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Chapter 9

Safe early discharge for patients undergoing 
high dose chemotherapy with or without stem 

cell transplantation a prospective analysis of 
clinical variables predictive for complications after 

treatment
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Abstract
Introduction:  To identify which patient groups can be safely discharged early.

  Until recently the standard of care for patients with hematological 

malignancies who have been treated with high dose 

chemotherapy has been to hospitalize them until neutrophil 

recovery and clinical improvement. Over the past years, a more 

liberal approach has resulted in a tendency to discharge patients 

earlier. However, currently it is unclear which clinical variables 

are important and which patient groups are most suitable to be 

discharged early. 

Methods:  Prospective cohort study. The study group of 55 patients 

underwent 82 admission periods for a total of 2269 patient days, 

which could be classified into four categories: acute myelogenous 

leukemia induction treatment or consolidation treatment, and 

autologous or allogeneic stem cell transplantation. The variables 

were subsequently analyzed for their association with each 

treatment group. 

Results:  The median duration of admission was 27 days. The incidence 

of fever (82.9%) and use of i.v. antibiotics (79.3%) was high 

in all treatment groups. The only statistically significant 

differences between groups were found for Performance Status 

and mucositis. In the patient group undergoing consolidation 

chemotherapy for AML, the PS was better and mucositis was 

less severe. The decline in PS and the severity of mucositis 

were as expected most obvious 10-14 days after the start of 

chemotherapy.

Conclusion:  Patients undergoing consolidation chemotherapy appear to be 

the most suitable candidates for early discharge, especially in 

the first week post chemotherapy treatment. Early discharge can 

also be considered in patients with a good performance status 

in the autologous stem cell transplantation group, directly after 

transplantation. 

 Relevance to clinical practice: An important factor in developing 

an early discharge program is a good infrastructure, both at home 

and in the hospital.
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Introduction
In recent years there has been a tendency to shorten the duration of the 

hospital stay and to treat patients with hematological malignancies in an 

outpatient setting or day care facility. Before embarking on such a program 

of early discharge in patients undergoing high dose chemotherapy, it is 

important to analyze which ‘patient groups’ are most suitable and which 

clinical conditions are most relevant for early discharge. 

Background
Younger patients with Acute Myeloid Leukemia (AML), Non Hodgkin 

Lymphoma (NHL), Multiple Myeloma (MM) or other hematological 

malignancies are often treated with several cycles of high dose 

chemotherapy leading to profound neutropenia. For many decades, the 

standard of care has been to hospitalize these patients until neutrophil 

recovery and clinical improvement 1, 2, 3, 4. Studies performed at the end of 

the last century assessing infection and mortality show that myeloablative 

therapy and Stem Cell Transplantation (SCT) can be safely completed 

without protective isolation or the need to confine patients continuously 

in a hospital 5, 6, 7. This more liberal view, together with increased political 

and economic demands to reduce costs, coupled with the wish to improve 

quality of life for patients, resulted in changes in admissions policies 8. In 

an attempt to shorten the duration of hospital stay the earlier discharge 

of patients, or the option of home based treatment has been promoted 
9. Interestingly, several studies have shown the benefits of early discharge 

in terms of reduction of the incidence of bacteremia and of infection with 

resistant hospital-acquired pathogens when compared to patients treated in 

the hospital 10, 11, 12, 13. In addition, increased oral intake of food has been 

observed 14. Home care can be arranged in many different ways, e.g. with 

community-based professionals 15, a mixed inpatient-outpatient model 16 or 

a selective discharge program 6, 17. Treatment outside the hospital during 

neutropenia is a feasible, well-accepted and cost-saving option 18 but clinical 

predictors for the length of hospital stay were not studied and subsequently 

the selection of patients for whom this approach is safe is unclear. In a 

prospective study Pastura et al. concluded that “to appear ill” is one of the 

factors associated with longer lengths of hospital stay, but “to appear ill” 

is a highly subjective measurement 19. Hermann and Svahn also performed 
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studies on early discharge criteria with comparable results but remarkably, 

mucositis was not used as a criterion in either one of these studies 12,20. 

Before changing our policy on in- and outpatient treatment, we studied 

clinical variables that could be helpful for making this selection: the incidence 

of fever, the use of intravenous (IV) therapeutic antibiotics, the severity of 

mucositis, the need for total parental nutrition (TPN) and the Performance 

Status (PS). The purpose of this study was to identify the frequency of these 

variables in different patient groups, in order to identify patients who can be 

safely discharged early.

