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What will you learn?What will you learn?
At the end of this presentation, you’ll have an understanding of:

1. What is ESAS-r, its importance & purpose
2 When & how to complete & document ESAS r2. When & how to complete & document ESAS-r
3. It’s limitations & what to do with the results
4. What is the PPSv2, its importance & purpose4. What is the PPSv2, its importance & purpose
5. The use of other functional assessment tools including:

• Eastern Cooperative Oncology Group (ECOG)
• Patient Reported Functional Status (PRFS)
• Rockwood Clinical Frailty Scale (CFS)



Ask the Surprise Question
Would you be surprised if the patient

Step 1: Identify

Would you be surprised if the patient
were to die in the next 6-12 months?

NO Unsure Yes

General Indicators
of Decline?

Disease Specific 
Indicators?

Has the patient indicated 
preference, decision or 
need for comfort care?

Reassess
regularly

Minimal/No
Yes

Step 2:Assess

Symptoms Performance Status Understanding of 
Patient/family

Step 2:Assess

PPS > 70 PPS < 50

Step 3: Plan/Manage

End of Life Care Planning/
Advance Care
Planning

Symptom Management

Goals of Care
Refer to P‐IPCP 

Planning



Step 2: AssessStep 2: Assess
Assess symptoms using 
Edmonton Symptom Assessment System (ESAS-r) for 9 

symptoms

Performance Status using
Palliative Performance Scale (PPSv2),PRFS,CFS,EGOG

Understanding
Ensure patient and family/substitute 

decision-maker/proxy(ies) understand 
f h llnature of the illness

Understand the patient’s values, beliefs
and goals of careand goals of care







• Clinically validated standardized assessment tool widely used in 
palliative care, in Canada & around world

• Developed in 1991 by Bruera and colleagues, in Edmonton, Canada 
& revised in 2014 & translated in over 20 languages

• Cornerstone of symptom management in palliative care• Cornerstone of symptom management in palliative care
• Assessment of 9 common symptoms (pain, tiredness, drowsiness, 

nausea, lack of appetite, shortness of breath, depression, anxiety, , pp , , p , y,
well-being)

• Can be used outside of oncology, e.g. heart failure, pulmonary 
di ddisorders

Bruera and Hui 2016



A numerical scale used to gather information on the 
patients perception of nine symptoms they may be 
experiencing & other problems & provides a clinical 

fil f t it tiprofile of symptom severity over time.



 The patient and their healthcare team are partners in 
patient care.

Without a standardized approach, patients reports less 
than 30% of their symptoms (mainly pain and nausea).

 ESAS-r helps the healthcare team understand how the 
patient is feeling and allows them to identify problems 

d ff t ibland offer support as soon as possible.
 ESAS-r scores are tracked over time so that the patient 

d th i h lth t f lland their healthcare team can follow progress.



Study show 92% of patients noted ESAS-r was 
importantimportant

“as it helped their healthcare team to know theiras it helped their healthcare team to know their 
symptoms and severity”

67% of physicians & 85% of nurses note ESAS-r is
a beneficial toola beneficial tool



Pain
TirednessTiredness
Drowsiness
Nausea
Lack of Appetite
Shortness of breath
Depression
Anxiety
Well beingWell-being
Other (e.g.; sleep, constipation, cough)



Terminology/understanding
ESAS was revised in 2014 to ESAS-r to includeESAS was revised in 2014 to ESAS r to include 

definitions
• Depression (feeling sad)g
• Anxiety (feeling nervous)
• Tiredness (lack of energy)
• Drowsiness (feeling sleepy)
• Well-being (how you feel overall)



 In Palliative Care Unit - done daily
 In Acute/Hospital setting - done dailyp g y
 In Ambulatory Care setting - each visit
 In Palliative Home Care setting, done as part of each g, p

assessment of symptoms, either by telephone or personal 
contact

 In LTC facility - if symptoms are well controlled, done 
weekly

Important to note – ESAS-r should be done when there is any change
in symptoms or patient status



 Ideally, it is the patient’s opinion of their symptom
 Its their perception, severity of their symptom, its their “number”
 If patient is mildly cognitively impaired or too sick to do so – then 

can be completed with assistance of family/caregiver/health care 
providerp

 Patients and family should be taught, given direction if patient 
needs assistance to complete form

 If patient cannot participate at all or refuses to do so then If patient cannot participate at all, or refuses to do so – then 
completed by family/caregiver/health care provider alone

 When completed by family or health care provider, they assess the 
bj i l ibl ( lid )symptoms as objectively as possible (see next slide).

