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ABSTRACT Home-based Palliative Care services specialized in the treatment of cancer patients aim to
identify and control physical, psychosocial, and spiritual symptoms at home. Some challenges encountered
are the complexity of symptoms, reduced survival of patients with advanced cancer, and limitations of the
health care system. To stratify the priority of care for patients with advanced cancer in home Palliative
Care, a risk classification protocol was developed. This article is an experience report on the process of
creating a risk classification protocol for patients with advanced cancer treated at a home Palliative Care
service in Rio de Janeiro. The initial stage involved meetings of the home care team at an oncology hospital
and structured searches in the literature. Afterwards, the clinical situations of more complex manage-
ment at home were listed and named as warning signs and symptoms: pain, shortness of breath, nausea/
vomiting, bleeding, and acute mental confusion. An assessment and triage protocol was developed with
five categories/colors to determine the priority of patient care. The developed triage system has easy ap-
plicability and requires a brief training of the health professional so that it can be used during home visits.
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RESUMO Os servigos de Cuidados Paliativos Domiciliares especializados no tratamento de pacientes onco-
[6gicos tém como objetivo identificar e controlar sintomas fisicos, psicossociais e espirituais em domicilio.
Alguns desafios encontrados sdo a complexidade de sintomas, a sobrevida reduzida dos pacientes com cdncer
avangado e limitagdes do sistema de satide. Para estratificar a prioridade de atendimento dos pacientes com
cdncer avangado em Cuidados Paliativos Domiciliares, foi elaborado um protocolo de classificacdo de risco.
Este artigo é um relato de experiéncia sobre o processo de elaborag¢do de um protocolo de classificagdo de risco
para pacientes com cdncer avancado atendidos em um servico de Cuidados Paliativos Domiciliares no Rio de
Janeiro. A etapa inicial envolveu reunibes da equipe da Assisténcia Domiciliar de um hospital oncolégico e
buscas estruturadas na literatura. Depois, foram listadas as situagdes clinicas de manejo mais complexo no
domicilio, chamadas de sinais e sintomas de alerta: dor, falta de ar, nduseas/vémitos, sangramento e confusdo
mental aguda. Elaborou-se um protocolo de avaliagdo e classificacdo de risco com cinco categorias/cores,
para determinar a prioridade de atendimento dos pacientes. O sistema de triagem desenvolvido possui fdcil
aplicabilidade e requer um treinamento breve do profissional de satide para que possa ser utilizado durante
os atendimentos domiciliares.

PALAVRAS-CHAVE Cuidados Paliativos. Neoplasias. Servicos de assisténcia domiciliar. Triagem. Sinais
e sintomas.
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Introduction

Cancer is the leading disease requiring
Palliative Care (PC) worldwide since many
cases of this disease are diagnosed at an
advanced stage and with little chance of
cure'?.

PC is applicable from the beginning of
the cancer course, in conjunction with
disease-modifying therapies. As the disease
worsens, there is a progressive reduction in
disease-modifying therapies (such as che-
motherapy) and an increase in PC measures.
PC includes investigations to control the
patient’s clinical complications and offer
support to help the family in coping with
the patient’s disease and in the grieving3.

The provision of home-based PC is as-
sociated with the reduction of emergency
room visits, even in the final stage of life,
allowing patients to stay at home, with their
families, for as long as possible4.

Patients with advanced cancer often have
multiple symptoms, which need to be rou-
tinely checked by health care providers®.

Oncology patients treated by Home-based
Palliative Care (HPC) services are char-
acterized by low functional capacity and
low survival expectancy®’. Considering this
profile of patients and the resource limita-
tions of health services, it is desirable that
Home Care (HC) teams are able to define
which patients have the highest priority
of care.

Several emergency services in the world
have already demonstrated the great impor-
tance of using the triage system (also called
risk classification) to define the prioritiza-
tion of care for patients with more severe
cases®. The Manchester Triage System
(MTS), created in the United Kingdom in
1997 to establish clinical priority of medical
care for users of urgent and emergency
units, and which is currently used in several
countries worldwide, is an example8-10,

The use of a triage system is a funda-
mental step in the management of clinical
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risk in any service where clinical demand
exceeds the supply of resources for care’.

