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Abstract m

INTR

Home- ent of febrile neutropenia (FN) in children with cancer with oral or
intravenm! antibiotics is safe and effective. There are limited data on the economic impact of
this model . We evaluated the cost-effectiveness of implementing a FN program,

incorporat e-based intravenous antibiotics for carefully selected patients, in a tertiary

paediatricSospital.

METH

A decisio ¢ model was constructed to compare costs and outcomes of the home-based
FN pr@ﬁ usual in-hospital treatment with intravenous antibiotics. The program
included a clinical decision rule to stratify patients by risk for severe infection and home-
based eligibility criteria using disease, chemotherapy and patient-level factors. Health
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outcomes (quality-of-life) and probabilities of FN risk classification and home-based
eligibility were based on prospectively collected data between 2017 and 2019. Patient-level
costs were ted from hospital records. Cost-effectiveness was expressed as the
increment&]uahty-adjusted life year (QALY).

 EE—
FINDIN

[

¥

The mean re cost of home-based FN treatment in low-risk patients was A$7,765 per

patient cofiip 0 A$20,396 for in-hospital treatment (mean difference A$12,632 (95%

3

CI,12,496 ). Overall, the home-based FN program was the dominant strategy, being

U

more effe 20011 QALY (95% CL,0.0011-0.0012)) and less costly. Results of the model

were most{gensitive to proportion of children eligible for home-based care program.

f

CONCLUSI

d

Compa n-hospital FN care, the home-based FN program is cost-effective, with savings

arising cheaper cost of caring for children at home. These savings could increase as

M

more patients eligible for home-based care are included in the program.

INTROD

nor

Febrile negtropenda (FN) is a common complication in children with cancer. In

{

approxim of all FN episodes, a serious infection or adverse outcome is not

U

document&@* RISk stratification strategies are recommended to differentiate children with

FN at1 igh-risk for infection so treatment can be tailored accordingly 2 There is a

A

growing body of €vidence that home-based care with oral or intravenous antibiotics in

carefully selected children with low-risk FN is safe and effective > *. To date, much of the

This article is protected by copyright. All rights reserved.
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focus has been on the clinical impact of this model, with limited data on the direct economic
impacts on both the family and the healthcare system °. While safety remains paramount, the
paucity o; rﬁ economic and quality-of-life (QoL) data for home-based FN care may, in

part, expl and inconsistent uptake of these treatment pathways.

1

Observati economic modelling data suggest that a key driver of the direct healthcare
costs of F@ospital length of stay (LOS) °. While the total treatment costs of high-risk
FN have bggnghgwn to be higher than low-risk FN in children, an Australian study found
little diffemetween mean cost-per-day between these two groups >. The impact of oral
or intravenous a;biotic strategies has also been explored in a Canadian study with very
similar coﬁned to each group when delivered in the home, both of which were

significantly ¢ eaier than traditional in-hospital antibiotics ®. Collectively, these data suggest

that reduc spital LOS for FN through the use of home-based treatment pathways will
likely sc costs of care, although the financial impact on families remains largely
unkno

In January2018, a formal home-based FN program was implemented at the Royal Children’s
Hospital ( Melbourne ’. In the first 18 months, 22% of all episodes received home-
based FN associated reductions in hospital median length of stay (LOS) (4.0 to 1.5
days, p < !001) as compared to a pre-implementation cohort, and a total of 291 in-hospital
bed daWetailed clinical assessment indicated home-based FN care was safe with
few read 12%), no increase in severe infections and no adverse events including

severe sepsis, Intgnsive care admission or death ’. The home-based FN program was initially

classified as high-risk were considered appropriate for the program by their treating clinician

and subsequently transferred to home to complete treatment. In this study, we evaluated the

This article is protected by copyright. All rights reserved.
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cost, benefits and cost-effectiveness of implementing this novel pathway in the same cohort

of children reflecting the real-world application of the program.