 Who completed tool, should be documented



 Pain (use PAINAD tool) – grimacing, guarding against painful 
maneuvers

 Tiredness – increased amount of time spent resting Tiredness increased amount of time spent resting
 Drowsiness – decreased level of alertness/eyes closing
 Nausea – retching or vomiting
 A tit tit f f d i t k Appetite – quantity of food intake
 Shortness of Breath – increased respiratory rate or effort that appears 

to be causing distress to the patient
 Depression – tearfulness, flat affect, withdrawal from social interactions, 

irritability, decreased concentration and/or memory, disturbed sleep 
pattern

 Anxiety – agitation, flushing, restlessness, sweating, increased heart rate 
(intermittent), shortness of breath

 Well-being – how the patient appears overall





Studies have shown, when it comes to numbers:
H l h id d i i ’Health care providers under estimate patient’s 

symptoms
F il b ti t ti t’ tFamily members over estimate a patient’s symptom



 Paper  
CISCIS
 ISM



ESAS-r  Paper Form  - Front & Back 



1. Find patient/client chart1. Find patient/client chart
2. Click assessment tab
3 Double Click ESAS-r3. Double Click ESAS r
4. Click apply
5 Click on ? Icon5. Click on ? Icon
6. Chart results/comments



1. Go to ADHOC charting
2. Click on Assessments or Palliative Care
3. Click on Edmonton Symptom Assessment               

System 
4. Note each score 0-10
5. Right click to add comment/details
6. Click green checkmark to save







Found under assessment tab
Last on a very long listLast on a very long list





Symptom Assessment and the Edmonton Symptom 
Assessment Scale - Palliative Care

D R bi F i i Di i i Di t f P lli ti M di i G NDr. Robin Fainsinger, Division Director of Palliative Medicine, Grey Nuns 
Community Hospital, discusses the use of symptom assessment tools and 
specifically the Edmonton Symptom Assessment Scale.

htt // t b / 01ik TX Uhttps://youtu.be/zw01ikrTXpU



 Need for continued/consistent assessment & re-assessment 
(ESAS-r is only a screening tool!)( y g )

 Need for use of additional tools to further assessment, e.g. 
Brief Pain Inventory, PAINAD

 Evaluate, share & communicate resultsEvaluate, share & communicate results
 Continued support, listening, therapeutic conversations
 Change in medication/orders/treatment
 Further referral to specialist team member e g spiritual care Further referral to specialist team member, e.g. spiritual care, 

social worker



Ongoing research and validation –Ongoing research and validation 
Canadian Partnership Against Cancer(CPAC) is 
already collecting ESAS-r testing across Canaday g g

 Incorporation into electronic health records
ESAS-r to trigger/triage clinical action/referralESAS r to trigger/triage clinical action/referral



 We will be collecting 
data for CPAC over the 
next 4 years so keepnext 4 years, so keep 
the papers.

 We can also supply We can also supply 
your office with a 
spreadsheet (input the 
results and follow yourresults and follow your 
patient’s progress 
easily).



f h l f“One of the most critical aspects of symptom 
management is routine symptom assessment and re-

assessment”assessment

It allows symptoms to be recognized diagnosedIt allows symptoms to be recognized, diagnosed, 
treated & monitored over time. 



Cancer Care Ontario, (2017)







 Originated at Victoria Hospice, Canada in 1986 & now being used across Canada 
& translated into 10 languages

 Clinically validated assessment tool widely used not only in palliative care but 
also acute care and LTC

 Tool assesses a person’s ability to perform activities of daily living & distilles it into 
an easy understood value from 0% to 100% on the basis of the person’s 
functioning in five areas: 
mobility (ambulation),
 activity and evidence of disease, 
 ability for self-care, 
 intake, and 
 level of consciousness.

