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Home care management of patients affected by
hematologic malignancies: a review

Although home care (HC) of cancer
patients is a common practice, so far
only limited efforts have been made

to define its role in the global management
of patients suffering from malignant blood
disorders, who are mainly treated in hospital
or in outpatient clinics. HC has not been
intensively applied in the treatment of these
malignancies, this approach having been tra-
ditionally reserved for the final management
of a minority of terminally ill patients; more-
over the organization of HC has often relied
on volunteers,1 so that the place of death
remained almost exclusively the hospital
ward, in a setting focused on curing acute ill-
ness and prolonging life, rather than reliev-
ing suffering.2-5 Nevertheless, as the costs of
acute care in hospitals are increasing and
attention to quality of life (QoL) is growing,
some efforts have been made to find alterna-
tive models to assist chronically and termi-
nally ill patients.6-12 Moreover, the need to
save costs, together with a more rational use
of high-technology hospital resources, has
led to the development of supervised care
plans, based on integrated strategies that
move from the traditional inpatient care to
the HC setting,13-18 even for high risk patients
such as those undergoing intensive
chemotherapy and/or hematopoietic stem

cell transplantation (HSCT).19-23 On this
background, hematology HC services can
play an important role, establishing specific
care systems and decision-making which
should be adopted for particular categories
of patients (Table 1), defined by the phase of
specific diseases and by the patient’s life
expectancy.1,7,9 This article attempts to
review the published studies on this topic to
summarize the current use of HC and to
address some points of potential develop-
ment for this model of care in the setting of
blood-related malignancies.

Design and Methods

Data for this review were identified using
PubMed to search MEDLINE, limiting the
search to abstracts or articles in English,
Italian and French. The key words hematol-
ogy, hematologic malignancies, home care,
palliative care, managed care, hematopoietic
stem cell transplantation, early discharge,
quality of life and outpatient were variously
combined in the title, abstract, and key
words search list. The abstract database of
the most relevant hematology and palliative
care meetings and the bibliographies of per-
tinent articles were also considered.

Frokm the Haematology,
Sant’Eugenio Hospital, Tor Vergata
University, Rome (PN, PdF, FS, TD,
DP, LS, SA); Human Biopathology
and Hematology Department,
“La Sapienza” University, Rome
(CC, FM); Haematology and Bone
Marrow Transplantation Unit,
“Armando Businco” Cancer Centre,
Cagliari (CR); Hematology Unit,
Umberto I Hospital, Frosinone, Italy
(MG).

Correspondence:
Pasquale Niscola M. D.,
Haematology Division, Tor Vergata
University, Sant’Eugenio Hospital,
Via dell’Umanesimo 10, 00144
Rome.
E-mail: pasquale.niscola@uniro-
ma2.it

Home care (HC) has an increasingly expanding role in the global management of
patients affected by hematologic malignancies. Integrated strategies, including causal-
targeted and supportive treatments according to hematologic expertise and a holistic
approach inspired by the philosophy and practice of palliative medicine, may allow suit-
able management and the possibility for most patients to stay at home. Physical, social
and psychological needs of patients are likely to vary according to the course of their
disease and the treatments they are receiving. Therefore, consideration should be
given to different models of care and how to tackle patients’ diverse needs, as outlined
by reported experiences which claimed that HC can provide appropriate solutions not
only for terminally and chronically ill patients but also for those in other phases of dis-
ease. According to these studies and to our own experience, when appropriate meas-
ures and structured operating models are adopted, HC results in a safe, effective and
economically realistic alternative to traditional in-hospital treatment. Therefore, all
efforts should be made to overcome budget and administrative barriers and to ensure
a more widespread use of this model of care.
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HC for patients receiving curative treatments
The QoL of patients submitted to remission-inducing

treatments and HSCT may be affected by long periods
in hospital for the treatment of various complications.
In-hospital protective isolation to prevent infections
seems to be the accepted best standard of care for
patients with cytopenia after intensive chemotherapy.
Nevertheless, there has been a recent drive for home-
based treatment of patients with chemotherapy-
induced aplasia for whom the major concern about
early discharge is related to the potential morbidity and
mortality caused by infectious complications. In this
setting, a risk stratification of neutropenic patients has
important implications for management.24-26 Indeed, it
has been stated that hospital admission may generally

be avoided for low-risk patients with good performance
status, remission of underlying malignancies and no
uncontrolled illnesses or active clinical complications
(Table 2). However, in some reported experiences, the
possibility of being managed at home during the pancy-
topenic phase after myeloablative treatments and HSCT
was offered to highly susceptible patients. One study
focused on the home treatment of 36 patients who had
undergone allogeneic HSCT and were discharged from
hospital early: this study showed that compared to a
matched group treated in hospital and to a historical
matched groups, HC patients were discharged earlier,
spent fewer days on total parenteral nutrition, had
lower rates of both grades II-IV acute graft-versus-host
disease (GVHD) and transplantation-related mortality,
and incurred lower costs. In the light of these very
promising results, the study claimed that HC was feasi-
ble and safe for allogeneic HSCT patients and that it
was advantageous compared to hospital care.23 The
updated follow-up of this study confirmed these find-
ings, with a significantly improved 4-year survival rate
in the HC group, compared to the hospital care group
(63% versus 44%, p=0.04).27A comprehensive review of
the six published studies on the feasibility of a HC pro-
gram after intensive chemotherapy and HSCT has been
recently reported together with the results of a pooled
statistical analysis, including 585 HSCT recipients.
Notwithstanding the small cohort, the marked hetero-
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Table 1. Home care for patients with hematologic malignancies on
supportive and palliative care: applications, goals and tools.

