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ABSTRACT
This paper examines some demographic and medical factors associated with the
likelihood of residing in a care home during the last month of life for persons
aged  and over in France and, if so, of remaining in the care home throughout
or being transferred to hospital. The data are from the Fin de vie en France (End of
Life in France) survey undertaken in . During the last month of life, very old
people are more likely to be living in a care home but are not less likely to be trans-
ferred to hospital. Medical conditions and residential trajectories are closely related.
People with dementia or mental disorders are more likely to live in a care home and,
if so, to stay there until they die. Compared to care homes, a more technical and
medication-based approach is taken in hospitals and care home residents who are
transferred to hospital more often receive medication while those remaining in
care homes more often receive support from a psychologist. In hospitals as in care
homes, few older persons had recourse to advance directives and hospice pro-
grammes were not widespread. Promoting these two factors may help to increase
the quality of end of life and facilitate an ethical approach to end-of-life care.

KEY WORDS – end-of-life care, care home, hospital, residential trajectories, French
End of Life survey.

Introduction

In France, as in other Western countries, the settings where people live their
last days have changed. Whereas most people died in their own homes up
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until the s, since then increasing numbers of people spend their last
years of life in institutions. While the majority now die in hospital (Aouba,
Pequignot and Jougla ), the proportion of deaths registered in care
homes has been increasing steadily since the late s (Houttekier et al.
). In , this proportion was . per cent in France – twice as
high as in  (Niel and Beaumel ).
These changes make it necessary to analyse the circumstances of end of

life in care homes, especially as the care of people in this situation will be
a more pressing problem in the decades to come as the baby-boom gener-
ation reaches advanced age in large numbers (Monnier and Pennec ).
When people are asked where they would like to die, ‘at home’ is the first
choice (Gomes et al. ; Higginson and Sen-Gupta ) while ‘in a
care home’ is the last choice (Calanzani et al. ; Observatoire National
de la Fin de Vie ). Care homes are associated with a lower quality of
end of life (Teno et al. ) and many studies having revealed weaknesses
in the care of residents, particularly owing to a lack of staff or poorly
qualified staff (Kayser-Jones et al. ; Trepied ).
However, sometimes people are obliged to enter an institution for

medical or family reasons. Many authors have highlighted the importance
of health factors on this transition and the fact that people of very advanced
ages and those with dementia are the most likely to be in care homes
(Aaltonen et al. ; Banaszak-Holl et al. ; Gaugler et al. ;
Geerlings et al. ; Goodman et al. ; Houttekier et al. ; Luppa
et al. ; Miller and Weissert ; Pennec et al. ; Perrels et al.
). Not all situations can bemanaged at home and some studies, particu-
larly longitudinal ones, have shown that people usually enter institutions
when all other care possibilities have been exhausted (Geerlings et al.
; Thomése and Broese van Groenou ). Entering an institution
can be a way to lighten the burden on family carers (Escobar Pinzon et al.
; Gott et al. ; Houttekier et al. ). The family network, especial-
ly mutual support between spouses, plays a central role in keeping people in
their own homes (Escobar Pinzon et al. ; Houttekier et al. ).
But moving into an institution does not necessarily mean dying there. A

review of the literature shows that the rate of hospitalisation among care
home residents varies widely, between  and  per cent, mainly by
country and by type of institution (Grabowski et al. ). Most studies
agree that younger care home residents, men and those with no dementia
are the ones most often transferred to hospital (Grabowski et al. ;
Houttekier et al. ; Menec et al. ). Medical analyses of transfers
between care homes and hospital show that implementing care in care
homes is complicated by the clinical situations of the residents, who often
have multiple pathologies, and the difficulties associated with anticipating
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death (Barclay et al. ). The question of avoidable hospitalisation of care
home residents has been raised (Xing, Mukamel and Temkin-Greener
) and it has been shown that some conditions could be treated in
the care home (Charette ; Givens et al. ; Ouslander et al. ).
Setting up palliative care (Gozalo and Miller ) or the presence of a
sufficient number of medical staff (Porell and Carter ) could avoid
some end-of-life hospitalisations. Such moves to hospital are associated
with a poor quality of life among older people, especially those with demen-
tia (Gozalo et al. ); they can be a source of medical error, unnecessary
treatment and stress for patients taken away from their day-to-day environ-
ment (Meier and Beresford ). In this context it is important to deter-
mine whether the difference between remaining in a care home or being
hospitalised at the end of life is associated with particular demographic
factors such as age and gender or medical factors such as cause of death
and other observed symptoms. This question, which has scarcely been
explored in France, is the issue addressed in this paper.
The paper has two aims. One is to show in what respect the circumstances

