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ABSTRACT

Objective: Optimal clinical practice depends upon a precise language with common
understanding of core terms. The aim of the present study was to examine how
Norwegian physicians understand the commonly used but poorly defined term “terminal.”

Methods: A questionnaire was mailed to 1605 Norwegian physicians, representative of
the Norwegian medical community. Nine hundred and sixty-eight responded and defined
“terminal” in expected weeks left to live. The effects of gender, age, specialty, and
experience with prognostication toward end of life on the estimation of “terminal” were
investigated.

Results: Norwegian physicians on average expect a “terminal” patient to have 3.6
~6 3.5 SD! weeks to live with expectation ranging from 0 to 26 weeks. The majority
~83.5%! defined “terminal” as less than 5 weeks’ survival; 15.0% as 5 to 12 weeks’ survival
and 1.5% as more than 12 weeks’ survival. No difference between genders was observed,
whereas the youngest physicians ~27–39 years! held shorter definitions than the other age
groups. Physicians in internal medicine, surgery, and anaesthesiology held significantly
shorter estimations of “terminal” than did physicians in general practice, public health,
and psychiatry.

Significance of results: Our study shows that the majority of Norwegian physicians
restrict “terminal” to the last 2–4 weeks of patients’ lives. A life expectancy of a few days
compared to several weeks should lead to different clinical actions. Efforts should
therefore be made to come to a common definition of the term. In our opinion the use of
“terminal” should be limited to when death is expected within a few days.
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INTRODUCTION

Common understanding of core terms among health
care professionals is essential to achieve best clin-
ical practice. The terms “terminal,” “terminally ill,”
and “terminal care” are such important concepts
widely used in everyday exchange of medical infor-
mation as well as in medical research. To illustrate,

a search in PubMed, using the terms “terminal
care” and “terminally ill” gives 27,761 and 5388
hits, respectively. For “terminal care,” 994 of the
hits are title words and for “terminally ill” 1129 are
title words. Furthermore, both “terminal care” and
“terminally ill” are MESH terms, the former intro-
duced in the MESH database in 1968 and the latter
in 1997. The topics in scientific papers using these
terms vary from euthanasia and physician-assisted
suicide ~Emanuel et al., 2000! to the management
of symptoms and problems experienced by patients
with advanced life-threatening diseases ~Hugel et al.,
2004! and documents evaluating best practice and

Corresponding author: Lotte Rogg, Department of Oncology,
Ulleval University Hospital, Kirkeveien 177, N-0407 Oslo, Nor-
way. E-mail: l.v.rogg@usit.uio.no

Palliative and Supportive Care ~2006!, 4, 273–278. Printed in the USA.
Copyright © 2006 Cambridge University Press 1478-9515006 $16.00
DOI: 10.10170S1478951506060342

273

https://doi.org/10.1017/S1478951506060342 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951506060342


health care services ~The SUPPORT Principal In-
vestigators, 1995; Brandt et al., 2005!.

Etymologically, the word “terminal” originates
from Latin and means end, limit, or boundary ~Simp-
son & Weiner, 2006!. Historically it has been used
in the medical literature to describe the final stage
of a fatal disease, patients suffering from such a
disease, and institutions in which such patients are
cared for ~Saunders, 1961!. In spite of the frequent
use of “terminal,” few researchers have suggested
an exact definition of its prognostic meaning ~Eman-
uel et al., 2000; Levorato et al., 2001; Hugel et al.,
2004; Clayton et al., 2005! and those who do vary
considerably. Some researchers define the “termi-
nal phase” to be the last few days ~Twycross &
Lichter, 1998!, whereas others have a much wider
time frame in mind, such as the last 6 months ~Vig
& Pearlman, 2004; Okie, 2005!. Some do not specify
a time frame but define “terminal” according to a
specified stage of a disease ~Weeks et al. 1998!,
when treatment of the underlying condition is no
longer feasible ~Llobera et al. 2000!, or according to
a set of clinical signs and symptoms ~Kutner et al.,
1999; Ellershaw, 2002; Brandt et al., 2005!.

The lack of a generally accepted definition of
“terminal” is ref lected in clinical practice. Thus
experience from management of patients with can-
cer indicates that even on the same hospital ward,
different members of the staff will use “terminal”
differently. This clinical impression of variation has
also been supported in a survey conducted among
North American internists ~Christakis & Iwashyna,
1998!. In this study it was found that the physi-
cians varied between 0 and 72 weeks in their ex-
pectation of a patient’s remaining time to live when
designated “terminal.” As “terminal” so often is
used to categorise patients in the communication
between health professionals, the clinical, practi-
cal, and emotional consequences of laxity in the
definition may be sizable. An example is how the
wording of a referral may be misleading because
the referrer holds a wider time frame when refer-
ring a “terminal” patient than does the physician
taking over the care of the patient. A gap in ex-
pected survival can range from months to a few
days between the two physicians. Different under-
standings of “terminal” among the staff may result
in ambiguous or even contradictory information to
the patient and relatives. Such unsatisfactory com-
munication is especially unfortunate, because of
the vulnerability of the persons involved.

