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Abstract
Background: Palliative care patients are a particularly vulnerable population and one of the critical phases in patients’ trajectories
is discharge from specialized in-patient palliative care into outpatient care, where availability of a palliative care infrastructure
is highly variable. A relevant number of potentially avoidable readmissions and emergency visits of palliative patients is observed
due to rapid exacerbation of symptoms indicating the need for a closer patient monitoring. In the last years, different mHealth
technology applications have been evaluated in many different patient groups.
Objective: The aim of our study is to test feasibility of a remote physical and social tracking system in palliative care patients.
Methods: A feasibility study with explorative, descriptive study design, comprised of 3 work packages. From the wards of the
Clinic of Radiation-Oncology at the University Hospital Zurich, including the specialized palliative care ward, 30 patients will
be recruited and will receive a mobile phone and a tracking bracelet before discharge. The aim of work package A is to evaluate
if severely ill patients accept to be equipped with a tracking bracelet and a mobile phone (by semiquantitative questionnaires and
guideline interviews). Work package B evaluates the technical feasibility and quality of the acquired electronic health data. Work
package C will demonstrate whether physical activity parameters, such as step count, sleep duration, social activity patterns like
making calls, and vital signs (eg, heart rate) do correlate with subjective health data and can serve as indicator to early detect and
predict changes in patients’ health status. Activity parameters will be extracted from the mobile phone’s and wristband’s sensor
data using signal processing methods. Subjective health data is captured via electronic version of visual analog scale and Distress
Thermometer as well as the European Organization for Research and Treatment of Cancer – Quality of Life Questionnaire C30
in paper version.
Results: Enrollment began in February 2017. First study results will be reported in the middle of 2018.
Conclusions: Our project will deliver relevant data on patients’ acceptance of activity and social tracking and test the correlation
between subjective symptom assessment and objective activity in the vulnerable population of palliative care patients. The
proposed study is meant to be preparatory work for an intervention study to test the effect of wireless monitoring of palliative
care patients on symptom control and quality of life.
(JMIR Res Protoc 2017;6(8):e142) doi:10.2196/resprot.7676
KEYWORDS
mobile apps; palliative care; pain; symptom assessment; hospitalization; aged

