
 

 

 

 

QUALITY OF LIFE ASSESSMENT IN ELDERLY 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Edgar Degas, in old age, Gelatin silver print c. 1912, (Albert Bartholomé) 

 

 



 

A wraith answered the door, an old man with unkempt white hair and a snowy bushy beard. 

He wore an ill fitting threadbare woven coat, baggy pants, and slippers on his unsocked feet. 

His skin had grown translucent, creped and spotted here and there under his eyes, which were 

glassed behind thick lenses smoked black. Through the opaque glass it was impossible to tell 

if he betrayed shock at her unheralded arrival or if perhaps he just needed a moment, as she 

needed one, to accommodate the mark of time. She had not written to tell him she was coming 

to visit, not when he could not see to read her note. She stepped forward, took his hands in 

hers. 

“Is it you?” he said. 

“It is”. 

 

He felt his way into a cluttered parlor, a pathway it seemed he had traversed a hundred times, 

expertly dodging dusty tables and chairs piled with dishes crusted with dry food. Here and 

there stale half-eaten loaves of bread hibernated in their paper wrappers. He sank into an 

arm chair while she lifted a pile of unread mail from the cushion of another and sat down too. 

Behind this room was another room. A spiralling private staircase provided navigation to the 

upper floors. Sunlight filtered through the stairwell, attesting to better light upstairs, where 

she thought, he must have his studio. 

 

“Do you remember?” Mary said. “My studio used to be here, at this address?”. 

“Did you hear my sad news? Zoe left me. She abandoned me”. 

“She didn’t abandon you Edgar. She died”. 

“Well, she’s gone either way”. He turned his head to look for her, though his gaze drifted. 

He was thin, his clothes hanging from his shoulders. 

“Are you eating, Edgar?” 

“The cheese vendor on Rue Lepic takes care of me. He gives me a baguette and slices me 

some cheese and makes my change for me”. He fingered the damask cloth of the armchair. 

“What colour is this? I can’t remember”. 

 “Its gold” 

“Is it?” 

 “Have you even had coffee this morning?” Mary said. 

“Pardon?” 

“Have you eaten today?” 

“I can’t remember. I don’t think so”.   

 No one had told her that it was this bad. They had written that he followed funeral 

processions, that he was dependent on walking sticks, that he could roam in circles for hours 

about the streets, but not that he wasn’t eating. She wondered whether anyone had checked on 

him recently.  

“You must see my new work”, he said 

“You have new work?” 

 

Upstairs, in a high ceilinged studio that any artist would envy, the usual disarray had 

mushroomed into complete disorder. Crates were heaped in a jumble, with barely any room to 

walk between them; boxes of wax lay open and dried out, moulded figures vaguely resembling 

his old dancers and horses lay half-done, abandoned or finished, the figures imperfect, barely 

reminiscent of his previous obsessive perfectionism, hundreds of papered over canvases lined 

the walls along the floor - it was impossible to know what they were, for no identifying label 

marked the paper, just his address and that of an auction house; a forest of cylinders storing 



rolled up drawings leaned against one another in the corners. On his walls hung many of the 

paintings he had long loved: drawings and oils by Delacroix and Ingres, a number of 

primitives by Gauguin, and one extraordinary canvas of a vase of flowers; two early Renoirs, 

before he prettified everyone and made Degas furious; print after print by Pissarro of his 

countryside villas and gardens west of Paris; studies and oils by Edouard Manet, including 

one of Berthe Morisot in mourning, just before she married Eugene. And framed by all the 

others hung a single oil of hers from the eighties that he had adored and had to have: “Girl 

Arranging Her Hair”, hung in the exact center, surrounded by dozens of her prints.....He 

turned unsteady on his feet, shuffling, his unseeing gaze hidden behind those black glasses.  

 

“Do you remember when we were together? I’m afraid I wasn’t very kind to you. But I don’t 

know what would have been,” he said, suddenly defiant. “I cannot say”. 