Applications Goals Objectives/Strategies

Integrated care pathways Improving or at least Guidelines for the
for terminally ill and dying maintenance of quality management of
patients of residual time symptoms in the

of life at home until last days of life.
a peaceful demise without
uncontrolled symptoms. Continuous care and

regular re- assessment
of the symptom burden
and re-evaluation of
therapy, avoiding

unnecessary interventions
and limiting the medications
to those strictly necessary.

Home care team readily
available on continuous

duty 24 hours is essential.
Availability at home and rapid

access to “core” drugs:

morphine, hyoscine,
hydrobromide, chlorpromazine
and other major sedatives.

Not only palliation of Psychological, social
symptoms but also peace, and spiritual support
dignity, spiritual care for the as required
patient and his or her family.

Supportive care for Providing low-grade intensive Taking blood samples for
chronically ill and interventions at home, laboratory evaluations,
disabled patients avoiding the need to transfer blood transfusions,

the patients to a hospital. palliative and mild
cytoreductive chemotherapy
(generally by oral route),

physiotherapy,
treatment of bleeding
and infections, etc.

Availability of a home
care team around the clock
is unnecessary and clinical
problems that may occur
can be dealt with by the

hospital or general
health care services.

Table 2. Home care for patients with hematologic malignancies on
disease-specific treatments: applications, goals and tools.

Applications Goals Objectives/Strategies

Early discharge of low-risk Providing Guidelines for measures
patients after SCT and intermediate-grade intensive to prevent infection and
chemotherapy-induced interventions at home, the first management
cytopenias° avoiding the need of of aplasia-related

hospital admissions with the aim clinical complications
of improving quality of life at home are essential.
and, possibly, reducing Transfusions and other

hospital-acquired supportive measures
infections and saving health must be available
care and financial resources. at home and delivered

as per protocol.
An integrated home/hospital
caring facility to expedite
hospital admission in the
event of complications

is essential.

The patients should receive,
at home, once daily visits
by a nurse and/or doctor.

Home care staff must be readily
available on continuous duty

24 hours a day

°Good and stably maintained clinical conditions; remission of malignancy; absence of
uncontrolled illness.



geneity in the study designs and patient populations,
including different risk categories, and the lack of ran-
domization, all studies claimed the feasibility and safe-
ty of HC when applied to cytopenic patients, with this
management strategy being associated with similar
morbidity and mortality as that with standard hospital
care.28 In the field of pediatric onco-hematology, one
study was carried out in an Italian hospital. The popula-
tion included children in non-critical clinical conditions
previously submitted to intensive chemotherapy, who
received parenteral nutrition and transfusion support at
home. A report on the first year of activity, including 45
children, of whom 38 were receiving disease-specific
treatments, outlined the feasibility of the HC program
for children and the possibility of reducing the frequen-
cy and duration of hospital admissions.8 The same
group reported another experience on the use of HC for
29 children who had undergone HSCT, confirming their
previous findings.23 These studies proposed HC as an
effective alternative to hospitalization, resulting in an
ideal model of care to improve QoL, to save resources
and to free inpatient beds. However, some issues need
attention: these strategies require careful selection of
patients (Table 2), a well-structured medical team and
expert nursing support in order to deliver the planned
program of care appropriately and to ensure close clini-
cal surveillance and readily available emergency care.23,24

Moreover, the home environment should be comfort-
able and be endowed with adequate measures and facil-
ities, such as the availability of hot water (>50°C), to
manage aplastic patients. In addition, an integrated sys-
tem of home/hospital care to ensure hospital admission
in the case of complications is absolutely essential. In
conclusion, the HC management of these categories of
patients, discharged early while on intensive curative
treatments, should be organized only by selected, well
structured and specialized centers with high operating
standards.

HC for patients with chronic and terminal diseases
The home can be the optimal place for the manage-

ment of patients with chronic and advanced hematolog-
ic malignancies, for whom a HC plan can provide palli-
ation of specific symptoms,2,5,29 including anemia-related
manifestations,30,31 pain syndromes,32-35 infections,32-36

bleeding,37,38 as well as many other forms of suffering
that often occur in the terminal stages of malignant dis-
eases.39-44 In this setting, when life-prolonging therapies
are not applicable or are ineffective, the referral of
patients to a HC team may represent a transition phase
between inpatient disease-specific treatments and the
terminal phase of life, to be spent at home,45 the place of
care preferred by most dying patients.46-48 Medical anti-
neoplastic and palliative treatments should be mutually
complementary to improve patients’ care,49 so that inte-
grated strategies, including supportive and disease-spe-

cific approaches according to hematologic expertise,49,50

investigational therapies,51 and a holistic approach
inspired by the philosophy and practice of palliative
medicine,52 can allow optimal clinical management53,54

