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Abstract
Objectives. Discussing end-of-life (EOL) issues with patients remains challenging for health
professionals. Physicians may use various expressions, including euphemistic ones, when dis-
closing the prognosis to their patients to reduce their psychological impact. However, the actual
expressions of EOL disclosure in clinical practice are unclear. This study aims to investigate the
expressions used in EOL disclosures and explore their associated factors.
Methods. A retrospective chart review was conducted enrolling all the patients who died in
a university-affiliated hospital. Expressions used in the EOL disclosure were qualitatively ana-
lyzed.Thepatients’ participation rate and length from the discussion to deathwere investigated.
Results. EOL disclosures were observed in 341 of 358 patients. The expressions used by the
physicians were categorized into 4 groups; Group 1: Clear presentation of life expectancy
(n= 106; 31.1%),Group 2: Euphemistic presentation of life expectancy (n= 24; 7.0%),Group 3:
Presentation of risk of sudden death (n= 147; 43.1%), Group 4: Nomention on life expectancy
(n = 64; 18.8%). The proportion of male patients was higher in Group 2 (79%) and lower
in Group 4 (56%). Patients with cancer accounted for approximately 70% of Groups 1 and 4,
but only approximately 30% of Group 3. The patient participation rate was highest in Group4
(84.4%), followed by Group 2 (50.0%). The median time from EOL disclosure to death was
longer in Groups 1 and 4 (26 and 29.5 days, respectively), compared to Groups 2 and 3 (18.5
and 16 days, respectively).
Significance of results. A variety of expressions are used in EOL disclosure. Patterns of
communication are influenced by patients’ gender and type of illness (cancer or noncancer).
Euphemisms do not seem to facilitate timely disclosure of life expectancy or patient partici-
pation. For health professionals, not only devising the expressions to alleviate their patients’
distress when breaking bad news but also considering the communication process and patient
background are essential.

Introduction

The importance of advance care planning (ACP) has been gaining more and more attention.
ACP can improve patient–clinician communication quality, improve the quality of end-of-life
(EOL) care (e.g. reducing unwanted hospital admissions, increasing the use of palliative care),
and increase patients’ satisfaction and quality of life (Brinkman-Stoppelenburg et al. 2014;
Rietjens et al. 2017; Schrijvers and Cherny 2014; Wright et al. 2008). Although ACP can be
performed under various physical conditions and at any stage of treatment, it becomes more
important toward the EOL (Rietjens et al. 2017).

Discussing EOL issues with patients, such as prognosis, code status, and hospice refer-
ral, remains challenging for clinicians, and tends to occur later in the disease progression
(Levin et al. 2008; Mack et al. 2012; Mori et al. 2015). Both physician and patient fac-
tors are contributed to barriers to EOL discussions (Bernacki and Block 2014; Mori et al.
2019b, 2015; van Vliet et al. 2013). Physicians’ factors include discomfort in discussing del-
icate issues, and fear of causing patient distress (Bernacki and Block 2014; Mori et al. 2015;
You et al. 2015). As for the patient side, it is considered that there are potentially varying
preferences with different coping styles (Mori et al. 2019a, b; van Vliet et al. 2013). Patients’
preferences vary when discussing prognosis including explicit disclosure such as median sur-
vival, typical range (Clayton et al. 2005; Mori et al. 2019b; van Vliet et al. 2013), best/worst
cases (Kiely et al. 2013; Mori et al. 2019a), or probability of living for a certain period
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(Hui 2015; Umezawa et al. 2015), and nonexplicit disclosure such
as the possibility of living until a certain event (Clayton et al.
2005) and unit of time frames (Clayton et al. 2005; Umezawa et al.
2015).

