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ABSTRACT
Objective: Multiple myeloma is an incurable cancer with lifelong treatment needs. This, together with a global nursing shortage, 
calls for new approaches for future treatment. In this study, we therefore investigated the feasibility of home- based subcutaneous 
daratumumab administered by primary care nurses outside the hospital.
Methods: Applying a mixed- methods prospective design, we included 30 patients; 18 had completed ≥ 6 cycles of daratumumab 
treatment, and 12 were newly started. New patients were followed for six 28- day cycles, with every second treatment adminis-
tered outside the hospital. Patients already on treatment were followed for seven cycles with 2/3 treatments administered outside 
the hospital.
Results: Of 123 administrations planned at the hospital, 122 (97.6%) were administered and three were cancelled. Of 144 ad-
ministrations planned outside the hospital, 133 (92.4%) were administered, six were redirected to the hospital, and five were 
cancelled. No significant difference between numbers of cancellations/redirections was observed. Patients spent significantly 
longer time on treatment at the hospital, even when deducting travel time. Reducing patients' visits to the hospital did not cause 
additional unplanned contacts with the healthcare system.
Conclusion: This study thus concludes that administration of daratumumab outside the hospital is safe, feasible, and time 
saving.
Trial Registration: Clini calTr ials. gov ID: NCT05306587

1   |   Introduction

Patients with multiple myeloma (MM) benefit from increased 
overall survival because of more effective and less toxic treatments 
that can be given for a prolonged period of time. However, the dis-
ease remains incurable, necessitating continuous, often lifelong, 
treatment. This means that patients end up spending an inordi-
nate amount of the time they have gained receiving treatment at 

the hospital. Furthermore, the centralization of MM treatment at 
a few specialized hematology departments in several countries, 
including Denmark, has caused increased travel time for many 
patients. Moreover, as MM primarily affects the elderly population 
and as the general population gets older [1], the prolonged time on 
active treatment strains the healthcare systems, which are already 
under pressure [2]. To efficiently free up hospital resources and 
help patients return to their normal lives, treatment relocation is 
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becoming increasingly popular [3–6]. Different models, including 
self- administration and home visits by hematology nurses, have 
been tested. However, in light of the current shortage of nurses [7], 
implementing a set- up requiring hospital nurses to spend a lot of 
time transporting themselves to the patients' homes might not be 
preferable nor financially viable. Therefore, the time might have 
come to involve the primary healthcare sector in oncology treat-
ment to a greater extent [5].

Daratumumab has revolutionized the treatment of MM as an 
effective anticancer drug and plays an important role in current 
treatment [8]. Often, it is administered over a long period of time 
with many visits to the hospital. In 2020, subcutaneous (SC) da-
ratumumab administered by registered healthcare professionals 
was approved by the European Medicines Agency. This paved 
the way for involving nurses from the primary sector in admin-
istering the treatment. Therefore, we set- up the present study to 
investigate the feasibility of SC daratumumab being adminis-
tered by a primary care nurse in the primary healthcare sector 
(hereafter: Primary care nurse) either at the patients' homes or 
at a local healthcare clinic.

2   |   Methods

2.1   |   Design

This prospective, single- centre, nonrandomized study 
(NCT05306587) utilized a mixed- method approach with a con-
vergent parallel design to integrate quantitative and qualita-
tive findings [9]. Quantitative results adhere to the EQUATOR 
STROBE guidelines [10], whereas qualitative results were re-
ported per COREQ criteria [11].

2.2   |   Setting and Patient Population

Between March 2022 and June 2023, this study was conducted 
at the Department of Haematology, Odense University Hospital 
(OUH), Denmark, which services patients from 22 different 
municipalities in the Region of Southern Denmark. Aiming to 
evaluate the feasibility of home- based treatment in a real- world 
population, patients were broadly recruited based on a few cri-
teria. They were eligible for inclusion if they had relapsed MM 
receiving SC daratumumab, were ≥ 18 years, and could receive 
treatment either at the hospital or, depending on municipal 
agreements, at home or a local healthcare clinic. Patients were 
allowed to receive daratumumab in combination with other 
anti- myeloma drugs, as long as it did not require attendance at 
the hospital on days when the protocol required home treatment; 
for details regarding co- treatment, see Table 1. Eligible patients 
were identified by the hematology team and included in one of 
two groups with courses of treatment as illustrated in Figure 1:

