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a b s t r a c t 

Objectives: Intermediate care centres (ICCs) exist in the UK to bridge between acute hospital and home for those with rehabilitation needs. A national study shows 

25% of ICC in-patients died within a year of admission. High quality end-of-life care includes early conversations with a person and their loved ones about what 

matters to them; timely identification of those who are likely to be nearing the end of their life is key. 

Methods: This retrospective quantitative review of 98 patient notes reviewed deaths in one NHS trust, comparing 50 deaths in the acute hospital and 48 in the 

ICC. Data included frailty score, previous hospital admissions, specialist palliative input and conversations between professionals, patients and their loved ones. 

Supportive and Palliative Care Indicators Tool (SPICT) scores were used to identify those likely to have a poor prognosis. 

Results: Results showed statistically significant differences between the groups. The ICC cohort were older with higher clinical frailty scores. They were less likely 

to have previous hospital admissions but more likely to have poor prognostic features on final admission. Despite this, the possibility of deterioration was discussed 

them less frequently than the acute hospital cohort, and fewer saw the Palliative care team. 

Conclusion: This data suggests support is needed in ICCs to recognise those likely to be nearing end-of-life. One challenge is patients are more likely to be seen 

as ‘well’ in a rehabilitation focused environment. This paper suggests a ‘proactive approach’ trial using SPICT for ongoing assessment of ICC in-patients supporting 

identification of a deteriorating person and avoid missed opportunities for key conversations. 
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Delivering high quality end-of-life care includes early conversations

ith a person and their loved ones about what matters most to them, so

heir wishes remain central in decision making. 1 This requires honest

iscussions about the possibility of dying, to enable future planning

nd avoidance of unnecessary or unwanted interventions. 2 , 3 Ideally,

hese conversations would be ongoing between all individuals and their

ealthcare teams. However, this is challenging in a resource limited

HS when people often see a wide range of professionals, for short

ppointments. 

It is important to identify those who are likely to be nearing the

nd of their life and would benefit from this conversation in a timely

anner. 4 As the population ages and more treatments become available

or many long-term health conditions, people are living with higher

isease burden for longer, perhaps with fewer immediate family nearby

ble to provide informal care and support. Among other initiatives,

his has led to the development of intermediate care centres (ICC)

or rehabilitation. These provide a step between hospital and home,

nabling therapy team input and planning for future care needs. 5 , 6 A

ational study of over 76,000 people admitted to an ICC showed 25%

ied within a year of admission, highlighting the need to integrate

nd-of-life care planning alongside rehabilitation in this cohort. 7 This
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ompares to a mortality of 38% following admission to an acute

eriatric ward. 8 There are a number of tools to aid prognostication 9–13 ;

nd although these all provide evidence-based guidance as to when

 person is likely to be in the last months of life, there is no clear

uidance as to who should be carrying out these scores, how often and

n which environment. Despite increasing recognition of poor prognoses

xhibited by ICC in-patients 7 there has been little examination of the

redictability of deterioration in this cohort ( Fig. 1 ). 

This study examined the last year of life of people who died in one

HS Foundation Trust ICC and acute hospital, with the aim of identify-

ng factors that could highlight inpatients more likely to be in the last

onths of life. The Supportive and Palliative Care Indicators Tool

SPICT) was chosen as the tool for this paper as it is validated specifically

or older people admitted acutely. (Appendix 1) 14 It contains several

riteria, including disease specific factors as well as markers of general

eterioration. 12 If a person meets two or more of these criteria, they are

ikely to have a prognosis of 12 months or less, and in this paper classed

s ‘SPICT positive’ (Fig. 2 ). 

ethods 
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Fig. 1. Mean clinical frailty score: Of all people ( n = 98) was 

4.5 (1–8). Mean ICC patient score was 4.8 (1–7) compared to 

hospital score of 4.3 (2–8). 