T

ey

Interveiiti Srm—

As part ofwe-based FN program, a care pathway was developed incorporating a

locally vali clinical decision rule (CDR) and an assessment of eligibility for early
transfer to igl-in-the-home (HITH). The CDR, derived by the Swiss Paediatric
Oncology@POG), was used to stratify patients into two groups (low- and high-risk
for infectiﬁ\ierse outcome) and included four clinical variables (chemotherapy more

intensive maintenance (score 4), haemoglobin >90g/L (score 5), white cell count

<3.0 cellsme 3) and platelet count <50g/L (score 3)) . A score of less than 9

indicat iskg for adverse event defined as a serious medical complication as a result of
infection, mi logically defined infection or radiologically confirmed pneumonia *.
Following risk stratification, disease-, chemotherapy- and patient-level factors were applied
to identif)&g-risk FN patients eligible for home-based care [6]. Eligible patients were
transferreg ﬁ to complete FN treatment after an overnight period of observation.
Patients and their families were provided with education and written information on when
and ho&t the hospital if the child became unwell. Patients were reviewed daily at
home b nurse for administration of intravenous antibiotics (piperacillin-tazobactam
via infuser) and ;nical assessment until eligible for discharge (afebrile and evidence of bone
marrow re s judged by treating clinician). Implementation methodology for the home-
based F{ and detailed description of the intervention and clinical outcomes are

reported elsewhere .

This article is protected by copyright. All rights reserved.
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Patients

All chin 8 years) with cancer on active treatment and outpatient onset fever
(temperat@and neutropenia (absolute neutrophil count <1000/mm?) were screened
for inclusion on the home-based FN program. Children with hematopoietic stem cell

H
transplantm within 3 months or who developed FN on concurrent treatment antibiotics
or as an ir@vere excluded. The home-based FN program was informed by the
Australianmng Infectious ComplicatioNs in Children with Cancer (PICNICC) study l

a multisite, prospective observational study.

Economic spectively collected clinical data included in this study were taken from
two cohors;' (1) Australian PICNICC study cohort restricted to episodes managed at RCH
(11/2016- — period prior to implementation of the FN program) ', and (ii) the RCH
home-basedFN®rogram implementation study (01/2018-06/2019) ’. Across both cohorts,
304 and 2 tient onset FN episodes occurred, respectively. These episodes were
stratifi or high-risk FN risk using the CDR and by their HITH (home-based)
eligibility gAppendix 1). In the RCH home-based FN program implementation cohort, data
were not co d on home-based eligibility for 138 high-risk FN episodes. A further 11
episodes \Q

uded, 6 with multiple FN episodes assigned to a single separation and 5

considered(to be atypical outliers unhelpful to the comparison between groups (top 1% based

g

on lengWA total of 444 FN episodes (PICNICC cohort, n=297; Implementation

cohort, nﬂoss 201 children were considered for the costing analysis and were used to

inform the econamic model.
Analysiso<‘

This article is protected by copyright. All rights reserved.
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Patient-level health-care costs were extracted from the hospital’s administrative records
which describes the total cost and LOS for each separation. Costs were adjusted to reflect
those relev the FN episode by multiplying the mean daily cost with duration of LOS
relevant t isode. To overcome variations in costs that may relate to practice and

. H — , ) . :
costing dlirences over time, all patient-level costs were pooled to estimate a standardised

mean dail®

To estimamncurred by the patients’ families, we used previously published unit costs
incurred dutthg%featment and days absent from paid or unpaid work from parents or carers of

children who und@rwent antibiotic treatment at home or in hospital °. These costs were

generatedc: same tertiary hospital.

Generalis models (GLM) were used to analyse duration of LOS and costs. The

appropriate 1a of distribution and link for the models were determined using a

combinatio tistical tests including the modified Park test, Pearson correlation, Pregibon

and m er and Lemeshow tests ' 1!, Age, sex, cancer type, duration from cancer
diagnosis,srevious HSCT and chemotherapy intensity (more or less than ALL maintenance)
were includgdgi the models to control for possible baseline imbalances. Duration of LOS,
costs and rences between home-based and in-hospital treatment cohorts were

estimated !nd presented for each subgroup. To account for sampling uncertainty, we

perfomeping with 1000 replications using the recycled predictions method "'
Quality-of-life oulicomes

In bot , Child Health Utility 9D (CHU9D) questionnaires were used to capture QoL
at the onset of th&"FN episode and day 7 '* . For children aged <6 years, parents completed

the questionnaire on behalf of the child and for > 6 years, the child completed it themselves.