of the end of life differ between care home residents and other older
people. The other is to explore what differentiates those who stay in a
care home until their death from those who are transferred to hospital
and die there. We use the Fin de vie en France (End of Life in France)
survey undertaken in . This was a retrospective survey among physi-
cians who had certified death certificates. The questionnaires contained in-
formation on the place where the decedent was at different moments
during the end of life (home, care home or hospital). In this way they pro-
vided not only a description of residential trajectories during the last month
of life but also the type of care the decedents received (types of treatment,
palliative care or not, etc.). Our analyses provide further insights into end-of-
life conditions for older people living in care homes and the reasons why
some are transferred to hospital.

Data and methods

The survey

The sample used for the Institut national d’études démographiques’
(INED) Fin de vie en France survey consisted of persons who had died, and
for whom data on personal characteristics and the medical circumstances
of their deaths had been entered on self-administered questionnaires by
the physicians who had signed their death certificates (Legleye et al.
). This retrospective procedure, largely inspired by a series of
European surveys conducted in the s and since (Chambaere et al.
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; Onwuteaka-Philipsen et al. ), provides the first representative
data on the circumstances of deaths and end of life in France, whether at
home, in hospital or in a care home.

The initial sample of , decedents aged  and over was representa-
tive, in terms of age, sex, place of death and region of residence, of the
, deaths that occurred in France in December . For each
death certificate in the sample, the certifying physician was identified and
asked a number of questions. If this physician did not know the patient,
the protocol allowed for him or her to pass the questionnaire on to the phys-
ician who had cared for the patient.
The overall response rate was  per cent, or , completed question-

naires. The response rate is within the average international range for
surveys of this kind (Flanigan, McFarlane and Cook ; Legleye et al.
; Scott et al. ). The final sample comprised , questionnaires
or decedents, since  questionnaires were excluded from the analysis
(deaths occurring outside the month specified for the survey, or question-
naire incorrectly filled in). The distribution by place of death was close to
that observed in Metropolitan France for the year  as a whole
(Beaumel and Pla ). In a telephone survey among  physicians
who had not responded, the reasons given were rarely connected with the
aim of the survey but rather with lack of time, and there were no major dif-
ferences between the profiles of responding and non-responding physicians
that might have made the responses less representative.

Population studied

Deaths classed as ‘sudden and unexpected’ by the certifying physician and
for which they could give no information about the end-of-life period (N =
) were excluded from the analysis. Only deaths of persons aged  and
over were studied since it is rare for someone under  to die in a care
home.
Each decedent’s residential trajectory in their last month was pieced to-

gether from information on where they were living (at home, in hospital
or in a care home) at particular dates:  days (D-),  days (D-) and 

day (D-) before their death and on the day of death (D). The place of
stay on these four dates was known in  per cent of cases. People who
were in the same place on all four dates were assumed to have been there
throughout; this gave a maximum estimate, as some may have moved
back and forth during that month. Although such movements are most
likely to occur during the longest period (D- to D-), earlier studies
have shown that moves intensify as death approaches (Abarshi et al. ;
Klinkenberg et al. ). This later period is well covered in our study
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(D-, D-, D), so the bias introduced should be minimal. Furthermore, the
above-cited studies covered the last three months of life, and while they
observed that changes of place are concentrated towards the end of life,
they also show that the residential situation one month before death is in
most cases the same as two or three months earlier. In summary, our ana-
lyses concern non-sudden deaths of persons aged  and over, for whom
full information on their residential trajectory was available (i.e. a location
was recorded for each of the four dates prior to death) – a total of ,
decedents.

Variables used

In line with the literature, the end-of-life trajectories were analysed by the
decedent’s age, sex and medical characteristics (cause of death, symptom
intensity during the last  hours). Medical care was illustrated by a
number of variables, shown in Tables –: purpose of treatment during
the last week, types of treatment (artificial feeding, artificial hydration, pal-
liative care, treatments altering consciousness or vigilance), whether the
support of a psychologist had been organised, and end-of-life medical deci-
sions, if any. Physicians had provided full information on sex, age and cause
of death (non-response rate below %). They found it more difficult to de-
scribe the purpose of treatment (% non-responses) and even more so to
provide information on symptoms (between  and % of non-responses).
To obtain more robust results for these last two factors, non-responses were
imputed by the ‘nearest neighbour’ method (Andridge and Little ).

