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Introduction: EBMT (UK) NAP Group 41st meeting

The 41st  EBMT (UK) NAP meeting, chaired by Louise McNamara, took place on 18th November 2011 in Manchester. The meeting offered an interesting and varied plenary programme, covering topics ranging from issues in the preparation of patients for bone marrow transplant (BMT) through management of complications associated with BMT to issues affecting special patient populations. 
A variety of bursaries and awards are available to all EBMT members, including funding for exchange visits, educational travel and conference travel in the UK or abroad and awards for oral presentations and scientific posters at the annual EBMT meeting. Similar funding opportunities are available specifically for EBMT (NAP) members. EBMT offers a variety of membership packages including some that automatically include a BMT nurse. The EBMT (UK) NAP website (www.ebmt.co.uk/index.php) has many useful features and functionality, which have been developed to promote interaction between members between meetings.
During breaks, delegates had the opportunity to visit information stands supported by the meeting sponsors (Therakos, Genzyme, MEDA, Celgene, Chugai and Gilead), two MEDA-sponsored, hands-on, interactive ribavirin workshops, and scientific poster displays.

Infections complicating stem-cell transplantation (SCT)
Dr Mike Dennis
Consultant Haematologist, The Christie NHS Foundation Trust, Manchester
Although relapse and graft-versus host disease (GvHD) are the main causes of death in people with leukaemia and haematological disorders, infectious complications are another major cause of morbidity and mortality. Indeed, many patients in good health prior to BMT become progressively unwell following transplant, developing fevers and general malaise. 
Investigations, imaging and physical examination are useful but rarely provide a definitive diagnosis, so patients are treated empirically with antibiotics and other anti-infective drugs. Simple history taking can help guide diagnosis, as the type and intensity of transplant, use of prophylactic and supportive interventions, and duration and severity of neutropenia provide useful clues. For example, patients who receive autologous BMT, peripheral blood stem cells (PBSCs) tend to have short-duration neutropenia that makes esoteric fungal and viral infections less likely than in those who have unrelated BMT or receive GvHD prophylaxis or antibody treatments that slow neutrophil generation and immune reconstitution. The risks also differ according to the phase of transplantation (Figure 1), and the importance of patients’ in-hospital and home environments should also be considered. 

Early intervention is key to managing all infectious complications. Speed of treating bacterial infections is often more important than choice of antibiotic, which is ideally initiated within one hour of onset of fever. Symptoms and sites of infection provide clues as to the causative pathogen and can guide antibiotic selection, in conjunction with local protocols. As with bacterial infections, fungal infections respond variably to different antifungal agents, and antifungal prophylaxis should be targeted to the specific risks of each patient. A range of viral infections may also develop in BMT patients, and early recognition in spite of variable clinical presentation is essential. Treatment options again vary from pathogen to pathogen. Where appropriate, immunisation against pathogens, such as influenza , is recommended in BMT patients.1