 Provides both base-line and ongoing as you do additional assessments
 Includes the main indicators of disease and patient function



Score Karnofsky Performance Scale (KPS)Score Karnofsky Performance Scale (KPS)
100%100% Normal; no complaints; no evidence of disease
90%90% Able to carry on normal activity; minor signs or symptoms

Normal activity with effort; some signs or symptoms of disease80%80% Normal activity with effort; some signs or symptoms of disease

70%70% Cares for self; unable to carry on normal work or to do active work

60%60% Requires occasional assistance but is able to care for most of his 
needs

50%50% Requires considerable assistance and frequent medical care
40%40% Disabled; requires special care and assistance40%40% Disabled; requires special care and assistance

30%30% Severely disabled; hospitalization necessary; active supportive 
treatment is necessary
Very sick; hospitalization necessary; active supportive treatment is20%20% Very sick; hospitalization necessary; active supportive treatment is 
necessary

10%10% Moribund; fatal processes progressing rapidly
0%0% Dead 





Palliative AlertsPalliative AlertsEncourage patient 
to see family 

physician regularly 
or find one. 

Explore pt’s 
understanding of illness,  

discuss prognosis & 
goals of care. 

Advance care planning. Discuss 
code status

Review treatment plan

Ensure ESAS & 
PPS/ECOG done at

Establish plans 
to deal with 

emergencies 
(e.g. pain crisis)

PPS/ECOG done at 
each visit. Initiate 

home 
care DNR & Advanced 

directives

Discuss

%

Discuss 
preferred 

versus optimal 
place of death 

based on needs 
& 

circumstances  

Consult 
Palliative Care 

Team as needed

For some patients the decline may be more gradual 
while for others it may be more precipitous

Death

ILLNESS TRAJECTORY IN PROGRESSIVE CANCER



 11 rows in increments of 10%-100% 
 Normal activity & no evidence of disease to PPS 0% dead
 5 columns describing function and abilities (ambulation, activity & evidence of g ( , y

disease, ability for self-care, intake, level of consciousness)
 Predominantly read left to right
 All information on left holds the most weight All information on left holds the most weight 

– ambulation - activity level & evidence of disease
 Determine ambulation ability then across to next and downwards until each 

column is determinedcolumn is determined
 Look for the best horizontal fit as each person is unique and may not fit entirely in 

line
 D fi iti f T i i t t f l PPS 60% i l Definition of Terms is very important. – for example  PPS 60% occasional 

assistance to PPS 50% considerable assistance
 Rather should ask yourself what the patient is able to do rather than 

f l ti th ti l l f b tiformulating the rating solely from observation



Ambulation Activity  & Self‐Care Intake Conscious
Evidence of Disease Level

Palliative Performance Scale (PPSv2)
PPS

Full Normal Activity Full Normal Full
No Evidence of Disease

Full Normal Activity Full Normal Full
Some Disease

100%

90%

Full Normal Activity with Effort Full Normal or  Full
Some Disease Reduced

Reduced  Unable Normal Job/Work Full Normal or Full
Some Disease Reduced

70%

80%

Reduced  Unable Hobby/House  Work Occasional  Normal or Full
Significant Disease Assistance Reduced +/‐ Confusion

Mainly Sit/Lie  Unable  to Do Any Work Considerable  Normal or Full
Extensive Disease Assistance Reduced +/‐ Confusion

60%

50%

Mainly in Bed Unable  to Do Any Work  Mainly  Normal or Full or Drowsy
Extensive Disease  Assistance Reduced +/‐ Confusion

Total Bed Bound Unable  to Do Any Work  Total Care Reduced Full or Drowsy
Extensive Disease  +/‐ Confusion

Total Bed Bound  Unable  to Do Any Work  Total Care Minimal Full or Drowsy

40%

30%

20% y y
Extensive Disease  Sips +/‐ Confusion

Total Bed Bound  Unable  to Do Any Work  Total Care Mouth Drowsy or
Extensive Disease  Care Only Coma

Death x x x x

20%

10%

0%



3. Self‐Care

Instructions  and Definitions
PPS level is determined by reading left to right to find a ‘best horizontal fit.’ Begin at left column reading downwards until current ambulation is determined, then, 
read across to next and downwards until each column is determined. Thus, ‘leftward’ columns take precedence over ‘rightward’ columns. Also, see ‘definitions of 
terms below.

Definition of Terms: Some of the terms have similar meanings with the differences 
being more readily apparent as one reads horizontally across each row to find an 
overall ‘best fit’ using all five columns.