Patients and Methods 
This prospective cohort study took place between March 2005 and March 

2006 in the Academic Medical Centre of the University of Amsterdam, a 

tertiary referral hospital in the Netherlands. All patients aged ≥ 18 years who 

were treated for a hematologic malignancy with high dose chemotherapy 

were eligible for this study. Treatment categories were: 

1  induction chemotherapy for AML, 

2  consolidation chemotherapy for AML, 

3  autologous SCT for multiple myeloma (MM) or relapsed lymphoma, 

4  myeloablative allogeneic SCT for AML, Acute Lymphatic Leukaemia (ALL) 

and MM. 

All patients received infection prophylaxis consisting of oral ciprofloxacine, 

oral amphotericin-B and intravenous penicillin-G. In case of fever empiric 

broad spectrum antibiotics were started (vancomycin and ceftazidim i.v.) 

and adjusted according to the results of blood cultures. Patients were not 

discharged until the neutrophil count was > 0.5 x 109/ L and the patient’s 

clinical condition was satisfactory, including absence of fever or bleeding, or 

need for i.v. therapy. The admission periods were categorized into: 

1 the number of days a patient received chemotherapy, 

2 the number of neutropenic days with an Absolute Neutrophil Count 

(ANC) count below 0.5 x 109/ L 

3 the number of days the patient needed to stay in the hospital for other 

reasons, such as mucositis. 

The only exclusion criterion for this study was the inability to complete 

the whole treatment period on the ward, independent of the reason for 

withdrawal. According to Dutch law studies involving human subjects must 

undergo medical ethics review if they are subject to the Medical Research 

Act Involving Human Subjects 21. Following these rules for this study, which 
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was an observational and only involved collection of data, we only needed 

approval from the patients, and approval from the medical ethics committee 

was not required.

Definition of clinical variables 
In this study we used commonly used clinical variables deemed relevant for 

discharge 6, 12, 19, 20, 22.

Neutropenia 

Peripheral blood samples or samples from the central venous catheter were 

taken three times a week and neutropenia was defined as a neutrophil count 

of < 0.5 x 109/ L.

Performance Status 

Performance on the WHO PS is scored from 0, normal activity without 

restrictions, to 4, completely disabled and/or fully dependent in activities 

of daily living (ADL) 23. The PS was measured twice daily on different 

nursing shifts and the highest score was documented to be sure a possible 

short period of a worse PS (which could have impeded discharge) would 

have been missed. The score was dichotomized per day into < 2 (out-of-

bed activity more than 50%) and ≥ 2. Patients with a score of 0 and 1 

are considered to be independent in their daily activities and thus were 

considered to be eligible for discharge 23.

Fever and infection 

Body temperature was measured twice daily. When the temperature was 

higher than 38.0°C, the temperature was measured more frequently. 

Fever was defined as a single oral temperature of ≥ 38.5°C or a temperature 

of ≥ 38.0°C for ≥ 1 hour. 

Surveillance cultures (peri-anal and nasopharyngeal swabs) were taken once 

a week, and on indication other cultures (e.g. stool cultures or cultures of 

the central venous line insertion place) were taken. Blood cultures from 

the central venous catheter and peripheral blood were taken the first 

time the patient had a temperature of > 38.5 °C or when the temperature 

was repeatedly > 38.0 °C. Subsequent blood cultures were obtained 

when patients had high fever and chills or after 48 hours in the event of 

continuous fever.
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Infectious episodes were classified into one of four groups: 1 microbiologically 

documented infection with bacteraemia; 2 microbiologically documented 

infection without bacteraemia; 3 clinically suspected infection without 

microbiological documentation; and 4 fever of unknown origin (FUO).

Therapeutic Intravenous Antibiotics 

In case of fever patients were started on empiric broad spectrum i.v. 

antibiotics. If necessary the antibiotic treatment was adjusted e.g. on the 

basis of culture results or clinical condition of the patient, and if possible 

changed from i.v. to oral, or stopped.

