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There is open discussion of complex patients and anticipating Pall 

Care service engagement and ICU staff are reporting feeling well 

supported with the engagement and being provided with another 

layer of emotional support in their work.

There is potential for data collection and the development of research 

proposals to seek further evidence to support this model.

Referrals are made routinely by ICU Consultants without prior 

approval of referring teams as was historically the case. There has 

been some initial education more broadly with the provision of 

‘Medical Grand Round’s joint presentation to discuss and promulgate 
the ‘cultural shift’.

Since inception of a ‘mixed model’ of integration there is evidence 
of steady increase in referrals to the Palliative Care service directly 

from ICU. 

A detailed case study is presented that demonstrates the Aslakson 

Model and the’ duality’ of care provided with Palliative Care 

supporting the endeavours and communication of the ICU clinicians 

to bring about a fundamental shift in the perspective of the family. 

In summary the experience of our service in ICU has supported building 

trust in ICU and medical services of the hospital, has facilitated end of 

life discussions with evidence that the family themselves start to initiate 

discussions around comfort and quality of life. The engagement with the 

Palliative Care service can facilitate a ‘shift’ in thinking by the approach 
taken by Palliative Care clinicians especially focusing on the spiritual 

and cultural aspects. Patient and family goals move from long term 

plans and expectations to focusing instead on short term ideal goals. 

With a key focus on addressing patient comfort and dignity over just 

survival, the humanity of the individual is recognised fully.

Secondary outcomes have shown facilitation of more appropriate and 

earlier discharge planning from ICU.
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Worldwide including in low and middle income countries (LMIC), 

increasing numbers of people are living and dying from chronic illnesses, 

particularly non-communicable diseases (NCD). The Lancet Global 

Commission on Pain and Palliative Care (2017) estimated that in 2015 

around 61 million people worldwide experienced Serious Health Related 

Suffering (SHRS).[1] As people live longer and NCD incidence increases, 

the level of SHRS is likely to continue to increase. Around 80% of people 

with SHRS live in LMIC, where access to appropriate health care is 

often lacking and where increasing numbers are falling into poverty 

through catastrophic health spending related to management of NCDs.[2]

The epidemic of NCDs occurring worldwide has led to the WHO 

publishing a Global Action Plan for NCD Prevention and Control,[3] 

which highlights the importance of achieving Universal Health 

Coverage (UHC) through a primary health care led approach. UHC, 

Sustainable Development Goal (SDG 3.8), includes health promotion, 

disease prevention, treatment, rehabilitation and palliation and 

countries of the UN have agreed to achieve this globally by 2030.

Given these developments it is clear that palliative care is an important 

aspect of UHC for all clinicians, but will only form a relatively 

small part of their work. It is therefore important to ensure that 

primary health care practitioners and other generalists are equipped 

to recognize, assess and appropriately manage people with palliative 

care needs as part of chronic disease management (CDM). The 

ability to recognize the time at which palliative care is important 

is particularly difficult for some non‑cancer conditions where the 
patient’s disease trajectory does not follow a clear course. For these 

patients it is difficult to make prognostic predictions and prognostic 
paralysis might ensue where people are not receiving palliative care 

when they need it.[4] The Supportive and Palliative Care Indicators 

Tool (SPICT) has been designed to enable health care practitioners 

to deliver palliative care to all who need it.

SPICT was developed by health care professionals from palliative 

care, family medicine and other medical specialties working together 

in Edinburgh in 2010 and has undergone iterative development, 

validation and evaluation since that time.[5] It has also been translated 

into a number of other languages. SPICT’s declared aim is to help 

identify people whose health is deteriorating, assess them for unmet 

supportive and palliative care needs and to plan care. SPICT is printed 

on one side of A4 paper, making it portable and simple to consult and 

an ‘app’ for mobile phones is also available. The tool and app can be 
downloaded from www.spict.org.uk.

The health care professional is asked first to identify general indicators 
of deteriorating health such as: low or deteriorating performance status 

e.g. spending more than 50% of the day in bed, depending on others 

for care due to increasing physical and/or mental health problems, 

significant weight loss over the last few months, or persistent symptoms 
despite optimal treatment of underlying condition(s). General indicators 

also include the person having had unplanned hospital admissions – an 

important marker of deteriorating health at the end of life in the UK.

Next there are indicators relevant to specific clinical conditions which 
could indicate the person would benefit from supportive or palliative 
care. These include: cancer, heart/ vascular disease, respiratory 

disease, liver disease, kidney disease, neurological conditions and 

dementia/ frailty. Identifying both general indicators of deteriorating 

health and indicators related to specific disease, enables the healthcare 
professional to identify someone who would benefit from supportive 
or palliative care, often in addition to their ongoing disease modifying 

treatment.