1. 1. Ambulation (Use item Self‐Care to help decide the level)
• Full no restrictions or assistance

3. Self Care
• Full —Able to do all normal activities such as transfer out of bed, walk, 

wash, toilet and eat without assistance.
• Occasional assistance—Requires minor assistance from several times 

a week to once every day, for the activities noted above.
• Considerable assistance— Requires moderate assistance every day, for 

some of the activities noted above (getting to the bathroom, cutting up 
• Full— no restrictions or assistance
• Reduced ambulation — degree to which the patient can walk and 

transfer with occasional assistance
• Mainly sit/lie vs Mainly in bed — the amount of time that the patient

is able to sit up or needs to lie down
• Totally bed bound — unable to get out of bed or do self‐care

food, etc.)
• Mainly assistance— Requires major assistance every day, for most of 

the activities noted above (getting up, washing face and shaving, etc.). 
Can usually eat with minimal or no help. This may fluctuate with level of 
fatigue.

• Total care—Always requires assistance for all care. May or may not be 
able to chew and swallow food

2. Activity & Evidence of Disease (Use Ambulation to help decide the level.) 
• Activity—Refers to normal activities linked to daily routines (ADL), 

house work and hobbies/leisure.
• Job/work —Refers to normal activities linked to both paid and unpaid 

work, including homemaking and volunteer activities.
• Both include cases in which a patient continues the activity but may 

d ith th ti ff t i l d

able to chew and swallow food.
4. Intake

• Normal — eats normal amounts of food for the individual as when 
healthy 

• Normal or reduced—highly variable for the individual; ‘reduced’ 
means intake is less than normal amounts when healthy

• Minimal to sips— very small amounts, usually pureed or liquid, and 
reduce either the time or effort involved.

3. Evidence of Disease
• No evidence of disease— Individual is normal and healthy with no 

physical or investigative evidence of disease.
• ‘Some,’ ‘significant,’ and ‘extensive’ disease—Refers to physical or 

investigative evidence which shows disease progression, sometimes 
despite active treatments. 

well below normal intake.
• Mouth care only— no oral intake

5. Conscious Level
• Full— fully alert and orientated, with normal (for the patient) cognitive 

abilities (thinking, memory, etc. )
• Full or confusion— level of consciousness is full or may be reduced. If 

reduced confusion denotes delirium or dementia which may be mildp

Example 1: Breast cancer: 
some = a local recurrence
significant = one or two metastases in the lung or bone
extensive  = multiple metastases (lung, bone, liver or brain), hypercalcemia

or other complication
l

reduced, confusion denotes delirium or dementia which may be mild, 
moderate or severe, with multiple possible etiologies.

• Full or drowsy +/‐ confusion — level of consciousness is full or may be 
markedly reduced; sometimes included in the term stupor. Implies 
fatigue, drug side effects, delirium or closeness to death.

• Drowsy or coma +/‐ confusion—no response to verbal or physical 
stimuli; some reflexes may or may not remain. The depth of coma may 

Example 2: AIDS:
some = may mean the shift from HIV to AIDS
significant = progression in physical decline, new or difficult symptoms and 

laboratory findings with low counts
extensive = one or more serious complications with or without 

continuation of active antiretrovirals, antibiotics, etc

; y y p y
fluctuate throughout a 24 hour period. Usually indicates imminent 
death

© Victoria Hospice Society. PPSv2 is not to be reproduced in any manner unless 
consent is obtained. Contact edu.hospice@viha.ca or www.victoriahospice.org



 Any good tool should:
– Make your job easiery j
– Help your understanding
– Help improve care

 How can it help patients and caregivers?
Wh d h d ? H / h ?– What do they need now? How/who?

– What support should we put in place for discharge?
What can they expect in the next few weeks?– What can they expect in the next few weeks? 



1. Assessment 
2 C i ti2. Communication 
3. Prognostication 
4. Evaluation 
5. Teaching g



 Gives initial ‘snapshot’ of the patient’s condition/function within 
their disease trajectory

 Additional assessments ongoing, provide further information on 
patient’s condition, rate of decline

 Gives information about what patient might need Gives information about what patient might need
 Physical/emotional support 
 In many palliative programs across Canada financial assistance with y p p g

medication costs with PPSv2 50% and less. Some other provinces 
have a time limit (usually 6 months)



 Wh i i ki f d h i When giving report, asking for orders or charting:
– Efficient
– Succinct

Simple but Informative– Simple but Informative
– You can say a lot in a few words

 Mr. EF, Age 56, Dx Ca pancreas, PPSv2 50%
– You have already given a large amount of informationYou have already given a large amount of information

• Mainly sit/lie
• Extensive disease
• Needs considerable assistance

 Everyone has to speak/understand the same language
 Once there is broad understanding and consistent use of the tool, 

exchange of information is more streamlined
“Th ti t i PPS 10% i i i ”– “The patient is PPS 10%, groaning, appears in pain.”