In summary, infectious complications can be considered in terms of prevention, diagnosis and treatment. Prevention relates not only to the use of prophylactic drugs and vaccination but also to issues such as environment, lifestyle and diet before and after transplant. Diagnosis is improving but the key is to ask patients about their symptoms, as these can guide clinical suspicion, with tests used to confirm diagnosis if necessary. Clinicians who manage patients undergoing BMT have access to a range of highly effective broad-spectrum agents. Multidisciplinary team (MDT) working is important to optimise outcomes.
Figure 1 Infectious risks in different phases of transplantation. Reproduced with permission from John Hiemanz, 2009.
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Stem-cell mobilisation and collection in Glasgow, including the use of plerixafor
Joy Sinclair
Nurse Manager, Clinical Apheresis Unit, Scottish National Blood Transfusion Service, Glasgow
Haematopoietic stem cells (HSCs) are held in the bone marrow through C-X-C chemokine receptor type 4 (CXCR-4) under the influence of a ‘homing signal’ from stromal-derived factor (SDF1). They are also ‘tethered’ to osteoblasts through vascular cell adhesion molecule (VCAM). Mobilisation of HSCs to the peripheral blood for collection and subsequent autologous transplantation is useful in patients with lymphoma or multiple myeloma whose cells mobilise poorly. 
G-CSF can be used to stimulate the production of neutrophils in bone marrow. These white blood cells produce protease enzymes that break down both SDF1 to reduce the ‘homing’ signal and cell adhesion proteins like VCAM to release stem cells from their tethers. The stem cells come out of quiescence and migrate into the blood, where they can be collected through a cell separator. Plerixafor produces the same result as G-CSF but by working directly to block the CXCR-4 receptor.2 In this case, the stem cells cannot detect the presence of SDF1, so they leave quiescence and migrate into the blood for collection. Plerixafor is indicated for use in combination with G-CSF for PBSC mobilisation for myeloma or lymphoma patients whose cells mobilised poorly.2 It is approved for routine use by NHS Scotland for its licensed indications on the advice of an oncologist or haematologist.3 Table 1 summarises treatment protocols for planned mobilisation and immediate rescue. 
Collection should be tailored to each patient. As the timing of mobilisation and collection in relation to BMT is key, it is useful to provide referring haematologists with the collection schedule. Various collection devices with broadly similar efficiency are available. In general, high-flow procedures may be used to process more cells per minute; however, increasing flow rate increases anticoagulant infusion rate to the patient. Intravenous calcium gluconate/chloride could be used. An increase in anticoagulant ratio (maximum 15:1) allows faster processing but with the same anticoagulant infusion rate to the patient. With plerixafor specifically, although the goal is minimum transplant doses, higher doses may be possible. Stem cells could be collected 11 hours after plerixafor without a CD34 count. Good venous access is required. It is important to consider whether a second dose of plerixafor is needed or if G-CSF may be enough. With or without plerixafor, large volume apheresis ,may help achieve transplant doses (3× total blood volume).
Table 1 Protocols for planned mobilisation and immediate rescue involving plerixafor.

	Planned mobilisation
	Immediate rescue

	· Transplanted marrow given 4 weeks to recover 

· Patient re-mobilised with:

G-CSF (10 g/kg/day) for 4 days 

Plerixafor on day 4 evening

Apheresis on day 5 morning

· G-CSF, plerixafor and apheresis repeated daily until enough cells collected
	· Patient receives mobilising chemotherapy as planned
· White cell and peripheral CD34 counts checked on predicted day of mobilisation
If neutrophils are recovered but CD34 count low, plerixafor given that evening, G-CSF at 7am the following morning and apheresis started at 9 am
· GCSF, plerixafor and apheresis repeated daily until patient has sufficient cells


Single-centre experience of the efficacy of extracorporeal photopheresis (ECP) for treatment of steroid-refractory acute GvHD
Lynne Watson
Bone Marrow Transplant Specialist Nurse, Nottingham University Hospital, Nottingham
Acute GvHD is a major complication of allogeneic hematopoietic SCT (HSCT) that occurs in 30–50% of sibling and up to 80% of matched unrelated donor transplants and may be acute or chronic (Figure 2). High-dose steroids are the standard treatment for grade II–IV acute GvHD, giving response rates of 40–50%. Responses decrease with increasing GvHD grade and increasing organ involvement and responses are worse in patients who received MUD transplants. Complete response (CR) is achieved in 25–40% of patients. 
Among the second-line options is extracorporeal photophoresis (ECP), which is based on the reinfusion of apoptotic autologous blood mononuclear cells treated extracorporeally with the DNA intercalating agent 8-methoxypsoralen and irradiated with psoralen and ultraviolet A light (PUVA). This technique has proven efficacy in selected T-cell diseases,  including chronic GvHD and cutaneous T-cell lymphoma; evidence is less common in chronic than acute GvHD. 
In 2006, an ECP programme for acute and chronic GvHD was established in Nottingham using the Therakos XTS system. 18 consecutive patients with steroid-refractory acute GvHD were treated with twice-weekly ECP at weekly intervals for a planned eight-week course (the Greinix schedule4). In 2009, the Cellex system was introduced for suitable patients. Overall, 12/18 patients with grade II–IV, steroid-refractory acute GvHD completed their scheduled eight-week course of intensive ECP. All patients responded, with eight CRs and four partial responses. Excellent and rapid responses were seen in patients with isolated skin or liver GvHD. Response rates were lower in patients with three-organ involvement. Five of seven patients who developed GvHD after donor lymphocyte infusion responded. Three patients are no longer taking immunosuppression. Two patients had significant relapse of liver GvHD, but both responded to reintroduction of ECP. Eight patients survived longer than 12 months after completion of ECP. 
Overall, ECP is a well-tolerated procedure for patients with grade II/III GvHD, with management of grade IV disease more difficult. Stable patients experience few complications during treatment and show good response rates. 
Figure 2 Timeframe of GvHD after allotransplant.
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Case studies