– New on daratumumab: Followed for six 28- day cycles with 
daratumumab administered once weekly for the first two 
cycles and once every second week for the last four cycles. 
In Cycle 1, the first two treatments were administered at 
the hospital, and the other two were administered at home 
or at a healthcare clinic. In Cycle 2, only the first treatment 
was administered at the hospital, and the last three were 

administered at home or at a healthcare clinic. In Cycles 
3–6, Day 1 was administered at the hospital, whereas Day 
15 was administered at home or at a healthcare clinic.

– Ongoing on daratumumab: Having completed at least six cy-
cles of daratumumab and followed for seven 28- day cycles 
with daratumumab administered once per cycle. Cycles 1, 4, 
and 7 were administered at the hospital, whereas Cycles 2, 3, 
5, and 6 were administered at home or at a healthcare clinic.

Hospital staff retained treatment responsibility, ensuring 
treatment readiness via pretreatment phone calls to assess 
possible side effects and via monthly biochemical disease eval-
uation. If eligible for treatment, treatment was ordered from 
the hospital pharmacy to be delivered to the patient's home 
the following day. All outsourced treatments were coordinated 
electronically by the hematological nurses and administered 
by a primary care nurse, who was trained by the hematolog-
ical team prior to study initiation and provided with written 
administration guidelines. When treatment was administered 
at the hospital, patients consulted a physician for a clinical 
assessment.

2.3   |   Data Collection

Quantitative data were gathered from patients, primary care 
nurses, and hematological nurses.

Throughout the study, patients registered unplanned healthcare 
contacts. Moreover, patients new on daratumumab registered 
time spent on treatment in Cycle 2, Days 1 and 15, and in Cycle 
6, Days 1 and 15, whereas patients ongoing on daratumumab 
registered time spent on treatment in Cycles 3, 4, 6, and 7. Upon 
study exit, they completed a custom- built questionnaire evaluat-
ing home treatment. Patient- reported outcome (PRO) data were 
collected via the secure My Hospital app provided by the Region 
of Southern Denmark.

Hematology nurses recorded demographic data (age, gender, 
living status, and employment status) and reasons for declining 
participation during screening. They also documented treat-
ment adherence and time spent on specific treatment days. In 
addition, primary care nurses registered time spent on selected 
treatment days for both patient groups.

Qualitative data were obtained from individual, semi- structured 
interviews with patients and primary care nurses, and a focus 
group interview with healthcare professionals at the hospital. 
Patients were interviewed at inclusion and when leaving the 
study. Primary care nurses were interviewed after having ad-
ministered at least one dose of daratumumab. Healthcare pro-
fessionals at the hospital were interviewed at the end of the 
study. Interviews were guided by semi- structured interview 
guides, recorded, and transcribed verbatim.

2.4   |   Data Analysis

Quantitative data were analyzed descriptively. Numerical vari-
ables were presented as means and medians (range) and ana-
lyzed using Student's t- test. Categorical variables were presented 
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as numbers and percentages, and variables with frequencies < 5 
were analyzed using two- tailed Fisher's Exact test, whereas vari-
ables with frequencies ≥ 5 were analyzed using chi- squared test. 

p values < 0.05 were considered statistically significant. Data 
were analyzed using Stata BE 17 and illustrated using GraphPad 
Prism 10.2.1.

TABLE 1    |    Patient characteristics.

Included patients 
number (%), N = 30

Declining patients 
number (%), N = 24 p

Age; mean 76 years 75 years 0.432

Median (range) 78 years (61–87) 76 years (60–83)

Gender 0.100

Female 12 (40) 15 (62)

Male 18 (60) 9 (38)

Living status 0.443

Cohabiting 25 (83) 22 (92)

Living alone 5 (17) 2 (8)

Distance to the hospital; mean 31 km 44 km 0.232

Median (range) 24 km (3–153) 37 km (0.5–162)

Year since primary MM diagnosis; mean 9 years 6 years 0.513

Median (range) 8 years (1–28) 6 years (2–13)

New or ongoing on daratumumab 0.132

New on daratumumab 12 (40) 5 (21)