– “The patient is PPS 80%, groaning, reports acute onset abdominal pain 
10/10 past 2 hrs.”



 Valuable to understand how a patient is changing or declining
Working from baseline percentage you can immediately enquireWorking from baseline percentage, you can immediately enquire 

back:
– e.g What were you doing 1 month ago?

 Ongoing ratings over days or weeks, then expands to create 
‘bigger picture’

 Anticipate ongoing needs provide teaching prepare pt’s & Anticipate ongoing needs, provide teaching, prepare pt s & 
families; prevent crises 



Mr. DM Age 69. Ca colon with diffuse abdominal metastases PPSv2 
50%

 Rectal bleeding. Weak. Severe SOBOE. Hgb 51
 Transfusion 4 units 
 PPSv2 gradually increased to 70%
 Scheduled for palliative RT



Sometimes when family members are struggling with 
understanding what’s going on, PPSv2 can be a valuable visualunderstanding what s going on, PPSv2 can be a valuable visual 
tool.

– Particularly in very rapid declinesy y
• “There are changes everyday.
• “What’s next?”
• “We’re overwhelmed.”

– Or very slow, intermittent  trajectories. 
• “How long will this go on?”
• “I don’t know how much longer I can do this.”



PPSPPS AmbulationAmbulation Activity &Activity & SelfSelf--CareCare IntakeIntake ConsciousConscious

100%100%

Evidence of DiseaseEvidence of Disease LevelLevel

Full Normal Activity & work Full Normal Full
No Evidence of Disease

Full Normal Activity & work Full Normal Full
90%90%

80%80%

Full Normal Activity & work Full Normal Full
Some Evidence of Disease

Full Normal Activity with Effort Full Normal or Full
Some Evidence of Disease Reduced

This is a time of lifeThis is a time of life--threatening crisis threatening crisis 
that creates high anxiety & that creates high anxiety & 

60%60%

70%70% Reduced Unable Normal Job/Work Full Normal or Full
Significant Disease Reduced

Reduced Unable Hobby/House Work Occasional Normal or Full
Significant Disease Assistance Nec. Reduced or Confusion

ambiguity.ambiguity.60%60%--50%50%
60%60% ReducedReduced Unable to doUnable to do OccasionalOccasional NormalNormal FullFull
50%50%

40%40%

Mainly Sit/Lie Mainly Sit/Lie Unable to Do Any WorkUnable to Do Any Work Considerable Considerable Normal orNormal or FullFull
Extensive DiseaseExtensive Disease Assistance Req’dAssistance Req’d ReducedReduced or Confusionor Confusion

Mainly in Bed Unable to Do Any Work Mainly Normal or Full or Drowsy
Extensive Disease Assistance Reduced +/- Confusion

Mainly Sit/Lie Unable to Do Any Work Considerable Normal or Full
Extensive Disease Assistance Reduced +/- ConfusionUnresolved past issues reUnresolved past issues re--surface.surface.

Powerful emotional responses occur.Powerful emotional responses occur.

60%60% ReducedReduced Unable to doUnable to do OccasionalOccasional NormalNormal FullFull
hobby/hobby/ assistanceassistance oror oror

houseworkhousework reducedreduced confusionconfusion

30%30%

20%20%

Total Bed Bound Unable to Do Any Work Total Care Normal or Full or Drowsy
Extensive Disease Reduced +/- Confusion

Total Bed Bound Unable to Do Any Work Total Care Minimal to Full or Drowsy
Extensive Disease Sips +/- Confusion

SignifSignif. Disease. Disease

50%50% Mainly Mainly Unable to doUnable to do ConsiderableConsiderable NormalNormal FullFull
10%10%

0%0%

Total Bed Bound Unable to Do Any Work Total Care Mouth Drowsy or Coma
Extensive Disease Care Only +/- Confusion