Even now, years and years later, he would not define what they had been to one another 

“Where is your little dancer?”, Mary said. 

“I don’t know. I’ve lost all my friends.” He said. “They leave you, don’t they, when you are 

old and infirm? I’ve lost everyone. Sabine. Zoe. Caillebotte, Manet, Berthe, Achille. Where 

did they go?” And Halevy died, but we had broken with one another over Dreyfus”. 

“As did we, if you remember”. 

“You forgave me though. It’s odd isn’t it, how none of that matters now?” 

“I think it still matters”. 

“I must be nearer death than you”.  

They went downstairs. 

“I have my car and chauffeur”, Mary said. “We can go somewhere nice to get something to 

eat”. 

 

They drove to Rumpelmeyer’s the celebrated cafe on the Rue de Rivoli. The doorman opened 

the door for them and shuttled them inside, two old people who no one recognized anymore. 

During breakfast, Degas talked about old Paris, the winding streets and the dark misery of it 

all; he talked of his mother, who had died when he was thirteen, and how he missed her still; 

of his dead sisters and their daughters and sons; of his dead brother Achille, and his living 

brother, Rene. He often lost his way; Mary reminded him what he had been speaking about 

and he talked on. He picked at his eggs and salad, pushing them around on his plate, sipping 

his coffee, misplacing the cup on the saucer from time to time. When they had finished eating, 

Pierre drove then across Paris, through the Place Vendome, past the palatial Opera House, 

approaching Montmartre through the twisted triangles of streets, the new white Cathedral of 

Sacre Coeur sailing above the butte. The Germans were in Alsace-Lorraine, but as yet had 

not touched Paris, though Mary wondered if they might, if food would be as short as it was in 

the Prussian War, if Degas would be stuck here, defenceless, having to fend for himself in an 

upturned world. At his studio, they ascended the stairs together, his walking stick making 

sharp noises as he planted it before he climbed each step. Who had chosen this ghastly 

building for him, Mary wondered, without either gas or elevator?                                                      

 

She walked him inside to the parlour, to his chair, grasping his elbow. She was reluctant to let 

go of him.    

Degas’ myopic gaze searched for hers and he said, “I never loved you did I?” 

It was then certainly the light dimmed. 

Then he pulled off his glasses and kissed her. Her lips softened and opened to his. His hand 

rose to her cheek and still the kiss went on, he was forgetting, she thought, that they could 

have spent a lifetime doing this. 



 

After a time he pulled away slowly, his brown eyes cloudy with blindness. The he sank into his 

armchair and closed his eyes. In his sudden sleep, age veiled any vestige of his former self: 

his savage vitality, his mirthful savoir-faire, his ruthless devotion to principles no one else 

believed in and which had made his art as masterful as Velasquez’s or Titian’s.  

She covered him with a blanket and went back upstairs, into the studio that was little more 

than a storage room with the best art of the Nineteenth century hanging on its walls.....The 

detritus of Degas’ obsessions surrounded her. A satin ballet slipper, its long ribbons tucked 

inside the shoe, lay on a marble topped table, as if he had unearthed it to paint a dancer 

again. A spray of brushes of all sizes and shapes wrapped in paper spilled across the same 

table. On the shelves beneath, palettes lay one on top of another - oval and rectangular, small 

and large. He had not scraped the dry globules of paint from them, as if he has set down each 

one intending to pick it up again in a moment. 

 

A life mask rendered in gray plaster, stared up at her from the clutter. It was Degas when she 

had fallen in love with him, heavy lidded, long nosed. His once piercing gaze rendered blindly 

benevolent by the opaque clay. It must have been done when his bust was sculpted in the early 

eighties. She stared at his face frozen in time, all of who he had been to her preserved now in 

plaster. She stroked the contours of his cheeks, the lilting wave of his hair, his half closed 

eyes. Edgar. 

