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Education For Implementing End-of-Life Discussion
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The SUPPORT study
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Good Working lists for PC.
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Supportive and Palliative Care NHS
Indicators Tool (SPICT™) \-L:?h’.::

The SPICT™ is a guide to identifying people at risk of deteriorating health and dying.
Assess these people for unmet supportive and palliative care needs.

= 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.
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Supportive and Palliative Care Indicator Tool (SPICT-JP)
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