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ABSTRACT

Background: A palliative care approach (PCA), including advanced care planning (ACP), should
be considered for patients with limited life expectancy. The Belgian Palliative Care Indicators
Tool (Be-PICT) has been released to help identify patients who may benefit from such
approach. This study aimed at measuring 1-year mortality and describe the quality of life in
older inpatients, according to baseline Be-PICT results.

Methods: Prospective multicentre cohort study in older patients (> 75 years) admitted at
geriatrics and cardiology wards of four Belgian hospitals. The palliative profile was defined as
a positive Be-PICT.1, defined by the presence of its three criteria, i.e. a negative physician’s
answer to the surprise question ‘would you be surprised if this patient dies in the 6-12 next
months?, = 1 poor health indicator and > 1 life-limiting condition.

Results: Of the 379 patients (50% aged >85 years; 51% female), 52 (14%) presented a palliative
profile and 83 (23%) died within 1 year. Be-PICT.1 showed the following characteristics to
predict 1-year mortality: sensitivity 0.54, specificity 0.83, positive and negative predictive values
0.48 and 0.86, positive and negative likelihood ratios 3.22 and 0.55. The patients with
a palliative profile were at higher mortality risk (hazard ratio 4.79 p < 0.001) and 1-year
mortality rate (45%). Not using the SQ allowed to improve sensitivity to include a larger
number of patients who may benefit from ACP and PCA.

Conclusions: Be-PICT.1 is a simple case-finding tool to identify older inpatients being at high
mortality risk and candidates for ACP and PCA.

KEYWORDS

Prognosis; 1-year mortality;
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planning; palliative care

Background -
and focus groups (see Method). Face validity and

Identifying older people with multiple comorbidity at
risk of dying is important in order to adjust adequately
the intensity of the treatment in line with the patient’s
goals and preferences. Moreover, timely palliative care
can improve the quality of life and the satisfaction of
the patients and their relatives ['°]. However, progres-
sive medical illnesses have typically unpredictable
pathways [' . Discussion about end-of-life care and
patients’ wishes is therefore often delayed, and pallia-
tive care is often offered late in the course of, in parti-
cular, non-cancerous diseases [°°].

The Palliative Care Indicators Tool was designed
in Belgium (Be-PICT) to identify patients who are
candidates for palliative care and to expand access
to palliative care resources also to persons who are
suffering from non-cancerous diseases, in all set-
tings [10,11]. A second aim of the tool is to allocate
resources commensurate with the complexity of the
situation and needs. Be-PICT was built based on
a previous palliative tool, a palliative expert panel

usefulness were tested among a panel of physicians
from different disciplines, treating for patients suf-
fering from various pathologies. Correlation with
the palliative profile as defined by KCE, a semi-
governmental institution, and the Belgian social
security institution (INAMI-RIZIV) was also tested.
The Be-PICT ability to predict mortality has, how-
ever, not yet been prospectively tested in older
population. In addition to the essential concerns
about the quality of life, this prognostication
remains to be of high importance to guide end of
life-related medical decision-making [12].

The aim of this study was to assess the Be-PICT
accuracy for prediction of the 1-year mortality and
low quality of life among older patients =75 years
admitted to geriatric acute wards and cardiology
wards of four hospitals in Belgium. As mentioned, the
quality of life is a major concern of the palliative care
approach, placing it as an important patient-centered
outcome.
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Methods
Study design and patient population

This study is a secondary analysis based on a multi-
center prospective cohort conducted in the geriatric
and cardiology wards of four Belgian hospitals. These
medical departments were chosen as they frequently
care for older patients, some of them having limited
life expectancy. Indeed, the Belgian care program for
older patients recommends that the most frail of them
should preferably be admitted to a geriatric ward [13].
Moreover, cardiovascular disease is one of the most
prevalent comorbidities in older people and one of the
main reasons for hospital admission in this population,
making cardiologic wards an important place for hos-
pital admission of older patients [14]. Inclusion criteria
were age =75 years and admission to one of these
wards from January to July 2018. Patients were
excluded if they had very short hospital stay
(<2 days), were transferred from another department
more than 2 days after their hospital admission, were

2136 patients admitted to the wards

during the study period

dying at the time of admission, or if the physician did
not answer to the Be-PICT surprise question (Figure 1).
A patient could be included only once in this study.

