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• “Promo.ve, preven.ve, cura.ve, rehabilita.ve
services and pallia.ve care must be accessible to all.
We must save millions of people from poverty,
par.cularly extreme poverty, caused by
dispropor.onate out-of-pocket spending on health.”
• “We will priori.ze disease preven.on and health
promo.on and will aim to meet all people’s health
needs across the life course through comprehensive
preven.ve, promo.ve, cura.ve, rehabilita.ve
services and pallia.ve care.”
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model where palliative care is integral to the
whole spectrum of NCD management, from
promotion and prevention, through treatment,
rehabilitation and palliation. We believe this
model could provide a framework for integrated
NCD management more generally in rural India
and Nepal and also other LMICs as they work to
make NCD management as part of UHC a reality.

INTRODUCTION
In 2015 the United Nations agreed a set
of Sustainable Development Goals (SDG)
to be achieved by 2030. SDG 3.8 commits
to the achievement of Universal Health

Poverty, lack of healthcare resources
frequently complex social and cu
issues make achieving palliative care
gration in LMICs challenging.6 Mor
each country needs to define how i
achieve the integration to which i
committed and to develop the evi
base for it.7
Achieving UHC including pall
care in LMICs by 2030 is a great
lenge made all the greater by an eme
global non-communicable disease (N
pandemic.8 Both India and Nepal
made serious efforts to ensure they a
target to provide UHC having laun
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centred approach based not on diagnosis or prognosis, but on
the needs of patients and carers in all care settings—home, care
home, and hospital.2 These needs include information about the
illness and prognosis, symptom control, attention to
psychological and spiritual concerns, continuity of care, and
practical support. In view of the increasing numbers of people
who could benefit, the emphasis of the UK strategies is on
improving end of life care delivered by primary care teams,
hospital staff, and social care services. Specialist palliative care
should be available to people in any care setting who need
additional expertise, and it serves most effectively as a resource
to support ongoing care by other clinical teams.3

co-morbidities, psychosocial factors, and rate of decline. UK
primary care teams are now expected to decide which patients
should be included in their supportive and palliative care
registers and when. We have reviewed two types of prognostic
tools as the basis for a pragmatic approach to identifying
candidates for palliative care needs assessment in primary and
secondary care.

Transition 1: would my patient benefit
from supportive and palliative care?

Performance status is strongly associated with survival time in
patients with advanced illness, regardless of the diagnosis. This
factor therefore forms the basis of the palliative performance
scale, which is used in several countries to aid referral to hospice
and specialist palliative care services.12 A similar tool, the
palliative prognostic index, adds the symptoms of anorexia,
breathlessness, and delirium to functional status.13 Such tools
will identify most (though not all) patients who are likely to die
within weeks, but are much less reliable for patients with

In economically developed countries, most people now die from
one or more complex long term conditions.4 End of life care
encompasses three overlapping phases of illness (figure)⇓. In
this article we offer guidance about recognising end of life
transitions. We also consider the challenge of changing the goals
of care in patients with slowly progressive or fluctuating long
term conditions.

Managing the transition to supportive and palliative care is
arguably more of a challenge than identifying people who are
in the last days of life.5 Doing so earlier can affect how, and
potentially where, people die, but what constitutes “end of life
care” is not uniformly understood and opinions vary as to who
is a “palliative care” patient. Judging prognosis is particularly

Disease specific prognostic tools use statistical models to predict
the risks of individuals dying from conditions such as heart
failure, chronic obstructive pulmonary disease, or liver disease.
These tools tend to be used in clinical trials or when selecting
patients for treatments like transplantation, but less often in end
of life care. 8-10 Prognostic models were not found to be specific
or sensitive enough when used to estimate survival of six months
or less in older people with a range of non-cancerous illnesses.11
Such survival data have limited meaning for individual patients
who are “sick enough to die”. In advanced heart failure,
prognostic data suggested that an average patient had a 50%
chance of living for six months on the day before their death.4
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The SPICTTM is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.
Look for any general indicators of poor or deteriorating health.
Unplanned hospital admission(s).
Performance status is poor or deteriorating, with limited reversibility.
(eg. The person stays in bed or in a chair for more than half the day.)
Depends on others for care due to increasing physical and/or mental health problems.
The person’s carer needs more help and support.
The person has had significant weight loss over the last few months, or remains underweight.
Persistent symptoms despite optimal treatment of underlying condition(s).
The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or
wishes to focus on quality of life.