Fig. 2. Mean length of final admission: 26.4 days (0–116) 

overall. ICC people had a mean stay of 45.8 days (7–

116) with hospital stays averaging 7.84 days (0–52). 96% 

(48/50) of hospital people died within 28 days compared 

to 33% of ICC people (16/48). 
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ative review of patient records in one NHS trust. All patients who died

ere selected in a consecutive, retrospective order from 31 April 2020

o get a sample size of 50 from the acute trust. To get a similar sam-

le size of 48 people in the ICC, data collected spanned from July 2017

o April 2020. All patients who died in the ICC were admitted via the

cute hospital and transferred during their stay. COVID positive dece-

ents were excluded from the study but all ages were included. Mem-

ers of the trust specialist palliative care team reviewed the admission

otes and electronic patient record, collecting data pertaining to their

ast year of life. This included age at death, number of hospital admis-

ions in last year, length of admission, palliative care review and details

f communication between health professionals and families. A clinical

railty score (CFS) 15 based on level of function at last admission was

alculated retrospectively from the notes. Each person was assigned a

ecile of multiple deprivation based on their home postcode. 16 A retro-

pective SPICT score was calculated on all admissions from the patient

otes, with patients labelled as positive or negative. 17 

esults 

Characteristic Data P value 

1 Age of death in years (mean) Hospital 80.4 

(35–98) 

T-test: 0.00017 

ICC 87.5 (62–98) 

2 Clinical Frailty Score (mean) Hospital 4.3 (2–8) T-test: 0.07 

ICC 4.8 (1–7) 

3 Index of deprivation (mean) Hospital 7.3 (2–10) T-test: 0.002 

ICC 5.8 (1–10) 

4 % SPICT positive at final 

admission 

Hospital 48 % 

(24/50) 

Chi2 : 0.0014 

ICC 79 % (38/48) 

5 Length of stay for final admission 

in days (mean) 

Hospital 7.8 (0–52) T-test: 2.8 

ICC 45.8 (7–116) 

6 Number of admissions in last year 

of life (mean) 

Hospital 1.02 (0–5) T-test: 0.02 

ICC 0.54 (0–3) 

7 Poor prognosis discussed with 

person 

Hospital 24% 

(12/50) 

Chi2 : 0.005 

ICC 4% (2/48) 

( continued on next page )
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Characteristic Data P value 

8 Poor prognosis discussed with 

family 

Hospital 76% 

(38/50) 

Chi2 : 0.37 

ICC 83% (40/48) 

9 Specialist Palliative Care Team 

Review 

Hospital 42% 

(21/50) 

Chi2 : 0.006 

ICC 17% (8/48) 

10 % SPICT positive at final 

admission when only admission 

of the year 

Hospital 23% (7/31) Chi2 : 0.0001 

ICC 77% (24/31) 

Focusing on those who died in the ICC with preceding admissions,

6% (12/14) were ‘SPICT positive’ on a previous admission. This was

 mean of 141 (38–266) days prior to death. In this time a mean of 36

11–109) investigations were carried out ( Figs. 3 and 4 ). 

iscussion 

Over half a million people die in UK hospitals annually. 18 Recognis-

ng the dying person is important to involve them and their family in

eveloping an individual care plan, including place of death and spiri-

ual needs. 19 The Leadership Alliance for Care of Dying people produced

uidance for providing high quality care at the end of life. 2 It sets out

riorities of care, the first being ‘this possibility (of dying) is recognised

nd communicated clearly, decisions made and actions taken in accor-

ance with the person’s needs and wishes’. There is an ongoing con-

ersation around the challenge of recognising dying, the importance of

ommunicating uncertainty and potential tools that can aid this. 20 It is

ell documented that number of hospital admissions increase as people

ear the end of life and this is often used as a measure to identify such

eople. 7 However, this paper suggests this does not translate to people

dmitted to an ICC for rehabilitation; the majority of whom (71%) had

o prior admissions that year ( Fig. 5 ). 

ICCs for rehabilitation were designed to support people to increase

heir independence and rebuild strength following acute illness, fall or

peration. The treating team usually comprises physiotherapists, occu-

ational therapists, speech and language therapists, doctors and nurses
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Fig. 3. Number of admissions in last year of life: 60% 

(59/98) of all people had no previous admissions in the 

year before death; 71% (34/48) of ICC people compared 

to 50% (25/50) hospital people. 17% (17/98) of all people 

had one previous admission in the year before death; 13% 

(6/48) of ICC people compared to 22% (11/50) hospital 

people. 20% (20/98) of all people had two or three previ- 

ous admissions in the year before death respectively; 16% 

(8/48) of ICC people compared to 24% (12/50) hospital 

people. None had four previous admissions and 2% (2/98) 

of all people had five previous admissions; both dying in 

the acute hospital at 4% (2/50). 