Death x x x x

sit or sit or any workany work assistanceassistance oror oror
lielie reducedreduced confusionconfusion

Ext. diseaseExt. disease



PPSPPS AmbulationAmbulation Activity &Activity & SelfSelf--CareCare IntakeIntake ConsciousConscious
“Th Shift t P lli ti C ”“Th Shift t P lli ti C ”

100%100%

Evidence of DiseaseEvidence of Disease LevelLevel

Full Normal Activity & work Full Normal Full
No Evidence of Disease

Full Normal Activity & work Full Normal Full

“The Shift to Palliative Care”“The Shift to Palliative Care”

CommunicaCommunicaEmotionsEmotionsPatient/Patient/
Change inChange in

90%90%

80%80%

Full Normal Activity & work Full Normal Full
Some Evidence of Disease

Full Normal Activity with Effort Full Normal or Full
Some Evidence of Disease Reduced

 ProtectingProtecting AmbivalAmbival--
 ShrinkingShrinking From From 

CommunicaCommunica
--tiontionfamily family 

losseslosses

Change in Change in 
focusfocus

60%60%

70%70% Reduced Unable Normal Job/Work Full Normal or Full
Significant Disease Reduced

Reduced Reduced Unable Hobby/House WorkUnable Hobby/House Work Occasional Occasional Normal orNormal or FullFull
Significant DiseaseSignificant Disease Assistance Nec.Assistance Nec. ReducedReduced or Confusionor Confusion

Reduced Unable Hobby/House Work Occasional Normal or Full
Significant Disease Assistance Reduced +/- Confusion

60 %60 %--50%50%  Protecting Protecting 
othersothers
 Loss of Loss of 
wordswords

ence ence 
hope/denialhope/denial
 Fears re Fears re 
f tf t

 Shrinking Shrinking 
worldworld
 Reviewing Reviewing 
one’s lifeone’s life

managing the managing the 
disease to disease to 
managing managing 
one’s lifeone’s life

PatientsPatients

50%50%

40%40%

Mainly Sit/Lie Unable to Do Any Work Considerable Normal or Full
Extensive Disease Assistance Req’d Reduced or Confusion

Mainly in Bed Unable to Do Any Work Mainly Normal or Full or Drowsy
Extensive Disease Assistance Reduced +/- Confusion

Roles alterRoles alter
ReactionsReactions

futurefutureone s lifeone s life

 PowerPower--
lessnesslessness

Differences Differences 
increaseincrease

 Feeling Feeling 
abandonedabandoned

30%30%

20%20%

Total Bed Bound Unable to Do Any Work Total Care Normal or Full or Drowsy
Extensive Disease Reduced +/- Confusion

Total Bed Bound Unable to Do Any Work Total Care Minimal to Full or Drowsy
Extensive Disease Sips +/- Confusion

Reactions Reactions 
vary, vary, 
resentments resentments 
arisearise

FamiliesFamilies  Fears re Fears re 
ability to ability to 
managemanage

 IndirectIndirect New systemNew system

10%10%

0%0%

Total Bed Bound Unable to Do Any Work Total Care Mouth Drowsy or Coma
Extensive Disease Care Only +/- Confusion

Death x x x x



PPSPPS AmbulationAmbulation Activity &Activity & SelfSelf--CareCare IntakeIntake ConsciousConscious

100%100%

Evidence of DiseaseEvidence of Disease LevelLevel

Full Normal Activity & work Full Normal Full
No Evidence of Disease

Full Normal Activity & work Full Normal Full

“The Shift to Palliative Approach to “The Shift to Palliative Approach to 
Care”Care”

90%90%

80%80%

Full Normal Activity & work Full Normal Full
Some Evidence of Disease

Full Normal Activity with Effort Full Normal or Full
Some Evidence of Disease Reduced

Psychosocial interventionsPsychosocial interventions

 Counsel patients regarding their grief fears & the futureCounsel patients regarding their grief fears & the future

60%60%

70%70% Reduced Unable Normal Job/Work Full Normal or Full
Significant Disease Reduced

Reduced Reduced Unable Hobby/House WorkUnable Hobby/House Work Occasional Occasional Normal orNormal or FullFull
Significant DiseaseSignificant Disease Assistance Nec.Assistance Nec. ReducedReduced or Confusionor Confusion