Oral Mucositis 

Oral Mucositis (OM) is defined as a disruption in oral mucosal integrity and is 

a common toxicity of high-dose chemotherapy and irradiation of the upper 

head and neck 24. The severity of oral mucositis was evaluated according 

to the National Cancer Institute Common Toxicity Criteria 25 grading from 

0, no symptoms to 4 for necrosis and / or alimentation not possible 26. The 

score was dichotomized based on international agreement, to 0 to 1 for mild 

mucositis and 2 to 4 for more severe mucositis 27. A score of 2 or more is a 

reason not to discharge patients because of the associated treatment and 

pain management. 

Capability of food intake 

The capability of oral food intake was scored on a four point scale: 0 (eating 

without limitations), 1 (eating with difficulty), 2 (only liquid nutrition possible) 

and 3 (no oral intake possible). Patients with a score of 3 were considered 

unsuitable for early discharge.

Total Parental Nutrition (TPN) 

TPN was started when patients had insufficient oral intake for several days 

and/or weight loss > 10 % from the start of therapy. Use of TPN is a reason 

not to discharge because of handling of the Central Venous Catheter (CVC) 

and the risk of infection. 

Statistical Analysis 
Data were analyzed by descriptive statistical methods per patient and 

per admission period. Some patients underwent several courses of 
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chemotherapy; for every admission period the patient was considered in 

the analysis as a new patient and the admission periods were considered 

as independent. Patients were categorized into groups who underwent 

AML induction treatment, AML consolidation treatment, autologous SCT, 

or myeloablative allogeneic SCT. The number of days of chemotherapy 

treatment, neutropenia, and the number of days requiring hospital admission 

for other reasons, were analyzed in relation to the total number of days 

patients were admitted. The median number of days of admission per 

patient was compared with the score of the clinical variables (neutropenia, 

PS, fever, i.v. antibiotics, mucositis, oral intake, and TPN) for each of the 

treatment groups. 

The Kruskal Wallis analysis for ordinal data and Chi2 test for nominal data 

were used to test the differences between the four treatment groups; a 

p value of <0.05 was considered statistically significant. The development 

over time of the variables was shown by calculating and plotting the median 

score per admission during the first 4 weeks of the admission period. All 

data were analyzed with the statistical package S.P.S.S., version 12.0.

Results
A total of 58 patients underwent 86 cycles of chemotherapy. Three patients 

were excluded from the analysis, because they had to be transferred to the 

intensive care unit due to infectious complications with respiratory failure 

(two on day 6, and one on day 18 after start of the chemotherapy). Two of 

them recovered and one patient died of respiratory failure due to congestive 

heart failure and pneumonia occurring at day 8 after the start of the 

chemotherapy. All three were part of the induction chemotherapy group.

A total of 55 patients were included in the analysis. Patient characteristics 

and diagnoses are shown in table 1. These 55 patients underwent 82 

treatment cycles and spent in total 2269 days in hospital. The majority of the 

patients were male (N= 38) with a median age of 49 years (range 18-72). 

The most frequent diagnoses were: AML/MDS (N= 25), NHL (N= 14) and 

MM (N= 12). 

Table 2 shows the number of episodes and the median number of days in 

hospital in relation to the different variables. The median number of days in 

hospital was 27 with a range of 17-56. There was no significant difference 

in the number of days of admission between the four groups. As expected, 

all patients had a prolonged period of profound neutropenia. The median 

duration of admission until a neutrophil count of > 0.5 X 109/ L was 17 
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days with a range of 14 to 48 days. The incidence of fever and subsequent 

use of empiric broad spectrum antibiotics was high in all groups and not 

significantly different between the groups. Overall fever was observed in 

82.9 % (N= 68) of admission episodes, with a range of 38.0 °C to 41.5 °C, 

and during 79.3 % of episodes (N= 65) broad spectrum i.v. antibiotics had 

to be given. In 69 cases (84.1%) of all episodes an episode of neutropenic 

fever was observed. In 25 episodes a microbiologically documented infection 

was present (30.5%). Bacteremia was present in 17 cases; with coagulase 

negative Staphylococci being the most frequently cultured microorganisms 

(Table 3). There were no significant differences (P= 0.28) concerning fever, 

the presence of positive blood cultures or the use of i.v. antibiotics between 

the four groups.