Fig. 4. SPICT positive on only admission of the year. Of people who died during 

their only admission of the year ( n = 59), 53% (31/59) were ‘SPICT positive’ 

on admission; 77% (24/31) died in the ICC and 23% (7/31) died in the acute 

hospital. 
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ith the admission criteria reflecting an expectation of ‘rehabilitation

otential’. 21 As such, people in ICCs are more likely to have been pre-

iously well with minimal contact with healthcare professionals before

uffering a sudden event, such as a stroke or fracture, resulting in a sig-

ificantly reduced function. This study showed people who died in ICC

ore commonly had no prior hospital admissions in the previous year,

ere a mean of 7 years older and had an additional 38 days of admis-

ion compared to the acute hospital cohort. While the mean CFS was

arginally higher in the ICC patient group at 4.8 compared to 4.3, this

id not meet statistical significance. The range of CFS was lower within

he ICC group (1–7 vs 2–8) which is explained by a higher group of peo-

le sitting in the ‘middle range’ rather the greater spread in hospital peo-

le. The ICC group also fell into more deprived groups than the hospital

roup with lower mean Index of Multiple Deprivation Decile. Depriva-

ion within healthcare is complex and beyond the scope of this paper

o examine in detail. However, this data may suggest those less able to

ccess appropriate housing environments, additional therapy support or

lternative care arrangements to support earlier discharge may be trans-

erred to an ICC rather than their domiciliary residence. 

This data highlights a number of differences between those that re-

ain in the acute hospital and those transferred to an ICC for ongoing
3

are. Although the cohort is older with higher frailty scores, they may be

ore likely to be seen as ‘well’ with fewer previous hospital admissions.

n combination with transfer to a centre focused on rehabilitation and

onger stays it can be challenging to identify those in ICCs with a poor

rognosis. However, failing to do so makes it more likely the person’s

ishes for their end of life are not known and has a significant effect on

he bereavement process for loved ones. 22 

In this study, the SPICT was used as an evidence-based method of

dentifying people with a poor prognosis who would therefore bene-

t from having a conversation with their healthcare professionals and

oved ones about what matters to them. 12 SPICT was the chosen tool

n this paper for several reasons. Firstly, it is designed to be used by

 multidisciplinary healthcare team (MDT) alongside their clinical

nowledge, which is particularly relevant in settings such as ICC. Peo-

le are receiving input from numerous professionals, enabling a more

ersonal and holistic picture which may improve scoring accuracy. Sec-

ndly, SPICT scores can also change over time as performance status

hanges, disease progresses, or treatments are stopped or reduced. This

ynamic way of assessing people with longer admissions than those on

n acute ward is another benefit for ICC use. Finally, it can be easily

ompleted by all members of the MDT with the score easily interpreted

nd communicated via a common language. This is critical when con-

idering future sustainable interventions. 

Despite the ICC group having fewer previous hospital admissions, the

ata from this study suggests this was not because they had better prog-

ostic markers. Most people who died in ICC were SPICT positive in all

easured categories; on final admission (79%), on previous admissions

86%) and in the group whom died during only admission of the year

77%). The difference is the focus of care in the setting, ICCs are tra-

itionally focused on therapy and rehab which can make it challenging

o identify those at risk of deterioration and ensure ongoing review of

heir condition. As such, it can be difficult to recognise those with poor

rognosis and ensure they have open conversations about what matters

o them. 