The aim of the present study was to examine how
Norwegian physicians define “terminal” in terms of
weeks left to live. We furthermore wanted to exam-
ine if demographic factors or work experience af-
fected the physicians’ interpretation of the term.

MATERIALS AND METHODS

An extensive research program on physicians’ health
and working conditions has been running in Nor-
way over the last 10 years ~Aasland et al., 1997!. As
part of this study a representative reference panel
of Norwegian physicians has been surveyed on a
regular basis. This group of 1605 Norwegian phy-
sicians was sent an 11-page questionnaire in June
2002 ~with one reminder in August!, including two
questions regarding end of life. They were asked to
indicate in weeks a response to the question: “When
a patient is labeled “terminal,” approximately how
many weeks should the patient have left to live, in
your opinion?” On a 4-point scale ~not at all, 1–4
times, 5–10 times, more than 10 times! they were
asked to indicate how many times during the pre-
vious year they had answered the following ques-
tion: “How long do I have left to live?”

The 43 specialties and subspecialties were merged
into eight clinical relevant categories: general
practice, laboratory medicine, internal medicine,
surgical specialties, gynecology, anesthesiology, psy-
chiatry, and public health. Specialists in training
were categorized according to their future specialty.
Some of the physicians did not give information
regarding specialty and were not included in the
analyses on specialties.

Statistical Analyses

Between-group differences were computed by using
t tests or one-way analysis of variance ~ANOVA! for
continuous dependent variables and x2 tests for
categorical variables ~analyses for comparison be-
tween responders and nonresponders!. Where ap-
propriate, differences between groups were further
analyzed by post hoc analyses of the least signifi-
cant differences. Because of skewed data, the de-
pendent variable “weeks” was log-transformed to
attain a normal distribution. Data were analyzed
with the statistical package SPSS ~version 12!.

RESULTS

Respondents

A total of 968 physicians responded to the question
on the interpretation of “terminal,” yielding a re-
sponse rate of 60.3%. The response rate was signif-
icantly lower among women ~52.1%! and in the
specialties of psychiatry ~55.2%! and laboratory med-
icine ~54.7%! compared to the respectively relevant
subgroups, whereas the explanatory variable age
showed no significant relation to nonresponse.
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The distribution of responders and nonrespond-
ers according to gender, age, and specialty is shown
in Table 1.

Mean ~6 SD! age of the respondents was 48.5 6
10.9 years old, with a range from 28 to 78 years.
The female physicians were significantly younger
than their male colleagues ~44.4 vs. 50.9 years old!
t � �11.4, p , .0001. The mean age for the different
specialties varied from 47.7 years old ~anesthesiol-
ogy! to 51.1 years old ~public health!. Gender was
associated with specialty ~x2 � 43.3, df � 8, p �
.0003!, with pairwise comparisons showing signifi-
cantly more male physicians among the surgeons
whereas the female physicians more often were
psychiatrists.

The Interpretation of Being “Terminal”

The distribution of “terminal” defined in weeks left
to live is displayed in Figure 1. The answers ranged
from 0 to 26 weeks with a mean ~6 SD! of 3.66 3.5
weeks and a median equal to 2 weeks. Overall the
physicians split into three groups, with consider-
able reduction in the number after 4 and 12 weeks.
Thus 83.5% held the opinion that “terminal” means
less than 5 weeks left to live, 15.0% that it means 5
to 12 weeks left to live, and 1.5% that is more than
12 weeks. The view that “terminal” designates a
survival of less than 1 week to live was held by 8
~0.8%! physicians.

Table 2 displays how the physicians define “ter-
minal,” taking gender, age, and exposure to end of
life prognostication into account.

Bivariate analysis showed no statistically signif-
icant effect of gender on the interpretation of “ter-
minal” in weeks ~F � 0.760, df � 1, p � .383!, a
finding that maintained when controlling for age
and exposure to end of life prognostication ~F �
0.054, df � 1, p � .816!. Examining the effect of age

Table 1. Main characteristics of the responders compared to
non-responders

Respondersa

~n � 968!
Non-respondersa

~n � 637! P value

Gender
Women 261 ~52.1%! 240 ~47.9%!
Men 659 ~63.9%! 392 ~36.1%! p � 0.0007

Age
25–39 years 220 ~62.9%! 130 ~37.1%!
40–49 years 300 ~60.1%! 199 ~39.9%!
50–59 years 279 ~65.5%! 147 ~34.5%!
60–69 years 119 ~56.4%! 92 ~43.6%!
70� years 34 ~50.7%! 33 ~49.3%! n.s.b ~p � .059!