This article is protected by copyright. All rights reserved.
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Parents or carers QoL were also captured at the same time points using the Assessment of
Quality of Life (AQoL-6D) questionnaire 14,15, Responses from the questionnaires are scored
as utility va sing published algorithms 16,17 Completed QoL questionnaires were
available ents and 35 children across both cohorts. As completion rate was low,

N . . . .
responses sere pooled and grouped into broader subgroups (high and low risk) for analysis.
Random emgression models were used to analyse utility values and control for baseline

characteristies

Modelled cOst-éffectiveness analysis

US

A decisio ¢ model was constructed to compare the costs, outcomes and cost-

effectiven@ss of the home-based FN program with in-hospital care. A decision tree developed

)

using Tre 2021 (TreeAge Software Williamstown, MA) was used to model the

d

decision paths (€Xpected sequence of events) before and after implementation of the home-

based FN p (Fig. 1). The model applied data from the clinical studies (probabilities of

W

FN ris y CDR and HITH eligibility) and results from the cost and QoL analyses.

The probahilities and costs for high-risk groups were standardised to ensure consistency and

f

reduce the nce due to lack of complete data (from the RCH implementation study). All

O

patients wi wed up from onset of FN until time of discharge from hospital or HITH.

The cost df a dedicated nurse consultant (0.2 full-time equivalent) leading the program

h

(coordi 1d8] meetings, updating of electronic medical records, staff and patient

{

education, cation of suitable patients and ensuring appropriate follow-up of patients)

U

was also includedqin the evaluation (see Appendix 2 for costing details, Appendices 3 and 4

includ. st of model inputs).

A

The cost-effectiveness analysis was conducted according to established methodological

guidelines '®, and reported from health care and societal (patients’ family) perspectives. All

This article is protected by copyright. All rights reserved.
9



costs are expressed in 2019 Australian dollars adjusted for inflation using the Australian
Consumer Price Index . Quality-adjusted life years (QALYs) were calculated by

multiplyinﬂs utility by the duration of LOS. The cost-effectiveness results were

presented r QALY gained. Incremental cost-effectiveness ratios were calculated
N _ . . .

to compargrthe home-based FN program with usual in-hospital treatment. This was calculated

as the mea@nce in costs divided by the difference in outcomes (QALYSs). Reporting

follows the ational Society for Pharmacoeconomics and Outcomes Research (ISPOR)

. . . . . . 20
consolida ealth economic evaluation reporting standards guideline .

S

Sensitivity anal

J

To accounf for parameter uncertainty, probabilistic sensitivity analysis (PSA) was conducted

q

by mnninmsimulations for the two cohorts. A series of one-way sensitivity analyses
ufid

were also en to determine key drivers and to explore the assumptions made and data
sources use model. These analyses included doubling the program cost, varying the
propo nts assessed low risk, proportion of eligible patients discharged to home-

based carind alternative sources of utilities. Threshold analyses were also performed on key

drivers of t del to establish the minimum/maximum parameters for the program to
remain co

ive at a threshold of A$50,000 per QALY gained.

resual
e

Demographi on the 444 FN episodes included in this analysis are available in Table 1.
The differ proportion of children receiving high- versus low-intensity chemotherapy,
with pr, SCT and type of cancer diagnosis are reflective of the CDR and HITH
eligibility criterid®

Cost analysis

This article is protected by copyright. All rights reserved.
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The mean health care cost of managing FN at home in children identified as low-risk was
AS$7,765 per patient compared to A$20,396 for the in-hospital treatment cohort (mean

difference ﬁ:632 (95% CI, 12,496-12,767)). In children identified as high-risk but who

fulfilled h eligibility criteria and were subsequently transferred to the program, the
N — ) ) .
mean healg care cost was A$13,739 per patient compared to AUD$21,370 for the in-hospital
treatment wean difference A$7,632 (95% CI, 7,402-7,861)). Similar trends were also
observed fo n family costs (Table 2). On average, patients who received home-based FN

care had awotal LOS (in-hospital and HITH) than those who remained in hospital;

among low-risk Patients, this was 1.13 days longer (95% CI, 1.07-1.20) and in high-risk

U

patients, 2& longer (95% CI, 1.93-2.14). The full results are reported in Appendix 5

and were nputs into the economic model.