Ongoing on daratumumab 18 (60) 19 (79)

Mono or combination therapy 0.035

Daratumumab monotherapy 16 (54) 6 (25)

Daratumumab combination therapy; 
hereof

14 (46) 18 (75)

Daratumumab, lenalidomide 12 (86) 18 (100)

Daratumumab, lenalidomide, 
cyclophosphamide

1 (7) 0 (0) Not tested

Daratumumab, cyclophosphamide 1 (7) 0 (0)

Note: Numerical variables were analyzed using unpaired t- test and categorical variables with frequencies < 5 were analyzed using two- tailed Fisher's exact test, 
whereas categorical variables with frequencies ≥ 5 were analyzed using chi- squared test. p values < 0.05 were considered significant and are marked in bold.

FIGURE 1    |    Course of treatment for patient new on daratumumab (A) and ongoing on daratumumab (B).
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Qualitative data were analyzed applying a hermeneutic ap-
proach. A systematic text condensation was performed using the 
software program NVivo. In this way, the meanings in the inter-
viewees' statements were summarized and divided into themes 
and descriptive statements [9].

Meta- inference between the quantitative and qualitative anal-
yses was explored through explicit and thorough discussion of 
qualitative and quantitative findings. Comparison was visual-
ized using a summary table [12–14]; see Table 2.

3   |   Results

3.1   |   Study Population

Between March 2022 and June 2023, 54 patients with MM were 
invited to participate in the study. Of these, 30 patients (56%), 
hereof 18 males, accepted. Participants had a median age of 
78 years (range 61–87); 12 were new to daratumumab, and 18 
were ongoing. There was no statistically significant difference 
between included and nonincluded patients in age, gender, liv-
ing status, years since diagnosis, or distance to the hospital, but 
significantly more patients receiving daratumumab monother-
apy accepted participation (p = 0.035) compared with patients in 
combination therapy; see Table 1. Reasons for declining partic-
ipation were inconvenient logistics (n = 14), preference for hos-
pital treatment (n = 7), and not in possession of a smartphone 
(n = 3). Twenty- two patients completed the whole study period. 
Reasons for non- completion were progressive disease (n = 3), in-
convenient logistics (n = 3), side effects (n = 1), and the patient's 
consent withdrawal because of a wish to discontinue daratu-
mumab treatment (n = 1).

For the qualitative part, we included 19 consecutive patients 
and 9 consecutive primary care nurses until data satura-
tion [15, 16]. For the focus group interview, we included four 
healthcare professionals (one physician and three nurses) 
from the hospital with a minimum of 2 years of experience in 
hematology.

3.2   |   Safety and Feasibility

In total, 255 of 269 (94.8%) planned administrations of daratu-
mumab were given, all without unforeseen events, and none 
were given unplanned. Of 144 outsourced administrations, 
133 (92.4%) were given as planned, six (4.2%) were redirected 
and given at the hospital (two due to suspicion of infection 
and four for administrative reasons), and five administrations 
(3.4%) were cancelled after redirection to the hospital (three 
due to infection and two due to nausea and diarrhea). Of 125 
hospital- planned administrations, 122 (97.6%) were given, and 
three were cancelled (two due to infection and one due to dis-
ease progression). There was no significant difference in the 
proportion of treatments that were administered as planned 
at the hospital compared with the patients' at own homes 
(Figure 2).

From the interviews, it was also evident that home treatment 
worked well. However, hospital staff reported a specific case in 

which communication and coordination between the outpatient 
clinic and the hospital ward failed, causing the treatment to be 
discarded.

3.3   |   Time Consumption

On average, patients spent 29 min (range 5–120) on treatments 
administered at home, 63 min (range 31–120) on treatments ad-
ministered at a local healthcare clinic, and 206 min (range 135–
345) on treatments administered at the hospital (Figure  3A). 
They spent 104 min (range 35–258) traveling back and forth to 
the hospital and 102 min (range 40–240) on treatments at the 
hospital. No data were collected on time spent on transportation 
to the local healthcare clinic. On average, patients saved 177 min 
per administration given at home compared with the hospital 
(p < 0.05). Even deducting transportation, time spent was re-
duced by a factor of 3.5. Patients treated at a local healthcare 
clinic had their time reduced by a factor of 3.25 compared with 
treatment at the hospital.

