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What defines the transition to end of life?

The evidence does not support a precise definition of the
interval referred to as end of life or its transitions. End of life is
usually defined and limited by the regulatory environment rather
than by the scientific data. A regulatory definition is a barrier to
improving care and research relating to end of life. End of life
should not be defined by a specific timeframe unless evidence
can support reliable prognostication.

http://consensus.nih.gov/2004/2004EndOfLifeCareSOS024html.htm (NIH Consensus Development Program)
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