http://www.researchprotocols.org/2017/8/e142/

XSL• FO
RenderX

JMIR Res Protoc 2017 | vol. 6 | iss. 8 | e142 | p.1
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Introduction
Severely ill patients and their caregivers face many challenges.
Suffering from a life-threatening disease not only confronts
people with deeply existential fears that demand complex coping
strategies. It also means to be subdued to numerous diagnostic
and therapeutic interventions, which sometimes themselves
include relevant risks of side effects and complications. In the
last months of their lives many palliative care patients are
afflicted with different significant symptoms, such as pain,
nausea, dyspnea, fatigue, and sleeplessness, just to name the
most frequently occurring complaints [1-3].
One of the particular critical phases in patients’ trajectories is
discharge from hospital care. After structured and
multiprofessional care within the hospital environment, maybe
even at a specialized Palliative Care Unit, the quality of care at
home depends on many local factors that are difficult or
impossible to be changed: patients` environment, including
housing, social, and family situation, as well as availability and
training of local professional health services. Due to different
initiatives on the federal and cantonal level, the availability of
ambulant specialized palliative care services in Switzerland is
on the rise. Still, most patients discharged from hospital are lost
to follow-ups by a palliative care specialist. As a consequence,
many patients present for unplanned readmissions at hospitals
and emergency departments [4]. Depending on different settings,
between 17% and 50% of these (re)admissions and emergency
visits (EV) of cancer patients are deemed avoidable [5-7]. Men,
lung cancer patients, patients with low continuity of care, and
those not attending (ambulant) palliative care have been shown
to be particularly vulnerable [8,9]. Main causes for EV in cancer
patients are uncontrolled symptoms, predominantly pain, nausea,
vomiting, constipation, and dyspnea followed by complications
associated with cancer treatment [10-12]. Currently, disease
trajectories leading to EV are not well understood and this is
not only true for cancer patients, but also applying to patients
with life-limiting chronic diseases (eg, heart failure); continuity
of care seems to also be one of the key factors in both disease
spectra [13,14]. Thus, better coordination and communication
between services, establishing transitional palliative care (based
in hospital, collaborating with primary care physicians) are
repeatedly named as potentially effective tools to diminish
unplanned readmissions and EVs [2,4,9,15].
Due to a dramatic development of mHealth the use of apps and
texting for patients’ support, but also wireless tracking of
physical activity using mobile phones and wearable sensors has
been expeditiously adopted in western societies in the last few
years. In 2015, 63% of the US adult population have owned a
mobile phone device and even in the age group >65-years old,
mobile phones were owned by 27% [16]. A study conducted in
patients from a department of Internal Medicine in Los Angeles
in 2014 to 2015 showed that 91% of those patients owned a
mobile phone, with 76% of these reporting having Internet
capability. Mobile apps were used by 75% of patients and 32%
of these even used health apps [17]. The use of mobile phones
and mobile sensor devices in medical research is also growing
fast: almost US $1 billion in grant money was invested in
mHealth research in 2013 resulting in approximately 1000
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web-of-science publications in 2013 [18]. Reasons for this
tremendous hope on mHealth are their possibilities to obtain
various objective patient-related parameters in a noninvasive,
passive, continuous, and real-time fashion.
Meanwhile mHealth has been explored in many diseases and
patient groups, for example, in cardiovascular diseases [19],
mental disorders [20,21], obese people [22], hemodialysis
patients [23], chronic pain [24], children with cerebral palsy
[25], pulmonary rehabilitation [26], Parkinson’s disease [27],
and stressed persons [28]. Also, the collection of patient
subjective reported outcome using mHealth is already
established in oncology and yet has been proven feasible in
palliative care patients of different age groups [29-33]. In a
study with 162 cancer patients in different disease stages (early
to advanced) plus 20 healthy controls, Ferrioli et al. [34] could
demonstrate a strong correlation between daily physical activity
monitored by an accelerometer sensor and disease stage,
functional status, fatigue, and quality of life (QoL) in cancer
patients [34]. Patients were equipped with a mobile sensor that
was attached to the anterior thigh using adhesive dressings (thus,
being much more uncomfortable than current bracelet devices);
nevertheless, 98% of patients judged the sensor as acceptable
and wore it 7 days as proposed. Arguments based on the
assumption the population of elderly people could not adapt to
the technical progress have been successfully refuted by several
studies [35-37]. Consequently, the international scientific
palliative care community promotes the use of mHealth for quite
a while, but up to now there has not been much experience
gained and published [38].
The overall aim of our feasibility study is to advance transitional
care and continuity of care of seriously ill patients by application
of mHealth technologies. We assume that by monitoring
patients` activity using mHealth technology, we will be able to
predict a decline of the patients` health status in time: this could
then trigger intensified care by palliative care professionals.
The future goal of our research is a clinical interventional trial,
which aims at reducing unplanned hospital readmissions and
EV of ambulant palliative care patients by the use of mHealth.
The feasibility study presented in this paper will evaluate and
optimize patients’ acceptance of mHealth technologies in the
palliative care setting of patients discharged from in-patient
care. We aim to analyze the correlation between patient’s
behavioral patterns and changes in crucial symptoms as well as
elaborate algorithms for trend detection.

Methods
Aims of the Study
The first aim of this study is to evaluate palliative care patients’
acceptance with regard to the supply with a commercially
available wireless physical activity tracking bracelet and a
mobile phone in order to monitor objective health and behavioral
data and to capture subjective symptom assessment. The second
aim is the evaluation of correlations between the patient-specific
activity patterns (physical, social activity, and vital signs) and
the subjective patients’ ratings of pain, distress, and QoL in
order to early detect changes in the patient-specific pattern of
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physical and social behavior, vital sign patterns, and the named
symptom ratings.