Methods

Categorical data are given as numbers and as percentages (Tables  and ,
left-hand columns). Binomial logistic regressions were performed to
measure the effect of each variable on the probability of having spent
part or all of the last month of life in a care home and, if so, of having
stayed there to the end or not (Tables  and , right-hand columns)
(LeBlanc et al. ). All tests were conducted at a significance level of
 per cent to take account of the small sample size in some categories.
Statistical analyses were performed using the SAS version ..

Results

Given current mortality patterns, the population studied is of very advanced
age (Table ). The data show almost as many people dying non-suddenly at
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the age of  or more as at age – – about a quarter in both cases. Also,
due to lower life expectancy among men, over half the decedents in the
study were women (%). There is wide variation in the possible trajectories
between place of residence a few weeks before death and place of death.
However, as death approaches, it becomes increasingly rare for a person
to be in their own home and increasingly common to be in hospital
(Pennec et al. ). Leaving home to go into hospital and dying there is
the most frequent trajectory (.%); . per cent of people spend the
entire last month in hospital and . per cent spend the entire month at
home. It is far rarer (%) for people to return to their home from hospital;
other, more complex trajectories, mainly oscillating between home and hos-
pital, are also rarer (%). The population studied therefore is people who
spend all or part of their last month of life in a care home, amounting to
. per cent of those who die non-suddenly at the age of  or over
(Table ).

Frequency of end of life in a care home

Among those who die other than suddenly at age  or over, a higher pro-
portion of women than men live in a care home in their last month (.%
compared to .%; Table ) and women are twice as likely to spend their
entire last month of life there (% compared to .%). This is also the
case for those aged  and over compared to those aged –: . per
cent in care homes compared to . per cent, with the oldest being four
times as likely to spend their entire last month in a care home (.% com-
pared to .%).
For those who spent all or part of their last month in a care home, the

most common situation (.%; Table  last column) is to spend the
entire last month of life there. At this stage of life almost no care home resi-
dents return home (.%); if they leave the care home it is to enter hospital:
. per cent die in hospital, the probability of transfer increasing as death
approaches. The proportion of care home residents admitted to hospital in
the last  days before death (.%) is slightly higher than the proportion
for the preceding  days (.%); almost  per cent are hospitalised on the
eve of their death. Transfers from hospital to a care home and more
complex trajectories, mainly oscillating between the two, are very rare
(. and .% of the total, respectively).
At this stage of life, the place where a person is cared for is closely related

to their medical cause of death. Most of those for whom the cause of death is
mental or psychiatric disorders live in a care home during this period
(.%; Table ) and more than half (.%) spend the entire last
month of their life there. Many (.%) of those who die of an infectious

Care home residents during the last month of life
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disease have been living in a care home, but they are more likely to be trans-
ferred to hospital and die there (.%). About  per cent of those who
die from cardiovascular, cerebrovascular, respiratory or digestive diseases
have been in a care home during their last month of life (a proportion
close to the overall average). Of those with cardiovascular/cerebrovascular
disease, the majority stay in their care home until death, whereas those with
respiratory or digestive disorders are more likely to be transferred to hos-
pital. Only . per cent of those whose cause of death is cancer have
been living in a care home and only . per cent have spent their entire
last month there. Whatever the pathology that causes death, the proportion
of people transferred to hospital increases as death approaches: in the case
of infectious diseases, for example,  per cent leave the care home in the
last week of life or even on the last day, compared to . per cent during the
previous three weeks.

Demographic and medical factors associated with different patterns of care
home residence

After adjusting for the available variables, particularly the medical variables,
people of the most advanced ages ( and over) and women are the most
likely to have spent all or part of their last month in a care home (odds
ratio (OR) = . and ., respectively; Table ). However, taking all care
home residents and standardising with the same variables as before
(Table ), age and sex have no impact on the odds of being transferred
to hospital.
All else being equal, compared to deaths from cancer, all other causes of

death are significantly positively associated with a higher probability of living
in a care home. But the association is by far the strongest for mental and psy-
chiatric disorders (OR = .) and infectious diseases (OR = .). Two causes
of death are significantly associated with particular end-of-life trajectories
for care home residents (Table ): people who die of an infectious
disease are more likely to have been transferred to hospital (OR = .)
and those who die with mental or psychiatric mental disorders are less
likely to have been transferred (OR = .).
The survey contains information on symptom intensity in the last 

hours before death despite treatment (if any). On the one hand, the fre-
quency of respiratory distress, signs of anxiety or depression, pain and di-
gestive disorders of medium to severe intensity is comparable whether
patients have been living in a care home or not (confirmed by a logistic re-
gression model; Table ). On the other hand, people displaying confusion
or mobility problems in their last  hours are more likely to have been
living in a care home (OR = . and ., respectively; Table ) and care