enabling most patients to stay at home. Indeed, some
studies have demonstrated that unnecessary hospital
admissions are often due to the unavailability of exter-
nal care and that they can be avoided by HC interven-
tions, comprehensively addressing the clinical and social
burdens of the patients and their families.5,55-58 HC
should be based on precise operating models and the
healthcare team’s guidelines in order to ensure continu-
ous efforts toward the best quality of care.1,59-62 The deci-
sion to follow a patient at home should be taken by the
referring hematologist together with HC team and
should be preceded by a comprehensive psychosocial
evaluation of the patient and his or her family back-
ground. The involvement of the family is largely deter-
mined by its role in the socio-cultural context of each
country and may be of capital importance in all phases
of the HC program. The availability of the reliable and
educated caregiver at home is an essential condition,
given that a HC plan should involve the family and the
patient at the same time.63-65 HC providers should spend
considerable energy in openly discussing all possible
treatment objectives in order to reach an agreement on
a shared plan of care, making every effort to avoid dele-
terious consequences of misunderstandings and any
communication bias.66,67 Moreover, regular periodic
team meetings give the opportunity to examine emerg-
ing problems, to refine the treatment and care objec-
tives, and to reorient the team’s activity if necessary.
The HC providers should use both the general services
and diagnostic structures of the hospital to which they
are associated. In addition, close collaboration with a
hospice, including a structured program for patient
referral and admission, may be useful to ensure family
relief in case of intolerable distress of the caregiver and
to relieve specific refractory symptoms requiring meas-
ures unavailable at home.68-70 The model of care to be
adopted should be congruent with the phase of disease
and the patient’s needs (Table 1). There are different
patterns of decline towards the end of life and different
disease courses, such that specific categories of patients,
such as terminally ill and chronically ill patients, can be
identified.1,5,7,71,72 The former group includes patients
with a short life expectancy, often with a heavy burden
of symptoms, and requiring regular clinical monitoring,
transfusions and supportive measures. In addition, they
may have sudden emergencies due to intolerable symp-
toms and distress (e.g. pain recurrence, bleeding, pro-
gressive dyspnea), developing the need for 24 h/day
support. In an Italian experience, this need was met by
a doctor available 24 hours a day, all year round, able to
go to the patient’s home; a nurse was available on call
and blood products were supplied by the hospital.1,7 A

Home care management of patients

haematologica/the hematology journal | 2006; 91(11) | 1525 |



less intensive model of care may be adequate for chron-
ically ill patients, for whom it seems reasonable to pro-
vide periodic evaluation by a doctor and transfusion
support; in some cases these patients should be treated,
generally by the oral route, with palliative chemothera-
py. Therefore, a close relationship between the hospital
ward and HC activities is essential to avoid fragmenta-
tion of components of the service and to develop effec-
tive case management plans. In addition, careful and
continuous re-evaluation of the patient’s clinical profile,
according to the concept of total care, is required in order
to promptly modify the operative model of activity in
the domiciliary setting, to provide the most effective
symptom control and to avoid administering futile
treatments.73,74 Precise decision-making protocols, in par-
ticular regarding pain therapy, transfusion policy, treat-
ment of infections and bleeding management in all
phases of HC, from its initiation to end of life care, are
essential in order to provide successful HC until the
peaceful demise of most patients at home, in accor-
dance with their wishes,75-82 as reported by an Italian
study in which 395 out of 459 (86%) patients died at
home.7 In the light of the reported experiences, hema-
tology centers should be directly involved in the plan-
ning and coordination of supportive and palliative HC
services.

Conclusions
The advances in treatment that have been made in

recent years have increased the chance of extending life
and the possibility of curing most types of hematologic
malignancies. The management of patients can be com-
plex and often involves long periods in specialized cen-
ters with the patients removed from their families and
everyday life. Patients can be emotionally distressed by
the demand of intensive treatment and may experience
many adverse effects.83 As result, patients and their fam-
ilies should be prepared to cope with a wide range of
physical, emotional, and social consequences of the dis-
ease and treatments for extended periods of time. In
addition, patients with life-limiting disease, for whom
treatment is palliative from diagnosis,84,85 require careful
attention and specific interventions aimed to control the
heavy burden of symptoms and to ensure comfort and
support for themselves and their families throughout
the various phases of the disease.86 As time spent in hos-
pital is being shortened and more treatments are being
given on an outpatient and HC basis, family caregivers
are taking on more responsibility for providing care,
becoming important members of the health care team,
not only by providing secure support and encourage-
ment to the patient, but also by managing medications
and helping to control symptoms and side effects.87,88 An
acceptable QoL is the major goal in the care of patients
with terminal malignancy. In addition to management
of symptoms, psychological care and support, such as

those provided by a HC service, are considered impor-
tant determinants of a patient’s well-being.89-93However,
despite the widespread belief that HC benefits patients
with hematologic malignancies and their families, there
is very little evidence to support this. In fact, most HC-
related outcomes, including morbidity and mortality,
functional status and QoL, patient and caregiver satis-
faction, health care utilization (hospital readmission,
emergency care), and cost-effectiveness remain to be
specifically explored in the hematology setting.5,94-96

However, extrapolating from studies on patients with
solid tumors,59,69,73,97-99 it is reasonable to presume that
comprehensive HC programs provide positive effects
on the QoL of terminally ill patients also in the setting
of blood-related malignancies. Therefore, optimal col-
laboration between palliative care specialists and hema-
tologists should allow for the implementation of hos-
pice/HC services,100,101 avoiding unnecessary emergency
hospital admissions in the last days of life.102-104 Although
HC is mainly used in hematology for the management
of end-stage patients, some important experiences have
demonstrated the feasibility of domiciliary manage-
ment in other phases of disease and groups of patients,
including some selected high-risk categories of patients
with therapy-induced neutropenia. In the studies by
Svahn et al., the HC group had several advantages in
terms of functional rehabilitation, nutrition, risk of
infections, GVHD and survival compared to a group
managed with hospital care. Moreover, HC patients
could be discharged to the outpatient clinic faster than
the other group, although the time to hematopoietic
recovery was the same.21,27 Nevertheless, no controlled
randomized study has yet compared HC to hospital-
based care with protective isolation, so that the superi-
ority of HC in the HSCT setting remains unproven.28