Quality—omomes

Overall, pa anaged through home-based care and their parents or carers reported better
QoL ( values) compared to patients treated in-hospital. Although based on a
small samge size, FN management through the program (i.e., from Day 0 to Day 7) did not

have negati acts on patient QoL outcomes (i.e., no worse than patients who remained
in-hospita tility values from CHU9D and AQoL at baseline and day 7 estimated from
separate rgdom effects model are presented in Appendix 6. These results and those from the

cost anw used to inform the economic model.

Modelled cost-eESctiveness

From t alian health care system perspective, the care pathway with the home-based
FN program wasthe dominant strategy, meaning more effective (0.0011 QALY (95% CI,

0.0011-0.0012)) and less expensive (A$1,382 (95% CI, 1,238-1,527). From a societal

This article is protected by copyright. All rights reserved.
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perspective, the program was also the dominant strategy, being more effective (0.0025
QALY (95% CI, 0.0024-0.0027)) and less expensive (A$1,565 (95% CI, 1,419-1,711). The
results of are presented on a cost-effectiveness plane (Fig. 2) and they show that for
65% (blu re perspective) and 66% (red — societal) of the simulations the home-

N —
based FN so gram is dominant compared to in-hospital treatment. A detailed breakdown of

the cost-e@ess results is presented in Appendix 7.

The cost—emness results remained robust with the home-based FN program remaining
st

the domina egy under most analyses performed (Appendix 8). The economic model

was most sensiti; to the proportion of low-risk patients eligible for the home-based care and

costs of "ﬁ home-based care patients. For the program to remain cost-effective, the
0

proportion of low-risk patients assessed as eligible to receive home-based FN (HITH eligible)
care woulm remain above 37% and those actually transferred home to the program
would 0 remain above 11%. Fig. 3 shows that the home-based FN program is a cost-
saving if the cost of managing low-risk patients on the program does not exceed

$17,184 (121% increase from current cost). This increases to A$17,550 at a willingness-to-

pay thresM0,000 per QALY.

DISCUS

ho

This ¢ ive economic evaluation of a paediatric home-based FN program extends
our undm of the potential impact of home-based care pathways for children with
cancer. Our data $how that the program is cost-effective from both the healthcare and societal
perspective ough managing children at home increased the duration of care, this model
of careﬂly reduced in-hospital LOS translating to significantly lower healthcare
costs of both low-risk and high-risk groups, as compared to standard inpatient care.

Importantly, children were effectively and safely managed on the program without adverse

This article is protected by copyright. All rights reserved.
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impacts on patient QoL outcomes and clinical outcomes including mortality . By taking into

consideration the additional human resources required to implement and support this

program, s nurse specialists, we have also shown that it remains cost effective despite
these cost

N
The resultmconomic evaluation were robust under PSA and all deterministic

sensitivity@:. Although the home-based FN program remained the dominant strategy
when testeggo wide range of plausible values, we identified two main drivers of the
model whmi change the preferred strategy, namely proportion of patients identified as
low risk and ass;ed to be eligible for HITH and the cost of managing low-risk HITH
patients. Fﬂ:ogram to remain cost-effective at a A$50,000/QALY threshold, the cost of
managing low-risk HITH patients would have to increase substantially (more than a 2-fold
increase, md the proportion of low-risk patients eligible for HITH should remain
above ¢ need to improve the proportion of patients that are risk-assessed was

identifi ey area for improvement during the evaluation of the program ’. Proposed

solutions to avoid missed opportunities for home-based FN care include use of electronic

medical al&aﬁent identification and the evaluation of its impact. Additionally, the

identiﬁcaays to optimise hospital and HITH length of stay on the program are also

underway

AlthouWrogram was initially intended for patients identified as low-risk, 19 FN
episodes as high-risk were considered appropriate for the program by their treating
clinician and subsequently transferred to HITH to complete treatment. Although these

numbe mall, our evaluation took this into account to reflect the real-world application
of the program. The feasibility of safely treating higher-risk patients through the program,

together with increasing clinician acceptance in managing cancer patients at home ', has

This article is protected by copyright. All rights reserved.
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prompted a program update. Currently all children with FN, irrespective of underlying FN
risk status, may be considered for home-based care provided that HITH-eligibility criteria are
fulfilled, an inimum in-hospital observation observed. In patients with a low risk score,
this may 4 hours in-hospital observation. Considering the high cost of managing
high-risk BN patients in-hospital, increasing the number of eligible patients sent home would
further imwe incremental cost between the two strategies, favouring the home-based

care prograi®Bvaluation of this revised approach is underway (Australian New Zealand

Clinical Wistry 12616001440415).