Specialty
General practice 215 ~72.1%! 83 ~27.9%!
Internal med. 206 ~67.3%! 100 ~32.7%!
Surgical spec. 93 ~74.4%! 32 ~25.6%!
Gynecology 31 ~68.9%! 14 ~31.1%!
Anesthesiology 39 ~70.9%! 16 ~29.1%!
Laboratory med. 52 ~54.9%! 43 ~45.3%!
Public health 49 ~80.3%! 12 ~19.7%!
Psychiatry 69 ~55.2%! 56 ~44.8%! p � .0003

aDue to some missing data on gender, age, and specialty the total number
differs somewhat. Total number of invited participants � 1605.
bNot significant.

Fig. 1. Norwegian physicians’ interpretation of “terminal” in
weeks left to live.
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~five subgroups! showed a statistically significant
difference ~F � 5.787, df � 4, p � .0001! that was
unaffected when controlling for gender and expo-
sure to end of life prognostication. A post hoc analy-
sis revealed significant differences between the
youngest physicians ~25–39 years old! and all the
other age subgroups, with the youngest applying a
shorter time frame, whereas no significant differ-
ences were found among those other subgroups.

No statistically significant association was found
between exposure to end of life prognostication and
interpretation of “terminal” in weeks using analysis
of variance ~F � 2.208, df � 3, p � .086!, either when
controlling for age or gender.

Table 3 displays how Norwegian physicians in
different specialties define “terminal” in weeks left
to live.

Examining the effect of speciality on the defini-
tion of “terminal” in weeks showed a statistically
significant difference ~F � 4.168, df � 7, p � .0002!
that was affected somewhat when controlling for
exposure to end of life prognostication ~F � 3.373,
df � 7, p � .001!, but not by gender and age. Post
hoc analyses revealed significant differences be-
tween all three specialties, internal medicine,
surgery, and anesthesiology, compared to general
practice, public health, and psychiatry ~Table 3!,
with the former applying a shorter definition than
did the latter.

DISCUSSION

Norwegian physicians’ definition of the term “ter-
minal” ranged from 0 to 26 weeks survival, al-

though the majority would define survival among
“terminal” patients to be somewhere between 0 and
5 weeks. There were significant differences be-
tween specialties. However, the relative homogene-
ity in the use of the term among internists, surgeons,
and gynecologists indicates that it is primarily a
hospital jargon. Physicians under 40 held a shorter
definition of survival length than older, whereas no
difference between genders or according to experi-
ence with end-of-life prognostication were observed.

The present study investigated a large, represen-
tative sample of a country ’s physician population,
which enabled us to examine different subgroups.
There were, however, some weaknesses. We exam-
ined the term “terminal” using one item only, with
response categories in number of weeks, leaving no
room for alternative ways of defining “terminal”
and without giving indications of chance of surviv-
ing for a certain amount of time ~Lynn et al., 1996!.
The response rate obtained was 60.3%. This was
approximately 10% lower than the response rate
obtained on the rest of the questionnaire. One might
assume that some of the nonresponders found this
issue more irrelevant for their own practice. This is
supported by the finding that a better response
rate was obtained among physicians from special-
ties such as surgery, internal medicine, anesthesi-
ology, and general practice ~67–74%!, where the
term “terminal” is used in clinical practice.

To our knowledge, only one previous study has
examined physicians’ definition of the term “termi-
nal” ~Christakis & Iwashyna, 1998!. The present
study investigated a cross section of physicians
across all medical specialties, compared to intern-
ists ~generalists and specialists! only in the former
study. We were therefore able to describe differ-
ences that might have implications for the commu-

Table 2. Definition of “terminal” by a sample
of Norwegian physicians by gender, age, and
exposure to end of life prognostication

N Mean SD

Gender
Women 261 3.3 2.8
Men 695 3.7 3.7

Age
25–39 years 220 2.8 2.6
40–49 years 300 3.8 3.8
50–59 years 279 3.9 3.5
60–69 years 119 3.9 4.2
70� years 34 3.7 2.7

Exposure to end of life
prognostication

Not exposed last year 438 3.8 3.9
1–4 times last year 335 3.6 3.1
5–10 times last year 105 3.2 2.8
.10 times last year 77 3.0 3.1