In this study, the EOL disclosure is defined as the notice of
prognosis and prospects to patients and/or their families to start
the EOL discussion. The way of disclosure is influenced by cul-
ture (Mori et al. 2015; Schrijvers and Cherny 2014). In daily
life, Japanese people often use vague or roundabout expressions
in conversation. In addition to that, according to a nationwide
research on the concept of “a good death,” the majority of the
general population in Japan considered “dying without the aware-
ness that one is dying” as an important factor to achieve what
they considered to be a good death (Miyashita et al. 2007). Also,
approximately half of the subjects took into consideration that “not
being informed of bad news” was a critical issue during the final
days of life. Considering these results, some physicians may use
vague phrases to reduce the burden on the patient in the EOL
disclosure.

Moreover, there have been few studies that investigated the
actual expressions of EOL disclosure in clinical practice. In the cur-
rent study, we have aimed to clarify the specific expressions of EOL
disclosure. We especially focused on how and when euphemistic
expressions are used. Further, we investigated whether the use
of euphemisms in EOL disclosure has any association with the
participation of the patients in the EOL discussions and the tim-
ing of such discussions. We hypothesized that using euphemistic
expressions, which potentially reduce the burden of bringing up
the topic of EOL for physicians, facilitates EOL discussions from
an earlier stage of illness and promotes patient participation in the
discussion.

Methods

This retrospective chart review study was conducted at Keio
University Hospital, a university-affiliated teaching hospital (ter-
tiary medical facility) in Central Tokyo, Japan. The details of the
methods were reported elsewhere (Abe et al. 2021). In short, the
eligible patients were all those who were hospitalized and died at
the study site during the period from April 2018 to March 2019.
The following patients were excluded: (1) cardiopulmonary arrest
on arrival (CPAOA); (2) stillbirth; (3) under 18 years old at the time
of death; and (4) refusal by their bereaved family.

The presence or absence of the discussion where a clini-
cian disclosed that the patient is at his/her EOL stage (EOL
disclosure) and cardiopulmonary resuscitation (CPR)/do-not-
attempt-resuscitation (DNAR) discussion was investigated. The
EOL disclosure was defined as a discussion where a treating clin-
ician informed that the patient’s death was approaching (usually
within weeks or months) and aggressive life-prolonging treatment
was not considered useful. In the case where EOL disclosure was
made, the specific expression used in the disclosure was investi-
gated, alongwith the date of the disclosure, andwhether the patient
himself/herself participated in the discussion.

To categorize the expressions of EOL disclosure, 2 physicians
(AA and TM) first reviewed and discussed specific expressions of
EOL disclosure for 30 patients. After the categories were defined,
the 2 physicians classified all other cases independently into those
categories.When the results were not concordant, a discussion was
held until an agreement was reached.

Figure 1. Flow diagram.

Statistical analysis

The characteristics of the patients were compared between each
explanatory pattern. Categorical and continuous variables were
compared using the Chi-square test and nonparametric tests,
respectively. A p-value <0.05 was considered statistically signifi-
cant. All analyses were conducted using the IBMSPSS versions 24.0
and 25.0 (IBM Corp., Armonk, NY, USA).

Results

The participants’ characteristics

During the study period, 377 patients died in the hospital. Of them,
19 were excluded (CPAOA: n = 12, stillbirth: n = 2, and under
18 years old: n= 5). Of the remaining 358 patients, 17 did not have
an opportunity for EOL disclosure and were excluded, resulting in
341 patients subjected to analyses (Figure 1).

The patients’ characteristics are shown in Table 1. Two-thirds
of the deceased patients were male, and the patients’ mean age was
70 years. Approximately 60%of the patients died of cancer.Theper-
centage of patients who participated in the initial EOL disclosure
themselves was 40.2%.

Explanatory patterns of the EOL disclosure

Four explanatory patterns for expressions of EOL disclosure were
identified. Examples of expressions used in the initial EOL disclo-
sure are shown in Table 2.

Group 1: Clear presentation of life expectancy (n = 106;
31.1%)

Patients’ life expectancy was expressed in concrete numbers or
concrete units of time.