Data collection

Standardized interviews were conducted with the
patients, using validated instruments. The baseline
functional status 2 weeks prior to admission in the
activities of daily living (ADL) was assessed using the
Katz index (scale of dependence: 6-24) [15] and the
Lawton index (scale of independence: 0-7) [16]. The
patient’s medical records were abstracted to collect
their socio-demographic data and comorbidities, and
to compute the Charlson Comorbidity Index (CCI) [17].

Endpoint variables

The main endpoint was the 1-year mortality. It was
ascertained by phone call to the patients and/or their
relatives. The secondary endpoint was the self-

A 4

634 patients not fullfilling the inclusion criteria :
414 : short length of stay (< 2 days)
160 : > 2 days on another ward
26 : dying on the moment of admission

34 : already in the study

v

1502 patients eligible

for the study

1002 patients not included :
933 : lack of researcher’s time

69 : no legal representative

A

500 patients receiving

the informed consent (IC)

42 patients refusing to sign IC

\ 4

79 physicians not answering the PICT surprise question

A

379 patients included
in the study

\4

A

368 patients

analysed

Figure 1. Flowchart of patient selection.

11 patients lost to follow-up




assessed health-related quality of life according to the
items of EQ-6D-3 L, an extension of the EQ-5D-3 L that
includes a cognitive dimension, at 1-year follow-up
among the 1-year survivors [18]. The other five dimen-
sions assess mobility, self-care, usual activities, pain
and discomfort, anxiety and depression. All are three-
level dimensions: no problems, some problems, and
extreme problems.

Palliative indicator care tool (PICT)

PICT [10] has been designed in Belgium during
a project launched by the National Public Health
Administration aimed at helping identify the
patients who might benefit from palliative care.
This Belgian PICT (Be-PICT) is based on general
indicators of poor health and clinical indicators of
life-liming conditions of the Supportive and
Palliative Care Indicators Tool (SPICT) [19], as well
as on the surprise question (SQ). Among the nota-
ble differences, Be-PICT contains more criteria
related to the patient frailty in the general indica-
tors. Dutch and French versions of the Be-PICT are
available on most of the websites of the Belgian
palliative care federations and at the weblink
given in reference 10. Be-PICT is originally consid-
ered positive in the presence of a negative answer
by the physician to the surprise question ‘would you
be surprised if this patient dies in the 6-12 next
months 7, at least two general indicator of patient’s
poor health, and at least one clinical indicator of
life-limiting condition (Be-PICT.2). A positive Be-PICT
indicates a palliative profile, i.e. the need for further
discussion of the goals of care and a palliative
approach with a patient or his/her relative.

As suggested by De Bock et al. for SPICT [20], we
also assessed a cut-off where at least one general
indicator of patient’s poor health was present (Be-
PICT.1). As the SPICT tool originally also included the
SQ in its tool but left it out in later versions (2015 and
after), we also studied prognostic values of Be-PICT.1
and Be-PICT.2 with and without adding the SQ as
a filter.

In the present paper, we have thus used two cut-off
values of Be-PICT, namely Be-PICT.2, which is the ori-
ginally designed tool, and Be-PICT.1; they both include
the SQ step. We have systematically mentioned when
Be-PICT was used without the SQ.

The surprise question (SQ) was addressed by the
researchers to the hospital physician in charge of the
patient. The researchers collected in the patient’s med-
ical record the presence of general indicators of
patient’s poor health and the clinical indicators of life-
limiting condition. They also assessed the palliative
care needs based one the Be-PICT general indicators,
and the health-related quality of life measured by EQ-
6D-3 L, asking the patient or their family to think about
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the situation 2 weeks before admittance. Researchers
were blinded to the treating physicians and nurses in
order to not influence the management of the patients
and the answer to the SQ.

Statistical analysis

The analysis was planned in the 379 patients with full
Be-PICT data, i.e. the physician’s answer to the surprise
question and the assessment of indicators of poor
health and of life-limiting conditions. The 11 patients
(2.9%) lost to follow-up were not analyzed, leaving 368
patients for the analyses.

Continuous variables were described using medians
and its interquartile range, whereas categorical vari-
ables were described using the number of percen-
tages. A Wilcoxon Rank test was used to compare
continuous data between two groups, and Pearson’s
Chi-Squared test, Pearson’s Chi-Squared test with
Yates continuity correction, or Fisher’s Exact test were
used to compare categorical variables between two
groups following the test validity requirement.

