, or does

‘most likely” mean 90% likely and the extremes are 5% likely?” Similarly, an oncologist
commented, “I thought this was a pretty effective way of communicating, but what’s missing
here is the probability of each scenario.” Given the emphasis on stories and not statistics,
one oncologist explained that BC/WC might not be the best fit for some patients (e.g., data
engineer).

Option talk: Challenge of more than two options—Oncologists felt that BC/WC
would work best with two treatment options, potentially each with subchoices (e.g.,

dose reductions). They viewed discussions of =3 options to be too complex due to time
constraints. One oncologist asked, “What if you have the option of surgery, chemoradiation,
and also chemo by itself? | can’t imagine going [through] BC/WC with every one of those
options. | suppose you could maybe make it work by saying the best case for what you think
you’re going to recommend and then go from there.” This example also highlighted the
challenge of presenting options that involve multiple modalities requiring multidisciplinary
expertise.
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Option Talk: Recommendations to improve BC/WC graphic aid—Suggestions
to improve the graphic aid focused on increasing clarity and thoughtful use of symbols.
Participants recommended displaying each option on a separate page. One caregiver
described the black box currently used for worst case as a “death box,” and recommended
a more neutral symbol. Lastly, participants recommended using the star to draw attention to
the most likely case, rather than best case.

DISCUSSION

Our qualitative study of older adults with NSCLC, caregivers, and oncologists identified
multiple components of the BC/WC communication tool that could facilitate SDM in
geriatric oncology. Participants believed that BC/WC could help patients understand
cancer care choices, explore tradeoffs and picture potential outcomes, and deliberate about
decisions based on their goals, preferences, and values. Oncologists found that the tool
could guide conversations to address commonly omitted points including alternatives and
treatment goals. Implementation challenges included heterogeneous preferences regarding
the worst-case presentation and statistical information, highlighting the importance of
tailoring the discussion to each patient.

As noted by oncologist participants, the BC/WC tool has the potential to improve patient/
caregiver prognostic understanding by guiding oncologists to describe treatment goals (i.e.,
curative versus palliative) as part of best-case scenarios. For incurable cases, oncologists
can share that even in the best case, treatment can manage the cancer for some time, but

it will eventually progress. Additionally, based on prior literature,*> we hypothesize that
descriptions of worst-case scenarios may further support accurate prognostic understanding.
In a study of oncologist-patient communication, patients were more likely to agree

with their oncologist’s assessment of curability if the oncologist made >1 statement of
concern/worry about the cancer.> Statements of optimism or uncertainty did not improve
prognostic understanding.*® In future studies, we will explore whether statements of
concern/worry shared during the tool’s worst-case scenarios improve patient/caregiver
prognostic understanding.

Participants highlighted important challenges that will inform our geriatric oncology
adaptation. In contrast to non-oncological surgery, oncology decisions are often a series

of choices and discussions. If an initial decision needs reevaluation due to toxicity, the
original graphic aid can be helpful in discussing where the patient’s actual experience landed
between best/worst case. If the initial treatment is tolerable but the cancer progresses/recurs,
the framework can be used again to discuss new options.

We found diverse patient/caregiver information preferences, with some wanting to hear the
worst case first and others not wanting to know at all. To address the patient’s emotional
readiness to learn about both positive and negative potential outcomes, oncologists will need
to assess the patient’s current illness understanding and information preferences, then ask
permission before offering the worst-case scenario. Framing worst case as “this is what we
are worried about” might also increase acceptability.
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Although BC/WC was developed for use with two options, participants identified cases

in geriatric oncology where there may be multiple options (e.g., different combinations

of multimodality treatment) or only one obvious, well-tolerated cancer-directed treatment
option (e.g., osimertinib for EGFR-mutated lung adenocarcinoma). In situations with
multiple reasonable options, adaptations may include presenting the two most goal-
concordant options or two options that represent opposite ends of the spectrum (i.e.,

most and least aggressive) to stimulate discussion about alternatives in between. When
cases require multidisciplinary input, the BC/WC conversation may need an iterative, well-
coordinated approach as patients meet with different specialists to discuss options. Scanning
graphic aids into the medical record may facilitate this multidisciplinary communication.
When oncologists recommend only one cancer-directed treatment option with a high
likelihood of benefit and low likelihood of harm, the tool can still be used to describe the
range of plausible outcomes to clarify the treatment goal and provide anticipatory guidance.
In these cases, a thorough discussion of what treatment might look like for that particular
patient can slow the strong clinical momentum to start treatment immediately and skip
important details of possible downstream outcomes.