Moreover, the utility of these measures, which include
several expensive interventions, such as the manage-
ment of ventilation systems, construction and cleaning
of HSCT units and isolation and barrier precautions, is
a matter of debate even in the high risk setting of allo-
geneic HSCT, where they have not been proven to pro-
vide patients the intended benefit of decreased infection
rates or improved survival.105 Besides QoL, patient’s
well-being, and family’s support issues, cost contain-
ment efforts justify the search for an alternative man-
agement model. In the above reported experience of
Svahn et al. concerning allogeneic HSCT, the median
cost of treatment from day 0 until day +76 was $25,340
for the HC group, compared with $36,437 for the hos-
pital care control group (p<0.001). In the multivariate
analyses, high costs were associated with late engraft-
ment, grades II-IV acute GVHD, and hospital care.21 In a
pediatric hemato-oncology study, the average cost per
patient receiving HC (#4,252) was significantly lower
than the average cost per in-hospital patient (#14,693).8

Moreover, the same group reported that the average
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cost per HC (#2,936, range 150-20,700) was significant-
ly lower than the average cost per patient hospitalized
to undergo the same procedures (#9,785, range 350-
96,750).23

A recently reported Italian study evaluated the specif-
ic cost of domiciliary care according to the phase of the
patients’ disease. The subjects of the study were
cytopenic patients on supportive care, discharged early
after intensive chemotherapy and those receiving pallia-
tive care. The economic analysis involved cost drivers
such as health care providers, coordination/support
team, materials and drugs, laboratory activities, transfu-
sion support and indirect costs for the patients and their
families. The variables affecting the costs were disease
status, transfusion needs and the type of hematologic
disease. These costs exceeded the Italian district charges
for HC of oncological patients, when compared with
national Diagnostic Related Groups (DRG) scale charges
for hematologic diseases, and with district charges for
palliative HC for patients with neoplastic diseases, with
the exclusion of chronically ill patients. However, the
highest cost for patients with acute leukemia, recorded
for those requiring more than four transfusions/month,

was lower than the highest corresponding DRG charge.
The study concluded that from the perspective of the
purchaser/provider of health services, costs of HC for
some categories of hematologic patients are lower than
those of hospitalization, although superior to the cur-
rent national fares for HC programs.106 The economic
burden charged to the patients and their families must
also be taken into account in cost evaluations.68,107 In this
light, HC could be an economically realistic alternative
to traditional in-hospital disease management and,
therefore, hematology community and public health
systems should play a major role in ensuring equity of
access to effective HC and prevention of suffering and
problems during bereavement.107-110

In conclusion, optimizing the patient’s care directly in
his or her own home could offer important advantages.
Additional studies, in order to improve the management
of patients with blood-related malignant disorders, are
urgently awaited given the great social burden of these
diseases.

Acknowledgments: We thank all the staff of our supportive
organisations and nurses involved in the home care programs. We
are also indebted to Ms. Carla Fritz for editorial assistance.

Home care management of patients

haematologica/the hematology journal | 2006; 91(11) | 1527 |

References
1. Niscola P, Cartoni C, Moleti ML,
Brunetti G, D’Elia GM, Giovannini M,
et al. Home care in hematology. Acta
Med Rom 2000;38:338-44.

2. Alban-Jones C, Moth L. Home care for
terminally ill haematology patients. In:
Both S, Bruera S. Palliative care
Consultation Haematology. Oxford
University Press, New York. 2003. P.
219-35.

3. Newton S. Haematology and palliative
care: blood, sweat and tears. Intern
Med J 2003;33:549-51.

4. Randall F. Terminal care in haematol-
ogy. Baillieres Clin Haematol 1987;
1:581-91.

5. Niscola P, Scaramucci L, Giovannini M
Anghel G, Romani C, Palombi F, et al.
Palliative Care in malignant hematol-
ogy: an overview. Haema 2005; 8:297-
315.

6. Casini C, Carrai V, Innocenti F, Teodori
P, Rigacci L, Rossi Ferrini P.
Hematological Home Care (HCC): ten
years activity. (Abstract 249). Abstract
book f the seventh annual meeting of
the European Haematology
Association. Florence (Italy), 2002. The
Haematology Journal vol. 3 Suppl 1:84.

7. Cartoni C, Brunetti GA, D’Elia GM,
Breccia M, Moleti ML, Mandelli F.
Home care for patients with hemato-
logic malignancies. (Abstract 254).
Abstract book of the seventh annual
meeting of the European Haematology
Association. Florence (Italy), 2002. The
Haematology Journal vol. 3 Suppl 1:84.

8 . Miano M, Manfredini L, Garaventa A,
Fieramosca S, Tanasini R, Leimer M, et
al. Feasibility of a home care program
in a pediatric hematology and oncology
department. Results of the first year of

activity at a single Institution.
Haematologica 2002;87:637-42.

9. Stevens B, McKeever P, Law MP, Booth
M, Greenberg M, Daub S, et al.
Children receiving chemotherapy at
home: perceptions of children and par-
ents. J Pediatr Oncol Nurs 2006; 23:276-
85.

10. Smith AG, Soutar RL, Schey S,
Andrews CD, Baister ER, Bilbrough C,
et al. Home care versus hospital care in
patients with multiple myeloma treat-
ed with pamidronate. Int J Palliat Nurs.
2004;10:144-9.

