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What is a good death?



“It is not death, but dying which is 
terrible” wrote Henry Fielding in his 
novel Amelia (1751). Palliative care is, 
ethically, a mandatory part of the care 
of the dying. A byproduct of the 
success of modern medicine is that the 
dying process is prolonged.

Lancet 1995; 346: 163-66
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• Approccio multidisciplinare a pazienti 
con breve aspettativa di vita.

• Supporto fisico, sociale, psicologico e 
spirituale.

• Combinazione di “Cure” e “Care”.
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• Malattie neoplastiche
• Malattie cardiache (scompenso cardiaco)
• Malattie polmonari (insufficienza respiratoria)
• HIV
• Malattie epatiche
• Malattie renali
• Coma e ictus
• Demenza 

Neoplasie e malattie croniche in fase avanzata
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The terminal stages of HF present challenges to 
both the patient and the clinician that are the 
equal of terminal cancer, but with facets that are 
unique to cardiovascular disease. 

Among these unique characteristics are 
prognostic uncertainty, episodes of acute 
decompensation followed by relatively rapid 
improvement, and the relative frequency of 
device therapy.



-How can the physical and psychosocial burdens of advanced HF on 
patients and families best be decreased? 

-Which patients will benefit from which interventions and how can they 
be counseled best? 

-Which interventions improve quality of life and best achieve the
outcomes desired by patients and family? 

-How can care be coordinated between sites of care and barriers to 
evidence-based practice reduced? 

-How can prognosis and treatment options be communicated better? 

These five questions effectively summarize some of the gaps that are 
currently present in the care of patients who have end-stage HF.
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Variables Mean+SD (%) 
  
Age 81.4+7.1 
Male gender (35.6) 
  
Ejection fraction % 60.6+18.8 
  
Ischemic heart disease (53.2) 
Diabetes mellitus (34.2) 
Renal failure (37.6) 
COPD (51.7) 
Dysrhythmias (46.3) 
Hypertension (69.1) 
Hypotension (4.8) 
  
Cognitive impairment (20.1) 
Mood Depression  (26.8) 
Disability in BADL (40.1) 
  
Diseases (n) 5.4+2.4 
Charlson Index 7.9+2.6 
Apache Score 11.0+6.8 
Drugs (n) 5.3+1.8 
Serum Albumin g/dl 3.9+0.6 
  
Mortality at 6-month (in NYHA III-IV) (33.6) 
  
 

Characteristics of 149 elderly patients consecutively 
discharged with a diagnosis of HF (NYHA classes III-IV)

R. Rozzini et al Chest, 2003





Functional Assessment Staging (FAST) Scale

JAMA. 2007; 298(21):2527-2536
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Mortality Risk Index Score
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Characteristics and 3-months mortality rate of 3300 in patients affected 
by Low Respiratory Tract Infections (LRI) and dementia.

Total NoLRI-NoD YLRI-NoD NoLRI-YD YLRI-YD
(N=3300) (N=2566) (N=265) (N=345) (N=124) p

M±SD (%) M ±SD (%) M ±SD (%) M ±SD (%) M ±SD (%)

Age (years) 79.2 ±8.0 78.4 ±7.7 80.0 ±8.2 83.2 ±7.7 83.4 ±8.4 0.001
Gender (males)(%)* (38.3) (24.5) (24.5) (24.5) (19.3) 0.001
MMSE score 21.8 ±8.5 24.9 ±4.4 23.4 ±4.9 4.5 ±4.7 3.7 ±4.4 0.001
GDS score 4.6 ±3.5 4.6 ±3.5 4.2 ±3.1 --- --- 0.155
Barthel Index (15 days bef) 78.7 ±27.9 86.5 ±19.8 76.2 ±26.6 45.7 ±34.5 30.2 ±28.7 0.001
Barthel Index (on adm) 60.1 ±38.1 71.8 ± 32.2 48.6 ±37.1 22.0 ±29.2 5.5 ±14.2 0.001
IADL (functions lost) 3.3 ±2.9 2.6 ±2.6 3.4 ±2.9 6.3 ±2.4 7.0 ±1.6 0.001
Diseases (n) 5.1 ±2.0 5.1 ±1.9 5.3 ±2.0 5.2 ±2.2 5.4 ±2.3 0.142
Charlson Index 5.3 ±1.8 5.0 ±1.7 5.5 ±1.9 5.8 ±2.1 6.5 ±2.2 0.001
Drugs (n) 5.7 ±2.9 5.4 ±2.6 6.2 ±3.3 5.8 ±3.1 6.9 ±3.0 0.194
APACHE II score 10.6 ±5.9 9.1 ±4.9 13.7 ±4.9 13.0 ±6.8 18.3 ±6.6 0.001
APACHE II-APS subscore 4.4 ±5.2 3.1 ± 3.9 6.1 ±5.1 6.5 ±6.4 10.9 ±6.9 0.001
Serum Albumin (g/dl) 3.7 ±0.7 3.8 ±0.6 3.4 ±0.6 3.3 ±0.7 3.1 ±0.6 0.001
Hemoglobin (g/dl) 12.5 ±2.3 12.6 ±2.3 12.2 ±2.2 12.0 ±2.5 11.9 ±2.5 0.000
Serum Cholesterol (mg/dl) 187.3 ±53.3 192.2 ±51.9 162.8 ±49.6 175.4 ±53.5 160.9 ±52.5 0.001
CPR (mg/dl) 4.4 ±7.4 2.9 ±5.7 9.1 ±10.4 7.3 ±9.6 11.1 ±9.1 0.001
Creatinine (mg/dl) 1.1 ±0.7 1.1 ±0.6 1.3 ±0.8 1.2 ±1.0 1.4 ±1.1 0.000
Length of stay (days) 6.5 ±3.7 6.5 ±3.6 7.8 ±4.1 5.8 ±4.0 5.4 ±3.9 0.001

3 mos mortality (%)* (13.9) (9.0) (14.7) (35.4) (54.0) 0.001

JAMDA, in press
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Three months survival of elderly patients according to lower
respiratory tract infection (LRI) and dementia
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The distinction between palliative care and euthanasia 
causes conflict and confusion. If a physician’s actions 
meet the following criteria they constitute palliative care  
and not euthanasia: the patient is suffering, the doctor’s 
therapeutic response is commensurate with the degree of 
that suffering and the continuing therapy; and the actions 
are not intended to lead directly and deliberately to death.

Lancet 1995; 346: 163-66
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Above all, both the profession and society at large need to 

reacquaint themselves with the existential reality of death. 

Confronting this reality for what it is in ourselves, our loved 

ones, and our patients and their families will help to ensure 

that our patients are served to the best of our ability, both in

their living and in their dying.

Clin Geriatr Med 23 (2007) 235-248


	Characteristics and 3-months mortality rate of 3300 in patients affected by Low Respiratory Tract Infections (LRI) and dementi