Look for clinical indicators of one or multiple life-limiting conditions.
Cancer

Heart/ vascular disease

Kidney disease

Functional ability deteriorating
due to progressive cancer.

Heart failure or extensive,
untreatable coronary artery
disease; with breathlessness or
chest pain at rest or on minimal
effort.

Stage 4 or 5 chronic kidney
disease (eGFR < 30ml/min) with
deteriorating health.

Dementia/ frailty
Unable to dress, walk or eat
without help.
Eating and drinking less;
difficulty with swallowing.
Urinary and faecal incontinence.
Not able to communicate by
speaking; little social interaction.
Frequent falls; fractured femur.

Severe, inoperable peripheral
vascular disease.

Kidney failure complicating
other life limiting conditions or
treatments.
Stopping or not starting dialysis.

Respiratory disease

Liver disease

Severe, chronic lung disease;
with breathlessness at rest
or on minimal effort between
exacerbations.

Cirrhosis with one or more
complications in the past year:
• diuretic resistant ascites
• hepatic encephalopathy
• hepatorenal syndrome
• bacterial peritonitis
• recurrent variceal bleeds

Persistent hypoxia needing long
term oxygen therapy.

Recurrent febrile episodes or
infections; aspiration pneumonia.

Has needed ventilation for
respiratory failure or ventilation is
contraindicated.

Neurological disease

Other conditions

Progressive deterioration in
physical and/or cognitive
function despite optimal therapy.

Deteriorating and at risk of dying with other conditions or complications
that are not reversible; any treatment available will have a poor outcome.

Speech problems with increasing
difficulty communicating
and/or progressive difficulty with
swallowing.
Recurrent aspiration pneumonia;
breathless or respiratory failure.
Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

Liver transplant is not possible.

Review current care and care planning.
Review current treatment and medication to ensure the
person receives optimal care; minimise polypharmacy.
Consider referral for specialist assessment if symptoms or
problems are complex and difficult to manage.
Agree a current and future care plan with the person and
their family. Support family carers.
Plan ahead early if loss of decision-making capacity is likely.
Record, communicate and coordinate the care plan.

SPICTTM, April 2017

Too frail for cancer treatment or
treatment is for symptom control.

Please register on the SPICT website (www.spict.org.uk) for information and updates.

Supportive and Palliative Care
Indicators Tool (SPICT™)

Why use the SPICTTM?
The SPICT™ helps professionals identify people with general indicators of poor or deteriorating
health and clinical signs of life-limiting conditions for assessment and care planning.
What will happen to each person and when is often uncertain. SPICT™ does not give a
‘prognosis’ or a time frame. Identifying people with deteriorating health earlier improves care.

Using SPICTTM in the Community to assess people’s needs and plan care.
■ After an unplanned hospital admission or a decline in health status: review current care,
treatment and medication; discuss future options; plan for managing further deterioration.
■ For people with poorly controlled symptoms: review and optimise treatment of underlying
conditions, stop medicines not of benefit; use effective symptom control measures.
■ Identify people who are increasingly dependent on others due to deteriorating function,
general frailty and/or mental health problems for additional care and support.
■ Identify people who need proactive, coordinated care from members of the primary care
team and other community services.
■ Identify people (and carers) with more complex symptoms or other needs and consider an
assessment by a specialist palliative care service or another appropriate specialist or service.
■ Assess decision-making capacity. Record details of close family/friends and any registered
‘Power of Attorney’ (POA). Involve them in decision-making if the person’s capacity is impaired
■ Agree, record and share an Anticipatory Care Plan; include plans for emergency care and
treatment if the person’s health (or care at home) deteriorates rapidly or unexpectedly.