Characteristics of Participants
Patients will be consecutively recruited at the 2 wards of the
clinic of radiation-oncology of the University Hospital Zurich
(USZ). One ward is part of the Competence Center Palliative
Care USZ and offers specialized palliative care for patients with
life-threatening diseases from all clinics of the university
hospital. Most of these patients do suffer from cancer, a minority
from incurable heart failure, severe pulmonary affections, or
neurologic diseases. Inclusion criteria are: patients with
established diagnosis of metastatic cancer or other severe illness
with limited life-expectancy (physicians guess <12 months, >8
weeks), Karnofsky Index ≥50%, scale of performance status
developed by the Eastern Cooperative Oncology Group (ECOG)
≤2, aged >18 years. Eligible patients with interest of
participation will have to pass a practical minitest concerning
the handling of the devices (ie, simple operations on a mobile
phone and handling of activity bracelet). Exclusion criteria are
relevant cognitive impairment and insufficient knowledge of
German language. Similar to related work [20,39] a number of
30 participants is intended to ensure relevant findings by
capturing a representative cohort regarding sex, age, health
status (Karnofsky Index/ECOG), life-limiting diseases, and
different grades of pre-existing experience in the use of mobile
phones or other electronic devices. Patients interested in the
study will receive a leaflet with sound information on the aim
of the study, a rough sketch of study procedure, and
requirements with regard to participants (eg, wearing a tracking
bracelet). Attached at this information leaflet is the informed
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consent. Moreover, we hand out a second leaflet with detailed
information on the handling of the tracking bracelet, the app,
and characteristics of data gathered by device and app.

Study Design
For this feasibility study, we chose an explorative descriptive
design observing palliative care patients discharged from
hospital and equipped with physical activity tracker and mobile
phone technology. The underlying assumption is that wireless
tracking of physical and social activity as well as of vital sign
data in the palliative care setting is accepted by patients, is
feasible, and its pattern analysis allows the generation of
objective information on the current health status in the
vulnerable phase of leaving inpatient care. For specific study
question, see Textbox 1.
Patients leaving inpatient care of the Clinic of
Radiation-Oncology will be equipped with a mobile phone and
tracking bracelets. We will use the Samsung Galaxy S5 mobile
phone and it will capture body motion data (by acceleration
signals), location (anonymized global positioning system [GPS]
data), encrypted speech, and phone call statistics. Furthermore,
in this study, a mobile phone questionnaire app will be installed,
a visual pain scale, and the Distress Thermometer. Patients will
be requested to answer these simple to handle questionnaire app
twice a day. The tracking bracelet used in this feasibility study
is provided by Biovotion company, it is worn at the upper arm,
easy to put on, and it will capture heart rate, heart rate variability,
blood oxygen, blood perfusion, skin temperature, stress (by
galvanic skin response), and body motion data (by acceleration
data). Figure 1 gives a detailed overview on study procedures.

Textbox 1. Specific questions of the feasibility study.
•

Are severely ill patients willing and able to join the study?

•

Are severely ill and often elderly patients able to handle mHealth devices and mobile apps presenting visual scales?

•

How can we support correct handling of the electronic devices to achieve good data quality?

•

What is the patient selection criteria for the use of mHealth?

•

Feasibility, acceptance, and technical functionality in the home care setting.

•

Patient acceptance and feasibility over a longer follow-up period (maximum 12 months).

•

How accurate is the data collected and transferred by the devices to the study center over the follow-up period?

•

How accurate is data of physical and social activity trackers correlated with subjective reported outcomes by patients?

•

Is it possible to detect behavioral changes, especially within person, with gathered data?

•

Is it possible to extend a patient-specific model with a general model?
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Figure 1. Study flow and explanation of different procedures.

Textbox 2. Work package A: patient acceptance of mHealth.
•

Quantitative (descriptive statistics) and qualitative evaluation of usage, acceptance, and potential problems during follow-up (maximum 12 weeks)
within home visits and/or weekly telephone interviews.

•

Definition of criteria for successful application (patients’ selection, instructive approaches).

•

Final evaluation of usage and potential problems by semiquantitative questionnaire at the end of follow-up, guideline interviews of some of the
patients, and of the involved personnel.

•

Descriptive evaluation of problems indicated in the second part of the Distress Thermometer (if applicable).

•

As nonresponders will be defined those patients, who are approached to participate but who decline from participation. We will capture demographic
date of nonresponders, including main diagnosis if these patients gave general informed consent to the University Hospital for usage of their data
from electronic records for research purposes. Additionally, we will ask nonresponders to document their reason for decline in a short paper form;
they have to consent to this procedure by giving as a signature. As drop-outs will be defined those patients, who gave consent for participation,
but drop out during follow-up for other reason than death.
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Planned Data Collection and Analysis
With regard to analysis, the study is composed of 3 work
packages: A, B, and C. Work packages A and B enclose interims
analysis; that way preliminary evaluation results can be
implemented during patient recruitment phase aiming
continuously to improve feasibility and data quality. In
Textboxes 2-4, we describe the different work packages.

