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Lancet Commission, 2017



(NIH, (2010)

Rise of Non-Communicable Diseases

http://www.nia.nih.gov/research/publication/global-
health-and-aging/new-disease-patterns



WHO 2014

Deaths from NCD in Nepal



SPICT – Nepal Adaptations

• Tansen Mission Hospital

• 166 beds

• Medical, surgical, obstetric 
and paediatric services

• Serves rural districts in 
West Nepal and bordering 
Indian States



UMHT Statistics for 2015/16

Bed occupancy 83%

SN No of the patient Categories 

1 98,338 outpatient visits

2 12,728 inpatients

3 7,672 operations

5 2,295 deliveries



234 admitted

168

23 

43 Others (72%)

Palliative Care Needs 
(10% of admissions)

Non Palliative Care 
Needs(18.3%)



Leading cause of admission N-61 
(Medical Ward) 
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Rationale for Modification

• Thinking about deteriorating health directly: ?hospital 
admissions as a proxy for deteriorating health

• Active management needs to judged according to what is 
available, not by a gold standard (may not be available)
– “Best available treatment” cf “optimal therapy”

• Conditions which might respond to active management in HIC 
might be not be actively manageable in LIS
– Surgical Conditions

– Infections

– Unable to travel to higher centre – too sick, too far, to expensive



Rationale for Modification

– Patients may be at more risk with earlier disease/ diseases 
which are chronic in HIC e.g. stroke, frailty

– Some things are not relevant 

• e.g. Liver transplant

• ventilation for respiratory conditions

• Home oxygen



Additions

• Surgical conditions

• Infections

– HIV/ TB – poorly responsive and MDR



Palliative Care indicators –the 
middle income country dilemma

Rene Krause





South Africa is the second highest-ranked 
African country, after Mauritius, and third-
placed among the BRICS economies in the World 
Economic Forum’s 2015-2016 Global 
Competitiveness Index, ranking 49th out of 140 
countries surveyed while placing first for 
strength of auditing and reporting standards as 
well as financing through local equity market, 
and 12th for financial market development.

World bank



Inequalities of income and services:
• The bank notes that 62.3% of households fall 

within the poorest income bracket – below 
R86,000 per annum, while middle income groups 
(R86,001 – R1.48 million per annum) comprise a 
combined 26.4% of South African households.

• The wealthiest households in South Africa only 
account for 1.2% (R1.48 million – R2.36 million+ 
per annum).

Read more: http://www.2oceansvibe.com/2016/05/20/his-is-how-different-classes-of-south-africans-
spend-their-money/#ixzz55eZ9gkoO

http://www.2oceansvibe.com/2016/05/20/his-is-how-different-classes-of-south-africans-spend-their-money/#ixzz55eZ9gkoO


Triple burden of disease 







Groote Schuur Palliative Care service
• About 80 patients per month from all in 

patient units except oncology wards
Metastatic cancer 327 42.0%

End stage renal failure 134 17.2%

End stage cardiac failure 84 10.8%

Progressive neurological conditions 68 8.7%

End stage COPD 51 6.5%

Major CVA 29 3.7%

End stage dementia 28 3.6%

specify other 27 3.5%

end stage liver failure 16 2.1%

AIDS 10 1.3%

(blank) 3 0.4%

Tuberculosis 2 0.3%



Pantaleo G, Graziosi C, Fauci AS. The Immunopathogenesis of Human Immunodeficiency Virus Infection. N Engl J Med 1993; 
328 (5): 327-335



Palliative Care workshop on DR-TB:



PALLIATIVE CARE GUIDELINES FOR 
HIV-INFECTED PATIENTS: SAHIVsociety

• End-stage organ failure with little (no) chance of a transplant: kidney, heart, liver, lung transplantation of HIV-
positive recipients in Africa is exceedingly rare. 