This paper shows a statistically significant difference between pa-

ient groups in the two settings. Almost a third (31%) more ICC people

ere SPICT positive (79% vs 48%) than the hospital group on admission

or illness episode. However, they were much less likely to have conver-
Fig. 5. Discussions with patients and family: 14% (14/98) of 

all people had their poor prognosis discussed with them dur- 

ing their final admission; 24% (12/50) of hospital people and 

4% (2/48) of ICC people. 80% (78/98) of all people had their 

poor prognosis discussed with their family during their final 

admission; 76% (38/50) of hospital people and 83% (40/48) 

of ICC people. 
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ations around end of life and less likely to have specialist palliative

are team involvement, despite equal access to support. This suggests it

ay be more challenging for the teams to recognise the deterioration of

atients in ICCs. It is possible dying was recognised and managed well

ithout additional support, or that the deaths were different and more

udden in nature. Data regarding specific cause of death, resuscitation

fforts and prescription of end-of-life medications were not measured

iven the focus of the paper remains on communication of the poor prog-

osis rather than management of the dying person. However, our data

as shown communication was done less well than national standard.

 routinely used tool may be beneficial in supporting the recognition of

eteriorating people and this paper has shown the ICC population were

ore easily recognisable to be people with a poor prognosis had the

PICT been used on admission. 

Introducing an evidence-based tool such as SPICT into ICCs only

ives useful information when used properly. It must be carried out by

he right professional, on the right patient at the right time, with a clear

utcome depending on the score. This paper proposes SPICT should be

ntroduced to routine care in ICC as an innovative approach to iden-

ify those who are less likely to achieve rehabilitation goals and more

ikely to have a poor prognosis. SPICT scores should be routinely docu-

ented as part of admission, to provide a baseline, with ongoing weekly

eviews to highlight people who are rapidly deteriorating. Scores over

wo should act as a trigger for the healthcare team to have ‘What Mat-

ers to You’ conversations. These are tailored conversations to gain a

eeper understanding of an individual and establish what is important

o them in their life and what brings them meaning. This information

hen guides decisions about their healthcare to ensure these align and

esult in optimal outcomes for patients and their loved ones. One im-

ortant element in a time and resource limited NHS is the question of

hich staff members are responsible for calculating the score and having

he subsequent conversation. The SPICT score is designed to be carried

ut by any member of the healthcare team so this role can be tailored

o local needs. Discussion of SPICT scores should be embedded as part

f board rounds and ICC MDT. Once the score is measured and docu-

ented, it must be acted on. A score of two or above means a patient

as an expected prognosis of 12 months or less and an increasing score

ndicates this deterioration may be more rapid. It is important all mem-

ers of the team understand this and it is appropriately communicated

o the patient and their loved ones. Those with scores increasing quickly

uring admission should highlight those most likely to continue to dete-

iorate and need prioritisation for these conversations. The focus should

emain on the conversation itself rather than the job role of the person

oing it; depending on the skill mix and experience of staff working on

he ward this could be a number of different members of the MDT. 

Data from this paper shows conversations discussing poor prognosis

or those cared for in ICCS were had with family/next of kin for 83%

40/48) of decedents; contrasting only 4% (2/48) of people who died

n the ICC having their poor prognosis discussed with them during their

nal admission. This figure was statistically significantly reduced com-

ared to the 24% of conversations in the acute trust, which aligns with

ational audit data showing 27% of patients had their prognosis dis-

ussed with them. 18 It could be inferred this is because the patients in

he ICC did not have capacity to have the conversation and therefore the

eam were unable to discuss directly with them. Specific data on mental

apacity was not collected as part of this study; however, admission to

 rehabilitation unit is reliant on the person having the cognitive abil-

ty to engage with the team and the rehab process, therefore one could

ssume that people did initially have capacity and poor prognosis was

nly recognised and communicated once the person had significantly

eteriorated and was close to death, unable to have this conversation. 

The data in this paper highlights the need for additional support in

dentifying people who are deteriorating in rehabilitation centres and

alking to them and their loved ones. Introduction of a regular score that

an be completed by all members of the MDT should act as a trigger for

his. 
g  

4

As well as communicating the score with the MDT, the individual

nd their loved ones, it is also important to consider what happens once

he person is discharged. Although this study looked retrospectively at

 group of people who died in an ICC and calculated their SPICT scores,

ot all people ‘SPICT positive’ on admission would be expected to die

uring an inpatient stay. This paper recommends the treating team com-

unicates directly with the patient’s GP as well as the community pal-

iative care team about those identified. In line with the latest ‘Am-

itions for End-of-Life Care’ 3 looking ahead, electronic systems, such

s Electronic Palliative Care Coordination systems (EPaCCS) and inte-

rated care records, are increasingly the solution. It is also likely that

ome SPICT positive people are already known to their GP. It would be

elpful to consider how poor prognosis is shared between primary and

econdary care, although this is beyond the scope of this paper. 