Work Package B – Technological Feasibility of
Behavior Tracking and Monitoring of Health Status
Work package B evaluates whether physical activity parameters,
such as step count, sleep duration, social activity patterns like
making calls, going out to meet people, and vital signs (eg, heart
rate) can be technically measured over sufficiently long periods
and whether this data correlate with changes in the health status
of patients. Health status will be assessed in terms of the
following parameters in Textbox 3.
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Work Package C - Data Analysis, Correlation, and
Trend Detection
The recorded data of the bracelet and mobile phone are uploaded
to a secured webserver of the Swiss Federal Institute of
Technology once per day to allow remote access to the data
(only for the conductors of the study) in order to ensure accurate
recording and for evaluation purposes. We chose the Biovotion
bracelet, because it gives us the possibility to avoid data storage
in a cloud. Additionally, it is an officially recognized medical
device. Privacy sensitive data as real location (GPS) is
anonymized, speech is encrypted, names and phone numbers
of contacts are not recorded. All patient sensitive data is encoded
and accessed only by people determined by the principal
investigator. The local Ethics Committee (Kantonale
Ethikkommission Zürich) has already approved the study and
agreed to detailed specifications on data security we gave to
them. Textbox 4 gives an overview on planned data collection
and analysis.

Textbox 3. Work package B: subjective parameters.
•

Pain measured by an electronic form of a visual analogue scale (rating scale 0-10)

•

Distress measured by an electronic form of the National Comprehensive Cancer Network Distress Thermometer [40] part 1 (rating scale 0-10);
part 2 will be administered in weekly phone calls if ratings in the distress app were 5 or higher during the previous week.

•

Quality of life: European Organization for Research and Treatment of Cancer Quality of Life Questionnaire-C30 [41,42].

Textbox 4. Planned data analysis.
•

Evaluation of the correlation (eg, the Pearson coefficient, statistical tests) between the patient-specific activity patterns (physical, social activity,
and vital signs) and the ratings of the National Comprehensive Cancer Network Distress Thermometer, the pain visual analogue scale, and the
European Organization for Research and Treatment of Cancer Quality of Life Questionnaire-C30.

•

Quantitative ranking of the activity parameters regarding their relevance to describe the patient’s pain and distress status using statistics and
machine learning (eg, minimum redundancy maximum relevance).

•

Development of models to detect the patient’s current pain and distress level based on analysis of behavioral patterns and trend detection as well
as knowledge-driven approaches.

•

Evaluate the potential of the proposed activity tracking system to predict the health status of patients by assessing the accuracy of the prediction
model using the patient questionnaire data as reference.

•

Record the interventions needed based on the early detection of activity changes seen, including (emergency) hospital readmission.

•

Application of adaptively train semisupervised classifiers, such as support vector machines, hidden Markov models, and clustering methods for
trend detection and detection of behavioral changes, especially within person.

•

Application of knowledge-driven approaches in order to compensate missing data to generate general model out of patient-specific model.

Results
Enrollment began in February 2017. Data collection will be
completed in January 2018, first results will be reported in the
middle of the year.

Discussion
Continuous symptom assessment and critical review of
symptoms by patient and doctor have been defined as a mainstay
of effective ambulant palliative care [39]. Yet, in many European
countries primary care practices are rarified [43], reimbursement
of home visits are insufficient [44], and despite different
movements to embed palliative care in the public health care
system ambulatory palliative care institutions are still lacking.
http://www.researchprotocols.org/2017/8/e142/
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Our study aims to detect early health status changes with the
help of mHealth technology in order to improve health care for
ambulatory palliative care patients and avoid unplanned or
emergency hospital readmissions. As to our knowledge with
regard to this special patient population, no data on correlation
of subjective symptom burden and objective activity parameters
do exist until now, this project will deliver highly novel data.
Not only on aspects of feasibility and patients` acceptance, but
particularly on the proof (or the rejection) of the presumed
existence of a correlation between subjective and objective data.
Due to the fact, we collect a broad range of activity data reaching
form blood oxygen, perfusion, skin temperature and heart beat
to call statistics, and voice modulation, we will be able to
identify parameters that correlate best with the patient’s
subjective symptom burden. This is important for the future
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development of effective mHealth systems supporting remote
symptom management by wearables combined with proactive
care in a patient group that is in constant danger of a rapid and/or
unexpected deterioration in health status. With the help of
advanced data analysis algorithm we will be able not only to
detect subtle changes in health status sometimes initially
unnoticed by the patient and his/her family, but relevant
precursor of possible symptom exacerbations. This approach
will furthermore allow for even predicting these sometimes very
finely graduated changes in time; thus, enabling professionals
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with data access to initiate effective intervention in time. We
are aware of the fact that equipment of palliative patients with
tracking devices requires sensitivity and the goal of palliative
care remains to provide the best QoL possible, not only with
respect to medical, but also to psychosocial and spiritual needs.
This project therefore aims to supplement and assist existing
palliative care structures and resources to build-up effective
home care programs, which provide comprehensive and
coordinated care closely adapted to the patient individual needs.