The majority of patients (71.6%) at some point during the admission period 

had a PS of ≥ 2, indicating a low level of activity and independence. The 

proportion of patients with a PS of ≥ 2 was significantly different between 

the treatment groups (P< 0.05). In the consolidation chemotherapy group, 

the proportion of patients with a PS of ≥ 2 was the lowest (56.6%) while 

it was 100% in the allogeneic SCT group. The proportion of patients 

with a mucositis score of ≥ 2 (39 patients; 47.6%) was also significantly 

different between the treatment groups , with 21.7% in the consolidation 

chemotherapy group versus 41.3%, 75% and 66.7% in the induction 

chemotherapy group, autologous SCT and allogeneic SCT group respectively 

Table 1. Patient Characteristics

Number of patients 55

Male / Female 38 / 17

Median Age  (Range) 49.0  (18-72)

Person days 2269

Diagnosis

AML/MDS 25

NHL 14

MM 12 

ALL 4

Number of admission periods 82

Induction chemotherapy 29

Consolidation chemotherapy 23

Autologous SCT 24

Allogeneic SCT  (Myeloablative) 6
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(p=0.02). The median duration of severe mucositis was four days in the 

autologous SCT group versus 6.5 days in the allogeneic SCT group 

Overall 33 patients (40.2%) had a period during which oral food intake was 

not possible. The smallest number of patients without food intake was seen 

in the consolidation chemotherapy group (7 patients, 30.4%); the highest 

in the autologous SCT group [n= 14 (58.3%)] (P < 0.05). The use of TPN 

was necessary for 26 patients (31.7%); however, there were no significant 

differences (P= 0.43) between the treatment groups.

Figure 2. Development of mucositis 1 over time Percentage of patients with mucositis 
grade ³2 according to CTC criteria per treatment group on each admission day.

Mucositis > 1

0,0

10,0

20,0

30,0

40,0

50,0

60,0

70,0

1 3 5 7 9 11 13 15 17 19 21 23 25
Days

%
pa

tie
nt

s

Figure 1. Development of performance status over time Percentage of patients with a 
performance status of ³2 per treatment group on each admission day.
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The development over time of the PS and the mucositis score in the first 28 

days is shown in fig. 1 and 2. Starting on day 7, the proportion of patients 

with a PS > 1 is clearly higher in the Induction group and lower in the 

consolidation chemotherapy group, indicating that those patients on the 

basis of PS would be eligible for early discharge. The appearance of more 

severe mucositis (CTC score 2-4) is more obvious in the autologous and 

allogeneic SCT group, especially from day 13-22. (figure 1, 2). 

Overall, we found statistically significant differences between the 4 

treatment groups for PS, mucositis and oral intake, which were all better in 

the patients undergoing AML consolidation chemotherapy. However, also 

in the other treatment groups PS and mucositis were acceptable especially 

during the first week after chemotherapy.

Table 2: Course of discharge criteria by type of treatment

All episodes
N= 82

Induction
N= 29

Consolidation
N= 23

Autologous SCT 
N= 24

Allogeneic SCT 
N= 6

P

Median days of admission (Range) 27 (17-56) 28 (17-46) 28.5 (19-56) 24 (19-40) 23 (21-33)

Neutropenia

 Median number of days until a neutrophil count > 0.5 * 109/ L (Range) 17 (8-48) 18 (10-48) 20 (8-26)  17 (9-27) 19.5 (10-28)

Performance Status

 Number of episodes with performance status ≥ 2 (%) 59 (71.6) 24 (82.6) 13 (56.6) 16 (66.7) 6 (100) < 0.05

 Median number of days with PS ≥ 2 (Range.)   8 (0-48) 10 (0-26)   5 (0-48) 11 (0-37) 9 (3-20)

Fever, Infection and Antibiotics

 Number of episodes with fever ≥ 38.5°C (%) 68 (82.9) 26 (89.7) 19 (82.6) 18 (75.0) 5 (83.3) 0.28

 Median number of days with fever ≥ 38.5°C (Range)   3 (0-19)  6 (0-19)   3 (0-15)  2 (0-13) 1.5 (0-4)

 (1) microbiologically documented infection with bacteremia (%) 25 (30.5) 8 (27.6) 9 (39.1) 7 (29.2) 1 (16.7)

 (2) microbiologically documented infection without bacteremia (%) 8 (9.8) 2 (6.9) 1 (4.3) 4 (16.7) 1 (16.7)