 

She turned away. 

Downstairs she woke him. “Tell me, is your niece, Marguerite’s daughter Jeanne, still in 

Nice?”. He had mentioned her sometimes in his letters, his young niece, training as a nurse in 

southern France. 

“I don’t know. They say she’s working in a hospital”. 

“Do you know which one?” 

“Which one?”, he echoed   

She touched his hand. “I’m coming back Edgar, but not for a few days. You’ll be careful, 

wont you, until I’m back?” 

“.....You’ll come back?” 

                    

Robin Oliveira, “I Always Loved You”,  Viking, 2014       

 

 

A significant proportion of modern Emergency Department burden lies in the presentation of 

near end of life elderly patients who present simply as “unwell”. Assessment of these patients 

can be challenging and not infrequently, a clear diagnosis cannot be definitively established 

in the ED setting. In truth many patients will have simply reached the stage where they can no 

longer care for themselves.  

 

In the case of near end of life patients, the degree to which investigation should be 

aggressively pursued may be problematic, as indeed will be the extent of appropriate 

treatment. In large measure, it will be the overall quality of life these patients are 

experiencing, that will determine the aggressiveness, or otherwise, of Emergency Department 

investigation and treatment.        

 

 

 



QUALITY OF LIFE ASSESSMENT IN ELDERLY 

 

Introduction 

 

An unfortunate and not uncommon scenario is the presentation to the ED of the “unwell”, 

elderly patient from a home or a nursing home, and the patient is obviously severely 

impaired cognitively and/ or physically. 

 

Difficulties arise in these circumstances, as not uncommonly these types of patients present 

with: 

 

1. Lack of an advanced care plan 

 

2. Inability to effectively communicate 

 

3. Lack of timely other family/ caregiver input 

 

4. Transient nursing home staff unfamiliarity with the patient  

 

The decision on how aggressively to investigate and/ or treat such patients will be largely 

determined by their pre-existing “quality of life” 

 

Complex scoring systems are available; however these are not immediately helpful and 

usually impossible to apply in patients who present as an emergency to the Emergency 

Department 

 

A rapid and focused assessment therefore will need to take place in the ED.  

 

This will involve directed questioning of nursing home staff/ family/ GP/ acquaintances, 

(depending on immediate availability).    

 

The important areas of assessment that will be relevant will include: 

 

1. Cognitive abilities. 

 

2. Co-morbidities. 

 

3. Activities of daily living (ADL) 

 

4. Psychological 

 

5. Social 

 

6. Advanced care plan (if previously documented in the medical history or if provided 

 by a nursing home)  

 

7. Quality of life assessment scores (if previously documented in the medical history)  

 

8. Medical power of attorney, (if any). 



 

Clinical Assessment  

 

1. Cognitive abilities: 

 

Emergency Department presentations are not the setting for a “formal assessment”, but 

rather a global overall impression of the severity of the patient’s cognitive 

impairment will be required.   

 

Questions about orientation to time and place are usually not relevant in this setting - 

even many with normal cognition would have difficulty with these questions in the 

setting of long term nursing home residence if they had little or no contact with the 

outside world. Asking the patient the traditional question of “who is the current Prime 

Minister” is not helpful, (....it’s ludicrous....especially given the current average 

lifespan of Australian prime Ministers, where anyone would struggle with this 

question)   

 

It is more relevant to get an overall impression of the person’s awareness and 

ability to communicate.  

 

Therefore the following should be assessed: 

 

● The ability of the patient to communicate, and at what level this occurs, if any. 

 

● Is there interaction with and/ or recognition of family members, (an 

important aspect of quality of life)? 

 

2. Co-morbidities: 

 

Enquire about the presence of any significant co-morbidities, such as: 

 

● Cardiovascular/ Respiratory/ hepatic/ renal pathology 

 

● Is there any malignant disease including: 

 

 ♥ Its treatability. 