Finally, SPICT has a section to remind the healthcare professional of 

the next steps to take in reviewing the person’s current management 

and planning future care. This should include reviewing treatment to 

ensure the person receives optimal care and that any polypharmacy 

is minimised. They are advised to consider referral for specialist 
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assessment if symptoms or problems are complex and difficult 
to manage and to agree a current and future care plan with the 
person and their family. They are encouraged to support family 
carers as well the patient and plan ahead particularly if loss of 
decision-making capacity is likely. Finally, it is suggested that 
they record, communicate and coordinate the care plan to ensure 
that others are aware of it and the person receives well-coordinated 
care. Further advice for using SPICT and providing high quality 
primary palliative care has been formulated and can be printed 
on the reverse side of the SPICT, providing a clear and concise 
resource for the busy clinician.

Using SPICT to undertake a needs assessment at a rural hospital in 
Nepal we found that some of the indicators were not particularly 
appropriate for a health facility in a low-income setting. We made 
some adjustments to SPICT for that setting and presented the results 
at IAPCON 2017.[6] Following this experience and in discussion with 
colleagues who had been developing SPICT in the UK, we decided 
to gather a group of clinicians working in low-income settings (LIS) 
in other parts of the world to undertake a Delphi exercise and agree 
appropriate changes to SPICT. The resulting version has been named 
SPICT-LIS. This is available at www.spict.org.uk/spict-lis along with 
some training videos to enable clinicians working in low-income 
settings to use SPICT-LIS effectively. As with all SPICT tools it is 
free to use and colleagues are requested to register online so that they 
can be informed of developments and the SPICT team is aware of 
where it is being used.

Some important changes for SPICT-LIS take into consideration the 
lack of availability of resources. For instance, rather than aiming for 
‘optimal treatment’ SPICT‑LIS suggests ‘best available treatment’ 
recognising that treatments available may be limited. It does not 
include ‘unplanned hospital admissions’ as there is no clear evidence 
that this is an effective marker of generally deteriorating health as 
it might be in higher income settings, particularly those which offer 
comprehensive health care to all. SPICT-LIS also recognises that it is 
likely that people will not be able to access some treatment because 
of lack of availability locally and inability to travel to another centre 
due to distance or cost. A number of adjustments have been made 
to the indicators for specific clinical conditions e.g. recognising that 
community based long term oxygen therapy may not be available. 
Finally, a number of new disease areas have been added including 
infections such as HIV and tuberculosis and surgical conditions, 
particularly highlighting burns.

SPICT-LIS is proving to be a particularly useful tool for training 
in palliative care for doctors, nurses and mid-level health workers 
in remote rural areas of LMIC. The format takes learners logically 
through the process of identifying, assessing and planning care for 
people who will benefit from a palliative care approach to their 
management. When used in this way, generalist clinicians are able to 
identify people who they are caring for or have cared for previously 
and reflect on how this approach might enable them to provide 
palliative care for such patients. SPICT-LIS can be printed out with 
its further advice on the reverse side, laminated and given to the 
trainees for them to continue using in their practice.

Following SPICT-LIS development, we plan to undertake further 
work to validate it and evaluate its usefulness in a variety of settings. 
We believe that SPICT-LIS will be a useful tool for enabling integrated 
chronic disease management, including palliative care and will 
contribute to health systems strengthening in low income settings 
which can make universal health coverage a reality even in places 
where medical resources are limited.
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Kerala’s community-based palliative care model has been recognized 
in global palliative care and public health discourse as a viable model 
for extending low-cost, resource effective care. This Kerala model 
is broadly characterized by a) total care including home-based care, 
financial, social spiritual, medical, and bereavement support and 
rehabilitation, b) community as the locus of care-giving, decision-
making and fund-raising, and c) and integration with public health 
systems. Key indicators of the model’s effectiveness include patient 
coverage of greater than 60% spanning all 14 districts, inclusion of 
a wide range of patient conditions, and demanding responsiveness 
of government bodies to communities’ healthcare needs. Yet, despite 
20 years of community-based provision, the model has had limited 
traction beyond state boundaries. This has resulted in criticisms of 
the approach as one configured to the Kerala’s unique socio‑political 
conditions. 

The founding of Sanjeevani Palliative Care Society in Nadia district, 
West Bengal afforded an opportunity to examine the seeding and 
evolution of community-based palliative care outside Kerala. Here, 
I draw upon a larger study of the evolution of community palliative 
care in Kerala,[1,2] and on a case study of Sanjeevani,[3] to share the 
voices, narratives and experiences of community organizing in two 
distinct institutional contexts. These studies rely on a qualitative 
research design combining ethnographic interviews, field observations 
during home-care visits, trainings, and review meetings, as well as 
extensive use of archival sources including journal articles, technical 
reports, newspaper articles, organizational documents, and brochures. 

Sanjeevani was founded on 22nd September 2014 by then District 
Magistrate Dr. P.B Salim, together with the local chapter of the 
Indian Medical Association, and key local stakeholders. Institute 
of Palliative Medicine (IPM), Kozhikode led by Dr. Suresh Kumar 
provided technical support during the inception and training period, 
commencing from March 2014. The IPM team visited Nadia monthly 
between May 2014 and September 2014, followed by bi-monthly 
visits during the first 6 months after founding. Dr. Sanghamitra Bora, 
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