Group2: Euphemistic presentation of life expectancy (n= 24;
7.0%)

Patients’ life expectancy was expressed implicitly.
Group 3: Presentation of risk of sudden death (n = 147;

43.1%)
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Table 1. Demographic and clinical characteristics of the patients (n = 341)

Characteristics Value

Age, years 69.9 ± 14.8

Gender: Male 221 (64.8)

Marital status: Married 226 (66.3)

Family structure

Living alone 65 (19.1)

Living with other families 276 (80.9)

Number of hospitalization in the last 2 years 3.6 ± 3.1

Diagnosis

Cancer 199 (58.4)

Lung 46 (13.5)

Lymphoma 18 (5.3)

Colorectal 15 (4.4)

Gastric 12 (3.5)

Uterine 11 (3.2)

Renal 10 (2.9)

Gallbladder, bile duct 9 (2.6)

Leukemia 9 (2.6)

Pancreatic 8 (2.3)

Others 62 (18.2)

Noncancer 142 (41.6)

Respiratory disease 51 (15.0)

Cardiovascular disease 27 (7.9)

Liver disease 15 (4.1)

Cerebrovascular disease 14 (4.1)

Others 35 (10.3)

Presence of mental illness: yes 46 (13.5)

Patient participation 137 (40.2)

Data are represented as mean ± SD or n (%). SD = standard deviation.

A physician told the patient or his/her family that the patient
was in a serious situation and is at risk of sudden death, but did not
refer to life expectancy.

Group 4: No mention on life expectancy (n = 64; 18.8%)
A physician told the patient or his/her family that the patient’s

illness was serious and told there was no curative treatment for the
disease. The physician may recommend the best supportive care.

Participants’ characteristics of each group

The characteristics of each group are shown in Table 3.The patients
in Groups 1 and 2, who were informed of their life expectancy,
were more likely to be male, while those in Groups 3 and 4, who
were not informed of their life expectancy, were more likely to be
female.Theproportion ofmale patients inGroup 2was particularly
high. The patient participation rate was 30.2% for Group 1, 50.0%
for Group 2, 26.5% for Group 3, and 84.6% for Group 4, respec-
tively. The participation rate was highest in Group 4, which was
followed by Group 2. The patient participation rates by gender in
each group were as follows: Group 1: male 35.6%, female 18.2%,

Table 2. Specific examples of expressions used in the initial EOL disclosure

Group 1: Clear presentation of life expectancy

The time left can be less than 2 months.
The prognosis is a few days to a few weeks. One month at the most.
The prognosis is 2 to 3 months.
The prognosis is a few days to a few weeks.
It is highly probable that the end comes within a few days.
Unfortunately, the prognosis is less than half a year.
The prognosis is 3 months at the most. It can be shorter depending on
the course of the illness.

Group 2: Euphemistic presentation of life expectancy

I’m sorry that the time of parting is closer than expected.
The next new year would be the last new year.
It would be difficult for you/him/her to see the end of the cherry
blossom season.
His/her stamina will not last long.
It is time for you to think about how you would like to spend your final
days.
The remaining time seems to be not very long.
You may enjoy “toshikoshi soba”* this year, but probably not next year.

*Toshikoshi soba is a Japanese traditional food to celebrate the New
Year’s Eve, usually with a wish for longevity.

The end is coming close.
Please consider that the time has come.

Group 3: Presentation of risk of sudden death

The risk of sudden deterioration is high.
We should say it is a life-threatening situation.
I’m afraid his/her condition is extremely serious.
He/she may take a fatal course.
There is always a chance of sudden change of the situation which leads
to a fatal incident.
Your/his/her life will be taken if nothing is done.
We have to watch the patient’s condition very closely tonight.