Talking about future care planning
■ Ask:
What do you know about your health problems and what might happen in the future?
‘What matters’ to you? What are you worried about? What could help with those things?
Who should be contacted and how urgently if your health deteriorates?
■ Talk about:
The outcomes of hospital admission and treatments such as: IV antibiotics; surgery;
interventions for stroke, vascular or cardiac disease; tube or IV feeding; ventilation.
Treatments that will not work or have a poor outcome for this person. (eg. CPR)
Having a POA in case the person’s decision-making capacity is lost in the future.
Help and support for family/ informal carers.

Tips on starting conversations about deteriorating health
I wish we had a treatment for…., but could we talk about what we can do if that’s not possible?
I am glad you feel better and I hope you will stay well, but I am worried that you could get ill again…
Can we talk about how we might manage with not knowing exactly what will happen and when?
If you were to get less well in the future, what would be important for us to think about?
Some people want to talk about whether to go to hospital or be cared for at home….
www.spict.org.uk
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United Mission Hospital - Tansen
• It has a 166 beds
• Medical, surgical, obstetric
and paediatric services
• Serves rural districts in
West Nepal and bordering
UP and Bihar
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Adapting the Supportive and Palliative Care Indicator Tool (SPICTTM )
for use in rural Nepal www.spict.org.uk
Dr Daniel Munday, Manju BK, Dr Ruth Powys (International Nepal Fellowship, Kathmandu, Nepal)
Professor Scott Murray, Dr Kirsty Boyd (Primary Palliative Care Research Group, University of Edinburgh, Scotland)

Introduction

Table 1

Identifying patients who could benefit from a holistic needs assessment and palliative care approach is vital for providing
palliative care and for case finding in needs assessment research. The SPICT™ is a clinical tool first developed in 2010 as a
collaborative project between NHS Lothian and the University of Edinburgh Primary Palliative Care Research Group in
Edinburgh, Scotland. The tool has continued to be developed and an international community of colleagues has worked
together with the developers in Scotland to improve the SPICT™ by sharing ideas of how SPICT™ can be used to improve
the care of people with advanced illnesses and their families.
SPICT™ has two section
1. Items associated with general deteriorating health. The clinician is asked to determine if there are at least two of these
markers which are fulfilled, indicating the patient has serious and deteriorating illness.
2. Items indicating an advanced stage of a variety of common non-communicable diseases (NCD). These disease specific
markers when positive indicate that the patient is in an advanced stage of that illness.
If both sections are fulfilled it is suggested that the patient will benefit from a palliative care approach to their management.
SPICT™ has been designed as a simple tool for generalists in the clinical setting. We considered it potentially useful for
surveys in Nepal in which we plan to identify patients who could benefit from palliative care. However, we were aware that
the items are appropriate in UK practice and some would need modification for it to be valid in the Nepali context.
Therefore, whilst undertaking a palliative care needs assessment we modified and developed SPICT for use in Nepal.

Method

Below – SPICTTM upon which NepalSPICT is based

The SPICTTM is a guide to identifying people at risk of deteriorating health and dying.
Assess these people for unmet supportive and palliative care needs.
Look for two or more general indicators of deteriorating health.
Performance status is poor or deteriorating (the person is in bed or a chair for 50% or more of
the day); reversibility is limited.
Dependent on others for most care needs due to physical and/or mental health problems.
Two or more unplanned hospital admissions in the past 6 months.
Significant weight loss (5-10%) over the past 3-6 months, and/ or a low body mass index.
Persistent, troublesome symptoms despite optimal treatment of underlying condition(s).
Patient asks for supportive and palliative care, or treatment withdrawal.

Look for any clinical indicators of one or more advanced conditions
Functional ability deteriorating
due to progressive metastatic
cancer.
Too frail for oncology treatment
or treatment is for symptom
control.

Dementia/ frailty
Unable to dress, walk or eat
without help.
Eating and drinking less;
swallowing difficulties.
Urinary and faecal incontinence.
No longer able to communicate
using verbal language; little
social interaction.
Fractured femur; multiple falls.
Recurrent febrile episodes or
infections; aspiration pneumonia.

Neurological disease
Progressive deterioration in
physical and/or cognitive
function despite optimal therapy.
Speech problems with increasing
difficulty communicating and/
or progressive swallowing
difficulties.
Recurrent aspiration pneumonia;
breathless or respiratory failure.