Acknowledgments
This study is funded by the “Research in Palliative Care” program of the Swiss Academy of Medical Sciences (SAMW) and the
Gottfried and Julia Bangerter-Rhyner Foundation, Bern, Switzerland.
The local Ethics Committee (Kantonale Ethikkommission Zürich) has approved the study protocol; approval number
PB_2016-00895.

Authors' Contributions
GTH conceived the study design and drafted the study protocol. MG, GTR, and VK made substantial contributions to conception
and design, GTR and VK especially with regard to all technical aspects as selection of electronic devices and data analysis. MG,
GTR, and VK revised the manuscript critically. All authors gave final approval of the version to be published.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Funding report.
[PDF File (Adobe PDF File), 115KB - resprot_v6i8e142_app1.pdf ]

Multimedia Appendix 2
CONSORT eHealth Form.
[PDF File (Adobe PDF File), 670KB - resprot_v6i8e142_app2.pdf ]

References
1.
2.
3.

4.
5.

6.

7.

8.

Chang VT, Hwang SS, Feuerman M, Kasimis BS. Symptom and quality of life survey of medical oncology patients at a
veterans affairs medical center: a role for symptom assessment. Cancer 2000;88:1175-1183. [Medline: 10699909]
Peters L, Sellick K. Quality of life of cancer patients receiving inpatient and home-based palliative care. J Adv Nurs
2006;53:524-533. [doi: 10.1111/j.1365-2648.2006.03754.x] [Medline: 16499673]
LeBlanc TW, Nickolich M, Rushing CN, Samsa GP, Locke SC, Abernethy AP. What bothers lung cancer patients the most?
A prospective, longitudinal electronic patient-reported outcomes study in advanced non-small cell lung cancer. Support
Care Cancer 2015;23:3455-3463. [doi: 10.1007/s00520-015-2699-4] [Medline: 25791391]
Gibson S, McConigley R. Unplanned oncology admissions within 14 days of non-surgical discharge: a retrospective study.
Support Care Cancer 2016;24:311-317. [doi: 10.1007/s00520-015-2786-6] [Medline: 26062923]
Wallace EM, Cooney MC, Walsh J, Conroy M, Twomey F. Why do palliative care patients present to the emergency
department? Avoidable or unavoidable? Am J Hosp Palliat Care 2013;30:253-256. [doi: 10.1177/1049909112447285]
[Medline: 22628898]
Alsirafy SA, Raheem AA, Al-Zahrani AS, Mohammed AA, Sherisher MA, El-Kashif AT, et al. Emergency department
visits at the end of life of patients with terminal cancer: pattern, causes, and avoidability. Am J Hosp Palliat Care
2016;33:658-662. [doi: 10.1177/1049909115581819] [Medline: 25877944]
Delgado-Guay MO, Kim YJ, Shin SH, Chisholm G, Williams J, Allo J, et al. Avoidable and unavoidable visits to the
emergency department among patients with advanced cancer receiving outpatient palliative care. J Pain Symptom Manage
2015;49:497-504. [doi: 10.1016/j.jpainsymman.2014.07.007] [Medline: 25131891]
Burge F, Lawson B, Johnston G. Family physician continuity of care and emergency department use in end-of-life cancer
care. Med Care 2003;41:992-1001. [doi: 10.1097/01.MLR.0000078155.78366.5B] [Medline: 12886178]

http://www.researchprotocols.org/2017/8/e142/

XSL• FO
RenderX

JMIR Res Protoc 2017 | vol. 6 | iss. 8 | e142 | p.6
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
9.

10.

11.
12.
13.

14.
15.
16.
17.

18.
19.

20.

21.

22.
23.
24.

25.
26.

27.
28.
29.
30.

31.