11. Lowenthal RM, Piaszczyk A, Arthur
GE, O'Malley S. Home chemotherapy
for cancer patients: cost analysis and
safety. Med J Aust 1996;165:184-7.

12. Craig JI, Milligan P, Cairns J,
McClelland DB, Parker AC. Nurse
practitioner support for transfusion in
patients with haematological disorders
in hospital and at home. Transfus Med
1999;9:31-6.

13. Coyte PC, Dobrow MJ, Broadfield L.
Incremental cost analysis of ambulato-
ry clinic and home-based intravenous
therapy for patients with multiple
myeloma. Pharmacoeconomics 2001;
19:845-54.

14. Chern B, Joseph D, Joshua D, Pittman
K, Richardson G, Schou M, et al.
Bisphosphonate infusions: patient pref-
erence, safety and clinic use. Support
Care Cancer 2004;12:463-6.

15. Stevens B, Croxford R, McKeever P,
Yamada J, Booth M, Daub S, et al.
Hospital and home chemotherapy for
children with leukemia: a randomized
cross-over study. Pediatr Blood Cancer
2006;47:285-92.

16. Russell JA, Poon MC, Jones AR,
Woodman RC, Ruether BA. Allogeneic
bone-marrow transplantation without
protective isolation in adults with
malignant disease. Lancet 1992;339:38-

40.
17. Westermann AM, Holtkamp MM,

Linthorst GA, van Leeuwen L,
Willemse EJ, van Dijk WC, et al. At
home management of aplastic phase
following high-dose chemotherapy
with stem-cell rescue for hematological
and non-hematological malignancies.
Ann Oncol 1999;10:511-7.

18. Herrmann RP, Trent M, Cooney J,
Cannell PK. Infections in patients man-
aged at home during autologous stem
cell transplantation for lymphoma and
multiple myeloma. Bone Marrow
Transplant 1999;24:1213–7.

19. Russell JA, Chaudhry A, Booth K,
Brown C, Woodman RC, Valentine K,
et al. Early outcomes after allogeneic
stem cell transplantation for leukemia
and myelodysplasia without protective
isolation: a 10-year experience. Biol
Bone Marrow Transplant 2000;6:
109–14.

20. Svahn BM, Bjurman B, Myrback KE,
Aschan J, Ringden O. Is it safe to treat
allogeneic stem cell transplant recipi-
ents at home during the pancytopenic
phase? A pilot trial. Bone Marrow
Transplant 2000;26:1057–60.

21. Svahn BM, Remberger M,Myrback KE,
Holmberg K, Eriksson B, Hentschke P,
et al. O. Home care during the pancy-
topenic phase after allogeneic
hematopoietic stem cell transplanta-
tion is advantageous compared with
hospital care. Blood 2002; 100:4317-24.

22. Cartoni C, Cedrone M, De Gregoris C,
Giovannini M, Niscola P, Romani C, et
al. Early discharge and home care man-
agement of therapy-induced neu-
tropenic AML patients. (Abstract n. P-
0893). Br J Haematol Vol. 102, No
1:224.

23. Miano M, Manfredini L, Garaventa A,
Fieramosca S, Tanasini R, Morreale G,
et al. Home care for children following



haematopoietic stem cell transplanta-
tion. Bone Marrow Transplant 2003;
31:607-10.

24. Talcott JA, Whalen A, Clark J, Rieker
PP, Finberg R. Home antibiotic therapy
for low-risk cancer patients with fever
and neutropenia: a pilot study of 30
patients based on a validated predic-
tion rule. J Clin Oncol 1994;12:107-14.

25. Hughes WT, Armstrong D, Bodey GP,
Bow EJ, Brown AE, Calandra T, et al.
2002 guidelines for the use of antimi-
crobial agents in neutropenic patients
with cancer. Clin Infect Dis 2002;
34:730-51.

26. Santolaya ME, Alvarez AM, Aviles CL,
Becker A, Cofre J, Cumsille MA, et al.
Early hospital discharge followed by
outpatient management versus contin-
ued hospitalization of children with
cancer, fever, and neutropenia at low
risk for invasive bacterial infection. J
Clin Oncol 2004;22:3784-9.

27. Svahn BM, Ringden O, Remberger M.
Long-term follow-up of patients treat-
ed at home during the pancytopenic
phase after allogeneic haematopoietic
stem cell transplantation. Bone
Marrow Transplant 2005;36:511-6.

28. van Tiel FH, Harbers MM, Kessels AG,
Schouten HC. Home care versus hos-
pital care of patients with hematologi-
cal malignancies and chemotherapy-
induced cytopenia. Ann Oncol 2005;
16:195-205.

29. Lassauniere JM, Zittoun R. The
Palliative Care Centre of Hotel-Dieu
Hospital. Support Care Cancer 1995;
3:7-10.

30. Stasi R, Abriani L, Beccaglia P, Terzoli
E, Amadori S. Cancer-related fatigue:
evolving concepts in evaluation and
treatment. Cancer 2003;98:1786-801.

31. Birgegard G, Aapro MS, Bokemeyer C,
Dicato M, Drings P, Hornedo J, et al.
Cancer-related anemia: pathogenesis,
prevalence and treatment. Oncology
2005; 68 Suppl 1:3-11.

32. Stalfelt AM, Brodin H, Pettersson S,
Eklof A. The final phase in acute
myeloid leukaemia (AML). A study on
bleeding, infection and pain. Leuk Res
2003;27:481-8.