Heart/ vascular disease
NYHA Class III/IV heart failure, or
extensive, untreatable coronary
artery disease with:
• breathlessness or chest pain
at rest or on minimal exertion.
Severe, inoperable peripheral
vascular disease.

Respiratory disease
Severe chronic lung disease
with:
• breathlessness at rest or on
minimal exertion between
exacerbations.
Needs long term oxygen therapy.
Has needed ventilation for
respiratory failure or ventilation is
contraindicated.

Kidney disease
Stage 4 or 5 chronic kidney
disease (eGFR < 30ml/min) with
deteriorating health.
Kidney failure complicating
other life limiting conditions or
treatments.
Stopping dialysis.

Liver disease
Advanced cirrhosis with one or
more complications in past year:
• diuretic resistant ascites
• hepatic encephalopathy
• hepatorenal syndrome
• bacterial peritonitis
• recurrent variceal bleeds
Liver transplant is
contraindicated.

Review supportive and palliative care and
care planning
Review current treatment and medication so the patient
receives optimal care.
Consider referral for specialist assessment if symptoms or
needs are complex and difficult to manage.
Agree current and future care goals, and a care plan with the
patient and family.
Plan ahead if the patient is at risk of loss of capacity.
Record, communicate and coordinate the care plan.

Modification of NepalSPICT

SPICTTM, April 2015

Cancer

Please register on the SPICT website (www.spict.org.uk) for information and updates.

Supportive and Palliative Care
Indicators Tool (SPICT™)

The UK version of SPICTTM was modified by two
experienced palliative care clinicians with experience in
Nepal. This modified tool was then used in a survey of
palliative care in a rural 166 bed general hospital during
a needs assessment. Patients with advanced illness were
first assessed using the modified SPICT then clinically
by an experienced palliative care clinician. The two
assessments were compared and discussed by the team
and further modifications were made to improve
“NepalSPICT” sensitivity and specificity.
Table 2

Rural Nepal Palliative Performance Scale
Performance ability

Able to do normal work (e.g. in the fields) and
walk normally on all terrain
Able to do some work (e.g. in the fields) and
walk but with some physical restrictions (e.g.
can’t manage slopes and works only short
periods)
Normally remains in the house and is able to do
light housework (e.g. prepare a meal, do
cleaning)
Remains in the house but able to do a restricted
amount of light work at home (e.g. help prepare
food)
Is not able to do any housework and is reliant on
the help of others. (Distinguish between does
not do any work and could not do any even if
they needed to).

Scale

1
2

3
4
5

Several aspects of the tool were modified. Some of these were made before we field tested the tool and a number of further
modifications were made subsequently. (For codes in text below - see Table 1 adjacent)
Changes before field testing:

NepalSPICT – March 2016
Part A. To indicate palliative needs two of the following General Questions should be
positive
G1 The patient’s performance has been generally poor or is deteriorating.
G2 The patient is needing significant help from family for daily activities.
(Nepal Rural Palliative Performance Scale – 4 or 5 – See Table)
G3 There have been two or more times in the last six months when the patient’s health has
got significantly worse.
G4 The patient has had significant weight loss over the last 6 months – or has a persistently
low BMI.
G5 The patient has persistent troublesome symptoms despite their illness being managed
appropriately.
G6 The patient or family has declined treatment or they are unable to access it due to lack of
finance or the treatment centre is too far for them.
Part B. For patients with positive finding in Part A, clinical indicators of one of more
life limiting condition should be present
Cancer Patient
C1 Functional ability deteriorating due to progressive metastatic cancer.
C2 Too frail for oncology treatment or treatment is for symptom control.
Dementia/Frailty
F1 Taking increasing time to undertake daily functions or relying on others for dressing
walking and eating.
F2 Eating and drinking less; swallowing difficulties.
F3 Urinary or faecal incontinence.
F4 No longer able to communicate using verbal language; little social interaction.
F5 Multiple falls.
F6 Recurrent febrile episodes or infections; aspiration pneumonia
Neurological condition
N1 Progressive deterioration in physical and/or cognitive function.
N2 Speech problems with increasing difficulty communicating and/
or progressive swallowing difficulties.
N3 Recurrent aspiration pneumonia; breathless or respiratory failure.
N4 Paralysis with significant loss of function and dependency on others.
Heart or Vascular Disease
H1 NYHA Class III/IV heart failure, or extensive, untreatable coronary artery disease with:
• breathlessness, chest pain or fatigue at rest or on minimal exertion.
H2 Severe, inoperable peripheral vascular disease e.g. gangrene/ pre-gangrenous extremities.
Respiratory Disease
R1 Severe chronic lung disease with:
• breathlessness at rest or on minimal exertion between exacerbations.
R2 Chronic hypoxia - SaO2 < 90% without O2.
R3 Has needed ventilation for respiratory failure or ventilation is contraindicated.
Kidney disease
K1 Stage 4 or 5 chronic kidney disease (eGFR < 30ml/min) with deteriorating health.
K2 Kidney failure complicating other life limiting conditions or treatments.
K3 Stopping dialysis.
Liver disease
Advanced cirrhosis with one or more complications in past year:
diuretic resistant ascites or ascites requiring recurrent drainage
hepatic encephalopathy
hepato-renal syndrome
bacterial peritonitis
recurrent variceal bleeds
Surgical patient