The Be-PICT prognostic value was assessed through
the evaluation of the following test characteristics:
sensitivity, specificity, c-statistics, predictive values,
and likelihood ratios. These characteristics were
assessed for both the Be-PICT.2 (original cut-off) and
Be-PICT.1, both with and without the use of the SQ.

A multivariable Cox’s proportional hazards regres-
sion was used to assess the association between the
two Be-PICT thresholds with 1-year mortality, adjusting
for the patient’s age, gender, as well as for the hospital
and the ward.

Statistical analyses were performed using
R statistical software version 4.0.2. A p-value <0.05
was considered statistically significant.

Ethics

The study was approved by all four local ethics com-
mittees (Belgian Registration number B67020
1734355). Informed consent was obtained from the
patient or legal representative in case of cognitive
impairment

Results
Population characteristics and 1-year mortality

Figure 1 details the inclusion process. The charac-
teristics of the 379 patients are summarized in
Table 1. Fifty percent of patients were aged
>85 years, 51.5% were female, and 90.2% were
community-dwelling. Two weeks before admission,
the median Katz score was of 8 [6; 11] (dependence
scale: 6-24), while EQ-6D identified many patients
with problems related to usual activities (67.5%),
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Table 1. Patient’s characteristics and 1-year mortality rate (n = 379)).

Total, n = 379 GU, n =190 CU,n=189
n (%) n (%) n (%)
or median [P5;P7s] or median [P,s5;Pys] or median [Py5;P7s] p-value
Socio-demographics
Female 195 (51.5) 113 (59.5) 82 (43.4) 0.002
Age, in years <0.001
75-79 74 (19.5) 18 (9.5) 56 (29.6)
80-84 117 (30.9) 64 (33.7) 53 (28.0)
85-89 116 (30.6) 62 (32.6) 54 (28.6)
>90 72 (19.0) 46 (24.2) 26 (13.8)
Patients admitted from 0.004
Home 342 (90.2) 162 (85.3) 180 (95.2)
Nursing home 27 (7.1) 21 (11.1) 6(3.2)
Short term stay 10 (2.6) 7 (3.7) 3(1.6)
Functional (2 weeks before admission)
ADL dependence: Katz score (8-24) 81[6; 11] 91[7;13] 7 [6; 9] <0.001
iADL independence (0-7) 3[1;5] 3[1;4] 5[3; 6] <0.001
EQ-6D-3 L
Mobility 0.06
no problem 143 (37.7) 62 (32.6) 81 (42.9)
some problems 223 (58.8) 119 (62.6) 104 (55.0)
unable 13 (3.4) 9 (4.7) 4(2.1)
Selfcare <0.001
no problem 192 (50.7) 66 (34.7) 126 (66.7)
some problems 145 (38.3) 90 (47.4) 55 (29.1)
unable 42 (11.1) 34 (17.9) 8 (4.2)
Usual activities <0.001
no problem 123 (32.5) 43 (22.6) 80 (42.3)
some problems 174 (45.9) 90 (47.4) 84 (44.4)
unable 82 (21.6) 57 (30) 25(13.2)
Pain 0.40
no 174 (45.9) 89 (46.8) 85 (45.0)
moderate 177 (46.7) 84 (44.2) 93 (49.2)
extreme 28 (7.4) 17 (8.9) 11 (5.8)
Anxiety or depression 0.10
no 237 (62.5) 112 (58.9) 125 (66.1)
moderate 124 (32.7) 65 (34.2) 59 (31.2)
extreme 18 (4.7) 13 (6.8) 5(2.6)
Cognitive 0.003
no problem 196 (51.7) 88 (46.3) 108 (57.1)
some problems 167 (44.1) 88 (46.3) 79 (41.8)
unable 16 (4.2) 14 (7.4) 2(1.1)
Comorbidity upon admission
Charlson comorbidity index 7 [5;9] 7 [5;9] 7 [5;8] 0.03
Vital status at 1 year 0.54
dead 83 (21.9) 46 (24.2) 37 (19.6)
alive 285 (75.2) 139 (73.2) 146 (77.2)
lost to follow-up 11 (2.9) 5(2.6) 6(3.2)