 (3) clinically suspected infection without microbiological documentation (%) 5 (6.1) 1 (3.4) 1 (4.3)  3 (12.5) 0

 (4)fever of unknown origin (FUO) (%) 37 (45.1) 13 (44.8) 13 (56.2) 10 (41.7) 5 (83.3)

 Number of episodes with therapeutic i.v. antibiotics (%) 65 (79.3) 24 (82.6) 18 (78.3) 18 (75.0) 5 (83.3)

 Median number of days with therapeutic i.v. antibiotics (Range) 8.5 (0-36) 12 (0-31)   8 (0-36) 6 (0-22) 14.5 (0-26)

Oral Mucositis,Oral Intake and TPN

 Number of episodes with Mucositis 39 (47.6) 12 (41.3) 5 (21.7) 18 (75.0) 4 (66.7) 0.02

 Median number of days with Mucositis ≥ 2 (Range)    0 (0-15)   0 (0-15)  0 (0-13)   4 (0-14) 6.5  (0-15)

 Number of episodes with no oral intake (%) 33 (40.2) 8 (27.6)  7 (30.4) 14 (58.3) 4 (66.7) < 0.05

 Median number of days with no oral intake  (Range)   0 (0-15)  0 (0-15)  0 (0-6)  1.5 (0-15) 1 (0-8)

 Number of episodes requiring TPN (%) 26 (31.7)    11 (37.9)     6 (26.1)    7 (29.2) 2 (33.3) 0.43

 Median days of use of TPN (Range)    0 (0-32) 0 (0-32) 0 (0-32)  0 (0-24)  0 (0-21)
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Discussion 
The aim of this study was to define criteria for safe early discharge after 

high dose chemotherapy in four different treatment groups; AML induction 

therapy, AML consolidation therapy and autologous and allogeneic SCT. 

For this purpose we studied the incidence and development over time of 

neutropenia, performance status, fever, infections, use of i.v. antibiotics, 

and oral mucositis to determine whether these factors differ between the 

groups. 

No statistically significant differences were found between the four 

treatment groups regarding the duration of neutropenia and the incidence 

of fever or use of broad spectrum i.v. antibiotics. The high incidence of fever 

(84.1% of 82 episodes) is not surprising and comparable to other studies. 

Table 2: Course of discharge criteria by type of treatment

All episodes
N= 82

Induction
N= 29

Consolidation
N= 23

Autologous SCT 
N= 24

Allogeneic SCT 
N= 6

P

Median days of admission (Range) 27 (17-56) 28 (17-46) 28.5 (19-56) 24 (19-40) 23 (21-33)

Neutropenia

 Median number of days until a neutrophil count > 0.5 * 109/ L (Range) 17 (8-48) 18 (10-48) 20 (8-26)  17 (9-27) 19.5 (10-28)

Performance Status

 Number of episodes with performance status ≥ 2 (%) 59 (71.6) 24 (82.6) 13 (56.6) 16 (66.7) 6 (100) < 0.05

 Median number of days with PS ≥ 2 (Range.)   8 (0-48) 10 (0-26)   5 (0-48) 11 (0-37) 9 (3-20)

Fever, Infection and Antibiotics

 Number of episodes with fever ≥ 38.5°C (%) 68 (82.9) 26 (89.7) 19 (82.6) 18 (75.0) 5 (83.3) 0.28

 Median number of days with fever ≥ 38.5°C (Range)   3 (0-19)  6 (0-19)   3 (0-15)  2 (0-13) 1.5 (0-4)

 (1) microbiologically documented infection with bacteremia (%) 25 (30.5) 8 (27.6) 9 (39.1) 7 (29.2) 1 (16.7)

 (2) microbiologically documented infection without bacteremia (%) 8 (9.8) 2 (6.9) 1 (4.3) 4 (16.7) 1 (16.7)

 (3) clinically suspected infection without microbiological documentation (%) 5 (6.1) 1 (3.4) 1 (4.3)  3 (12.5) 0

 (4)fever of unknown origin (FUO) (%) 37 (45.1) 13 (44.8) 13 (56.2) 10 (41.7) 5 (83.3)

 Number of episodes with therapeutic i.v. antibiotics (%) 65 (79.3) 24 (82.6) 18 (78.3) 18 (75.0) 5 (83.3)

