R Early Integration of Palliative Care
The Algorithm

STEP 1: IDENTIFY
Presentation #4
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At the end of this presentation, you'll have an understanding of:
1. The Evolving Model of Palliative Care
2. Overview of the Algorithm for the Palliative Approach to Care
3. Algorithm - Step 1: Identify
a. The use of the “Surprise Question”

b. General and Specific Indicators of Decline using the Supportive
and Palliative Care Indicators Tool (SPICT™)

c. Is the patient asking for care?: Has the patient indicated a
preference, decision or need for comfort care?
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The Challenges of Integrating Palliative Care
Ditfering Clinical Courses
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Evolving Model of Palliative Care
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Step 1:ldentify

~

Ask the Surprise Question

Would you be surprised if the patient
were to die in the next 6-12 months? ‘
NO Unsure Yes
General Indicators Disease Specific Has} the patie;t indicated | Reassess
T, . ) preterence, adecision or regularly
of Decline” Indicators” eed for comfort care? T
I—MlnjmaMNQ_
- 4
Step 2: Assess
Symptoms Performance Status Understanding of
ant/famil
h
Step 3: Plan/Manage
Advance Care PPS >_7O PPS <_50 _End of Life Care Planning/

Planning -—

Goals of Care

Symptom Management

Refer to P-IPCP

—_—




On a yearly basis, in a normal
patient roster, 1% of patients will
die = 10-15 patients per year

v Identify patients with a diagnosis of cancer
v" Ask the “Surprise Question” = QQQQ

v Uncertain?: use the SPICT™., . .General or specific
indicators of decline using the Supportive and Palliative

Care Indicators Tool

v Is the patient asking for palliative care?:
Has the patient indicated a preference,
decision or need for comfort care?

Health PEl One Island Health System




STEP 1: IDENTIFY

@ the Surprise Question

‘ Would you be surprised if the patient ‘

were to die in the next 6-12 months?
THEN
LOOK
FOR

I\Disease Specific Has the patient indicated | Reassess

_ NO LOOK Unsure Yes

FOR

Indicators? preference, decision or | regularly

Gene al Indicators
I?
cline? need for comfort care? T

\ A S

b 4
One or more general¢linical indicators
Two or more disease related clinical indicators
A e L [ r
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What is the Surprise Question (SQ)?

“Would you be surprised if the patient were to die in the next 6-12 months?”

Answer to the SQ - an intuitive one, pulling together a range of clinical, co-morbidity, social and other
factors that give a whole picture of deterioration

SQ was first used in primary care by Pattison & Romer, 2001".

SQis NOT a stand alone prognostic tool, but rather a one that should be used alongside other

“trigger” tools such as General Indicators of Decline to increase the identification of people who would
benefit from palliative care

WOLLR P BF SURPRISED IF
JAMES L8 DIED WITHIN
e WLl FEAM S

Pattison, M. & Romer, A. (2001). Improving care through the
end of life: launching a primary care clinic-based program.
Journal of Palliative Medicine, 4:249-254
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Triggers to Implement the SQ

Patients with a cancer or chronic disease diagnosis
Hospitalizations, especially unplanned admissions
Having multiple co-morbidities

Decline in functional status

Disease progression
Complex or persistent problems with symptoms such as:

— intractable pain - .“: F_ et
e %5 22
— difficult breathlessness e A B Uy,
~ nausea o LN
- 'E.H trauma %@

— vomiting [ .

— difficulty sleeping and fatigue

— psychological issues, such as depression and anxiety
r[{_,-"l‘i_:f' |_._.--'I|I
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Step 1: Identify — Surprise Question

@ yourself
“Would you be surprised if the patient were to die in the 6-12 months?”

If YES to SQ - Reassess regularly

If NO or NOT SURE to SQ - Does the patient have general indicators of decline
and/or specific clinical indicators of decline?