In total, primary care nurses and hematological nurses spent on 
average 38 min on treatment administered at home. Of these, 
25 min were spent on direct contact with the patients, whereas 
13 min were spent on administrative tasks. Hematological nurses 
spent on average 35 min (range 3–50) on each hospital adminis-
tration. Thirteen minutes were spent together with the patients, 
and 22 min were used for administrative tasks. Summing up, 
nurses all in all spent an additional 3 min on each administration 
at home compared with a treatment administered at the hospital. 
This difference was not statistically significant (Figure 3B).

In the interviews, different views on time consumption and time 
savings emerged. In general, healthcare professionals thought of 
home treatment as being preferable and time saving for the pa-
tients, as it eliminated transportation. However, some patients 
emphasized that they spent a lot of time waiting at home: One 
day for a call from the hospital nurse, another day for the treat-
ment to be delivered, and a third day for the primary care nurse 
to administer the treatment.

3.4   |   Unplanned Contacts

Of 255 administrations, 230 doses (90.9%) were administered 
without any subsequent unplanned contacts with the health-
care system. There was no statistically significant difference 
between the number of unplanned contacts after a hospi-
tal administration versus an administration at home or at a 
healthcare clinic. After 13 of 122 treatments given at the hos-
pital (10.6%), patients had unplanned contact with the health-
care system prior to their next treatment (Figure  3C) and 
likewise, 12 of 133 treatments administered at home or at a 
healthcare clinic (9.02%) were followed by unplanned contact 
with the healthcare system (Figure 3D). Reasons for contact 
were: Contact with a general practitioner or private special-
ist for various reasons (n = 5), contact with the Department 
of Haematology related to treatment (n = 5), contact with the 
Department of Haematology concerning infection (n = 8), con-
tact with the Department of Haematology for other reasons 
(n = 2), and unknown (n = 5).
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The use of healthcare services was also broached in the inter-
views. Patients expressed a desire to help alleviate the strain on 
the healthcare system. In recent years, they have observed that 
hospital staff have gotten busier, and they expressed a wish to re-
lieve this by reducing their visits to the hospital. Moreover, both 
patients and hospital staff thought of home treatment as a way 
to release resources at the hospital for patients with the highest 
need of care and treatment.

3.5   |   Preference and Satisfaction

Overall, patients were satisfied receiving treatment at home or 
at a healthcare clinic (68% agreed and 24% partly agreed) and 
would like to continue this after the study (60% agreed and 24% 
partly agreed). Most patients found treatment at home or at a 
healthcare clinic easier (68% agreed and 20% partly agreed) and 
they stated that it helped them maintain their normal everyday 

TABLE 2    |    Summary of quantitative and qualitative findings.

Theme
Quantitative 

findings Qualitative findings Meta- inferences

Home based daratumumab 
is feasible.

Of 144 planned 
administrations, 
133 (92.4%) were 

given at home 
or at a local 

healthcare clinic 
as planned.

No doses 
were given 

unplanned or 
with unforeseen 

events.

Both patients and nurses found home 
based treatment to be safe and feasible.

This finding underlines that 
relocation of daratumumab 

from the hospital to 
the patients' home or a 
local healthcare clinic 

is safe and feasible.

Time spent is a subjective 
assessment.

On average, 
patients saved 

177 min per 
administration 
given at home 
compared to 
the hospital.
Nurses spent 

roughly the same 
amount of time 
on treatments 
at home or at a 

local healthcare 
clinic compared 
to the hospital. 
For home based 

treatments, 
time was shared 
between primary 
care nurses and 

hematologic 
nurses.

Some patients felt that they spent a lot 
of time waiting at home: One day for a 

call from the hospital nurse, another day 
for the treatment to be delivered, and a 
third day for the primary care nurse.

This finding shows that for 
patients living an active 

life, home treatment is not 
necessarily advantageous, 
if it causes them to have 
to wait for a long time at 
home. Especially if they 
live close to the hospital.

Home treatment does not 
cause additional work for 
others in the healthcare 
system.