Despite the benefits evidenced in emer-
gency services, the triage system is still not
a strategy frequently used in HPC services.
The study conducted by Dhiliwal et al.”
evaluated the use of a triage system for
patients in HPC, based on the evaluation
of clinical symptoms. This study showed
that triage facilitated early intervention
by the HPC team, improved control of pa-
tients’ symptoms, and reduced the number
of deaths in hospital.

Based on the growing demand for PC,
reduced survival of patients with advanced
cancer, and the need to optimize the use of
health service resources, a risk classifica-
tion protocol for patients treated by the HC
service of an oncology PC unit in the city
of Rio de Janeiro, Brazil, was developed.
The objective of this article is to describe
the process of preparing the HPC risk clas-
sification protocol, which was based on the
assessment of warning signs and symptoms
(pain, shortness of breath, nausea/vomiting,
bleeding, and acute mental confusion).

Material and methods

This study consists of an experience report on
the preparation of a risk classification protocol
for patients with advanced cancer treated in
an HCP service.

The description of this report was based on
the process of systematization of experience
proposed by Holliday'. According to Eckert3,
the systematization of experience is a method-
ological proposal that consists of the critical
reflection of a concrete experience, aiming at
producing learning processes's.

The present article aimed to describe the
process of creating the risk classification pro-
tocol for patients in HPC, stimulate a reflection
on the results developed, and share practical
experiences with other health professionals
and/or researchers.



Contextualization

This study was developed between the years
2018 and 2022. The first version of the risk
classification protocol was devised by two
researchers from an HPC oncology service. Its
origin occurred in 2018, based on a practical
need to define the priority of care for patients
assisted by the HC service linked to an onco-
logical hospital of Exclusive Palliative Care,
in the city of Rio de Janeiro (Brazil).

The daily experience of face-to-face care
at home and in telecare with HPC patients,
added to the challenges discussed among the
HC team, helped the researchers formulate
some hypotheses about the circumstances
that interfered with the probability of patients
staying at home.

Between 2020 and 2022, the study received
the participation of an external researcher,
who contributed to guiding and improving the
final version of the protocol as a technological
product developed during a professional mas-
ter’s degree course. The following describes
different steps taken by the researchers - from
the idealization of the first version of the pro-
tocol to the current version.

Bibliographical research

A search was carried out in the literature, with
the description and analysis of the data col-
lected for the purpose of developing a techno-
logical product in health'. First, an Integrative
Review (IR) was elaborated on the factors
associated with the visit to the emergency
room or hospitalization of cancer patients in
HPC, in order to understand which situations
caused the interruption of HPC'. Through IR,
the main causes, risk factors, and protective
factors were identified in relation to the search
for emergency or hospitalization'®.

Next, the researchers elaborated an IR on
the methods used to screen the care of cancer
patients in HPC. The data obtained in this
IR were systematized and will be detailed
in a scientific article to be published. The
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scarcity of studies on HCP triage motivated
the researchers to develop a proposal for a
care triage protocol for oncology patients in
HPC in Brazil, based on the evaluation of signs
and symptoms.

Preparation of a proposal for the
evaluation of signs and symptoms

Based on data from literature reviews and
successive clinical discussions between the
HC team, the prototype of an instrument for
the evaluation of signs and symptoms was
developed.

This instrument included the parameters
of the Edmonton Symptom Assessment Scale
(ESAS), plus other signs and symptoms preva-
lent in patients with advanced cancer (bleed-
ing, diarrhea, constipation, dysphagia, and
acute mental confusion).

Originally, the clinical information of home
care was written in the medical records on
paper standardized by the institution. The
quality and type of information recorded
varied according to the criteria and under-
standing of each professional.

The first prototype of the instrument
arose from the need to better structure the
information of home care. A set of stamps
was prepared to be used in the evolution
sheets of the medical records on paper.
These stamps contained specific fields to
fill in information about the presence and
intensity of the patients’ signs and symp-
toms. There was also room to detail such
clinical manifestations, describe the physi-
cal examination, and therapeutic conduct.
The implementation of the prototype was
accompanied by daily meetings of the HC
service, in order to clarify some doubts re-
garding the information in the forms, and
the most complex cases were discussed.