Our analysis lev;ges on prospectively collected data from clinical studies involving the
developmgementation and evaluation of the home-based FN program 7 and takes into

consideration both the healthcare system and families’ perspectives. Health systems are now

moving tomvalue—based healthcare model which aims to provide care at a lower cost

%2 The current home-based FN program meets

withou romising patient outcomes
this objeei® by providing care that is cheaper, less intrusive and burdensome for both

patients and their families, and without adverse impact on patient outcomes . However,

despite th&g body of evidence for safety and, now cost-effectiveness of home-based

FN care iults and children, change of practice has been slow, with clinician
hesitancy | ified as a major barrier **®. This home-based FN program is unique as it
includegwnal “safety-net” step and an overnight period of observation, beyond just
risk strzﬁiEwith home-based care criteria that are easily interpreted by clinicians
(includin ithout dedicated oncology training). This ensured that patients were not
inapprqpa transferred home despite being assessed as low-risk and may be an important

factor in improVig confidence in the program. It is recognised there are alternative

approaches of managing FN at home, including oral antibiotics or discharge without an

This article is protected by copyright. All rights reserved.
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overnight period of observation, which may be more cost-effective relative to commencing

care in hospital.® Despite this, the current program has been shown to be a cost-effective

approach, a oing research to optimise antibiotic choice and in-hospital and HITH
length of her improve the cost-effectiveness of the program.
 EE—

Patient an

]

preferences are also critical to informing these new models of care. Caring
for childre{ with ’ancer can have considerable social, financial and emotional impact on

29

parents d gl option for home-based care can potentially alleviate these demands.

Paediatric StIdi€S have shown that patients and families often value the comfort, familiarity

of home enviro;Sent, and reduced disruption to family life that comes with home-based care

and, giveﬂortunity, tend to prefer this model ****. A recent survey of parents of

children with cancer and FN similarly identified strong themes of perceived wellbeing, and

reduced im the family due to home-base care >'. However, these qualitative data are
captur quently, more attention should be directed towards routinely embedding QoL
measuEatric research as well as to understand the most effective method of

obtaining reliable information from children and their families. By incorporating a broader

perspectivh analysis, we are able to show the value of the home-based FN program

from the Viewpoint.

Although gis is one of the most comprehensive economic evaluations of a paediatric home-
based FW, the evaluation was conducted over a short time period (duration of FN
management), efore, the longer-term economic and QoL impact is uncertain.

Interpretation of the QoL data is also limited by the poor response rate for these

questio “1@ Challenges in determining health utilities in children are not new %, and are
often limited by lack of child-centred approaches for obtaining reliable information from

children and potential systematic differences in responses from parent proxy and child self-

This article is protected by copyright. All rights reserved.
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report. Despite this, we tested the robustness of our results using previously published utility

values from our centre ° and the home-based FN program remained the dominant strategy.

{

We acknow the limitations in applying unit costs sourced from a study comparing

home-bas in-hospital treatment for children with cellulitis ? however this remains

the best ayailable source of unit costs to estimate costs incurred by families with children

undergoinggtreatgaent at home and in hospital in settings similar to the current study.

G

Managing n with cancer and FN is generally more complex than with otherwise well

s

children ellmlitis, with parents or carers of oncology patients likely to spend more time

caring for their Chuld. Thus, the costs we include may represent a lower limit of the per diem

U

cost faced b ilies and carers. Children managed under the home-based care program did

1

have a lo duration of treatment (overall LOS) with more days spent at home than in

the hospitdl a pared to patients managed entirely in hospital, ’ and this was taken into

d

ted in our cost estimates. It is also unclear if the current evaluation and the

results can be generalised to other settings as data used to inform the

economic model were from a single institution. However, inputs used were based on
prospectix!‘z collected data from the pragmatic implementation of the program, therefore,
are more lj reflect a real-world setting. As more data are collected from an ongoing
national low=t1SK FN study, the economic model can be re-purposed to assess the cost-
effectiveng of the program. While the number of home-based FN presentations was
relativew an 18-month period (34%, 43/128), this proportion exceeds the 11%

threshold for cos@®effectiveness identified in this study.