There was 
no difference 

between number 
of unplanned 
contacts after 

a hospital 
administration 

versus an 
administration 
at home or at a 

healthcare clinic.

Patients expressed a wish to 
contribute to relieve the pressure 
on a strained healthcare system 

and did not feel additional need for 
contact to the healthcare system 

because of home based treatment.

This finding shows that 
there is no need to worry 

if treatment relocation 
adds extra workload to the 

healthcare system as a whole.
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activities (60% agreed and 24% partly agreed). Responses to se-
lected questions are presented in Figure 4. For a complete list of 
questions, see Appendix 1. There was no statistically significant 
correlation between patients' preference for treatment location 
and distance to the hospital.

In the interviews, patients also expressed their satisfaction. The 
majority stated that home treatment was less stressful compared 
with treatment at the hospital and that it made them feel more in-
dependent. They appreciated being in familiar surroundings, and 
some patients even stated that it provided them with more energy 
for going out. Further, they valued avoiding driving a long distance 
to the hospital and spending time looking for a parking space.

Some patients stated that they preferred receiving treatment at a 
healthcare clinic rather than at home, as they found it easier to 
attend the clinic at a specific time point rather than waiting at 
home for a primary care nurse for several hours.

Though patients, in general, felt confident reducing their visits 
to the hospital, a few patients preferred attending the hospital 
for all treatments. One patient described a feeling of being lost 
alone with her disease if she did not maintain close contact with 
the physicians at the hospital.

4   |   Discussion

To our knowledge, this is the first study to investigate the feasi-
bility of SC daratumumab administered by a primary care nurse 
at home or at a local healthcare clinic; we found it to be safe, fea-
sible, and preferable to most patients. Likewise, previous studies 
have demonstrated that home treatment of SC bortezomib is also 
a viable alternative to hospital administration for the majority of 

patients with MM [6, 17, 18]. Given the increasing number of pa-
tients requiring MM treatment and cancer treatment in general, 
healthcare systems are forced to rethink the organization of future 
treatment [5]. This might well include that the majority of patients 
will be managed outside the hospital. However, it is important to 
keep in mind that home treatment is not necessarily the best solu-
tion for all patients. Aiming to gather insights that could inform 
clear inclusion and exclusion criteria for future home- treatment 
projects, we broadly included patients in our study and thor-
oughly documented both included and nonincluded patients as 
well as those who withdrew from the study. In our quantitative 
analyses, we found no statistically significant differences in the 
demographics of included and nonincluded patients, but we saw 
that significantly more patients receiving daratumumab mono-
therapy accepted participation compared with patients receiving 
daratumumab in combination with other treatments. There are 
no obvious practical barriers preventing patients on combination 
therapy from receiving treatment at home, suggesting that other 
factors may influence their decision. In our analysis, we grouped 
the three different combination therapies together and compared 
them collectively to monotherapy to explore potential differences 
in participation rates. Therefore, we cannot ascertain if the addi-
tion of one specific drug to the treatment regimen causes patients 
to decline home- based treatment. We believe that home- based 
treatment holds great potential for a broader patient population, 
but we encourage future studies to focus on identifying—and 
overcoming—barriers for patients receiving combination therapy.

When broadening the aspects of identifying the right candidates 
for home treatment in the interviews, some tendencies became 
evident: In line with the findings of Touati and colleagues [18], 
hospital staff thought of home treatment as being most attrac-
tive to elderly and frail patients. Primary care nurses agreed on 
this perspective, but they also emphasized their thoughts on the 
need for patients to be cognitively well- functioning to receive 
their treatment at home. This was, however, not reflected in the 
inclusion of our patients.

Importantly, we found the administration of SC daratumumab 
at home or at a healthcare clinic to be safe. All administrations 
were given without unforeseen events, and no doses were given 
unplanned. Our findings are in line with previous reports of 
home administration of SC treatment for patients with MM and 
other hematologic cancers as being safe [6, 17–21].