As of 2020, the information contained in
the stamps was submitted to a new review and
standardization by the HC, being recorded by
the professionals directly in the institution’s
computerized medical record.
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Definition of warning signs and
symptoms in HC

To determine the priority of home care, the
clinical situations of more complex man-
agement at home were defined. These risk
situations were called warning signs and
symptoms.

In the first version of the prototype, the
choice of warning signs and symptoms
was based on empirical aspects from the
practical experience of HC professionals,
complemented by a non-structured biblio-
graphic search, using references obtained
predominantly from grey literature.

Subsequently, a structured literature
search was carried out, based on scientific
evidence, through an IR on the determining
factors of emergency room visits or hospi-
talization of cancer patients in HPC'. The
results of this IR were important to con-
solidate the warning signs and symptoms.
In addition, the process of choosing these
parameters considered aspects resulting
from new meetings between researchers
from the HC management group, the struc-
ture of the institution’s HC at the time of the
research, as well as the profile of patients
treated by the service.

The following was selected as warning
signs and symptoms in the risk triage: pain,
shortness of breath, nausea or vomiting,
acute mental confusion (delirium) and
bleeding.

Although identified in IR as factors asso-
ciated with emergency room visit or hospi-
talization, fatigue and fever/infection were
not included as warning signs/symptoms in
the HC"risk classification prototype.

Fatigue is a very prevalent symptom
in cancer patients, especially in the final
stage of life, and has a multifactorial origin.
However, it can be managed at home,
through care and guidance of the team to pa-
tients and family members. Pharmacological
and non-pharmacological measures (such as
energy optimization) can be performed to
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minimize the effects of fatigue and so that
the patient can remain comfortably at home.
For this reason, it was understood that, for
most patients treated by the institution’s HC
service, fatigue would not require visiting
the emergency room or being hospitalized.

Fever/infection was also not selected as
a warning criterion in the risk classifica-
tion. Fever in cancer patients in HPC can
occur both due to infectious conditions and
tumors.

The most commonly diagnosed infec-
tions in cancer patients are those of the
respiratory, urinary, and abdominal tracts'e.
Depending on the suspected infection, the
HC team should assess the need for antibi-
otic use and/or other therapeutic measures,
aiming to offer comfort to the patient at
home. Hospital referral usually occurs in
cases of severe infections and/or refractory
disease to initial treatment.

The infectious disease caused by the
SARS-CoV-2 virus (COVID-19) is another
example of an infection that, since 2020,
has started to impact the possibility of
cancer patients treated by HC staying at
home'”8, In cases of COVID-19 without
signs of severity, the possibility of monitor-
ing the patient remotely is offered, with
guidance from the HC team through telec-
are'’. Hospitalization is usually reserved
for severe cases of COVID-19 and/or other
situations of greater complexity, considering
the desire of the patient/family regarding
where care should be provided.

Development of a risk classification
protocol for cancer patients in Home-
based Palliative Care, based on
warning signs and symptoms

Screening for home care priority was based
on the presence and intensity of warning signs
and symptoms (pain, shortness of breath,
nausea/vomiting, bleeding, and acute mental
confusion). In this prototype, the screening
of care priority was called risk classification.



The first version of the risk classification
protocol had three categories: red, yellow,
and green. The red category consisted of
the presence of one or more warning signs,/
symptoms of strong or moderate intensity
(signs/symptoms with scores between 4
and 10 points). The yellow category cor-
responded to the presence of one or more
warning signs and symptoms of only mild
intensity (score between 1 and 3). The green
category was used for patients without any
warning signs and symptoms.

Based on the field analysis of the risk classi-
fication prototype and the discussions made as
ateam in the last four years, the risk classifica-
tion protocol was reformulated in May 2022.

The final version of the risk classification
protocol was based on the MTS8-19, with five
categories/colors: red, orange, yellow, green,
and blue. The warning signs and symptoms
used in the first version of the HC protocol
were maintained and consolidated after RI.