While several participants described not finding statistical information helpful during
discussions, others desired information about the likelihood of each scenario. The challenges
of low health numeracy in oncology are well documented,26:46-48 especially among older
adults.49:%0 |n geriatric oncology, data on treatment benefits and specific harms (e.g., impact
on cognition) are often unavailable or extrapolated from clinical trials of younger patients.
Accordingly, BC/WC acknowledges this uncertainty through descriptions of a range of
plausible outcomes. Of note, only one oncologist shared that estimating the most likely

case might be difficult. We hypothesize that the difficulty of describing plausible outcomes
was not a common theme because BC/WC focuses on narrative descriptions of what might
happen rather than precise statistical estimates. The tool also allows the oncologist to
translate information about multiple important outcomes (e.g., QOL, function, cognition),
which may be informed by geriatric assessment results, into integrated stories to help
patients visualize options holistically. This contrasts with traditional cancer discussions
focused on statistics that typically represent outcomes separately. Nonetheless, if patients
request quantitative information to help them better understand different options, oncologists
can add this complementary information (if available) to their scenarios.

Our study has several limitations. We recruited participants from two cancer clinics

within one Comprehensive Cancer Center in the San Francisco Bay Area, resulting in a
predominately white, well-educated sample. All participants spoke English, so we did not
explore unique aspects of using BC/WC with an interpreter. Participants were predominately
women, so there may be differences in decision-making preferences by gender that we did
not explore. We focused on cancer decision making between older adults with NSCLC and
medical oncologists. Further investigation is needed to understand SDM across different
cancer types as well as surgical and radiation oncology decisions. Lastly, the majority of
oncologists have practiced oncology independently for <5 years; there may be differences in
how more experienced oncologists might use BC/WC clinically.
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CONCLUSION

Participants believed that the BC/WC communication tool is a promising intervention

that can provide an accessible framework to facilitate SDM for older adults with cancer
that addresses their unique needs. Next steps include oncologist training development to
effectively use scenario planning, testing feasibility and acceptability of implementing this
approach in geriatric oncology clinical practice, and, ultimately, evaluating whether the
BC/WC tool improves SDM, prognostic understanding, and goal-concordant decisions.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Elwyn model:

Traditional
cancer
decision making

Patient-centered
decision making
with BC/WC tool

Page 14

Choice Talk Option Talk Decision Talk
(Introduction Options presented using (Discussion of function Oncologist Cancer-
of choice survival statistics and risks of and patient goals recommendation based  centered
not routine) traditional adverse events (e.g., neutropenia) not routine) on cancer characteristics  decision
Introduction of Options presented using narrative Elicit feedback about Oncologist Goal-
choice and role descriptions of the treatment experience in patient goals/values recommendation concordant
of goals/values best-, worst-, and most likely case scenarios and concerns based on goals/values decision

Figure 1. Conceptual framework for patient-centered decision making
Conceptual framework comparing traditional cancer decision making with an improved

patient-centered decision making approach for older adults with cancer using the Best Case/
Worst Case (BC/WC) communication tool.
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For Mrs. Ellis: Small cell lung cancer options

Chemo and immunotherapy

Comfort-focused care

Best Case
-Manageable side effects
and weakness

-Breathing and pain improve
-Able to do most activities
-Time: Many months to over
a year but not cured

Most Likely
-Weakness lasts longer with

each dose

-Able to do some activities
-Need more help at home
-Time: months to a year

Worst Case

-Bad side effects, very weak
in bed

-Cancer gets worse

-Needs lots of help at home
-Time is short: couple

Best Case
-Symptoms well controlled
-Quality family time
-Time to say goodbye:

several months

Most Likely
-Pain mostly controlled but

sleepy

-Need help at home
-Some family time: Few
months

Worst Case
-Cancer gets worse fast
-Sleep all day due to

pain meds
-Time is short: weeks to a
couple months

months

Figure 2. Example Best Case/Wor st Case (BC/WC) graphic aid used in focus groups
Example BC/WC graphic aid presenting plausible outcomes for 1) chemoimmunotherapy

compared with 2) comfort-focused care used in the focus group demonstration video of a
hypothetical 76-year-old woman with metastatic small cell lung cancer. In clinical practice,
oncologists would create a tailored graphic aid for each patient during their visit starting
with a blank template. For each option, oncologists would describe the best, worst, and most
likely cases to help patients imagine the range of plausible outcomes and how they might
experience each scenario individually. During the conversation, oncologists would add brief
notes to the template to summarize key points from each scenario. The oncologist decides
where to draw the most likely case (closer to best case at the top or worst case at the bottom)
based on their understanding of the patient’s cancer, the option, and the patient’s health
status (e.g., frailty, comorbidities). Of note, this example graphic aid depicts the original
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BC/WC symbols for best (star), worst (box), and most likely case (oval), which will be
adapted based on participant feedback.
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Table 1.