Time savings have previously been described as one of the main 
advantages of home treatment. Indeed, Lassalle et al. have estab-
lished that home treatment provides an optimal environment for 
patients as it reduces transportation time, allowing the patients 
to maintain a normal family life during treatment [17]. However, 
as was evident from our qualitative analysis, home treatment 
was not preferable to all patients, as some found staying at home 
waiting for the treatment to be delivered and for the primary 
care nurse to be bothersome. This confirms the findings of a 
previous study on home treatment in solid cancers describing 
this waiting time to be decisive for the patients' preference of 
treatment location [22]. As we conducted our patient interviews 
consecutively, the issues of long waiting times at home became 
evident early in the study, allowing us to adjust the logistics to 
alleviate these frustrations. We acknowledge that with these ad-
justments in the course of the study, the need for caution when 

FIGURE 2    |    Administered doses. There was no significant differ-
ence in the proportion of treatments that were administered as planned 
at the hospital or at patients' own home/at a local healthcare clinic 
(Fishers exact test; p values > 0.05).
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interpreting our findings arises, but on the other hand, we are 
convinced that these adjustments were pivotal for patients' will-
ingness to have SC daratumumab administered at home by a 
primary care nurse. First of all, the time slot for delivering the 
treatment at the patients' home was continuously discussed with 
the hospital pharmacy. At study initiation, treatment was deliv-
ered the day before administration, forcing the patient to wait 
at home for two consecutive days. The newest agreement states 
that treatment is delivered during a 4- h time slot in the morning 
on the day of administration. This seems more desirable to the 
patients. Moreover, when the study was initiated in March 2022, 
agreements on administration of SC daratumumab by a primary 

care nurse from the primary healthcare services were only in 
place with the 10 geographically closest municipalities serviced 
by our hospital. This meant that the patients assumed to benefit 
the most from reduced transportation time were excluded from 
participation. One year into the study, agreements also came in 
place with the 12 municipalities outside Funen, allowing pa-
tients with the longest distance to the hospital to participate too. 
Hematological nurses stated that many patients living far away 
expressed that this set- up was beneficial to them, but due to the 
timeframe of our study, only five patients living outside Funen 
were included. Though we did not find any statistically signifi-
cant correlation between patients' preferred treatment location 

FIGURE 3    |    Time spent on treatment administrations and reasons for unplanned contacts to the healthcare system after treatment. Time spent 
by patients (A) includes time spent on transportation to the healthcare clinic and to the hospital. Time spent by nurses (B) is the total time spent 
by hematological and primary care nurses. It includes both time spent on direct contact with the patients and time spent on administrative tasks. 
Horizontal lines indicate mean value; statistical significance is marked with *(p < 0.05), unpaired t- test. Reasons for unplanned contacts to the 
healthcare system after a treatment at the hospital (C) and after treatment at home or at a healthcare clinic (D). There was no statistically significant 
difference between number of unplanned contacts after a hospital administration and an administration at home or at a healthcare clinic (Fishers 
exact test; p values > 0.05).
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and distance to the hospital, our qualitative data points in the 
direction of home treatment being most attractive to patients 
spending > 30 min on transport to the hospital. One possible 
explanation for the lack of statistical significance is the lim-
ited sample size, which may have reduced our ability to detect 
a meaningful correlation. Additionally, factors beyond travel 
time—such as personal preferences, caregiving responsibilities, 
or perceptions of hospital- based versus home- based care—may 
also influence treatment location choices. Future studies with 
larger sample sizes and a more detailed assessment of patient 
preferences could help clarify these relationships.

From the health sector perspective, the objective of treatment 
relocation and home hospitalization is to relieve the healthcare 
system as a whole, and therefore it should not cause an increase 
in the total use of healthcare services [23]. In our study, we in-
vestigated direct and indirect healthcare use by time spent and 
unplanned contacts. Our findings showed no statistically sig-
nificant difference in the time spent by nurses administering 
treatment at home compared with treatment at the hospital, 
suggesting that no additional resources are required to manage 
a large cohort of patients remotely. Furthermore, we anticipate 
that as healthcare staff become more familiar with this setup, 
the process may become even more efficient over time. However, 
information on the current use of healthcare services for pa-
tients on SC cancer treatment is sparse, making comparison 
difficult. Existing studies on early discharge to hospital- at- home 
for patients with cancer and other complex medical conditions 
demonstrate a marginal but insignificant increase in readmis-
sions compared with routine hospital care [24]. Another system-
atic review on integrated care models reports inconsistency in 
the effect of care outside the hospital on the use of healthcare 
services [25]. In the previously mentioned study by Lassalle and 
colleagues, 2% of patients reported visiting their general practi-
tioner more frequently when receiving SC bortezomib at home 
compared to when receiving it at the hospital [17]. In our study, 
we assessed the number of unplanned contacts after treatment. 