GU: geriatric units; CU: cardiology units
EQ-6D-3 L: EuroQol, 6 dimensions;

bADL: basic activities of daily life; iADL: instrumental activities of daily living

mobility (62.2%), pain (54.1%), selfcare (49.4%), cog-
nition (48.3%) and anxiety/depression (37.4%). Upon
admission, the median Charlson comorbidity index
was 7 [IQR: 5; 9]. Patients in cardiology units (CU),
as compared to those in geriatric units (GU), were
more often males, <80 years of age, community-
living, functionally independent and cognitively
well (Table 1). The overall 1-year mortality rate was
22.6% (n = 83/368), which was similar between CU
and GU (20.2% vs. 24.9%, p = 0.286).

Be-PICT criteria and palliative profile

To the surprise question (SQ), physicians answered ‘no,
I would not be surprised if this patient dies in the 612 next
months’ for 129 of the 379 patients (34.0%), a figure
similar in CU and GU (33.3% vs. 34.7%, p = 0.773).

These 129 patients, as compared to the 250 other
ones, were more often aged >80 years (88.4 vs. 76.4%;
p = 0.006) and nursing home residents (13.2 vs. 4.0%,
p < 0.001). They had higher median scores of functional
dependence (median Katz score: 8.5 vs. 7.0) and comor-
bidity (median CCl: 8.0 vs. 6.0) [21].

Of the seven general indicators of poor/deteriorat-
ing health, >2 general indicators were observed in 50%
of the patients (GU 58% vs. CU 42%, p = 0.002), while
>1 general indicator was present in 81% of the patients
(GU 85% vs. CU 76%, p = 0.03). Of the twenty-two
clinical indicators of life-limiting condition, at least
one indicator was present in 38% of the patients (GU
41% vs. CU 35%; p = 0.26).

According to Be-PICT.2 (original cut-off), the pallia-
tive profile was present in 9.5% of the patients and was
similar to the CU and GU (10% vs. 9%, p = 0.71). Using



Table 2. Be-PICT prognostic accuracy at usual threshold (Be-
PICT.2) and lower threshold (Be-PICT.1), using or not the
Surprise Question (SQ) (N = 368).

Total (N = 368)

Sensitivity [95%Cl]

Be-PICT.2 0.386 [0.281; 0.499]
Be-PICT.2 without SQ 0.542 [0.429; 0.652]
Be-PICT.1 0.542 [0.429; 0.652]
Be-PICT.1 without SQ 0.747 [0.640; 0.836]
Specificity [95%Cl]

Be-PICT.2 0.863 [0.818; 0.901]
Be-PICT.2 without SQ 0.688 [0.630; 0.741]
Be-PICT.1 0.832[0.783; 0.873]
Be-PICT.1 without SQ 0.533 [0.474; 0.592]
PPV [95%Cl]

Be-PICT.2 0.451 [0.332; 0.573]
Be-PICT.2 without SQ 0.336 [0.257; 0.422]
Be-PICT.1 0.484 [0.379; 0.590]
Be-PICT.1 without SQ 0.318 [0.253; 0.388]
NPV [95%Cl]

Be-PICT.2 0.828 [0.780; 0.869]
Be-PICT.2 without SQ 0.838 [0.784; 0.882]
Be-PICT.1 0.862 [0.815; 0.900]
Be-PICT.1 without SQ 0.879 [0.820; 0.923]
PLR [95%CI]

Be-PICT.2 2.82[1.89; 4.20]
Be-PICT.2 without SQ 1.74 [1.34; 2.26]
Be-PICT.1 3.22 [2.33; 4.46]
Be-PICT.1 without SQ 1.60 [1.34; 1.91]
NLR [95%Cl]

Be-PICT.2 0.71 [0.60; 0.85]
Be-PICT.2 without SQ 0.67 [0.52; 0.85]
Be-PICT.1 0.55 [0.43; 0.70]
Be-PICT.1 without SQ 0.47 [0.32; 0.70]

AUC [95%Cl]
Be-PICT.2

Be-PICT.2 without SQ
Be-PICT.1

Be-PICT.1 without SQ

0.624 [0.568; 0.681]
0.615 [0.555; 0.675]
0.687 [0.629; 0.745]
0.640 [0.584; 0.695]

95%Cl: 95% Confidence Interval; PPV: positive predictive value; NPV:
negative predictive value; PLR: positive likelihood ratio; NLR: negative
likelihood ratio; AUC: Area Under the Receiver Operating Characteristic
(ROC) curve

Be-PICT.1, the palliative profile was present in 14% of
the patients, and identical in CU and GU (14% vs. 14%,
p = 0.98). The palliative profile was, respectively, pre-
sent in 27% (Be-PICT.2) and 36% (Be-PICT.1) of the
patients when the SQ was not used.