Care home residents during the last month of life
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home residents suffering from digestive disorders or respiratory distress are
more likely to be moved to hospital (OR = .; Table ).

Is there a pattern of medical care specific to the care home?

It emerges from the multivariable models that the purpose of medical treat-
ment during the last week of life varies according to type of place. Patients in
care homes are more likely than those in hospital or at home to receive
treatment that provides comfort only, and this is all the more the case for
those who remain in the care home to the end (Tables  and ). For
those transferred from a care home to hospital, the treatment given
is more often for one or more acute episodes of a chronic condition
(OR = .) or, more frequently, to cure an illness (OR = .). However,
almost a third of hospitalisations from care homes are for purposes of
patient comfort, one out of ten such transfers being to palliative care
units (three out of ten in geriatrics and three out of ten in medicine).
Whatever the purpose of the treatment, the frequency of transfers from
care home to hospital increases with the approach of death: about six out
of ten occur in the last week of life in the case of curative treatment and
treatment for a chronic condition, and more than one in two in the case
of treatment for comfort.
Not only the purpose of treatment but also the measures taken to achieve

them differ according to place of residence. All else being equal (purpose of
treatment, in particular), care home residents are less likely than the other
groups as a whole to be artificially fed (continuously until death or not)
(OR ≈ ., Table ). Furthermore, on the one hand, those transferred to
hospital are more likely to be artificially fed until the end (OR = .) or
to receive artificial hydration alone (OR = .; Table ) than those who
spend all of their last month in a care home. On the other hand, palliative
care is dispensed with the same frequency (about % of situations) regard-
less of whether or not the person lives in a care home and, in that case,
whether they stay there or are transferred to hospital. This still applies
when standardised by the other variables. But compared to those remaining
in a care home, those transferred to hospital are more often given treat-
ments that alter consciousness or vigilance (OR = .; Table ).
After adjusting for the other variables, those living in care homes are

more likely to receive support from a psychologist (OR = .; Table )
and those transferred from care home to hospital are less likely to receive
such support than those who remain in the care home to the end
(OR = .; Table ). It is when the patients stay in the care home to the
end that end-of-life conditions are most often judged ‘correct’ by the phys-
ician (.%, compared to .% when the patient is transferred to
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hospital) and when the physician most often declares having received
in-service training for end-of-life care (%, compared to % where
patient transferred to hospital and .% on average).

Are there specific end-of-life decisions for care home residents?

Regardless of whether or not the person was living in a care home during
their last month of life, in nearly three out of five cases of non-sudden
death at the age of  or over (.%), the physician declares having
taken a medical decision in the knowledge that it might shorten the
patient’s life. The most frequent such decision is to intensify treatment to
alleviate pain or other symptoms (for about two-thirds of deaths;
Table ). Otherwise, either the purpose of treatment is to do everything pos-
sible to prevent death (.%), or no end-of-life medical decision is made
(%). For care home residents, the end-of-life decisions differ according
to the trajectory: medical decisions are taken less often for those who stay
in the care home to the end than for those transferred to hospital (%
compared to .%). This is due to the particular medical situations con-
cerned in the two categories: if all else is equal, the difference is not
significant.

The decision-making context is the same whether the person has been in
a care home or not and, if so, whether they are transferred to hospital or
not. Decisions are usually discussed with the nursing team (% of cases)
and the patient (%) if the physician considers them capable of taking
part in the decision. About  per cent of persons dying at age  or later
have named a trusted third party and in some  per cent of these cases
the third party is involved in discussions about terminal-phase decisions.
With people in care homes the trusted third party is rather less often a
family member (% compared to %) and rather more often the
general practitioner (.% compared to .%) or another person (%
compared to %). While the law allows for any person to express their
end-of-life wishes by drawing up a living will, only  per cent of patients in
the survey had done so (whether they had been in a care home or not).
However, when there is a living will, in  per cent of cases the physicians
state that it was an important factor in the end-of-life decision (Pennec
et al. ).