Addi.ons to SPICT-Nepal
• Surgical pa+ent – [lack of access to surgery
because of no service (e.g. no ICU) ]
• S1 – Life threatening surgical disease with lack
of access to surgical management.
S2 – Pa.ent’s condi.on is too poor to undergo
surgery or procedure.
S3 – Severe burns not expected to survive
with available management.

Addi.ons to SPICT-Nepal
• Infec+ous disease – [lack of access to ICU, poorer
follow-up and late presenta.on with HIV or
tuberculosis.]
I 1 – HIV/AIDS pa.ent has persistent CD4 < 200
despite appropriate treatment
I 2 – HIV/AIDS pa.ent has serious AIDS Related
Condi.on not responding to treatment
I 2 – Tuberculosis not responding to an.-TB
medica.on
I 3 – Other infec.ons from which pa.ent is not
recovering/ won’t recover.

SPICT-LIS - Working Group
Convened September 2017
–
–
–
–
–
–
–

Dan Munday(Nepal/UK) Convener
Rene Krause (South Africa)
Ruth Powys (Nepal/ Australia)
Liz Gwyther (South Africa)
Jane Bates (Malawi/ UK)
Jenny Hunt (Zimbabwe)
Beverley Sebas.an (Zimbabwe)

Richard Powell (Kenya)
Gayatri Palat (India)
Ashita Singh (India)
Mpho Ratshikana-Moloko (South
Africa)
– Kirsty Boyd (Scotland)
–
–
–
–
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rehabilitation.

breathlessness or chest pain at rest or
Performance
status is pooreffort.
or deteriorating, with limited reversibility.
on minimal
Unplanned hospital admission(s).

(eg. The person stays in bed or in a chair for more than half the day.)

Record,
communicate
and
coordinate
Look
for one
or more
general care
indicators
of poorwith
or deteriorating
health.
• Agree a current
and
future
plan
the person
and their the
fam
Performance status is poor or deteriorating, best available treatment is having limited effect.
Support family
carers.
(e.g. Stays
in bed or a chair for more than half the day)
Depends on others for care due to increasing physical and/or mental health problems.

The person’s carer needs more help and support.
• Plan ahead early
if loss of decision-making capacity is likely.
The person has had significant weight loss over the last few months, or remains underweight.

Severe, inoperable peripheral
vascular disease.
Persistent symptoms despite best available treatment of underlying condition(s); is unable to access treatment
The person has had significant weight loss over the last few months, or remains•underweight.
Record, communicate
and coordinate the care plan.
Depends on others for care due to increasing physical and/or mental health problems.
The person’s carer needs more help and support.
Persistent symptoms despite optimal treatment of underlying condition(s).

The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or
wishes to focus on quality of life.

Look for clinical indicators of one or multiple life-limiting conditions.
Cancer

Heart/ vascular disease

Kidney disease

Functional ability deteriorating
due to progressive cancer.

Heart failure or extensive,
untreatable coronary artery
disease; with breathlessness or
chest pain at rest or on minimal
effort.

Stage 4 or 5 chronic kidney
disease (eGFR < 30ml/min) with
deteriorating health.