Compa{:spital FN care, a home-based FN program is cost-effective, with savings
arising from t eaper cost of caring for children at home from both the healthcare system
and families’ perspectives. The potential cost-savings (and bed-days saved) from the

This article is protected by copyright. All rights reserved.
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implementation of the program without adverse impact on patient outcomes provides a strong

case to justify the implementation as well as evidence to support the continuity of the

resources

program. I! ﬁdemonstrates the potential for significant improvement in efficient use of

th system if the home-based program continues to deliver outcomes that

H ) .
are as safggand effective as in-hospital care.
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FIGURE Eon tree (risk stratification using the CDR and by HITH eligibility)

AbbreviatQH, hospital-in-the-home
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FIGURE ht of cost of managing low-risk patients on cost-effectiveness results

This article is protected by copyright. All rights reserved.
23



WTP=$§50K

— 25,000+
T
c2
O%w 22,500-
oo
s
= & 20,000~
82 $17,550
© E 17,5004 -k
oD $17,184 '
£0 '
2a 15,000+ '
cZ 1
3= '
- § 12,500+ '
58 :
0 & 10,000+ '
(&) g '
< 7,500~ Base case ' ICER ($/QALY)
Dominant strategy © QQQ Q@
QQ* QQ*
Vv b

ml—
Abbreviam Australian dollars; FN, febrile neutropenia; LR, low-risk; ICER;

increm ffectiveness ratio; QALY, quality-adjusted life years; WTP, willingness-to-

pay

TABLE 1: Baseline characteristics of FN episodes included in the costing and cost-
effectiven@ss analyses analysis stratified by low and high-risk status using CDR and HITH
eligibility.

Risk asse . _ . . _

bv CDR Low-risk (N=247) High-risk (N=197)

Eligibilit p- p-

HITH No Yes | vaes | NO Yes value®

N (%) 103 (41.70) | 144 (58.3) 55(27.92) | 142 (72.08)

Age years; mean 6.83

(SD) 6.81(4.48) | 6.82(4.07) | 0.989 (5.16) 7.54 (5.15) | 0.382

Female, n & 48 (46.60) | 78 (54.17) | 0.241 |29 (52.73) | 54 (38.03) | 0.061

Cancer type,

(%) 0.098 0.005
Solid 40 (38.83) | 70 (48.61) 24 (43.64) [ 91 (64.08)
Leukemia 54 (52.43) | 59 (40.97) 21 (38.18) [ 39 (27.46)
Lymphoma 2(1.94) 9 (6.25) 9 (16.36) 6 (4.23)

Other 7 (6.8) 6 (4.17) 1(1.82) 6 (4.23)
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Previous HSCT ?,

0 %) 1(0.97) 1(0.69) | 0.811 | 3(5.45) 1(0.7) 0.034
ljizyislsii!:'!!!!ﬂl 276.77 23645 | (5n, | 311.64 15873 | _ 001
(sﬁg) Q (349.1) (225.62) | (413.6) | (182.13) '
Days sinc 6.13
chemo i cammmmm | 6.14 (6.53) | 7.36 (5.95) | 0.128 ' 5.76 (3.73) | 0.527
(3.72)
(SD)
Chemo in
> n (%) 0.005 0.533
High 84 (81.55) | 94 (65.28) 55(100) | 141 (99.3)
Low 19 (18.45) | 50 (34.72) 0 (0) 1(0.7)
Cause of
o : <0.001 <0.001
Bacteria 16 (15.69) | 5(3.47) 14 (25.45) | 8(5.63)
MDI C 20 (19.61) | 16 (11.11) 12 (21.82) | 21 (14.79)
CDI 18 (17.65) | 11 (7.64) 12(21.82) | 8(5.63)
112
Cause um 48 (47.06) | 27 7) 17 (30.91) | 105 (73.94)
E%I & ’ 2 (1.94) 0 (0) 0.093 | 2(3.65) 0 (0) 0.022
0
Days i :
o 1.42 (0.91) - 3.4 (0.26) -