Group 4: No mention on life expectancy

It is difficult to cure your illness. Rather, we aim to extend the time that
you/he/she stay(s) well as much as possible.
We cannot expect that chemotherapy will show a remarkable effect.
Further anticancer drugs will do you/him/her harm than good.
One day, you will not be able to beat the worsening of illness.
We can barely expect improvement. I want you to be prepared for your
illness getting worse and worse.
From now, the illness is only going to get worse.
There is no indication for treatment. If you miss the timing, you may
miss the chance of going home.
Your illness is progressing. It is not a curable situation.
The plan is to relieve your discomfort and to cherish the time with your
family.

p = 0.070, Group 2: male 52.6%, female 40.0%, p = 0.50, Group 3:
male 29.0%, female 22.2%, p = 0.37, Group 4: male 83.3%, female
85.7%, p = 0.54. Only Group 1 tended to have higher participation
rate for men. Group 4 had the longest period from the diagnosis to
the death with a median of 880 days, and Group 3 had the short-
est with 208 days. The rate that the EOL disclosure and the DNAR
discussion took place on the same day was highest in Group 3
(62%), while the rateswere only approximately 30% in other groups
(Groups 1, 2, and 4). The majority of the cancer patients fell into
Groups 1 and 4, while Group 3 alone accounted for 70% of the
noncancer patients.

Association of explanatory patterns and duration from EOL
disclosure to death and patient participation

Figure 2 shows the distribution of the 4 explanatory patterns over
the length of time from EOL disclosure to death and the patient
participation rate, divided by cancer and noncancer.
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Table 3. The characteristics of each group

Group 1 Group 2 Group 3 Group 4
n = 106 n = 24 n = 147 n = 64

Gender: Male 73 (68.9%) 19 (79.2%) 93 (63.3%) 36 (56.3%)

Age, years (mean ± SD) 68.0 ± 14.3 70.6 ± 12.8 72.4 ± 14.9 67.1 ± 15.6

Number of patient
participants (participation
rate)

32 (30.2%) 12 (50.0%) 39 (26.5%) 54 (84.6%)

Male (participation rate) 26 (35.6%) 10 (52.6%) 27 (29.0%) 30 (83.3%)

Female (participation rate) 6(18.2%) 2(40.0%) 12 (22.2%) 24 (85.7%)

EOL disclosure and CPR/DNAR
discussion were held on the
same day

30 (28.3%) 7 (29.2%) 91 (61.9%) 24 (37.5%)

Diagnosis

Cancer (n = 199) 82 (41.2%) 18 (9.0%) 48 (24.1%) 51 (25.6%)

Noncancer (n = 142) 24 (16.9%) 6 (4.2%) 99 (69.7%) 13 (9.2%)

Period from the diagnosis to
the death, days (mean ± SD)

886.7 ± 1199.7 931.1 ± 912.1 1006.8 ± 2256.1 1435.6 ± 1577.1

(median) 409.5 581 208 880

Period from the first EOL
disclosure to the death, days
(mean ± SD)

83.0 ± 172.3 57.1 ± 135.7 69.8 ± 215.5 79.8 ± 119.6

(median) 26 18.5 16 29.5

SD = standard deviation, CPR = cardiopulmonary resuscitation, DNAR = do-not-attempt resuscitation.

Figure 2. Period from EOL disclosure to death and patient participation rate.

Cancer cases
Cancer cases showed a higher patient participation rate, both
overall and for each group than noncancer cases. Specifically,
Group 4 showed the highest participation rate (88%) followed
by Group 2 (61%). The patient participation rate was lower in
Groups 1 and 3 (approximately 35% in both groups). The median
times from EOL disclosure to death were approximately 1 month

for Groups 1 and 4, while they were as short as 17 days for Groups
2 and 3.

Noncancer cases
In noncancer cases in general, the rate of patient participation was
lower, and the period from EOL disclosure to death was shorter
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than in cancer cases.Theonly exceptionwasGroup 4,whose period
from EOL notification to death was significantly longer, and the
patient participation rate was higher, at about 70%.