Reduced Unable Hobby/House Work Occasional Normal or Full
Significant Disease Assistance Reduced +/- Confusion

60%60%--50%50%  Counsel patients regarding their grief, fears & the futureCounsel patients regarding their grief, fears & the future

 Acknowledge and support expression of emotionsAcknowledge and support expression of emotions

50%50%

40%40%

Mainly Sit/Lie Unable to Do Any Work Considerable Normal or Full
Extensive Disease Assistance Req’d Reduced or Confusion

Mainly in Bed Unable to Do Any Work Mainly Normal or Full or Drowsy
Extensive Disease Assistance Reduced +/- Confusion

 Offer opportunities for life reviewOffer opportunities for life review

 Identify what’s possible: hopes, choices, actionsIdentify what’s possible: hopes, choices, actions

30%30%

20%20%

Total Bed Bound Unable to Do Any Work Total Care Normal or Full or Drowsy
Extensive Disease Reduced +/- Confusion

Total Bed Bound Unable to Do Any Work Total Care Minimal to Full or Drowsy
Extensive Disease Sips +/- Confusion

 Counsel the family regarding the impact of the illness: Counsel the family regarding the impact of the illness: 
strengths, struggles, supports, coping strategiesstrengths, struggles, supports, coping strategies

10%10%

0%0%

Total Bed Bound Unable to Do Any Work Total Care Mouth Drowsy or Coma
Extensive Disease Care Only +/- Confusion

Death x x x x

 Acknowledge and support difficult conversations; family Acknowledge and support difficult conversations; family 
differencesdifferences



Survival Rate (%) in Days
PPS Level                                                                         Total Cases

1     3      5      7     14     30    45    60     90     180    365

PPS 70%        99    97   96    95    87    77    62     51 35      16       7                                         150 
PPS 60%        99    97   95    92    83    64    49 41     29      12       5                                         487 
PPS 50%        97    93   87    82    67    47 36     28     19        8       4                                       1055 
PPS 40%        94    82   73    66    46 27    19     15       9        4       1                                       1647 
PPS 30%        84    63   48 40    23    12      8       6       4        2       1                                       1420 
PPS 20%        56 28   15     9      4       2      2       1       1        0       0                                         737 
PPS 10% 34 13 5 3 1 0 0 0 0 0 0 570PPS 10%        34    13    5      3      1       0      0       0       0        0       0                                   570 

(Boldfaced numbers represent approximately 50% survival rates at a given PPSv2 level)



Eastern European Oncology Group(ECOG)Eastern European Oncology Group(ECOG)

First published in 1982 
Very widely used in Oncology
Widely used for research, treatment planning andWidely used for research, treatment planning and 

trials
5 levels 0= fully active without restriction5 levels, 0= fully active without restriction, 

5= dead



ECOG PERFORMANCE STATUSGrade

Fully active, able to carry on all pre-disease performance without 
restriction

Restricted in physically strenuous activity but ambulatory and able

0

1 Restricted in physically strenuous activity but ambulatory and able 
to carry out work of a light or sedentary nature, e.g., light house 
work, office work

1

2 Ambulatory and capable of all selfcare but unable to carry out any 
work activities; up and about more than 50% of waking hours

Capable of only limited selfcare; confined to bed or chair more than

2

3 Capable of only limited selfcare; confined to bed or chair more than 
50% of waking hours

Completely disabled; cannot carry on any selfcare; totally confined 

3

4
to bed or chair

Dead5



Patient Reported Functional Status(PRFS)Patient Reported Functional Status(PRFS)

This tool is a “patient reported tool” that is easy to fill out 
and understandand understand.

 It can be completed in the waiting room in the office.
 It l h l ti t id tif th i f ti l d li It can also help patients identify their functional decline, 

which can be the start of a conversation to start 
planning for future monthsplanning for future months.



(0)
(1)

(2)
(3)
(4)



How they all compare…How they all compare…



Rockwood Clinical Frailty Scale (CFS)Rockwood Clinical Frailty Scale (CFS)

Identifies 9 degrees of frailty from very frail toIdentifies 9 degrees of frailty from very frail to 
terminally ill
Very user friendlyVery user friendly
Can be done by GP or nursing
Takes 5 minutes
Can help with proactive carep p
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