[

Abbrevia
chemother3
hospital-i

SD, stand

* Allogen
® High’
defined as
¢ Test for di
who were not

il

care FN progra

f)

deviation
or aytologous

defined a chemotherapy more intensive than ALL maintenance and ‘Low’

aintenance therapy or equivalent.
e between patients who were eligible for hospital-in-the-home and those

@ I, clinically defined infection; CDR, clinical decision rule; chemo,
PN, febrile neutropenia; HSCT, hematopoietic stem cell transplant; HITH,
e; ICU, intensive care unit; MDI, microbiologically defined infection;

parison of mean costs (A$) per FN episode between patients on home-based
nd in-hospital treatment

Home-based

In-hospital

Difference (95%CI) *
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standard

FN program treatment

Mean SE Mean SE
W(A&
Low risk 7,765 | 826 | 20396 | 2,272 |-12,632(-12,767, -12,496)
Tde 13,739 | 3,023 | 21,370 | 2,399 | -7,632 (-7,861, -7,402)
Family co@
Low risk isde 1,188 | 121 | 2,180 | 242 -992 (-1,006, -977)
High risk isode 1,835 | 363 | 2,495 | 280 -660 (-687, -633)
Abbreviat3Au

stralian dollars; CI, confidence interval; FN, febrile neutropenia; SE,

e
? Generateg from bootstrapping with 1000 replications using the recycled prediction method

[11] i

Risk asse . - . . _

bv CDR Low-risk (N=247) High-risk (N=197)

Eligibilityffor p- p-

HITH No Yes value® No Yes value®

N (%) 103 (41.70) | 144 (58.3) 55(27.92) | 142 (72.08)

Age years@imean 6.83

D) 681(448) | 682(4.07) | 0989 | S0 | 754(5.15) | 0382

Female; 48 (46.60) | 78 (54.17) | 0.241 [29(52.73) | 54 (38.03) | 0.061

Cancer ty

%) ‘: 0.098 0.005

Solid 40 (38.83) | 70 (48.61) 24 (43.64) | 91 (64.08)

Leukem] 54 (52.43) | 59 (40.97) 21 (38.18) | 39 (27.46)

Lymp 2(1.94) | 9(6.25) 9(16.36) | 6(4.23)

Other 7(6.8) 6 (4.17) 1(1.82) | 6423

Er(";;l)ous HSCTS L 1 097) | 10069 | 0811 | 36545 | 107 | 0034
0
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Days since cancer
ays sin 276.77 236.45 311.64 158.73
?é%g)nos‘s"::ean pl a0 | @ose2) | VPP @ize | asuizy |00
Days sinc 6.13
chemo, m 6.14 (6.53) | 7.36 (5.95) | 0.128 ' 5.76 (3.73) | 0.527
(3.72)
(SD)
¢hemosin(ensieys= 0.005 0.533
, 1 (%) s
High 84 (81.55) | 94 (65.28) 55(100) | 141 (99.3)
Low 19 (18.45) | 50 (34.72) 0 (0) 1(0.7)
Cause of n
%) <0.001 <0.001
Bacteriacmi 16 (15.69) | 5(3.47) 14 (25.45) | 8(5.63)
MDI s 20 (19.61) | 16 (11.11) 12(21.82) | 21 (14.79)
CDI 18 (17.65) | 11(7.64) 12(21.82) | 8(5.63)
s 112
Cause ulkgown, | 48 (47.06) | 570, 17 (30.91) | 105 (73.94)
%%J adm@ 2 (1.94) 0 (0) 0.093 | 2(3.65) 0 (0) 0.022
0
Days i ,
o (ESD) 1.42 (0.91) ; 3.4 (0.26) -
L Home-based In-hospital . a
Diff %CI
FN program treatment ifference (95%CD)
O Mean SE Mean SE
Health cze costs (AS)
Low risk BN episede 7,765 | 826 | 20,396 | 2,272 | -12,632 (-12,767, -12,496)
High risk jde 13,739 | 3,023 | 21,370 | 2,399 | -7,632 (-7,861, -7,402)
Famil@
Low risk FN epis8de 1,188 | 121 | 2,180 | 242 2992 (-1,006, -977)
High risk FN episode 1,835 | 363 | 2,495 | 280 ~660 (-687, -633)
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