 Median number of days with therapeutic i.v. antibiotics (Range) 8.5 (0-36) 12 (0-31)   8 (0-36) 6 (0-22) 14.5 (0-26)

Oral Mucositis,Oral Intake and TPN

 Number of episodes with Mucositis 39 (47.6) 12 (41.3) 5 (21.7) 18 (75.0) 4 (66.7) 0.02

 Median number of days with Mucositis ≥ 2 (Range)    0 (0-15)   0 (0-15)  0 (0-13)   4 (0-14) 6.5  (0-15)

 Number of episodes with no oral intake (%) 33 (40.2) 8 (27.6)  7 (30.4) 14 (58.3) 4 (66.7) < 0.05

 Median number of days with no oral intake  (Range)   0 (0-15)  0 (0-15)  0 (0-6)  1.5 (0-15) 1 (0-8)

 Number of episodes requiring TPN (%) 26 (31.7)    11 (37.9)     6 (26.1)    7 (29.2) 2 (33.3) 0.43

 Median days of use of TPN (Range)    0 (0-32) 0 (0-32) 0 (0-32)  0 (0-24)  0 (0-21)
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Also, the percentage of microbiologically documented infections with or 

without bacteraemia was comparable to data reported in the literature 28. 

We did however find a significant difference with respect to PS, mucositis, 

and the capability of oral intake, all of which were more favourable in the 

consolidation chemotherapy group. Furthermore, 3 patients undergoing 

AML induction chemotherapy had to be transferred to the ICU, because 

of septicaemia. One of the possible causes for the more severe infections 

observed in this group is the fact that these patients often already have 

prolonged neutropenia at the start of chemotherapy and are in a poorer 

general condition. Therefore in our opinion patients undergoing induction 

chemotherapy should not be discharged early. The small size of the 

allogeneic SCT group makes it difficult to draw conclusions concerning these 

patients, but considering the duration of severe mucositis and the poor PS, 

probably these patients are also not good candidates for early discharge. 

Patients undergoing consolidation chemotherapy appear to be the 

most suitable candidates for early discharge. Early discharge can also be 

Table 3. Neutropenic fever and infection (N= 82 episodes)

No.

Episodes of neutropenic fever 69 (84.1 %)

(1) microbiologically documented infection with bacteraemia 25 (30.5 %)

Staphylococcus, coagulase negative 15

Enterobacter cloacae 2

Escherichia coli 2

Pseudomonas aeruginosa 2

Fusobacterium nucleatum 1

Difteroids 1

Enterococcus 1

(2) microbiologically documented infection without bacteraemia 8 (9.8 %)

Aspergillus fumigatus 2

Proteus mirabilis 1

Herpes zoster 1

Other fungal isolates 1

Candida albicans 1

(3) clinically suspected infection without microbiological documentation 5 (6.1 %)

Herpes simplex virus 2

Aspergillus 2

Pneumocystis carinii 1

(4) fever of unknown origin (FUO) 37 (45.1 %)
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considered in patients with good PS in the autologous SCT group, directly 

after the stem cell reinfusion because although also these patients are at 

risk for severe mucositis, this usually does not develop until day 12. The high 

incidence of fever suggests that many of these patients will at some point 

need to be readmitted; however, since the protocols for the treatment of 

neutropenic fever are rapidly changing from i.v. to oral antibiotics, in the 

near future more patients after a short observation period could probably be 

treated in the outpatient setting 29. 

Conclusion
In conclusion, our data suggest that of all patients with hematological 

malignancies treated with high dose chemotherapy, patients undergoing 

consolidation chemotherapy for acute leukaemia are the most suitable 

candidates for early discharge, whereas early discharge can also be 

considered in patients with a good performance status in the autologous 

SCT group, directly after the stem cell reinfusion. Currently, we are 

performing a prospective study of early discharge with ambulatory care in 

these patient groups.

Relevance to clinical practice

An important factor in developing an early discharge program is a good 

infrastructure, both at home and in the hospital. Patients must come to the 

hospital or outpatient clinic several times a week to check for vital signs, 

temperature, PS, mucositis, to have blood samples drawn and to have their 

home situation evaluated. The cost effective use of trained and experienced 

nurses coupled with the need to have hospital beds available in case of an 

emergency is crucial in such a program. It is also important that patients 

have 24 hour access to a volunteer aid who can take care of them and who 

can bring them to the hospital if necessary. 
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