Prognostic accuracy of Be-PICT and variants

Table 2 shows the characteristics of Be-PICT at different
threshold (Be-PICT.1 and Be-PICT.2), with and without
the use of the SQ. These characteristics include sensi-
tivity, specificity, positive and negative predictive
values (PPV and NPV), positive and negative likelihood
ratios (PLR and NLR).

The original Be-PICT, i.e. Be-PICT.2 that use the SQ,
showed high specificity (0.86) but low sensitivity (0.39),
associated with moderate PPV (0.45) and high NPV
(0.83). Its informative value was moderate for
a positive test (PLR 2.8) and weak for a negative test
(NLR 0.7). The Be-PICT.2 c-statistic was 0.62 [95%Cl:
0.57:0.68].

Using a lower threshold, i.e. Be-PICT.1, showed
a similar high specificity (0.83) but a better sensitivity
(0.54) as compared to Be-PICT.2, associated with low
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PPV (0.48) and high NPV (0.86). Its informative value
was also moderate for a positive test (PLR 3.2) and low
for a negative test (NLR 0.55). The Be-PICT.1 c-statistic
was 0.69 [95%Cl: 0.63:0.74].

As shown in Table 2, if the surprise question (SQ) is
not used, specificity decreases and sensitivity increases
for both threshold of Be-PICT, leading to similar NPV
and NLR and lower PPV and PLR.

Endpoints at 1 year

Survival was significantly lower (p < 0.001) in patients
positive for Be-PICT.1 (Figure 2(a)) or for Be-PICT.2
(Figure 2(b)), as compared to patients with a negative
test. The use of the SQ provided higher hazard ratios
for both Be-PICT.2 and Be-PICT.1 than when not using
it (Table 3). Be-PICT.1 that use the SQ showed the best
discrimination following area under the receiver oper-
ating characteristics (ROC) curves. In multivariable ana-
lysis adjusted for age, gender, medical unit and
hospital, positive Be-PICT.2 and Be-PICT.1 were, respec-
tively, associated with mortality with an hazard ratio of
3.55 [95%Cl: 2.22; 5.67] (p < 0.001) and 4.79 [95%Cl:
3.01;7.63] (p < 0.001) (Table 3).

Table 4 summarises the items of EQ-6D-3 L 1-year
after discharge among the survivors, based on the Be-
PICT. Patients identified as ‘palliative’ were more likely
to have poor 1-year EQ-6D-3 L indicators than those
not identified by Be-PICT that did not use the SQ.

Discussion
Main findings

In this cohort of patients admitted to acute geriatric
and cardiology wards, using Be-PICT.1 allowed to iden-
tify older people with about 5-fold increase in hazard
of death within 1 year after their hospital stay. Be-PICT.
2 allowed to improve slightly specificity while not
using the SQ allowed a higher sensitivity. For patients
alive at 12-month follow-up, using Be-PICT.1 without
SQ could highlight important quality of life concerns
that should be taken into account for further
evaluation.

Comparison with other studies and potential
explanation

In a recent review, El Mokhallalati et al. identified five
tools to identify patients with poor prognosis (12-
month mortality) in primary care that can be used in
the hospital setting [22]. One of these tools, i.e. the
Surprise Question (SQ), is used as part of some the
other screening tools: the double SQ, the GSF PIG
and the NECPAL. Overall, these tools showed a high
NPV, while sensitivity and specificity varied widely,
depending on population characteristics. In our
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Figure 2. Kaplan—Meier survival curve according to Be-PICT.1 (Figure 2A) and to Be-PICT.2 (Figure 2B).

Table 3. Be-PICT at usual threshold (Be-PICT.2) and lower
threshold (Be-PICT.1), using or not the Surprise Question
(SQ), and 1-year mortality in multivariable Cox regression*
(N = 362; without missing values for death date).