Table 3. Definition of “terminal” by a sample
of Norwegian physicians by specialties

N Mean SD

General practice 215 4.0 3.5
Internal med.a 206 3.2 3.6
Surgical spec.a 93 3.0 2.3
Gynecology 31 3.1 2.3
Anesthesiologya 39 3.1 3.5
Laboratory med. 52 4.0 3.7
Public health 49 4.6 4.4
Psychiatry 69 4.1 2.9

aSignificantly lower mean values than general practice
~internal medicine and surgery: p , .01; anesthesiology:
p , .05!, public health ~internal medicine, surgery, and
anesthesiology: p , .01!, and psychiatry ~internal medi-
cine, surgery, and anesthesiology: p , .01!.
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nication between different specialties. Physicians
in general practice, psychiatry, laboratory medi-
cine, or public health held a definition of longer
survival, whereas physicians in internal medicine,
surgery, anesthesiology, or gynecology applied a
narrower time frame. There are several possible
explanations for this, the most obvious being that
the term is a jargon, used primarily in hospitals.
General practitioners, for instance, see a different
patient population and hence may have other con-
notations linked to the term “terminal” than do
internists and surgeons. However, in communica-
tion between primary and secondary health care
practitioners, such a difference in understanding of
the term “terminal” can lead to misunderstanding
and reduced quality of care toward the end of life
~Higginson, Wade & McCarthy, 1990; Lecouturier
et al., 1999; Lynn & Forlini, 2001!.

Compared to our findings, Christakis and
Iwashyna eight years earlier observed a much wider
range ~0 to 76 weeks, the majority labeling a “ter-
minal” patient as having 16 weeks or less left to
live! in their study among North American intern-
ists. A possible explanation can be differences in
fund systems of health care in the two countries,
with less than 6 months survival as a criterion for
obtaining Medicare benefits such as hospice care in
the United States compared to no such time limit-
ing criterion in the Norwegian health insurance
system. Other explanations for the observed dis-
crepancy can be cultural differences between the
two countries and changes in use of the term due to
increased awareness of end-of-life care during the
years between the two studies.

In line with Christakis’ findings, no gender dif-
ference was observed in this study. Contrary to the
Christakis study, however, no effect of experience
with queries regarding life expectancy was ob-
served, whereas an opposite effect of age0years of
practice was found.

As the terms “terminal” and “terminally ill” are
used without clear definitions ~Lynn et al., 1996!,
efforts have been made to replace them with others
such as “serious and complex illness” ~Lynn & For-
lini, 2001!. In end-of-life care there is a need to
focus specifically on the very last days of a patient’s
life, as symptoms such as dyspnea, constipation, or
anxiety are managed differently if the patient has a
life expectancy of a few days compared to 4–5 weeks
or more ~Adam, 1997; Ellershaw, 2002; Furst &
Doyle, 2004!. Similarly, appropriate planning of a
patient’s last few days regarding whether to stay in
hospital or at home with the necessary health care
support are dependent on every one involved un-
derstanding what is at stake. Unambiguous lan-
guage defining the clinical situation is necessary

and has led to expressions such as “entering the
actively dying phase of ~a patient’s! illness” ~Bailey
et al. 2005!.

In conclusion, Norwegian physicians apply a nar-
rower definition of the term “terminal” than do
North American physicians, yet a substantially
broader definition than recommended by experts in
end-of-life care ~Twycross & Lichter, 1998; Eller-
shaw & Ward, 2003!. To reduce ambiguities in com-
munication within the health care system we suggest
that the term “terminal” should be used to describe
a dying patient, with a short life expectancy of a
few days to a week.

ACKNOWLEDGMENTS

The study was funded by Eastern Norway Health Author-
ity and was supported practically by Olaf Aasland at The
Norwegian Medical association.

REFERENCES

Aasland, O.G., Olff, M., Falkum, E., et al. ~1997!. Health
complaints and job stress in Norwegian physicians:
The use of an overlapping questionnaire design. Social
Science and Medicine, 45, 1615–1629.

Adam, J. ~1997!. ABC of palliative care. The last 48
hours. British Medical Journal, 315, 1600–1603.

Bailey, F.A., Burgio, K.L., Woodby, L.L., et al. ~2005!.
Improving processes of hospital care during the last
hours of life. Archives of Internal Medicine, 165,
1722–1727.

Brandt, H.E., Deliens, L., Ooms, M.E., et al. ~2005!.
Symptoms, signs, problems, and diseases of termi-
nally ill nursing home patients: A nationwide observa-
tional study in the Netherlands. Archives of Internal
Medicine, 165, 314–320.