Participant characteristics for older adults with lung cancer, caregivers, and oncologists (N=40).
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Characteristic n (%)

Patients (n = 14)

Age, median (IQR) 74.5 (68-81)
65-74 7 (50)
75-84 5 (36)
285 2(14)

Female 10 (71)

Race
White 13 (93)
Asian 1(7)

Education
High school or less 2 (15)
College 6 (46)
Graduate level 5 (38)

Partnered 4 (29)

Lives alone 7(50)

Patient-reported Karnofsky Performance Status
80-100% 12 (86)
50-70% 2 (14)

Fall(s) in past 6 months 4 (29)

Dependent in =1 instrumental activities of daily living 6 (43)

Caregivers (n = 12)

Age, median (IQR) 58 (53-67)
<55 3(25)
55-64 5 (42)
>65 4(33)

Female 9 (75)

Race
White 8 (73)
Asian 3(27)

Education
College 4 (33)
Graduate level 8 (67)

Caregiver for parent with lung cancer 8 (67)

Caregiver for partner with lung cancer 4 (33)

Medical oncologists (n = 14)

Age, median (IQR) 40.5 (36-44)
<40 6 (43)
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Characteristic n (%)
40-49 6 (43)
250 2(14)

Female 10 (71)

Race
White 6 (43)
Asian 8 (57)

Years in independent oncology practice, median (IQR) 4.5 (1.5-7)

Abbreviations: IQR, interquartile range.
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Table 3.

Medical oncologists: Support for using the Best Case/Worst Case (BC/WC) communication tool to facilitate
shared decision making (SDM) in geriatric oncology (n = 14 oncologists).

and understand patients’ goals and
preferences as each scenario is
described.

SDM Theme Description Exemplar oncologist quotes
Domain
Choice BC/WC BC/WC tool guides oncologists to “The only time I’m more supportive of treatment is if there’s
talk framework makes | routinely present more than one a curative possibility. But, if there’s not, then you’re really just
choice explicit option to help patients understand prolonging someone’s life. Then you’ve got to say that from the
that they have a choice, including get go because people need to know that they don’t have to have
best supportive care. treatment.”
Option Range of BC/WC tool provides structure to “It’s really important as a prop for the doctor to remember that
talk plausible communicate both the best potential | there is this worst case scenario. There are oncologists who are
outcomes helps benefit, worst potential harm, and consistent about sort of painting that picture, but then there are
patients/ most likely outcome to help patients | also ones that the natural tendency is to focus on the best-case
caregivers weigh tradeoffs. scenario.”
understand
tradeoffs
Stories help The narrative approach can “I think rather than giving them just the median survival or
patients/ helps oncologists translate median progression free survival, this kind of approach might
caregivers statistical outcome information work better.”
imagine plausible | for patients/caregivers to improve
outcomes understanding.
Graphic aid as a Oncologists valued how the graphic | «| think that having a prop, [Dr. Artz’s ] flowsheet helped him
guide and durable | aid can guide the discussion and kind of direct things and guide the conversation. It seems like that
reference visually communicate where the could be good strategy to have that, the tool to use to do that, and |
estimated most likely case falls . . . .
relative to best and worst case. think that he by using t’J,est case/worst case, it allowed [Mrs. Elllsﬁ
to see the possibilities.
Decision Encourages Oncologists appreciated how the “At one point, [Dr. Artz and Mrs. Ellis] were talking about the best
talk deliberation BC/WC tool can help them elicit case and worst case when [Mrs. Ellis] would chime in about, ‘Oh

that sounds like that’s what | want’ or they say, ‘That is what |
want to do with my time.” It helps sort of for them to mention their
goals more organically. They are responding to what you’re telling
them about the benefits or the side effects. | think they can just
actually tell you what makes sense to them, what they like or don’t
like about these options, which | think thats pretty nice.”

*
In the BC/WC example demonstration video, Dr. Artz was the oncologist and Mrs. Ellis was a 76-year-old woman with metastatic small cell lung

cancer.
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