 

 ♥ What current treatment (if any) is being undertaken).  

 

● Are there any severe incapacitating diseases: 

 

 e.g. neurodegenerative/ rheumatologic etc. 

 

3. Activities of daily living, (ADLs; or sometimes referred to as PADLs or physical 

activities of daily living): 

 

 Most importantly:  

 

● Mobility: 



 

♥ Can the patient ambulate with or without assistance? 

 

♥ Is the patient confined to a chair/ bed? 

 

● Feeding: 

 

♥ Can the patient feed themselves? 

 

♥ Is feeding by artificial means (e.g. nasogastric/ PEG tube)? 

 

● Continence: 

 

  ♥ Does the patient suffer from urinary and/ or fecal incontinence? 

 

4. Psychological: 

 

● Where this is able to be assessed, an idea of how the patient themself feels 

about their life. 

 

♥ Are there unambiguous expressions of wishing that life would end?  

 

5. Social: 

 

● What type of social/ family contact does the patient have? 

  

6. Advanced care plans: 

 

● Does the patient have a specific “advanced care plan” 

 

● Does the patient have a documented “limitation of medical treatment plan”? 

 

7. Palliative Care: 

 

 ● Is the patient currently under any formal Palliative Care Service?  

 

8. Has the patient an assigned “quality of life assessment score”? 

 

● There are many of these in existence, for example:  

 

 ♥ The ECOG score commonly used in malignant disease. 

 

♥ The National Comprehensive Cancer Network (NCCN) Distress 

Thermometer.  

 

 ♥ The Resource Utilisation Groups -  Activities of Daily Living (RUG-

 ADL) score  

 

 ♥ The Symptom Assessment Scale 



 

 ♥ The Australian-modified Karnofsky performance status scale (See 

 appendix 1 below). 

 

● These scales however are of limited use in the ED as they are often trial 

orientated and/ or fairly specifically used only within a given speciality. 

 

 They may be of some use, if the nursing home knows of it and if the treating 

physician in the ED is familiar with it - but usually this will not be the case, (on 

either account). 

 

9. Medical power of attorney 

 

● It will also be important to establish whether or not the patient has a designated 

“medical power of attorney”.  

 

Management   

 

Once the exact reason for presentation to the ED has been established, a decision needs to be 

made regarding the extent to which investigation and treatment is appropriate. 

 

This decision will be largely influenced by the balance between the nature of the presenting 

complaint and the patient’s overall quality of life. 

 

Important issues in this regard will include: 

 

1. The reversibility of the patient’s presenting complaint. 

 

2. Palliative measures. 

 

3. Close discussion with family/ GP/ specialists/ patient’s own wishes, where this is 

possible.  

 

3. The decision to admit the patient to hospital or to discharge back to the nursing home 

 

4. A decision about limitation of medical treatment, where this does not already exist. 

 

See also separate document Care of End of Life Patients in the Emergency Department 

document  

 

 

 

 

 

 

 

 

 

 



Appendix 1 

 

The Australia-modified Karnofsky performance status scale 2 

 

100 Normal with no complaints or evidence of disease 

 

90 Able to carry on normal activity, but with minor signs or symptoms of illness present 

 

80 Normal activity but requiring effort. Signs and symptoms of disease more prominent 

  

70 Able to care for self, but unable to carry on normal activity or to do active work 

  

60 Able to care for most needs, but requires occasional assistance 

 

50 Considerable assistance and frequent medical care required; some self-care possible 

 

40 In bed more than 50% of the time 

 

30 Almost completely bedfast 

 

20 Totally bedfast and requiring extensive nursing care by professionals and/or family 

 

10 Comatose or barely rousable 

  

0 Death 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Rare photograph of  Edgar Degas in older age, with two of his models, Christine and Yvonne 

Lerolle;  Gelatin silver print, c. 1896, The Metropolitan Museum of Art, NY. 
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