Henson L, Gao W, Higginson I, Smith M, Davies J, Ellis-Smith C, et al. Emergency department attendance by patients
with cancer in the last month of life: a systematic review and meta-analysis. Lancet 2015;385(Suppl 1):S41. [doi:
10.1016/S0140-6736(15)60356-7] [Medline: 26312863]
Delgado-Guay MO, Rodriguez-Nunez A, Shin SH, Chisholm G, Williams J, Frisbee-Hume S, et al. Characteristics and
outcomes of patients with advanced cancer evaluated by a palliative care team at an emergency center. A retrospective
study. Support Care Cancer 2016;24:2287-2295. [doi: 10.1007/s00520-015-3034-9] [Medline: 26590844]
Tsai S, Liu L, Tang S, Chen J, Chen M. Cancer pain as the presenting problem in emergency departments: incidence and
related factors. Support Care Cancer 2010;18:57-65. [doi: 10.1007/s00520-009-0630-6] [Medline: 19350283]
Elsayem AF, Elzubeir HE, Brock PA, Todd KH. Integrating palliative care in oncologic emergency departments: challenges
and opportunities. World J Clin Oncol 2016;7:227-233 [FREE Full text] [doi: 10.5306/wjco.v7.i2.227] [Medline: 27081645]
Brown J, Grudzen C, Kyriacou DN, Obermeyer Z, Quest T, Rivera D, et al. The emergency care of patients with cancer:
setting the research agenda. Ann Emerg Med 2016;68:706-711 [FREE Full text] [doi: 10.1016/j.annemergmed.2016.01.021]
[Medline: 26921969]
Vogt V, Koller D, Sundmacher L. Continuity of care in the ambulatory sector and hospital admissions among patients with
heart failure in Germany. Eur J Public Health 2016. [doi: 10.1093/eurpub/ckw018] [Medline: 26962039]
Morrison J, Palumbo MV, Rambur B. Reducing preventable hospitalizations with two models of transitional care. J Nurs
Scholarsh 2016;48:322-329. [doi: 10.1111/jnu.12210] [Medline: 27074394]
Smtih A. Chapter one: a portrait of smartphone ownership. Pew Research Center 2017 Apr 23 [FREE Full text]
Ramirez V, Johnson E, Gonzalez C, Ramirez V, Rubino B, Rossetti G. Assessing the use of mobile health technology by
patients: an observational study in primary care clinics. JMIR Mhealth Uhealth 2016;4:e41 [FREE Full text] [doi:
10.2196/mhealth.4928] [Medline: 27095507]
Steinhubl S, Muse E, Topol E. The emerging field of mobile health. Sci Transl Med 2015;7:283rv3 [FREE Full text] [doi:
10.1126/scitranslmed.aaa3487] [Medline: 25877894]
Urrea B, Misra S, Plante TB, Kelli HM, Misra S, Blaha MJ, et al. Mobile health initiatives to improve outcomes in primary
prevention of cardiovascular disease. Curr Treat Options Cardiovasc Med 2015;17:59. [doi: 10.1007/s11936-015-0417-7]
[Medline: 26474892]
Grünerbl A, Muaremi A, Osmani V, Bahle G, Ohler S, Tröster G, et al. Smartphone-based recognition of states and state
changes in bipolar disorder patients. IEEE J Biomed Health Inform 2015;19:140-148. [doi: 10.1109/JBHI.2014.2343154]
[Medline: 25073181]
Faurholt-Jepsen M, Vinberg M, Christensen EM, Frost M, Bardram J, Kessing LV. Daily electronic self-monitoring of