33. Gedaly-Duff V, Lee KA, Nail L,
Nicholson HS, Johnson KP. Pain, sleep
disturbance, and fatigue in children
with leukemia and their parents: a
pilot study. Oncol Nurs Forum 2006;
33:641-6.

34. Niscola P, Arcuri E, Giovannini M,
Scaramucci L, Palombi F, Trapè G, et
al. Pain syndromes in haematological
malignancies: an overview. Hematol J
2004;5:293-303.

35. Niscola P, Cartoni C, Arcuri E,
Giovannini M, Romani C, Leonetti
Crescenzi S, et al. Epidemiologia e
fisiopatogenesi del dolore nelle neo-
plasie ematologiche in fase avanzata.
La Rivista Italiana di Cure Palliative
2000; 3:157-61.

36. Girmenia C, Moleti ML, Cartoni,
Cedrone M, De Gregoris C, De Sanctis
V, et al. management of infective com-
plications in patients with advanced
haematologic malignancies in home
care. Leukaemia 1997;11:1807-12.

37. Avvisati G, Tirindelli MC, Annibali O.
Thrombocytopenia and hemorrhagic
risk in cancer patients. Crit Rev Oncol
Hematol 2003;48 Suppl:S13-6.

38. Cartoni C, Cedrone M, De Gregoris C,
Giovannini M, Niscola P, Romani C, et
al. Domiciliary management of hem-

orrhage for patients with advanced-
phase hematologic neoplasm. (Abstr
1345). Abstract book of the ISH – EHA
Combined Haematology Congress,
Amsterdam, The Netherlands, 4–8
July 1998. Br J Haematol 1998;102:337.

39. Wolfe J, Grier HE, Klar N, Levin SB,
Ellenbogen JM, Salem-Schatz S, et al.
Symptoms and suffering at the end of
life in children with cancer. N Engl J
Med 2000;342:326-33.

40. Bauduer F, Capdupuy C, Renoux M.
Characteristics of deaths in a depart-
ment of oncohaematology within a
general hospital. A study of 81 cases.
Support Care Cancer 2000;8:302-6.

41. Fallon M. Care of the terminally ill
cancer patient: a handbook for the
medical oncologist. Br J Cancer 2004;
90:22-47.

42. Morrison RS, Meier DE. Clinical prac-
tice. Palliative care. N Engl J Med
2004;350:2582-90.

43. Rushton CH. A framework for inte-
grated pediatric palliative care: being
with dying. J Pediatr Nurs 2005;
20:311-25.

44. Stalfelt AM, Brodin H, Pettersson S,
Eklof A. The final phase in acute
myeloid leukaemia (AML): a study of
cause of death, place of death and type
of care during the last week of life.
Leuk Res 2001;25:673-80.

45. Surbone A. There is no dividing line.
Crit Rev Oncol Hematol 2003;46:1-3.

46. Higginson IJ, Sen-Gupta GJ. Place of
care in advanced cancer: a qualitative
systematic literature review of patient
preferences. J Palliat Med 2000;3:287-
300.

47. Maddocks I, Bentley L, Sheedy J.
Quality of life issues in patients dying
from haematological diseases. Ann
Acad Med Singapore 1994;23:244-8.

48. Finlay IG, Higginson IJ, Goodwin DM,
Cook AM, Edwards AG, Hood K, et al.
Palliative care in hospital, hospice, at
home: results from a systematic
review. Ann Oncol 2002;13 Suppl
4:257-64.

49. Giovannini M, Cartoni C, Cedrone M,
De Gregoris C, Discola P, Romani C, et
al. Chemioterapia palliativa in pazien-
ti con neoplasie ematologiche in fase
avanzata di malattia: esperienza
dell’Unità di Cure domiciliari “Romail”
presso l’Istituto d’Ematologia
dell’Università “La Sapienza” di Roma.
Paper presented at the eighth Congress
of the Società Italiana di Cure
Palliative, Genoa, 1997.

50. Funke I, Wiesneth M, Platow S,
Kubanek B. Palliative cytoreduction in
refractory acute leukemia: a retrospec-
tive study of 57 adult patients. Ann
Hematol 2000;79:132-7.

51. Meyers FJ, Linder J, Beckett L,
Christensen S, Blais J, Gandara DR.
Simultaneous care: a model approach
to the perceived conflict between
investigational therapy and palliative
care. J Pain Symptom Manage 2004;
28:548-56.

52. No author listed. Symptom relief in
terminal illness. WHO; Geneva:
Switzerland. 1998.

53. Muirhead CS, Erskine G, McColl M,
Eynaud P, Tadjali M. Haematology and
palliative care: an integrated approach.
Abstract book of the tenth annual
meeting of the European Haematology
Association. Stockholm (Sweden),
2005. Haematologica/The
Haematology J vol. 90 Suppl 2:

111[Abstract 279].
54. Meier DE, Thar W, Jordan A,

Goldhirsch SL, Siu A, Morrison RS.
Integrating case management and pal-
liative care. J Palliat Med 2004;7:119-
34.

55. Hinton J. Which patients with termi-
nal cancer are admitted from home
care? Palliat Med 1994;8:197-210.

56. Romani C, Cartoni C, Cedrone M, De
Gregoris C, Giovannini M, Niscola P,
et al. Il Ricovero Ospedaliero nei
pazienti affetti da emopatie neoplas-
tiche in fase avanzata seguiti in
regime di assistenza domiciliare.
Paper presented at the eighth
Congress of the Società Italiana di
Cure Palliative, Genoa, 1997.