Discussion

In this study, we investigated the expressions used in EOL disclo-
sure and examined the factors associated with the characteristics
of such expressions. Four distinct groups of EOL disclosure were
identified. The highest patient participation rate was in the group
with “no mention of life expectancy.” We hypothesized that Group
2, where euphemistic expressions of life prognosis were used,
would present a longer time between the EOL disclosure and death
as compared to Group 1, where direct expressions of life progno-
sis were used, however, this was not the case. The situations where
euphemistic expressions on life prognosis were used were likely
to be the situations where the patient’s death was quite imminent.
The use of euphemistic expressions seems to be a reflection of the
physicians’ reluctance of presenting life prognosis explicitly with
the fear of causing distress to their patients.

Characteristics of the expressions in 4 groups

As shown in Table 2, the ways to express EOL disclosure were clas-
sified into 4 categories – 2 of whichwere the cases that the period of
life expectancymentioned, and another 2 of which were otherwise.
The former categories comprised clear presentation (Group 1) and
euphemistic presentation (Group 2). There were 2 categories in the
groups where life expectancy was not mentioned: one that men-
tioned the high risk of sudden change (Group 3) and the other that
emphasized incurability of the illness and that does not refer to life
expectancy (Group 4).

Group 1 corresponds to the cases where the patient’s life
expectancy was indicated using concrete units of time. This group
accounted for about 30% of the total discussions. The time units
mentioned by the physician in the discussions ranged from a
few days to a few months. Typical expressions that were used to
describe “prognosis” were “the time left,” “the end,” and “the time
of parting.”

Group 2 corresponds to the cases where the patient’s life
expectancy was indicated with euphemistic expressions. Typical
examples were euphemisms that focus on special times of the year.
Expressions that are related to Japanese traditions were frequently
used – for example, the New Year, ‘Toshikoshisoba’ (a traditional
noodle dish eaten on New Year’s Eve in Japan), and cherry blos-
som season.Therewas nomention of the birthdays or anniversaries
of the patients in our study, in contrast with a previous Australian
study (13). In some cases, euphemistic expressions imply prognosis
(e.g. by referring to cherry blossoms, the treating physician implies
that the patient’s life expectancy is a few months). However, in the
cases where expressions like “the remaining time is not long” and
“the last moment is approaching” were used, the patients and/or
their family might imagine an amount of time that was different
from the health professionals’ intentions.

In Group 3, health professionals indicate that the patient’s con-
dition is very serious and there is a high risk of sudden change.
In this group, the expressions such as “The risk of sudden deteri-
oration is high,” “We should say it is a life-threatening situation,”
and “He/she may take a fatal course” were used. In Japan, it has
been customary for health professionals to use an expression of
“We have to watch the patient’s condition very closely tonight” to
convey that there is a high risk of sudden changes in the patient’s

condition. Physicians are trying to use these expressions to show
there is possibility of imminent death.

In Group 4, health professionals indicate that there was no
curative treatment for the disease and that there was no hope
of improvement. In cancer cases, the remarks include a discus-
sion of the discontinuation of aggressive cancer treatment such as
anticancer drugs and sometimes focus on palliative care.

Associated factors of each group

As suggested in Table 3 and Fig. 2, there are some characteristics
and related factors for each group.

Gender

The patients in Groups 1 and 2, who were informed of their life
expectancy, were more likely to be male, while those in Groups 3
and 4, who were not informed of their life expectancy, were more
likely to be female. The proportion of male patients in Group 2 was
particularly high. Group 1, where specific life expectancy was dis-
cussed, had a large gender gap in patient participation rates, with
male patients being twice as likely to participate. Male participants,
either as a patient himself or as the husband or partner of female
patients, seem to hope to be notified of concrete life expectancy.
We speculate that there may be paternalistic perspectives in Japan
where autonomy is emphasized more among men than women,
whilewomenneed to be “protected” from seriousmedical informa-
tion. It should be carefully addressed whether health professionals’
proneness of communication coincides with patients’ preferences,
considering the individuality of each patient. Some previous stud-
ies suggested that there are gender differences in the preference for
how to receive bad news. Previous Japanese studies indicated that
female patients placed more importance on delivering bad news
clearly in amanner that facilitates each patient’s full understanding,
and explicit prognostic disclosure (Fujimori et al. 2017; Mori et al.
2019b), whilemale patients aremore likely to adopt a passive role in
their communication with physicians (Fujimori et al. 2017). Also,
a German study showed that male patients wish to avoid engage-
ment in discussions about death and dying particularly if they are
anxious about their EOL period (Seifart et al. 2020).