Christakis, N.A. & Iwashyna, T.J. ~1998!. Attitude and
self-reported practice regarding prognostication in a
national sample of internists. Archives of Internal Med-
icine, 158, 2389–2395.

Clayton, J.M., Butow, P.N., Arnold, R.M., et al. ~2005!.
Discussing end-of-life issues with terminally ill cancer
patients and their carers: A qualitative study. Support-
ive Care in Cancer, 13, 589–599.

Ellershaw, J. ~2002!. Clinical pathways for care of the
dying: An innovation to disseminate clinical excel-
lence. Journal of Palliative Medicine, 5, 617–621.

Ellershaw, J. & Ward, C. ~2003!. Care of the dying pa-
tient: The last hours or days of life. British Medical
Journal, 326, 30–34.

Emanuel, E.J., Fairclough, D.L., & Emanuel, L.L. ~2000!.
Attitudes and desires related to euthanasia and
physician-assisted suicide among terminally ill pa-
tients and their caregivers. JAMA, 284, 2460–2468.

Furst, C. & Doyle, D. ~2004!. The terminal phase. In
Oxford Textbook of Palliative Medicine, Doyle, D.,
Hanks, G., Cherny, N., et al. ~eds.!, pp. 1119–1133.
Oxford: Oxford University Press.

Higginson, I., Wade, A., & McCarthy, M. ~1990!. Pallia-
tive care: Views of patients and their families. British
Medical Journal, 301, 277–281.

Physicians’ interpretation of “terminal” 277

https://doi.org/10.1017/S1478951506060342 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951506060342


Hugel, H., Ellershaw, J.E., Cook, L., et al. ~2004!. The
prevalence, key causes and management of insomnia
in palliative care patients. Journal of Pain and Symp-
tom Management, 27, 316–321.

Kutner, J.S., Steiner, J.F., Corbett, K.K., et al. ~1999!.
Information needs in terminal illness. Social Science
and Medicine, 48, 1341–1352.

Lecouturier, J., Jacoby, A., Bradshaw, C., et al. ~1999!.
Lay carers’ satisfaction with community palliative care:
Results of a postal survey. South Tyneside MAAG
Palliative Care Study Group. Palliative Medicine, 13,
275–283.

Levorato, A., Stiefel, F., Mazzocato, C., et al. ~2001!.
Communication with terminal cancer patients in pal-
liative care: Are there differences between nurses and
physicians? Supportive Care in Cancer, 9, 420–427.

Llobera, J., Esteva, M., Rifa, J., et al. ~2000!. Terminal
cancer: Duration and prediction of survival time. Eu-
ropean Journal of Cancer, 36, 2036–2043.

Lynn, J. & Forlini, J.H. ~2001!. “Serious and complex
illness” in quality improvement and policy reform for
end-of-life care. Journal of General Internal Medicine,
16, 315–319.

Lynn, J., Harrell, F.E., Cohn, F., et al. ~1996!. Defining
the “terminally ill”: Insights from SUPPORT. Du-
quesne Law Review, 35, 311–336.

Okie, S. ~2005!. Physician-assisted suicide—Oregon
and beyond. New England Journal of Medicine, 352,
1627–1630.

Saunders, C. ~1961!. Euthanasia. Lancet, 278, 548–549.
Simpson, J.A. & Weiner, E.S.C., Eds. ~2006!. Oxford En-

glish Dictionary. Oxford: Oxford University Press. Avail-
able at: http:00dictionary.oed.com0cgi0entry050249364?
single�1&query_type�word&queryword�terminal&
first�1&max_to_show�10.

The SUPPORT Principal Investigators. ~1995!. A con-
trolled trial to improve care for seriously ill hospital-
ized patients. The study to understand prognoses and
preferences for outcomes and risks of treatments ~SUP-
PORT!. JAMA, 274, 1591–1598.

Twycross, R. & Lichter, I. ~1998!. The terminal phase. In
Oxford Textbook of Palliative Medicine, Doyle, D.,
Hanks, G., & MacDonald, N. ~eds.!, pp. 977–992. Ox-
ford: Oxford University Press.

Vig, E.K. & Pearlman, R.A. ~2004!. Good and bad dying
from the perspective of terminally ill men. Archives of
Internal Medicine, 164, 977–981.

Weeks, J.C., Cook, E.F., O’Day, S.J., et al. ~1998!. Rela-
tionship between cancer patients’ predictions of prog-
nosis and their treatment preferences. JAMA, 279,
1709–1714.

278 Rogg, Graugaard, and Loge

https://doi.org/10.1017/S1478951506060342 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951506060342