Those with warning signs/symptoms of
strong intensity (score greater than or equal
to 7) began to characterize the red category
(with higher priority of care), while those
of moderate intensity (score between 4 and
6) were classified in the orange category.

The yellow category represents patients
with mild warning signs/symptoms (score
between 1 and 3). The green classifica-
tion is used to designate people without
any warning signs/symptoms and without
other urgent reason for team case discussion
and/or priority in the appointment. Green
category patients are cared for within the
ordinary schedule planning of the service.

Development of a risk classification protocol for cancer patients in Home-based Palliative Care

Another change in the current version of
the protocol was the creation of the blue cat-
egory to designate patients without warning
signs/symptoms, but who have another
critical situation with priority of attention
by the HC team. Some examples included
in the blue category would be situations
of social vulnerability, caregiver overload,
intense emotional/spiritual suffering, or the
presence of other potentially serious clinical
conditions (such as infectious conditions
or decompensation of comorbidities). The
creation of the blue category arose from the
observation that, in the first version of the
prototype, some patients were purposely
classified by professionals as red, even in the
absence of warning signs/symptoms, so that
they had priority in the discussion of cases
and/or in the subsequent appointment.

Documentation in the unit

In July 2022, an official Technical Activity
Procedure documentation was formulated
describing the updated version of the protocol
for assessment of signs and symptoms and risk
classification of HC patients from an oncology
unit with PC.

Results and discussion

An instrument to assess the signs and symp-
toms of cancer patients in HPC was developed
and is described in table 1.
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Table 1. Instrument for assessing signs and symptoms of cancer patients in Home-based Palliative Care

Symptoms of the Edmonton Scale (ESAS)

Intensity (0-10)

Pain*

Fatigue

Nauseas*

Shortness of breath*
Lack of well-being
Drowsiness

Anxiety

Sadness

Lack of appetite

Others

Additional signs and symptoms
Constipation

Diarrhea

Acute mental confusion*
Bleeding*

Dysphagia

Intensity (0-10)

Source of information: ( ) patient () caregiver () professional

*warning signs/symptoms used in patient risk classification

Source: Prepared by the authors.

The instrument uses data from the Symptom
Assessment Scale associated with other signs
and symptoms frequently reported by patients
with advanced cancer. Based on the presence

and intensity of warning signs and symptoms,
the patient’s risk classification is defined, ac-
cording to the Flowchart prepared by the
researchers and presented in figure 1.

Figure 1. Flowchart for risk classification of oncology patients in Home-based Palliative Care, based on warning signs and

symptoms

ARE THERE WARNING
SIGNS/SYMPTOMS?
(pain, shortness of
breath, nausea/vomiting,
bleeding, and acute
mental confusion)

EVALUATION OF

WARNING SIGNS
AND SYMPTOMS

Source: Prepared by the authors.
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Tor +intense
warning sign/symptom
(score 2 7)

1or + moderate

warning sign/symptom
(score 4-6), without

any intense one

ORANGE
YELLOW
GREEN

BLUE

1or + mild warning sign/|
symptom (score 1-3),
without any moderate
or severe one

No warning signs/

symptoms and no

other demand for
urgent case
discussion

No warning signs/

symptoms but with

other demands for
urgent case
discussion




The manifestations defined in this protocol
as warning signs and symptoms correspond
to more complex management situations at
home and represent an increased risk of being
admitted to the emergency room and/or to
hospital®™. As many patients wish to remain
at home, including in the final stage of life,
the HPC team must be able to identify and
control factors that may impair the patient’s
stay at home.

The choice of these warning signs and
symptoms (defined on the basis of an IR) is
reinforced by the results of a study conducted
by Mercadante et al.’®, which evaluated the
main causes of emergency calls made by oncol-
ogy patients treated by home-based PC service.
According to the study, the five main causes
for emergency calls were, in descending order
of prevalence: dyspnea, pain, delirium, loss of
consciousness, and bleeding.