• Pneumocystis jirovecii pneumonia with persistent respiratory failure despite treatment. Should the patient be 
artificially ventilated? 36

• HIV-related Pulmonary Hypertension and Cor Pulmonale. No treatment effectively reverses this condition once 
diagnosed. 

• Cryptosporidial gastroenteritis: Patients who do not respond to rehydration, correction of electrolyte and acid 
imbalance, nor the introduction of ART are very unlikely to survive.  

• Hepatitis C: Survival and/or the avoidance of long term liver failure is dependent on access to ‘new’ therapies 
(direct-acting antivirals, DDA) that are potentially curative even for the HIV-infected patients yet are too expensive 
and hence unavailable to patients limited to care within South Africa’s public health system.37

• CNS syndromes: Stroke and a worsening Glasgow coma scale (GCS), recurrent Cryptococcal meningitis with raised 
intracranial pressure and an inadequate response to therapy.38 Progressive Multifocal Leukoencephalopathy 
(PML): Usually unresponsive to and sometimes worsened by the addition of ART

• Cancer: Central Nervous System (CNS) lymphoma, various high-grade and late stage disseminated cancers e.g. 
High-grade non-Hodgkin lymphoma, Kaposi’s sarcoma, cervical and anal cancer. Africa and South Africa, has too 
few oncology-trained doctors and nurses, laboratory results (histology) frequently take too long to return (public 
health system), highly skilled radiology units are too few, appropriate chemotherapy and radiotherapy treatments 
are difficult to access in the state sector. Once treatment becomes available it may be too late, it may not work or 
the patient may die from overwhelming neutropenic sepsis



• Clinical indicators of an increased risk of death:
– Unintended Weight loss of >10% normal body weight, and/or BMI ≤18Kg/m2 44, 45, 48

– AIDS-defining clinical conditions.44, 46-49 This risk is not the same for all events. Tuberculosis 
(TB), cryptococcal meningitis (CM) and malignancy in Africa carry a higher risk than other 
AIDS-defining conditions.46, 49, 50

– AIDS and non-AIDS defining cancers in the HIV-infected43-49

– Comorbid Disease and End-organ failure: renal, liver, cardiac and respiratory43-46

– Confirmed ARV-resistance, particularly high-level resistance to all major classes of ARV.50-52

• Laboratory indicators of an increased risk of death:
– CD4 count: CD4 ≤200c/mm3 or lower. The lower the level e.g. <50c/mm2, the greater the 

risk.44, 46, 49

– Anemia: particularly if severe viz. Hb. <8g/dl46-49

– Viral load: High levels viz. >100,000cp/ml prior to ART, and detectable levels while on ART. The 
higher the level the greater the risk e.g. malignancy.49, 53 

– *Two-additional predictors of mortality among the sick are Hospital re-admission rates and 
grip strength. Thirty-day hospital readmission rates in HIV-positive adults are associated with 
markers of poor outcome viz. low CD4 counts, AIDS-defining illnesses, non-AIDS defining 
infections and unreliable utilization of medication. 54-57







Palliative Care services in South Africa

• Limited resources

• Complacency

• Exploitation of NGO compassionate nature



Important!
• SPICT-LIS: for generalist working in settings 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 ‘validation’ – evaluation (unforeseen 
outcomes)

• Is only as good as the clinician using it
– Training (manual for use – general/ local?)

– High quality/ ethical practice



DISCUSSION

• Comments/ thoughts about changes

• Anything missing

• Further suggestions on content/ presentation



Testing/ Validation
• SPICT is not (primarily a tool for dividing “palliative” 

from “non-palliative)
– Though is useful for surveys/ needs assessments

• Validation
– Inter-rater agreement (Acharya et al, 2017)

– Test-retest

– Generalist vs specialist

• Evaluation
– Multicentre/ country

– Utility/ facilitators/ barriers/ unforeseen outcomes



Taking things forward

• Agreeing final draft (version 1)

• Presentation at Indian Congress 25th February

• Validation/ Evaluation – planning/ funding

• Developing training manual/ material

• Date for review – version 2