A palliative approach should be initiated for any patient when you would NOT be
surprised if they died within the next year

Document/flag in the patient’s medical record that patient has identified
palliative care needs
Do you need help? Does the patient require specialized nursing follow-up or does

the patient require home care or even some tools in the house(grab bars,
elevated toilet seat?).....If so, refer patient to Provincial Integrated Palliative Care

Program
CONGRATULATIONS!!!I! Proceed to next Step!

il ¢ |__.--'I l_lI
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Step 1: Identify - Clinician Indicators

Does the patient have general indicators of decline or specific
indicators related to certain conditions?

Supportive and Palliative Care Indicators Tool (SPICT™)

Tool to help identify people with indicators of poor deteriorating
health and clinical signs of life-limiting conditions for assessment
and care planning

Tool has 6 general indicators of deteriorating health and increasing
needs that occur in many advanced illnesses and indicators for a
number of disease specific conditions

It is NOT a “prognostic” tool and should be used in combination
with other tools to help with patient assessment and care planning

(e lf-8a DL
ne £_|_|.|:_-_| 1 f_._[ One Island Health System



Canoer

Functional ability detericrating
due to progressive cancer.

Too frail for cancer treatmeant or
treatment i= for symptom control.
Dementlas frallity

Unable to dress, walk or eat
weithrout help.

Eating and drinking le=a:
difficulty with swallowing.

Mot able to communicate by
speaking; litte social nteraction.
Frequent fallz; fractured famur.
Recurrent febrle spizodss or
infections; azpiration pneumonia.

Neurologloal dizease

Speach problams with increazing
difficulty commumnicating

andfor progressive difficulty

withl zwallowing.

Recusrent aspiration pneumonia;
breathless or respiratory failurs.
Perziztent parahys=iz after

stroke with significant loss of
function and cngoing dizabiliy.

The SPICT™ s used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.
= Unplanned hospital admission(s).

= Paorformance status is poor or deteriorating, with limited revearsibility.
{eg. The parson stays in bed or in a chair for mors than half the day.)

= Depands on others for carg due to increasing physical and/or mental health problams.
= The person's carsr neads mors halp and support.

= The parson has had significant weight loss ovar the last few months, or remains undenwaight.

= Parsistent symptoms despite optimal treatment of undarlying condition(s).

= The person (or family) asks for paliative care; choosas to reducs, stop of not have treatment;
or wishes 1o focus on quality of life.

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

Heart/ vazoular dizeaze

Heart failure or exdensive,
untreatable coronary arteny
dizeass; with breathlezeneas
or cheet pain at rest or on
minirmeal effort.

Severs, inoperable perpheral
vazcular dizeaze.

Resplratory dizease

or on minimal effort betesan
exacarbations.

Parziztant hypoxia neading
long term ceoygen therapy.
Has needed vantilation for
respiratony failure or
wentilation iz contraindicated.
Other conditlons

Detariorating and at risk of dying with other conditions or complications
that are not reversibls:; any treastment available will have a poor cutcomea.

Review current care and care planning.

= Review cument treatment and medication 1o ensura the
parson receives optimal cars; minimise polypharmacy.

= Consider refarral for specialist assessmant if symptoms or
problems are complex and difficult to manage.

= Agroos a cumaent and futurs cars plan with the person and
thair family. Support family carsrs.

= Plan ahead sarty if loss of decision-making capacity is lkaby.
= Rscord, communicats and coordinate the cara plan.

Supportive and Palliative Care
Indicators Tool (SPICT™)

One ksland Health System

Kldney dizeaze

Stage 4 or 5 chronic kidney
dizease (8GFR = 30ml mimn}
wiith detericrating health.
Hidiney failure complicating
other lifa limiting condition=
or treatments.
Stopping or not starting diahysiz.
Liver disease
Cirrhvesis with one or more
complications in the past year:
= diurstic resistant ascites
hepatic encephalopatin
hepatorenal syndrome
bacterial paritonitiz
recurrent variceal bleedsz
Liver trameplant iz not poasible.

One Island Health System

Please register on the SPICT website [www.splct.org.uk) for information and updates

SPICT™, April 2017



Supportive and Palliative Care [{og|th PE|

Indicators Tool (SPICT™)

One Island Health System

The SPICT™ Is used to help Identity people whose health Is deterlorating.
Assess them for unmet supportive and palliative care needs. Plan care.