In addition, shortness of breath (dyspnea)
and delirium (represented by acute mental
confusion) are multidimensional symptoms
associated with a worse prognosis and can
cause intense suffering for patients and their
families20:21,

According to the model described by Hui
and Bruera®, patients with advanced cancer
have four categories of personal needs: acute,
chronic, psychosocial, and spiritual /existential

Development of a risk classification protocol for cancer patients in Home-based Palliative Care

problems. The initial approach of health pro-
fessionals should be directed to acute prob-
lems, which involve physical symptoms (such
as pain, shortness of breath, nausea), delirium,
and depression with risk of suicide?2.

Itis important to highlight that, in addition
to warning signs and symptoms, other factors
related to the disease, both individual and
environmental, interfere in the choice of the
patient’s place of death and, therefore, may
contribute to the interruption or continuity
of patient care at home. A systematic review
by Gomes and Higginson?! showed that the
factors associated with the highest probability
of death at home are: patient preference, good
social conditions, access to HC services, inten-
sity of home care, long evolution of the disease,
low functional capacity, rural environment,
social support network and socio-historical
moment?',

As mentioned, the protocol for risk clas-
sification of cancer patients in HPC described
in this article was based on the MTS. Both
screenings use clinical criteria to determine
the priority of care of patients and classify
them into one of five categories, which are
represented by colors. However, table 2, lists
some of the main differences between these
two triage systems.

Table 2. Key differences between the Manchester Triage System (MTS) and the oncology Home-based Palliative Care

(HPC) risk classification

Triage System Model Manchester TriageSystems-10

Risk classification in oncological HPCs
(Source: the authors)

Scenario « Emergency Services

In charge of the triage * Nurses

« HPC Services

* Nurses and medical doctors

Patients profile

Objective

Other features

« Patients with different health problems

* To determine the priority of medical care

Optimal maximum time until medical care is

defined according to the patient's risk category;

* Patients with advanced cancer in HPC

» To determine the priority of subsequent home
care, telecare and/or team case discussion

Time limit for subsequent care depends on the
patient's risk category, but may also vary de-
pending on the availability of human resources
in the HC service;
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*Orcid (Open Researcher
and Contributor ID).

Table 2. Key differences between the Manchester Triage System (MTS) and the oncology Home-based Palliative Care

(HPC) risk classification

Triage System Model Manchester TriageSystems-10

Risk classification in oncological HPCs
(Source: the authors)

Other features

Blue category means ‘not urgent’ and is the one
that can wait longer for service provision

Blue category represents patients without
warning signs/symptoms, but with another
reason for team discussion; green category is
the lowest priority of care

Source: Prepared by the authors.

In the current version of the risk classi-
fication developed for patients in HPC, the
blue category has a higher priority of care
than the green one. The reason for this is that,
in the previous version of the protocol (that
used three colors: red, yellow, and green), the
green category was already well consolidated
as a group of patients without any warning
signs/symptoms, which meant they would
have an appointment scheduled according
to the ordinary operation of the service. By
adding two more categories to the risk clas-
sification (orange and blue), the researchers
decided that the green category would retain
its original meaning, while the blue category
would represent patients without any warning
signs/symptoms, but with another demand for
urgent team discussion.

Final considerations

This experience report described the process
of preparing the risk classification protocol
for cancer patients treated by an HPC service.
This research started when the researchers
had to define the priority of patient care in the
service in which the protocol was developed.

This protocol seeks to identify and facili-
tate the control of signs/symptoms of patients
with advanced cancer treated in HC, with the
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ultimate objective of improving the quality
of life and favoring patients staying at home
with their families. It can be easily applied by
health care providers, requiring only a brief
training so that it can be used in home-based
appointments.

Since its first version, the protocol has been
undergoing adaptations aimed at improving
the evaluation process of cancer patients in
HPC and, thus, assisting the HC team’s care
planning. Although the latest version of the
HPC risk classification protocol was com-
pleted in 2022, the process of evaluating the
results of its application and the validation of
this instrument will be the focus of further
studies.

Through this article, the authors intend to
share a practical and innovative triage strategy
used to guide the allocation of resources, in the
face of ascenario of great demand (in number
of patients and/or complexity of symptoms)
and limitation of human, and material re-
sources of the health system.
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