subjective and objective symptoms in bipolar disorder--the MONARCA trial protocol (MONitoring, treAtment and
pRediCtion of bipolAr disorder episodes): a randomised controlled single-blind trial. BMJ Open 2013;3 [FREE Full text]
[doi: 10.1136/bmjopen-2013-003353] [Medline: 23883891]
Taylor D, Murphy J, Ahmad M, Purkayastha S, Scholtz S, Ramezani R, et al. Quantified-self for obesity: physical activity
behaviour sensing to improve health outcomes. Stud Health Technol Inform 2016;220:414-416. [Medline: 27046615]
Marteau TM, Dormandy E. Facilitating informed choice in prenatal testing: how well are we doing? Am J Med Genet
2001;106:185-190. [doi: 10.1002/ajmg.10006] [Medline: 11778978]
Seiter J, Macrea L, Amft O, Feese S, Arnrich B, Tröster G. Proceedings of the 8th, Evaluating daily life activity using
smartphones as novel outcome measure for surgical pain therapy, International Conference on Body Area Networks, 2013.
In: https://pdfs.semanticscholar.org/8ac8/cd4442bd624de39128b6f1e2273bf3076003.pdf. 2013 Presented at: 8th International
Conference on Body Area Networks (BODYNETS 2013); 30 September – 2 October 2013; Boston URL: https://pdfs.
semanticscholar.org/8ac8/cd4442bd624de39128b6f1e2273bf3076003.pdf
Seiter J, Derungs A, Schuster-Amft C, Amft O, Tröster G. Daily life activity routine discovery in hemiparetic rehabilitation
patients using topic models. Methods Inf Med 2015;54:248-255. [doi: 10.3414/ME14-01-0082] [Medline: 25658903]
Rizk AK, Wardini R, Chan-Thim E, Trutschnigg B, Forget A, Pepin V. Using continuous data tracking technology to study
exercise adherence in pulmonary rehabilitation. J Vis Exp 2013:e50643 [FREE Full text] [doi: 10.3791/50643] [Medline:
24300076]
Mazilu S, Blanke U, Calatroni A, Gazit E, Hausdorff J, Tröster G. The role of wrist-mounted inertial sensors in detecting
gait freeze episodes in Parkinson?s Disease. Pervasive Mob Comput 2016:33-16 [FREE Full text] [doi: 10.1016/j.pmcj.2015]
Muaremi A, Arnrich B, Tröster G. Towards measuring stress with smartphones and wearable devices during workday and
sleep. Bionanoscience 2013;3:172-183 [FREE Full text] [doi: 10.1007/s12668-013-0089-2] [Medline: 25530929]
Bennett AV, Jensen RE, Basch E. Electronic patient-reported outcome systems in oncology clinical practice. CA Cancer
J Clin 2012;62:337-347 [FREE Full text] [doi: 10.3322/caac.21150] [Medline: 22811342]
Brunelli C, Kaasa S, Knudsen AK, Hjermstad MJ, Pigni A, Caraceni A. Comparisons of patient and physician assessment
of pain-related domains in cancer pain classification: results from a large international multicenter study. J Pain 2014;15:59-67.
[doi: 10.1016/j.jpain.2013.09.011] [Medline: 24373570]
Lundström S. Is it reliable to use cellular phones for symptom assessment in palliative care? Report on a study in patients
with advanced cancer. J Palliat Med 2009;12:1087. [doi: 10.1089/jpm.2009.0207] [Medline: 19995287]