Too frail for cancer treatment or
treatment is for symptom control.

Dementia/ frailty
Unable to dress, walk or eat
without help.
Eating and drinking less;
difficulty with swallowing.
Urinary and faecal incontinence.
Not able to communicate by
speaking; little social interaction.
Frequent falls; fractured femur.
Recurrent febrile episodes or
infections; aspiration pneumonia.

Severe, inoperable peripheral
vascular disease.

Kidney failure complicating
other life limiting conditions or
treatments.
Stopping or not starting dialysis.

Respiratory disease

Liver disease

Severe, chronic lung disease;
with breathlessness at rest
or on minimal effort between
exacerbations.

Cirrhosis with one or more
complications in the past year:
• diuretic resistant ascites
• hepatic encephalopathy
• hepatorenal syndrome
• bacterial peritonitis
• recurrent variceal bleeds

Persistent hypoxia needing long
term oxygen therapy.
Has needed ventilation for
respiratory failure or ventilation is
contraindicated.

(e.g. due to distance, cost or inability to travel).

The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or wishes to focus on
quality of life.

Look for clinical indicators of one or multiple life-limiting conditions.
Cancer
Respiratory disease
Liver disease

Dementia/ frailty

Severe respiratory failure during
exacerbations.

Cirrhosis with one or more
complications in the past year:
• diuretic resistant ascites
• hepatic encephalopathy
• hepatorenal syndrome
• bacterial peritonitis
• variceal bleeds

Unable to dress, walk or eat without
help.

Kidney disease

Infections

Eating and drinking less; difficulty
with swallowing.

Stage 4 or 5 chronic kidney disease
with deteriorating health.

Advanced TB with poor treatment
response; multi-drug resistant TB.

Urinary or faecal incontinence.

Kidney failure complicating other life
limiting conditions or treatments.

HIV disease not responding to best
available therapy.

Stopping or not starting dialysis.

AIDS related conditions:
• cryptococcal meningitis,
• pneumocystis pneumonia,
• encephalopathy.

Functional ability deteriorating due to
progressive cancer.
Too frail for cancer treatment;
treatment is for symptom control
only, or treatment is unavailable.

Not able to communicate by
speaking; little social interaction.
Frequent falls.
Recurrent febrile episodes or
infections; aspiration pneumonia.

Neurological disease
Progressive deterioration in physical
and/or cognitive function despite
best available therapy.

Liver transplant is not possible.

Neurological disease

Other conditions

Progressive deterioration in
physical and/or cognitive
function despite optimal therapy.

Deteriorating and at risk of dying with other conditions or complications
that are not reversible; any treatment available will have a poor outcome.

Speech problems with increasing
difficulty communicating
and/or progressive difficulty with
swallowing.

Review current care and care planning.

Episodes of aspiration pneumonia;
breathless or respiratory failure.

Recurrent aspiration pneumonia;
breathless or respiratory failure.
Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

Review current treatment and medication to ensure the
person receives optimal care; minimise polypharmacy.
Consider referral for specialist assessment if symptoms or
problems are complex and difficult to manage.
Agree a current and future care plan with the person and
their family. Support family carers.
Plan ahead early if loss of decision-making capacity is likely.
Record, communicate and coordinate the care plan.

Ongoing severe disability after stroke
despite best available rehabilitation.

SPICTTM, April 2017

Speech problems with increasing
difficulty communicating
and/or progressive difficulty with
swallowing.

Heart/ vascular disease
Heart failure or extensive, untreatable
coronary artery disease; with
breathlessness or chest pain at rest or
on minimal effort.
Severe, inoperable peripheral
vascular disease.

Severe, chronic lung disease; with
breathlessness at rest or on minimal
effort between exacerbations.
Persistent hypoxia needing long
term oxygen therapy, if available.

Surgical conditions
Severe burns with poor chance of
recovery.
Serious condition with no access to
surgical care; condition or health too
poor for surgery.

Other conditions

HIV related cancer.
Cerebral malaria not responding
to therapy.
Other infection not responding to
treatment and deteriorating health.

Deteriorating and at risk of dying with other conditions or complications that
are not reversible (e.g. diabetes, sickle cell disease); best available treatment
will have a poor outcome.