There are limitations to this study. Data was only collected from peo-

le who died and it may be there were an equal or greater number of

PICT positive people who survived. However, it is important to note

ata shows 25% of people admitted to an ICC died within a year. 7 As

uch, this conversation remains important and the fact their poor prog-

osis will be identified in a systematic way can only be a positive. Sec-

ndly, there were a relatively lower number of deaths in ICC compared

o the acute hospital and so to collect an equal data set of 50 people, 3

ears of data was required. This may limit the comparison and general-

sability of results. However, ICC admission criteria remained the same

uring this time period. Previous admission data was collected prior to

he reorganisation due to the COVID-19 pandemic so the impact is less

ikely to be noticeable. Nevertheless, the results still showed statistical

ignificance. Finally, SPICT and CFS were calculated from retrospective

eview of the notes by clinicians who were not involved in the patient

are. Although this eliminates user-variation bias, it does not allow for

ore nuanced signs of frailty or deterioration which may have been

resent. It also relies on the accuracy of documented information or

onversations, which may not be fully reflective of events. 

Perhaps, best practice would be to have ‘What Matters To You’ con-

ersations with all people admitted to hospital and so doing a SPICT

core only adds a layer of work and confusion. This may be gold stan-

ard for some; however, it is unrealistic in the context of limited time,

esources and staffing within the NHS. Currently, these conversations

re not happening with sufficient frequency, highlighted by the data in

his paper showing only 14% of people who died across the acute hos-

ital and ICC had their deterioration discussed with them; this is lower

han the national standard of a (still low) 27%. As such, setting this as

 goal would be unachievable and therefore unlikely to change current

linical practice. Although it is important to elicit end-of-life care wishes

or all people, it is best to focus a limited resource at those most likely

o benefit. This data also suggests that although they are more likely to

e SPICT positive, those in ICCs are currently less likely to have these

onversations or be seen by the specialist palliative care team and so

ould benefit most from the intervention. Additionally, those admitted

o the ICC are often admitted in a more stable condition and have longer

tays, giving time to develop relationships and have more meaningful

onversations. By focusing on those who are SPICT positive and utilising

he support of a skilled team it is a more realistic place to start to make a

eaningful and measurable impact before considering extending to the

cute hospital. 

onclusion 

This paper suggests a significant proportion of people being cared for

n a rehabilitative ICC are at risk of deterioration and death despite the

im being rehabilitation and clinical improvement. This deterioration

eems to recognised in a less timely manner compared to the acute hos-

ital with less specialist palliative intervention. With the recognition

hat further work should be done to ensure timely communication of

oor prognosis between primary and secondary care, the authors sug-

est a trial of a proactive approach using the SPICT tool for ongoing
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ssessment of people in ICCs to support identification of a deteriorat-

ng person and avoid missed opportunities for key conversations and

ctions. 

Key messages 

What is already known about the topic? 

• It is important to identify those nearing end of life to have 
conversations about their wishes and goals of care. 

• 25% of people admitted to an intermediate care setting died 
within a year of admission. 

• Supportive and Palliative Care Indicators Tool (SPICT) is an 
evidence-based tool for identifying those likely to have a poor 
prognosis. 

What this paper adds 

• Statistically significant data showing people who die in an in- 
termediate care setting are less likely to have previous admis- 
sions than those in acute hospital but more likely to meet cri- 
teria for poor prognosis. 

• The same cohort are less likely to have their poor prognosis 
discussed with them or a referral to the Specialist Palliative 
Care team. 

Implications for practice, research or policy 

• Highlights difference in care received by people depending on 
whether they are cared for in an acute hospital or intermediate 
care setting. 

• Recommendation to address this by introducing regular use of 
SPICT tool in intermediate care centres as a trigger to identify 
deteriorating patients and start important conversations about 
their wishes. 
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