HR (95%Cl) p-value
Be-PICT.2 3.55 (2.22; 5.67) <0.001
Be-PICT.2 without SQ 241 (1.52; 3.84) <0.001
Be-PICT.1 4.79 (3.01; 7.63) <0.001
Be-PICT.1 without SQ 3.20 (1.87; 5.50) <0.001

* the model was adjusted for age, gender, hospital and ward.
SQ: Surprise Question; HR: Hazard Ratio; 95%Cl: 95% Confidence Interval

study, Be-PICT had similar accuracy than those pre-
viously reported for SPICT and NECPAL when used in
the hospital setting [22,23], except for the sensitivity,
which is lower in our study. Be-PICT was designed with
the SQ filter to increase the specificity of the tool, but
at the expense of sensitivity; if the aim is to offer
a palliative approach to more people, without using
the SQ with Be-PICT may improve its sensitivity. Note
that the SQ was originally included in the SPICT, after
being removed from more recent versions. Both SPICT
and NECPAL have the best evidence of validity in
multiple clinical settings and diseases [24]. Few other
tools were in fact studied for mortality prognostication
in a heterogeneous hospitalized older population

[25,26]: they mainly focussed on the frailty concept,
sometimes through an extensive evaluation. Studies
have shown that predicting mortality in non-cancer
diseases may be less easier than for cancer ones [27].
The added value of the Be-PICT is that it questions also
general indicators of deterioration, often complains
and unmet needs of patients and/or their relatives;
this could be a ‘hook’ to introduce discussion about
end-of-life care. In our study, Be-PICT highlighted some
important quality life concerns. These quality life issues
were, however, highly prevalent; this raises the ques-
tion of a more extensive evaluation of hospitalized
older people, even in Be-PICT negative patients.
These qualitive of life concerns are usual point of care
for geriatric teams.

Be-PICT aims to objectively screen for patients at
risk of dying or low quality of life and to initiate dis-
cussion about end-of-life concerns. Specificity and
negative predictive value were high in our study, like
the above-mentioned tools, to allow early discussion
about wishes, but also to prompt a more holistic needs
assessment without waiting last days or weeks of life.
Be-PICT.1 has shown the best discrimination ability;
when used without the SQ, sensitivity of Be-PICT.1



ACTA CLINICA BELGICA e 7

Table 4. Quality of life domains in the 280° patients alive at 1 year, with EQ-6D-3 L follow-up, according to the baseline Be-PICT at
usual threshold (Be-PICT.2) and lower threshold (Be-PICT.1), using or not the Surprise Question (SQ).

Be-PICT.1 With the Surprise Question

Without the Surprise Question

EQ-6D-3 L problems Negative Be-PICT.1 Positive Be-PICT.1

(n = 242), n (%) (n =38), n (%)

Mobility 148 (61) 28 (74)
Self-care 151 (62) 32 (84)
Activities 190 (79) 32 (84)
Pain 131 (54)* 23 (61)
Anxiety or depression 77 (32)* 12 (32)
Cognition 79 (33)** 13 (34)
Be-PICT.2 With the Surprise Question

EQ-6D-3 L problems Negative Be-PICT.2

(n = 257), n (%)

Positive Be-PICT.2
(n=23), n (%)

Mobility 158 (62) 18 (78)
Self-care 164 (64) 19 (83)
Activities 203 (79) 19 (83)
Pain 140 (55)* 14 (61)
Anxiety or depression 83 (32)* 6 (26)
Cognition 85 (33)** 7 (30)

p-value Negative Be-PICT.1 Positive Be-PICT.1 p-value
(n = 205), n (%) (n =75), n (%)
0.14 118 (58) 58 (77) <0.01
<0.01 121 (59) 62 (83) <0.001
0.42 155 (76) 67 (89) 0.012
0.48 107 (53)* 47 (63) 0.13
0.96 66 (32)* 23 (31) 0.79
0.88 66 (32)** 26 (35) 0.74
Without the Surprise Question
p-value Negative Be-PICT.2 Positive Be-PICT.2 p-value
(n =227), n (%) (n =53), n (%)
0.1 131 (58) 45 (85) <0.001
0.07 139 (61) 44 (83) <0.01
0.68 174 (77) 48 (91) 0.02
0.57 119 (53)* 35 (66) 0.08
0.53 74 (33)* 15 (28) 0.53
0.78 74 (33)** 18 (34) 0.88