Patient’s participation rate and period from the diagnosis to
the death

Patient participation rates were higher in Groups 2 and 4 than in
Groups 1 and 3. Regarding the duration of illness, Group 4 was
notably longer and Group 3 was the shortest. There was a tendency
to avoid presenting life expectancy clearly (Group 4) and to use
euphemisms (Group 2) when the patients themselves participated
in the discussion. The highest participation rate (84.4%) was seen
in Group 4 (“no mention of life expectancy”). Considering that the
period from diagnosis to death of Group 4 is significantly longer
than in other groups, we speculate that this may be a product of
a tighter bond formed between treating physicians and patients,
which results from the long process of fighting the illness together.
We did not examine the bond between physicians and patients in
this study, so this should be verified in future research.

On the other hand, Group3 (“presentation of risk of sudden
physical change”) had the lowest patient participation rate and the
shortest time from diagnosis to death. Two possible explanations
are considered: first, the physical conditions of the patients in this
group were so critical that the patients were physically unable to
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have conversation with their physicians (e.g. due to confusion, loss
of consciousness, etc.). Second, physicians avoided direct expres-
sions since the physical conditions of the patients were so serious
that they intended not to discourage or frighten their patients by
telling the truth.

Relationship between EOL disclosure and CPR/DNAR
discussion

The percentage of which the EOL disclosure and CPR/DNAR dis-
cussion were held on the same day was highest in Group 3. This
may be due to the fact that the EOL disclosure and CPR/DNAR
discussion are often held on the same day when the patient’s situ-
ation is critical, such as in the case of Group 3. In contrast, EOL
disclosure and CPR/DNAR discussion are usually held on differ-
ent days in other groups. In other words, participating in the EOL
disclosure does not equate to participating in the CPR/DNAR dis-
cussion. Discussions on CPR/DNAR are considered invasive to the
patients and are not open to the topic at once; therefore, discus-
sions on prognosis and CPR/DNAR take place at different stages of
illness.

Relationship with a type of disease (cancer/noncancer)

The majority of the cancer patients fell into Groups 1 and 4,
while Group 3 alone accounted for 70% of the noncancer patients.
Generally, the course of cancer is more predictable than the course
of noncancer diseases (Murray et al. 2017); therefore, it is easier
for health professionals to estimate and convey the life expectancy
in concrete terms (Group 1) as well as to discuss the strategy of
treatment, such as discontinuation of anticancer drugs (Group 4)
in cancer settings.

One of the possible reasons that noncancer patients are often
classified as Group 3may be that noncancer diseases include acute-
onset diseases such as myocardial infarction and cerebrovascular
disease, which are prone to sudden death. On the other hand, some
noncancer diseases gradually progress with repeated exacerbations
and remissions. Some of these diseases could have been classified
as Group 3 by presenting an acute risk of sudden change during
acute exacerbations. The possible scenarios in Group 4 cases are
that the patients were informed that their illness entered the final
refractory stage, but their life expectancy is still long.

Significance of euphemisms

According to the results observed, there are 2 main elements that
arise in the use of euphemisms for EOL disclosure. First, regarding
the timing of the first discussion, the median times from EOL dis-
closure to death were approximately 1 month for Groups 1 and 4,
while it was as short as 18.5 days in Group 2 and 16 days in Group
3. Contrary to our hypothesis that using euphemistic expressions
makes it easier for health professionals to conduct EOL discus-
sions from an early stage, the timing of the EOL disclosure was
quite late in the cases where euphemisms were used. The length
of time from EOL disclosure to death was almost the same both
in the cases using the euphemistic expressions of life expectancy
and the cases mentioning the high risk of sudden change. In other
words, physicians seem to have just rephrased “The risk of sud-
den change is high” to expressions such as “You can’t celebrate the
New Year,” “You can’t see the next cherry blossoms,” and “You don’t
havemuch time left.” Both expressions only inform the patients that

their death is approaching and intend to indirectly make patients
and their families aware of their situations.