Discussion

Of persons dying non-suddenly after their th birthday,  per cent have
spent all or part of their last month in a care home. Most of these people
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spend their whole last month there and die there. A quarter of them are
transferred to hospital, where they die; this finding reflects other studies
in France (Observatoire National de la Fin de Vie ). Whatever the
cause of death and the purpose of treatment, the number of people trans-
ferred to hospital increases with the approach of death. This may reflect the
difficulty staff in some care homes have in managing this last stage in the
deterioration of a person’s health (Klinkenberg et al. ) and in some
cases the lack of skilled nurses during the night (Morin et al. ). It
may also be that with the approach of death, multiple pathologies or their
complications become less predictable, so that situations are experienced
more as emergencies and hospitalisation may seem to be the only ‘solution’.
In the final weeks of life, age and sex make a major difference to the resi-

dential trajectory, the oldest people and women being the most likely to be
living in a care home. This is probably because they are the most likely to be
disabled by multiple pathologies and/or their family or social environment
is too insecure to allow them to remain in their own home. They are more
likely to be widowed, mostly women, and to have only a small network of
family carers who are themselves older people. By contrast, all else being
equal, age and sex have no impact on whether a person remains in the
care home to the end or is transferred to hospital and dies there.
Contrary to the findings of some studies (Givens et al. ; Menec et al.
), this survey does not show that, for comparable medical situations
(cause of death, purpose of treatments, estimated intensity of symptoms
during the last  hours), people of very advanced age are less likely than
younger ones to be transferred to hospital. However, the survey methods
were different: Givens’ survey focused on patients with advanced dementia
living in nursing homes in a particular town, and Menec et al. () had
enough data to perform multi-level analyses.
There is a connection between medical condition and a person’s likeli-

hood of being in a care home and, if there, of remaining to the end or
being transferred to hospital. In line with the literature (Houttekier et al.
), people who die from mental or psychiatric disorders are the most
likely to have been living in a care home and if so to stay there to the
end. Care home residents who die from infectious diseases and those with
moderate to severe digestive disorders or respiratory distress in their last
 hours are the most likely to be moved from their care home to be
treated in hospital.
As might be expected, for the same cause of death and observed intensity

of symptoms during the last  hours, people are more likely to stay in a care
home throughout the last month if the main purpose of treatment is to
ensure their comfort, and to be transferred to hospital if the purpose is cura-
tive or to treat an acute episode of a chronic illness. For most French care
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home residents, the medical decision of end of life, if any, was reported to
have been the alleviation of pain and other symptoms. Decedents had gen-
erally had the benefit of palliative treatments (under the broad definition of
‘alleviating symptoms and treating pain’). But no statistical link could be
found between delivering palliative treatment and end-of-life trajectories,
unlike the United States of America (USA), where it has been shown that
hospice care reduces end-of-life hospitalisation rates (Casarett et al. ;
Gozalo and Miller ). In the USA these hospice programmes have
spread widely among nursing homes in recent years (Stevenson and
Bramson ), which is not the case in France (Ministère chargé de la
santé ).
For a given treatment goal, cause of death and severity of symptoms,

people hospitalised at the end of life were more often artificially fed and/
or hydrated and more often received treatments that alter consciousness
or vigilance at the very end than those remaining in care homes. By contrast,
when the entire last month of life was spent in a care home, support from a
psychologist was more frequent, and more physicians declared having
received in-service training in palliative care:  per cent of patients remain-
ing in care homes until death receive support from a physician who has
received in-service training in end-of-life care, compared to  per cent of
those transferred to hospital. It seems easier to introduce psychological
support in a care home, since death is more ‘expected’ for residents
there. This survey seems to show that hospitals tend to medicalise the end
of life more than do care homes, but the differences observed might also
merely reflect differences in patients’ care needs. In some cases hospitalisa-
tion in a palliative care unit may be useful to alleviate severe symptoms. It
has been shown in other countries that some hospitalisations might be
avoidable, particularly for patients with dementia (Ouslander et al. ;
Porell and Carter ), and that most in-hospital technical acts might be
inappropriate at the end of life (Teno, Mitchell and Gozalo ).
Among the methodological limitations of our study is the fact that it was