* 1 lacking data **2 lacking data ° 5 patients alive with all EQ 6D3L lacking data

increases, with an acceptable negative likelihood ratio,
allowing the discussion to be extended to a larger
patients panel. Be-PICT should, however, not be used
for treatment limitation decision, without further eva-
luation and discussion with the patient and/or his/her
relative. Prognosis is essential to inform clinical deci-
sion-making and discussion with the patients [12,28],
but treatment limitation decision can also be made
without considering life expectancy: patient may
request for supportive and palliative care or treatment
withdrawal, as mentioned in the general indicators
section of the Be-PICT. It is, however, interesting to
note that proactive demand for palliative care was
hardly ever mentioned in our study. This may be
related to the lack of knowledge and misconception
about what is actually a palliative approach, pushing it
to the very end of life.

Clinical implications

The aim of palliative care is to improve the quality
of life of patients suffering from life-threatening ill-
ness, as well as their relatives. Belgian legislation
describes palliative care (Law 21.07.2014) as: "the
whole of the care provided to a patient who is in
the advanced or terminal stages of a serious, pro-
gressive and life-threatening disease, regardless of
his.her life expectancy”. The law stipulates that any
patient in these conditions has the right to pallia-
tive care, in which “A multidisciplinary package of
care is guaranteed to support these patients at the
physical, psychological, social, moral, existential and,
where appropriate, spiritual levels. Palliative care
offers the patient and his.her relatives the best
possible quality of life and maximum indepen-
dence”. The palliative approach does not necessarily
exclude disease-specific treatments: care is adapted
to the needs of the patient, during complications,
as well as improvements, until death. Typically, the

palliative care approach includes a concerted dis-
cussion between the patient, his/her relatives and
the care providers about the patient’s wishes and
goals of care, including medical treatment: this pro-
cess is known as advanced care planning. Be-PICT is
the official tool mentioned in the Royal Decree
(21.10.2018), establishing the criteria for identifying
a palliative patient. The main objective of the Be-
PICT is to extend the definition of a “palliative
patient” to not terminally ill and non-cancerous
conditions, in order to assess their wishes, their
needs and allocate resources in proportion to the
complexity of the situation. To this end, the clini-
cians will prefer a screening tool with a good sensi-
tivity, even if low specificity means identifying
patients who will not die within a year; the cost of
false positive from this screening is minimal as it
“only” encourages Advanced Care Planning discus-
sion in seriously ill patients and assessment of their
specific needs. On the other hand, too low specifi-
city could expose to a “Goldilocks phenomenon” or
pseudo-participation, as the choices made do not
reflect those that would be desired when faced with
the end of life [29,30]. The original Be-PICT, i.e. Be-
PICT.2 that use the SQ, do not offer the best com-
promise between sensitivity and specificity. The
authors recommend using a lower threshold, i.e. Be-
PICT.1. In addition, the authors believe that it is
appropriate not to use the SQ filter for the reasons
mentioned above, when it comes to questioning
wishes, goal of care and unmet care needs. This
screening is a starting point for a discussion that
involve regular reassessment, especially when
patients’ medical conditions change. Combining
clinical estimate assessed by the SQ improves spe-
cificity, which is a parameter to be considered when
resources and costs are at stake in a public health
context. The consequent reduction in sensitivity,
however, exposes to the risk of excluding patients
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who could have benefited from a review of their
goal of care and needs that would ideally take place
in an usual practice.

Strengths and limits

Our prospective multicenter study included consecu-
tive patients is the first, to the best of our knowledge,
to assess the predictive ability of the Be-PICT to predict
1-year mortality after a GU or CU admission. Despite
the design, inclusion rate was only one third, and we
cannot exclude a selection bias. Our inclusion criteria
may have excluded the most sickest and fittest OP,
explaining the lack of discrimination of the tool.
Moreover, Be-PICT was designed to early detect
patients with palliative care needs. Therefore, mortality
was probably not a sufficient outcome to take into
account. Future research should include prognostica-
tion of adverse outcomes that may hamper quality of
life, such as distressing symptoms.

Conclusions

Be-PICT is a simple and useful case-finding tool to
identify older inpatients being at high mortality risk.
This tool could be used to initiate discussion about
end-of-life care and, moreover, to prompt comprehen-
sive evaluation of OP specific needs.
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