57. Smeenk FW, van Haastregt JC, de
Witte LP, Crebolder HF. Effectiveness
of home care programmes for
patients with incurable cancer on
their quality of life and time spent in
hospital: systematic review. Br Med J
1998; 316:1939-44.

58. Costantini M, Higginson IJ, Boni L,
Orengo MA, Garrone E, Henriquet F,
Bruzzi P. Effect of a palliative home
care team on hospital admissions
among patients with advanced can-
cer. Palliat Med 2003;17:315-21.

59. Tanneberger S, Pannuti F, Mirri R,
Panetta A, Mariano P, Romano D et
al. Hospital-at-Home for advanced
cancer patients within the framework
of the Bologna Eubiosia project: an
evaluation. Tumori 1998;84:376-82.

60. Ahmedzai SH, Costa A, Blengini C,
Bosch A, Sanz-Ortiz J, Ventafridda V,
et al. A new international framework
for palliative care. Eur J Cancer 2004;
40:2192-200.

61. Carson MG, Fitch MI, Vachon ML.
Measuring patient outcomes in pallia-
tive care: a reliability and validity
study of the Support Team
Assessment Schedule. Palliat Med
2000;14:25-36.

62. Smeenk FW, de Witte LP, Nooyen IW,
Crebolder HF. Effects of transmural
care on coordination and continuity
of care. Patient Educ Couns
2000;41:73-81.

63. Teno JM, Clarridge BR, Casey V,
Welch LC, Wetle T, Shield R et al.
Family perspectives on end-of-life
care at the last place of care. JAMA
2004; 291:88-93.

64. Street AF, Love A, Blackford J.
Managing family centered palliative
care in aged and acute settings. Nurs
Health Sci 2005;7:45-55.

65. McGrath P. Caregivers' insights on
the dying trajectory in hematology
oncology. Cancer Nurs 2001;24:413-
21.

66. Abrahm JL. Waiting for the platelet
count to rise: negotiating care at the
end of life. Cancer Invest
2003;21:772-81.

67. Aldo L, Levaggi R. Assistenza domicil-
iare nelle cure palliative. I costi della
comunicazione. La Rivista Italiana di
Cure Palliative (RICP). n. 3/4:26-30,
2004.

68. Emanuel EJ, Fairclough DL, Slutsman
J, Emanuel LL. Understanding eco-
nomic and other burdens of terminal
illness: the experience of patients and
their caregivers. Ann Intern Med
2000; 132:451-9.

69. Emanuel EJ, Ash A, Yu W, Gazelle G,
Levinsky NG, Saynina O, et al.
Managed care, hospice use, site of

P. Niscola et al.

| 1528 | haematologica/the hematology journal | 2006; 91(11)



death, and medical expenditures in the
last year of life. Arch Intern Med 2002;
162:1722-8.

70. Andrews F, Hood P. Shared care: hos-
pital, hospice, home. Paediatr Nurs.
2003;15:20-2.

71. Murray SA, Kendall M, Boyd K,
Sheikh A. Illness trajectories and pal-
liative care. Br Med J 2005;330:1007-
11.

72. Lunney JR, Lynn J, Foley DJ, Lipson S,
Guralnik JM. Patterns of functional
decline at the end of life. JAMA 2003;
289:2387-92.

73. Goodwin DM, Higginson IJ, Myers K,
Douglas HR, Normand CE.
Effectiveness of palliative day care in
improving pain, symptom control, and
quality of life. J Pain Symptom
Manage 2003;25:202-12.

74. Travis SS, Moore S, Larsen PD, Turner
M.Clinical indicators of treatment
futility and imminent terminal decline
as discussed by multidisciplinary
teams in long-term care. Am J Hosp
Palliat Care 2005;22:204-10.

75. Boyce A, McHugh M, Lyon P.
Proactive palliative care choices for
haematology day unit patients. Int J
Palliat Nurs 2003;9:544-50.

76. Wrede-Seaman LD. Management of
emergent conditions in palliative care.
Prim Care 2001;28:317-28.

77. Lassauniere JM, Bertolino M, Hunault
M, Zittoun R, Verspieren P, Moh-
Klaren J, et al. Platelet transfusions in
advanced hematological malignancies:
a position paper. J Palliat Care
1996;12:38-41.

78. Brook L, Vickers J, Pizer B. Home
platelet transfusion in pediatric oncol-
ogy terminal care. Med Pediatr Oncol
2003;40:249-51.

79. Prommer E. Management of bleeding
in the terminally ill patient.
Hematology 2005;10:167-75.

80. Pereira J, Phan T. Management of
bleeding in patients with advanced
cancer. Oncologist 2004;9:561-70.

81. Dunn A, Carter J, Carter H. Anemia at
the end of life: prevalence, signifi-
cance, and causes in patients receiving
palliative care. J Pain Symptom
Manage 2003;26:1132-9.

82. Niscola P, Scaramucci L, Romani C,
Giovannini M, Maurillo L, Del Poeta
G, et al. Opioids in pain management
of blood-related malignancies. Ann
Hematol 2006;85:489-501.

83. Forinder U, Lof C, Winiarski J. Quality
of life and health in children following
allogeneic SCT. Bone Marrow
Transplant 2005;36:171-6.

84. Latagliata R, Alimena G, Carmosino I,
Breccia M, Borza PA, Bongarzoni V, et
al. Conservative treatment for patients
over 80 years with acute myelogenous

leukemia. Am J Hematol 2002;71:256-
9.