retrospective, based on the declarations of physicians, some of whom had
only a partial knowledge of the situations they described. Thus, the
medical variables give only an imperfect picture of the patient’s state of
health. The cause of death is not necessarily the only disease leading to a
person moving into a care home (or being hospitalised) and can also be
hard to determine, especially with people of very advanced age and with
multiple pathologies. There may also be some degree of interpretation in
a physician’s description of symptom severity, especially when the patient
is unconscious or is communicating little or not at all. But description of
symptoms helps to understand some of the practices reported by the physi-
cians and, despite their shortcomings, these questions are commonly used
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in similar surveys (Lofmark et al. ; van der Heide et al. ). It should
also be borne in mind that information on place of residence was only avail-
able at four moments in time during the last month of life, that the informa-
tion on some variables was only collected for one particular period
(symptoms in the last  hours, purpose of treatment during the last
week), and that not all French care home settings have the same nursing
or medical resources (Joël et al. ). These limitations mean that our
results should be interpreted with caution. More thorough observation of
patients’ needs and care at the end of life would be useful, but would
require a prospective survey method, which is difficult to implement on a
nationwide representative sample and may also lead physicians to alter
their practices and behaviour towards the expected norm (Abarshi et al.
).
Institutionalisation at the end of life is often seen as a last resort but it has

been shown that people who have expressed the wish to die in a care home
are less likely to be transferred to hospital in the last three months of life
than those who would prefer to die at home or whose wishes are not
known (Van den Block et al. ). Care home staff might be better able
to comply with a resident’s wishes than carers at home, especially family
members, who are often ill-equipped to cope with a relative’s terminal
phase.
Under French law, anyone can draw up advance directives and so express

their wishes for the end of their life should they be incapable of taking part
in decisions. In this survey, in care homes as elsewhere, only % had
named a trusted third party and only % of the decedents aged  or
over had drawn up a living will. When advance directives did exist, in
% of cases the physician stated that they had been an important factor
for end-of-life medical decisions. This points very clearly to a widespread ig-
norance of this law and a need to improve the level of patients’ adoption of
advance directives. Care planning in advance has been shown to improve
end-of-life care and patient and family satisfaction (Detering et al. )
and in any case it seems important to spread the practice of drawing up a
living will in order to facilitate an ethical approach to end-of-life care and
support.
Our study shows that medical cause of death affects place of death for

older people in France, as it does in other industrialised countries.
Residence in a care home is more frequent when people suffer from confu-
sion, moderate to severe mobility problems, and cognitive and psychiatric
disorders leading to death. Cognitive impairment has rapidly become
more common in recent decades and should continue to increase in
future as the population ages (Organisation for Economic Co-operation
and Development ). Unless there are significant improvements in
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curing and caring for these disabilities, these trends should lead in future to
increased demand for care home places. In view of this, and in line with
international recommendations (van Riet Paap et al. ), France needs
to think about increasing specialised palliative care support for those in
home care and care homes, and continuing in-service palliative care train-
ing for general practitioners and care home staff. Staff have to take
ethical decisions in the course of their day-to-day practice, deciding
whether or not to hospitalise someone, whether or not to limit or withdraw
a treatment, choosing how to care for someone with dementia, etc. This
shows that care homes ought to be among the key places for thinking and
discussion about ethical issues, and it is important that they have the
means to do this. According to Hall et al. (), there is also a need for
high-quality research to assess the impact of interventions aimed at improv-
ing palliative care in care homes.
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NOTES

 This trend is observed in many countries despite the differences in the definitions
of care homes. In France, a distinction is made between non-medicalised and
medicalised care homes. This paper only covers the latter, which are far more
numerous.

 Other surveys available on this subject in France only concern particular popula-
tion groups, such as patients who died in intensive care or an emergency ward
(Ferrand et al. ; Le Conte et al. ).

 Response rate calculated according to the recommendations and tool of the
American Association for Public Opinion Research ().

 The individual characteristics of the  per cent of decedents with incomplete tra-
jectories are comparable to the rest; the tables therefore do not mention the
missing values, which are assumed to have the same distribution as the known
values.

 For this type of illness there are more transfers from hospital to care home (.%)
than the reverse (.%), the former perhaps reflecting people returning to their
care homes after having been hospitalised before their last month of life.

 This difference remains significant when all else is equal.
 Result of a logistic regression (not shown here) incorporating all the socio-

medical variables of the models in Tables  and .
 Also especially, given care home residents’ advanced age and higher odds of

widowhood, far less often their spouse (% compared to %).
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