Look for any general Indicators of poor or deterlorating health.
» Unplanned hospital admission(s).
» Porformance status is poor or deteniorating, with limited reversibility.
{eg. The perzon stays in bed or in a chair for mora than half the day)

* Dapends on others for care dua to increasing physical and/or mental haalth problams.
» The parson’s carer neads more help and support.

» The parson has had significant weight loss over the last faw months, or remains underweight.
» Parsistent symptoms despite optimal treatment of undarlying condition(s).
» The parson (or family) asks for palliative care; chooses to reduce, stop or not have freatmeant:

or wishes to focus on quality of lifs.

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.

Neurological disease

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

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.
e

Severe, inoperable peripheral
vascular disease.

Respiratory disease
Severe, chronic lung disease;
with breathlessness at rest

or on minimal effort between
exacerbations.

Persistent hypoxia needing
long term oxygen therapy.

Has needed ventilation for
respiratory failure or
ventilation is contraindicated.

Other conditions

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

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.

or treatments.
Stopping or not starting dialysis.

Liver disease

Cirrhosis with one or more
complications in the past year:

« diuretic resistant ascites
hepatic encephalopathy
hepatorenal syndrome
bacterial peritonitis
recurrent variceal bleeds

Liver transplant is not possible.

Please register o

April 2017
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Supportive and Palliative Care

Indicators Tool (SPICT™) Health PEI

One Island Health System

The SPICT™ is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.
= 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 guality of life.
conditions.

Cancer
Functional ability deteriorating due to progressive Kidney disease
cancer. Stage 4 or 5 chronic kidney

disease (eGFR < 30ml/min)
with deteriorating health.

Kidney failure complicating
other life limiting conditions
or treatments.

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

Stopping or not starting dialysis.

without help.

Eating and drinking less;
difficulty with swallowing.

Urinary and faecal incontinence.

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 difficulty

with swallowing.

Recurrent aspiration pneumonia;
breathless or respiratory failure.

Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

e

Health H

Respiratory disease

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

Liver disease
Cirrhosis with one or more

« diuretic resistant ascites

exacerbations. ’
Not able to communicate by « hepatic encephalopathy
speaking; little social interaction. Persistent hypoxia needing * hepatorenal syndrome
long term oxygen therapy. * bacterial peritonitis
Frequent falls; fractured femur. « recurrent variceal bleeds

Has needed ventilation for
respiratory failure or
ventilation is contraindicated.

Liver transplant is not possible.

Other conditions

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

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.

= Record, communicate and coordinate the care plan.

complications in the past year:

= Plan ahead early if loss of decision-making capacity_is ﬁlfe_ly._ ]

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

April 2017
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Supportive and Palliative Care
Indicators Tool (SPICT™)

Look

Functional ability
due to progressive C8

Too frail for cancer treatme
treatment is for symptom con

Dementia/ frailty
Unable to dress, walk or eat
without help.

Eating and drinking less;
difficulty with swallowing.

Not able to communicate by
speaking; little social interaction.

Frequent falls; fractured femur.

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 difficulty

with swallowing.

Recurrent aspiration pneumonia;
breathless or respiratory failure.

Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

e

The SPICT™ 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).

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

linical indicators of one or multiple life-limiting conditions.

Heart/ vascular disease

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

Kidney disease

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

Kidney failure complicating
other life limiting conditions

evere, inoperable peripheral or treatments.
vascular disease. Stopping or not starting dialysis.
Respiratory disease "
Severe, chronic lung disease; with ( year:
breathlessness at rest es
or on minimal effort between hy
exacerbations.
Persistent hypoxia needing long B
term oxygen therapy. ‘
Has needed ventilation for fote:
respiratory failure or
ventilation is contraindicated.
ons
T UTaT ATE 0L TEVETSIoIE, any UeatIent avananre Wil Nave & poor outcome.

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.

Health PEI

One Island Health System

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

April 2017
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The SPICT™ 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.

be person has had significant weight loss over the last few months, or remains underweight.
istent symptoms despite optimal treatment of underlying condition(s).