85. Latagliata R, Bongarzoni V, Carmosino
I, Mengarelli A, Breccia M, Borza PA,
et al. Acute myelogenous leukemia in
elderly patients not eligible for inten-
sive chemotherapy: the dark side of
the moon. Ann Oncol 2006;17:281-5.

86. Stalfelt AM. Quality of life of patients
with acute myeloid leukaemia. Leuk
Res 1994;18:257-67.

87. Corli O, PizzutoM, Gibellini P. I costi
sostenuti dalla famiglia in un program-
ma di cure palliative domiciliari per
malati oncologici. La Rivista Italiana di
Cure Palliative (RICP). 2002;4:210-12.

88. Yun YH, Rhee YS, Kang IO, Lee JS,
Bang SM, LeeWS, et al. Economic bur-
dens and quality of life of family care-
givers of cancer patients. Oncology
2005;68:107-14.

89. Cohen SR, Boston P, Mount BM,
Porterfield P. Changes in quality of life
following admission to palliative care
units. Palliat Med 2001;15:363-71.

90. Stromgren AS, Sjogren P, Goldschmidt
D, Petersen MA, Pedersen L,
Hoermann L, et al. M. A longitudinal
study of palliative care: patient-evalu-
ated outcome and impact of attrition.
Cancer 2005;103:1747-55.

91. Paci E, Miccinesi G, Toscani F,
Tamburini M, Brunelli C, Constantini
M, et al. Quality of life assessment and
outcome of palliative care. J Pain
Symptom Manage 2001;21:179-88.

92. Higginson IJ, Finlay I, Goodwin DM,
Cook AM, Hood K, Edwards AG, et al.
Do hospital-based palliative teams
improve care for patients or families at
the end of life? J Pain Symptom
Manage 2002;23:96-106.

93. Peters L, Sellick K. Quality of life of
cancer patients receiving inpatient and
home-based palliative care. J Adv Nurs
2006;53:524-33.

94. Auret K, Bulsara C, Joske D.
Australasian haematologist referral
patterns to palliative care: lack of con-
sensus on when and why. Intern Med
J 2003;33:566-71.

95. McGrath P. Dying in the curative sys-
tem: the haematology/oncology
dilemma. Part 1. Aust J Holist Nurs
2001;8:22-30.

96. McGrath P. End-of-life care for hema-
tological malignancies: the 'technolog-
ical imperative' and palliative care.
Palliat Care 2002;18:39-47.

97. Shepperd S, Iliffe S. The effectiveness
of hospital at home compared with in-
patient hospital care: a systematic
review. J Public Health Med 1998;
20:344-50.

98. Ahlner-Elmqvist M, Jordhoy MS,
Jannert M, Fayers P, Kaasa S. Place of
death: hospital-based advanced home

care versus conventional care. A
prospective study in palliative cancer
care. Palliat Med 2004;18:585-93.

99. Preen DB, Bailey BE, Wright A,
Kendall P, Phillips M, Hung J et al.
Effects of a multidisciplinary, post-dis-
charge continuance of care interven-
tion on quality of life, discharge satis-
faction, and hospital length of stay: a
randomized controlled trial. Int J Qual
Health Care 2005;17:43-51.

100.McGrath P. Are we making progress?
Not in haematology! Omega (West-
port) 2002;45:331-48.

101.Monti M, Cunietti E, Castellani L,
Merli M, Cruciatti F. Ten years' activi-
ty of the first Italian public hospice for
terminally ill patients. Support Care
Cancer 2004;12:752-7.

102.Tang ST. When death is imminent:
where terminally ill patients with can-
cer prefer to die and why. Cancer Nurs
2003;26:245-51.

103.Ahlner-Elmqvist M, Jordhoy MS,
Jannert M, Fayers P, Kaasa S. Place of
death: hospital-based advanced home
care versus conventional care. A
prospective study in palliative cancer
care. Palliat Med 2004;18:585-93.

104.Teno JM, Clarridge BR, Casey V,
Welch LC, Wetle T, Shield R, Mor V.
Family perspectives on end-of-life care
at the last place of care. JAMA 2004;
291:88-93.

105.Hayes-Lattin B, Leis JF, Maziarz RT.
Isolation in the allogeneic transplant
environment: how protective is it?
Bone Marrow Transplant 2005;36:373-
81.

106.Cartoni C, Brunetti G, D’Elia GM,
Morano G, Breccia M, Gentile M, et al.
Economic Analysis of a domiciliary
program of supportive and palliative
care for patients with hematological
malignancies. Abstract book of the
tenth annual meeting of the European
Haematology Association. Stockholm
(Sweden), 2005. Haematologica/The
Haematology J [Abstract 280] 90
Suppl 2:112.

107.Smeenk FW, Ament AJ, van Haastregt
JC, de Witte LP, Crebolder HF. Cost
analysis of transmural home care for
terminal cancer patients. Patient Educ
Couns 1998;35:201-11.

108.McGrath P, Joske D. Palliative care
and haematological malignancy: a case
study. Aust Health Rev 2002;25:60-6.

109.McGrath P. Qualitative findings on the
experience of end-of-life care for
haematological malignancies. Am J
Hosp Palliat Care 2002;19:103-11.

110.Higginson IJ, Koffman J. Public health
and palliative care. Clin Geriatr Med
2005;21:45-55.

Home care management of patients

haematologica/the hematology journal | 2006; 91(11) | 1529 |