Review current care and planning; palliative care approach.
• Review current treatment and medication to ensure the person
receives best available care; minimise polypharmacy.
• Consider referral for specialist palliative care review (if available) if
problems are complex and difficult to manage.
• Agree a current and future care plan with the person and their family.
Support family carers.
• Plan ahead early if loss of decision-making capacity is likely.
• Record, communicate and coordinate the care plan.
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• encephalopathy.
infections; aspiration pneumonia.

Recurrent febrile episodes or
infections; aspiration pneumonia.

Has needed ventilation for
respiratory failure or ventilation is
contraindicated.

Neurological disease

Other conditions

Progressive deterioration in
physical and/or cognitive
function despite optimal therapy.

Deteriorating and at risk of dying with other conditions or complications
that are not reversible; any treatment available will have a poor outcome.

Speech problems with increasing
difficulty communicating
and/or progressive difficulty with
swallowing.
Recurrent aspiration pneumonia;
breathless or respiratory failure.
Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

recovery.

vascular disease.

surgical
care; condition or health too
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with
Progressive
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in physical
to therapy.
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swallowing.
vascular disease. will have a poor outcome.
Episodes of aspiration pneumonia;
breathless or respiratory failure.
Review current care and planning; palliative care approach.

• Agree a current and future re
c
Support family carers.

Liver transplant is not possible.

• Plan ahead early if loss of d

• Record, communicate and c

Review current care and care planning.
Review current treatment and medication to ensure the
person receives optimal care; minimise polypharmacy.
Consider referral for specialist assessment if symptoms or
problems are complex and difficult to manage.
Agree a current and future care plan with the person and
their family. Support family carers.
Plan ahead early if loss of decision-making capacity is likely.
Record, communicate and coordinate the care plan.

HeartHIV
failure
or extensive, untreata
related cancer.

are complex
and d
Heart
failure or extensive,
untreatable
Serious condition
with no access coronary
to problems
artery
with
Neurological
disease
• Reco
Cerebral
malariadisease;
not responding

Ongoing severe disability after stroke
despite best available rehabilitation.

Heart/ vascular disease
Heart failure or extensive, untreatable
coronary artery disease; with
breathlessness or chest pain at rest or
on minimal effort.
Severe, inoperable peripheral
vascular disease.

• Review current treatment and medication to ensure the person
receives best available care; minimise polypharmacy.
• Consider referral for specialist palliative care review (if available) if
problems are complex and difficult to manage.
• Agree a current and future care plan with the person and their family.
Support family carers.
• Plan ahead early if loss of decision-making capacity is likely.
• Record, communicate and coordinate the care plan.
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Frequent falls; fractured femur.

Persistent hypoxia needing long
term oxygen therapy.

SPICTTM, April 2017

Not able to communicate by
speaking; little social interaction.

SPICTTM, April 2017
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Some caveats
• SPICT-LIS: for generalist working in selngs where
medical resources are limited
– WHO – Primary care led NCD management (context for PC).
– Some areas in LMIC SPICT-LIS might not be so relevant

• It is based on experience/ extrapolated evidence
– Lack of studies in CDM in LIS
– Therefore needs ‘valida.on’ – evalua.on (unforeseen
outcomes)

• Is only as good as the clinician using it
– Training (manual for use – general/ local)
– High quality/ ethical prac.ce

Dissemina.on
• Indian Associa.on for Pallia.ve Care (IAPCON)
2017 – NepalSPICT
• Asia Paciﬁc Hospice Conference 2017
• IAPCON 2018 – SPICT – LIS
• WONCA Rural Health Conference – Delhi 2018
• Invited topic – IAPCON 2019

hUps://www.spict.org.uk/the-spict/spict-lis/

Valida.on and Evalua.on
• Valida.on
– Vignepes (Afshar et al, 2018)
– Two clinicians independently ra.ng pa.ents (Acharya et al,
2017)

• Evalua.on (Highet et al 2013)
– Survey of use of SPICT over .me on wards – combine with
IPOS?
– Focus groups clinicians who use SPICT

• Research
– MRC complex interven.on framework
– Local projects – ac.on research/ ownership
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