= Thep

g (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or
wishes 16

us on quality of life.

Look for clinic * indicators of one or multiple life-limiting conditions.

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

oo Heart/ vascular di
Functional ability deterioral eart/ vascular disease kidney
due to progressive cancer. Heart failure or extensive, hi/min)
untreatable coronary artery Ith.
m disease; with breathlessness or .
atment s for symptom control. chest pain at rest or on minimal 2N
_ _ effort. itions
Dementia/ frailty
Unable to dress, walk or eat Severe, inoperable peripheral vascular dialysis.
without help. disease.
Eating and drinking less;
difficulty with swallowing. e .
= bast year:
Urinary and faecal incontinence. 81 Sl /el G e diuretic resistant ascites

exacerbations. ’
Not able to communicate by hepatic encephalopathy

speaking; little social interaction. Persistent hypoxia needing * hepatorenal syndrome
long term oxygen therapy. * bacterial peritonitis

Frequent falls; fractured femur. recurrent variceal bleeds

Recurrent febrile episodes or Flasiecdedventiat oion

infections; aspiration pneumonia. resp!rat.ory_fallure or - Liver transplant s not possible.
ventilation is contraindicated.

Neurological disease Other conditions

Progressive deterioration in Deteriorating and at risk of dying with other conditions or complications

physical and/or cognitive that are not reversible; any treatment available will have a poor outcome.

function despite optimal therapy.

e ccO il Review current care and care planning.

difficulty communicating = Review current treatment and medication to ensure the
a’_‘tﬁlgr f;?(?“?ss"’e difficulty person receives optimal care; minimise polypharmacy.
WI Wi WIiNng. . — =

i g' i = Consider referral for specialist assessment if symptoms or
Recurrent aspiration pneumonia; problems are complex and difficult to manage.

breathless or respiratory failure.

. = Agree a current and future care plan with the person and
Persistent paralysis after stroke their family. Support family carers.
with significant loss of function . pl e e f decisi ki ity is likel i
and ongoing disability. an ahead early if loss of decision-making capacity is likely. | n d H 'Eal th 5 St Em
S—— = Record, communicate and coordinate the care plan. 3"

April 2017
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Supportive and Palliative Care
Indicators Tool (SPICT™)

The SPICT™ 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.

due to progressive cancer:

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. or on minimal effort betwee
speaking; little social interaction. Persistent hypoxia needing

Frequent falls; fractured femur.

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 difficulty

with swallowing.

Recurrent aspiration pneumonia;
breathless or respiratory failure.

Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

e

The person has had significant weight loss over the last few months, or remains underweight.
Persistent symptoms despite optimal treatment of underlying condition(s).

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

Heart/ vascular disease

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

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 or not starting dialysis.

Health PEI

One Island Health System

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

with breathlessness at ré Liver disease

Cirrhosis with one or more
complications in the past year:
« diuretic resistant ascites

long term oxygen therapy.

Has needed ventilation for
respiratory failure or

¢ hepatic encephalopathy
* hepatorenal syndrome
 bacterial peritonitis

¢ recurrent variceal bleeds

ventilation is contraindicated.

Other conditions

Liver transplant is not possible.

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

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.

= Record, communicate and coordinate the care plan.

srﬁw

= Plan ahead early if loss of decision-making capacity_is ﬁlfe_ly._ ]

April 2017
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Supportive and Palliative Care
Indicators Tool (SPICT™)

The SPICT™ 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.

nplanned hospital admission(s).

mance status is poor or deteriorating, with limited reversibility. (eg.
g stays in bed or in a chair for more than half the day.)

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

= The person’s cd gds more help and support.

= The person has had sig Bt weight loss over the last few months, or remains underweight.
= Persistent symptoms despite | treatment of underlying condition(s).

= The person (or family) asks for palliatt®
wishes to focus on quality of life.

e: chooses to reduce, stop or not have treatment; or

Look for clinical indicators of one or multipi.

Cancer

Functional ability deteriorating
due to progressive cancer.

“~limiting conditions.
Heart/ vascular disease

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

Kidney disease

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

Dementia/ frailty Kidney

Unable to dress, walk or eat
without help.