http://www.researchprotocols.org/2017/8/e142/

XSL• FO
RenderX

Theile et al

JMIR Res Protoc 2017 | vol. 6 | iss. 8 | e142 | p.7
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
32.

33.

34.

35.

36.

37.

38.
39.

40.

41.

42.

43.
44.

Theile et al

Blum D, Koeberle D, Omlin A, Walker J, Von MR, Mingrone W, et al. Feasibility and acceptance of electronic monitoring
of symptoms and syndromes using a handheld computer in patients with advanced cancer in daily oncology practice. Support
Care Cancer 2014;22:2425-2434. [doi: 10.1007/s00520-014-2201-8] [Medline: 24705855]
Egbring M, Far E, Roos M, Dietrich M, Brauchbar M, Kullak-Ublick GA, et al. A mobile app to stabilize daily functional
activity of breast cancer patients in collaboration with the physician: a randomized controlled clinical trial. J Med Internet
Res 2016;18:e238 [FREE Full text] [doi: 10.2196/jmir.6414] [Medline: 27601354]
Ferriolli E, Skipworth RJ, Hendry P, Scott A, Stensteth J, Dahele M, et al. Physical activity monitoring: a responsive and
meaningful patient-centered outcome for surgery, chemotherapy, or radiotherapy? J Pain Symptom Manage
2012;43:1025-1035. [doi: 10.1016/j.jpainsymman.2011.06.013] [Medline: 22269181]
McMahon SK, Lewis B, Oakes M, Guan W, Wyman JF, Rothman AJ. Older adults' experiences using a commercially
available monitor to self-track their physical activity. JMIR Mhealth Uhealth 2016;4:e35 [FREE Full text] [doi:
10.2196/mhealth.5120] [Medline: 27076486]
McMahon SK, Lewis B, Oakes M, Guan W, Wyman JF, Rothman AJ. Older adults' experiences using a commercially
available monitor to self-track their physical activity. JMIR Mhealth Uhealth 2016;4:e35 [FREE Full text] [doi:
10.2196/mhealth.5120] [Medline: 27076486]
Rumer KK, Saraswathula A, Melcher ML. Prehabilitation in our most frail surgical patients: are wearable fitness devices
the next frontier? Curr Opin Organ Transplant 2016;21:188-193. [doi: 10.1097/MOT.0000000000000295] [Medline:
26859220]
Kaasa S, Loge JH, Fayers P, Caraceni A, Strasser F, Hjermstad MJ, et al. Symptom assessment in palliative care: a need
for international collaboration. J Clin Oncol 2008;26:3867-3873. [doi: 10.1200/JCO.2007.15.8881] [Medline: 18688054]
McCall K, Keen J, Farrer K, Maguire R, McCann L, Johnston B, et al. Perceptions of the use of a remote monitoring system
in patients receiving palliative care at home. Int J Palliat Nurs 2008;14:426-431. [doi: 10.12968/ijpn.2008.14.9.31121]
[Medline: 19060793]
Mehnert A, Müller D, Lehmann C, Koch U. Die deutsche version des NCCN distress-thermometers. Empirische Prüfung
eines Screening-Instruments zur Erfassung psychosozialer Belastung von Krebspatienten. Z Psychiatr Psych Ps
2006;2006:213. [doi: 10.1024/1661-4747.54.3.213]
Aaronson NK, Ahmedzai S, Bergman B, Bullinger M, Cull A, Duez NJ, de Haes J C. The European Organization for
Research and Treatment of Cancer QLQ-C30: a quality-of-life instrument for use in international clinical trials in oncology.
J Natl Cancer Inst 1993;85:365-376. [Medline: 8433390]
Kaasa S, Bjordal K, Aaronson N, Moum T, Wist E, Hagen S, et al. The EORTC core quality of life questionnaire (QLQ-C30):
validity and reliability when analysed with patients treated with palliative radiotherapy. Eur J Cancer 1995;31A:2260-2263.
[Medline: 8652253]
Cerny T, Rosemann T, Tandjung R, Chmiel C. [Reasons for general practitioner shortage – a comparison between France
and Switzerland]. Praxis (Bern 1994) 2016;105:619-636. [doi: 10.1024/1661-8157/a002362] [Medline: 27223415]
Theile G, Kruschinski C, Buck M, Müller CA, Hummers-Pradier E. Home visits - central to primary care, tradition or an
obligation? A qualitative study. BMC Fam Pract 2011;12:24 [FREE Full text] [doi: 10.1186/1471-2296-12-24] [Medline:
21513534]

Abbreviations
ECOG: scale of performance status developed by the Eastern Cooperative Oncology Group
EV: emergency visits
GPS: global positioning system
QoL: quality of life
USZ: University Hospital Zurich

Edited by A McDougall; submitted 10.03.17; peer-reviewed by N Bradford; comments to author 04.04.17; revised version received
25.04.17; accepted 05.05.17; published 16.08.17
Please cite as:
Theile G, Klaas V, Tröster G, Guckenberger M
mHealth Technologies for Palliative Care Patients at the Interface of In-Patient to Outpatient Care: Protocol of Feasibility Study
Aiming to Early Predict Deterioration of Patient’s Health Status
JMIR Res Protoc 2017;6(8):e142
URL: http://www.researchprotocols.org/2017/8/e142/
doi:10.2196/resprot.7676
PMID:28814378

http://www.researchprotocols.org/2017/8/e142/

XSL• FO
RenderX

JMIR Res Protoc 2017 | vol. 6 | iss. 8 | e142 | p.8
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Theile et al

©Gudrun Theile, Vanessa Klaas, Gerhard Tröster, Matthias Guckenberger. Originally published in JMIR Research Protocols
(http://www.researchprotocols.org), 16.08.2017. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The complete bibliographic
information, a link to the original publication on http://www.researchprotocols.org, as well as this copyright and license information
must be included.

http://www.researchprotocols.org/2017/8/e142/

XSL• FO
RenderX

JMIR Res Protoc 2017 | vol. 6 | iss. 8 | e142 | p.9
(page number not for citation purposes)