We found no significant difference in the number of contacts 
after hospital administration and administration at home or at 
a local healthcare clinic. Our focus on unplanned contacts alone 
differs from previous studies but was chosen to leave out any pre-
planned controls for a known condition, thus only assessing the 
number of contacts expected to be a direct result of the treatment.

4.1   |   Strengths and Limitations

Though our results are consistent with the findings of others, 
the methods applied to examine patient preference and satis-
faction hold both strengths and limitations worth mentioning: 
Limitations are related to our quantitative analysis based on 
data collected using a custom- made questionnaire, chosen as no 
validated questionnaire exists for this purpose. In the question-
naire, treatment administered at home and treatment adminis-
tered at a healthcare clinic were combined and compared with 
treatment at the hospital. However, as emerged from the patient 
interviews, some patients had differing perspectives on home 
treatment and treatment administered at a healthcare clinic. 
Therefore, asking the patients to evaluate the three treatment lo-
cations separately would most likely have added more nuanced 
information on preference and satisfaction. In addition, relying 
on patient- reported data for time spent and unplanned health-
care contacts may raise concerns about accuracy. However, this 
approach was chosen as we had no access to healthcare contacts 
outside the hospital system, making patients' own registrations 
more comprehensive. To enhance reliability, we reviewed pa-
tient charts to capture hospital- related contacts—with no in-
stances of unreported visits—and ensured patients recorded 
time aspects difficult for research staff to track, such as waiting 
times and parking. Research staff thoroughly introduced pa-
tients to these tasks and followed up during clinic visits. The 
major strength of our evaluation lies in the mixed method de-
sign, combining quantitative and qualitative data, bringing syn-
ergy to our results [13].

FIGURE 4    |    Evaluation of treatment at home/at healthcare clinics. The majority of patients were satisfied receiving treatment at home or at 
healthcare clinics, and 84% would like to continue this after the study.
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The administration of SC daratumumab by a primary care nurse 
in the homes of patients with MM or at a local healthcare clinic 
was safe and feasible. It saved patients from spending a lot of 
time on transportation, but focus on the logistics of home deliv-
ery is important to reduce waiting time at home. Importantly, 
treatment relocation did not just redirect the total use of health-
care services to other sectors. Nurses spent an equal amount of 
time on treatment at the hospital and outside the hospital; when 
treatment was administered at home or at a local healthcare 
clinic, primary care nurses and hematological nurses shared 
the time spent. As healthcare systems seek sustainable models, 
primary care- led MM treatment represents a viable, patient- 
centred approach. However, emphasis on logistical efficiency 
remains crucial to optimize patient experiences and maximize 
healthcare resource allocation.
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Appendix 1

Custom- Built Questionnaire for Evaluating Treatment at 
Home/at a Local Healthcare Clinic

Full List of Questions

In general, treatment at home/at a healthcare clinic helped me to better 
maintain my normal everyday activities.

In general, treatment at home/at a healthcare clinic was less compli-
cated for me.

In general, treatment at home/at a healthcare clinic was less compli-
cated for my relatives.

In general, treatment at home/at a healthcare clinic was less demanding.

In general, I felt more confident with treatment at home/at a healthcare 
clinic.

In general, my relatives felt more confident with treatment at home/at 
a healthcare clinic.

In general, treatment at home/at a healthcare clinic gave me more con-
trol over my course of treatment.

In general, treatment at home/at a healthcare clinic gave me a higher 
degree of co- determination over my treatment course.

In general, treatment at home/at a healthcare clinic helped increase the 
quality of my treatment course.

In general, treatment at home/at a healthcare clinic improved the com-
munication between me and the healthcare professionals (physicians, 
nurses) at the hospital.

I was very satisfied with receiving treatment at home/at a healthcare 
clinic.

I would like to continue receiving treatment at home/at a healthcare 
clinic.

I would recommend home treatment/treatment at a healthcare clinic to 
other patients.
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