Eating and drinking less; evere, chronic lung disease;

with breathlessness at rest

Health PEI

One Island Health System

(www.spict.org.uk) for information and updates

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

Kidn failure complicating other life
limiting conditions or treatments.

Stopping or not starting dialysis.

difficulty with swallowing.

or on minimal effort between

. diuretic resistant ascites
exacerbations.

hepatic encephalopathy
hepatorenal syndrome
bacterial peritonitis
recurrent variceal bleeds

e social interaction. Persistent hypoxia needing

long term oxygen therapy.

quent falls; fractured femur.
Has needed ventilation for
respiratory failure or
ventilation is contraindicated.

Other conditions

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

Recurrent febrile episodes or

: Lo L . Liver transplant is not possible.
infections; aspiration pneumonia.

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

Speech problems with increasing
difficulty communicating

and/or progressive difficulty

with swallowing.

= 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.

Recurrent aspiration pneumonia;
breathless or respiratory failure.

Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

e L]

Record, communicate and coordinate the care plan.

Review current care and care planning.

= Plan ahead early if loss of decision-making capacity_is ﬁlfe_ly._ ]

April 2017
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Health

Supportive and Palliative Care
Indicators Tool (SPICT™)

The SPICT™ 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

Functional ability deteriorating
due to progressive cancer.

Too frail for cancer treatment or

treatment is for symptom control.

Dementia/ frailty

Unable to dress, walk or eat
ithout help.

ting and drinking less;
iculty with swallowing.

and faecal incontinence.

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.

Respiratory disease

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

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 or not starting dialysis.

Liver disease

Cirrhosis with one or more
complications in the past year:

to communicate by
; little social interaction.

falls; fractured femur.

Neurological disease

Progressive deterioration in
Physlcal and/or cognitive
unction despite optimal
therapy.

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.

exacerbations.

Persistent hypoxia needing
long term oxygen therapy.

jlation for
r
aindicated.

« diuretic resistant ascites
hepatic encephalopathy
hepatorenal syndrome
bacterial peritonitis
recurrent variceal bleeds

Liver transplant is not possible.

p

it risk of dying with other conditions or complications
ble; any treatment available will have a poor outcome.

1t care and care planning.

t treatment and medication to ensure the
es optimal care; minimise polypharmacy.

rral for specialist assessment if symptoms or
complex and difficult to manage.

nt and future care plan with the person and
upport family carers.

rly if loss of decision-making capacity is likely.
ﬁunicate and coordinate the care plan.

I ——
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Specific
Indicators of

Decline
DEMENTIA/
FRAILITY

Supportive and Palliative Care

Indicators Tool (SPICT™)

One Island Health System

The SPICT™ 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).

= The person’s carer needs more

Cancer

Functional ability deteriorating
due to progressive cancer.

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

= 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.

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.

Heart/ vascular disease

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

S §

Dementia/ frailty

help.

Eating and drinking less; difficulty
with swallowing.

Urinary and faecal incontinence.

little social interaction.

Frequent falls; fractured femur.

aspiration pneumonia.

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.

E

Unable to dress, walk or eat without

Not able to communicate by speaking;

able peripheral
se.

disease

ic lung disease;
5sness at rest
effort between
F
oxia needing
gen therapy.

entilation for
ure or
ontraindicated.

ions

Recurrent febrile episodes or infections; . . ) - S
- d at risk of dying with other conditions or complications

ersible; any treatment available will have a poor outcome.

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. #

Kidney disease

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

Kidney failure complicating
other life limiting conditions
or treatments.

Stopping or not starting dialysis.

Liver disease

Cirrhosis with one or more
complications in the past year:

diuretic resistant ascites
hepatic encephalopathy
hepatorenal syndrome
bacterial peritonitis
recurrent variceal bleeds

Liver transplant is not possible.

= Record, communicate and coordinate the care plan.

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

SF?M April 2017
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o How will you remind yourself this patient
has palliative needs and will need some
palliative tools?

* ﬁi @ OALLATVE (,%
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