The second elementwas regarding the patient participation rate.
When the patient is present at the EOL discussion, the physicians
tend to avoid direct expressions of life expectancy (Group 1; patient
participation rate 30.2%) and the possibility of imminent death
(Group3; 26.5%). When comparing Groups 1 and 2, in which the
physician mentions their life expectancy, the patient participation
rate in Group 2 (50.0%) was slightly higher than that in Group 1
(30.2%). This shows that the use of euphemisms did not have a
significant effect onpatient participation, in light of the highest par-
ticipation rate being at 84% in this study. Rather, this reflected the
physicians’ reluctance to use direct expressions of the patients’ life
prognosis with a fear of causing distress to the patient.

Euphemistic expressions appear to be “gentle and kind” to the
patients; however, they can bemisleading and sometimes can result
in situations where the patient or their family do not fully compre-
hend the seriousness of the situation. Previous studies show that
there is a difference in prognosis perception and optimism between
physicians and patients (Christakis and Lamont 2000; Glare et al.
2003; Hiratsuka et al. 2023; Maltoni et al. 2005); even if physi-
cians intend to “tell the fact accurately,” sufficient understanding
may not be obtained between the physicians and the patients. For
example, in a study targeted at heart failure patients, there was a
substantial discrepancy between the amount and quality of infor-
mation about the patient’s prognosis and the actual information
provided by their treating physicians (Kitakata et al. 2021). Further,
a few studies have shown that explicit prognostic disclosure pro-
moted better outcomes than nondisclosure (Mori et al. 2019b; van
Vliet et al. 2013), and non-explicit disclosure using specific events
such as “cherry blossoms” and “anniversaries” are not preferred
by the patient (Mori et al. 2019a). No matter how “creative” the
health professionals are when informing their life expectancy to
their patients, euphemisms may not be an effective communica-
tion tool. There is room for further investigation as to whether a
doctor’s “compassion” leads to a higher quality of life, especially at
the EOL.

Limitation

The current study has a few limitations. First, this is a single-center
study of an urban university hospital. The study site was an acute-
care hospital without a palliative care unit; therefore, the patients
who were transferred to another hospital or a home-based hospice
program at their EOL were not included.

Second, since this was a retrospective chart review study, com-
munication between health professionals and the patients which
were not documented in the medical record was not captured.

Third, there is no information on the doctors who deliver the
notification in this survey. The way of disclosure and the expres-
sions used in EOLdiscussionmay be influenced by communication
style and skills of treating physicians. Further, the doctor’s view of
prognosis prediction may have affected their communication.

Finally, the current study did not assess patient preferences. In a
previous Japanese study, theminority of patients strongly preferred
to know their prognosis (Hamano et al. 2022).

Future research implications include exploring the relation-
ship between the length of illness and the strength of the bond
between the attending physician and the patient. Further, the rela-
tionship and strength of the connection between physicians and
patients, preferences regarding the expressions of disclosure and
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communication style for both the physicians and the patients and
patient satisfaction with these disclosures, should be examined.

Conclusions

Four patterns of expressions of life expectancy in the EOL disclo-
sure were observed. In euphemistic expressions, some culturally
unique expressions were observed. Patterns of communication
are influenced by patients’ gender and type of illness (cancer or
noncancer). As opposed to the authors’ hypothesis, euphemistic
expressions do not seem to facilitate accurate and timely disclo-
sure of life expectancy. Further, they do not facilitate the patient
participation in a discussion. Although it is undoubtedly essen-
tial for health professionals to devise expressions to alleviate their
patients’ distress when breaking bad news, the communication
process and patient background must be considered when starting
EOL discussions.
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