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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

SPICTTM

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
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:
G3 – ‘Two or more episodes in the last year when the patients health has got significantly worse’ – was added instead of
‘two unplanned admissions’ as hospital admission with acute exacerbations is less likely in low income countries.
R2 - COPD – ‘O2 sats chronically <90% on air’ as ‘on continuous oxygen’ is unlikely to be used in the community.
F3 - Dementia – “urinary OR faecal incontinence” rather than requiring both types of incontinence. Dementia is more
likely to be rapidly progressive in the low income context and any form of incontinence would indicate advanced disease.
S - Surgical condition added as new category (further developed following field testing).
I - MDR Tuberculosis added as new category (HIV and other infections added following field testing).
Changes during and following field testing:
G2 - Rural Nepal Palliative Performance Scale (see table 2) developed to quantify level of disability. It became clear that
the ‘50% of the day in bed’ indicator is not useful. Being bed bound is not usual even in advanced illness in rural Nepal.
N4 – ‘Paralysis with significant loss of function and dependency on others.’ – was added because patients with such level
of disability will often be at significant risk e.g. lack of nursing in the community leading to bed sores.
Surgical patient – [lack of access to surgery because of no service (e.g. no ICU), too far to travel or unable to afford
treatment.]
S1 – Life threatening surgical disease with lack of access to surgical management.
S2 – Patient’s condition is too poor to undergo surgery or procedure.
S3 – Severe burns not expected to survive with available management.
Infectious disease – [lack of access to ICU, poorer follow-up and late presentation with HIV or tuberculosis.]
I 1 – HIV/AIDS patient has persistent CD4 < 200 despite appropriate treatment
I 2 – HIV/AIDS patient has serious AIDS Related Condition not responding to treatment
I 2 – Tuberculosis not responding to anti-TB medication
I 3 – Other infections from which patient is not recovering/ won’t recover.
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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
S1 – Life threatening surgical disease with lack of access to surgical management.
S2 – Patient’s condition is too poor to undergo surgery or procedure.
S3 – Severe burns not expected to survive with available management.
Infectious disease
I 1 – HIV/AIDS patient has persistent CD4 < 200 despite appropriate treatment
I 2 – HIV/AIDS patient has serious AIDS Related Condition not responding to treatment
I 2 – Tuberculosis not responding to anti-TB medication
I 3 – Other infections from which patient is not recovering/ won’t recover.

Discussion and Conclusion
• SPICTTM has proved useful as an indicator tool for people who might benefit
from a palliative care approach to their management.
• It can be adapted for use in a low-income country such as Nepal
• We plan to do further development work in the community in rural areas
which may lead to further modifications.
• NepalSPICT will need to be validated once the initial development phase has
been completed.
• The tool may form the basis for development of SPICTTM for use in other
low income countries. The international community would welcome
collaborators for this process.
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