In a fun and entertaining interactive session, three vignettes focussing on different areas of BMT management were presented. Delegates were asked to vote to indicate local practices. 

To transfuse or not to transfuse?

Serpil Vieira

Sister and Senior Staff Nurse, The London Clinic, London
Red blood cell transfusion is now an essential part of practice, with interest, and therefore data collection, increasing in the UK and Europe. Transfusions at The London Clinic were audited for a first period of six months, during which staff were unaware of the audit, and a second period of 13 months when staff were aware. 
A total of 90 episodes of transfusions were given in period 1 and 240 in period 2. Routine transfusions accounted for 52.7% of total episodes in period 2 compared with 22.5% in period 1; however, 8.2% of the RCT transfusions were given when haemoglobin levels were 9.1 g/dl or higher in period 2 compared to 10% in period I. The main reason for transfusions when Hb was greater than 10.1 g/dl was hypertransfusion of patients with beta thalassaemia major prior to  transplant. The reason for transfusion was categorised as routine, unit protocol, bleeding, pre-procedure and on doctor’s instruction due to patient symptoms or the need to keep threshold Hb levels high. 
The results of an interactive voting session revealed that most delegates’ centres (81%) had a red cell transfusion threshold of Hb 8 g/dl, the main indication for red cell transfusion was haemoglobin levels (76%), and most centres (90%) do audit transfusion practices. 
Immunosuppression and cytomegalovirus (CMV)
Marie Waller

Transplant Coordinator, Manchester Royal Infirmary, Manchester
CMV is a member of the herpes virus family, and once a person is infected, the virus remains in their system for the rest of their life and may be reactivated. Patients who undergo allogeneic transplant are at risk of CMV reactivation (whether from a previous latent infection or a primary infection acquired from the donor), with the use of immunosuppression a recognised contributing factor. Treatment of CMV reactivation can itself be myelosuppressive, which can further impact on blood counts for patients with weak bone marrow and other predisposing factors. Patients with CMV therefore need a high level of support and intervention and often an inpatient stay or high level of outpatient nursing care. Mortality was high before the advent of effective treatments for CMV, particularly from CMV pneumonitis (up to 90%). 
The availability of polymerase chain reaction (PCR) testing to monitor patients for CMV has led to earlier detection (during the asymptomatic stages) and thus early treatment, which can negate the need for CMV prophylaxis. At Manchester Royal Infirmary, treatment of patients with asymptomatic or low-level PCR-confirmed CMV commonly involves oral ganciclovir and monitoring. Patients with symptomatic and high-level PCR-confirmed CMV immediately receive intravenous treatment as an inpatient or (preferably) outpatient treatment. Patients refractory to intravenous ganciclovir or who have repeated reactivations are switched to foscarnet, but this requires more intensive nursing. CMV-specific immunoglobulins may also be used. CMV retinitis may be treated with ganciclovir eye drops. Three negative results are required at this centre before treatment cessation, but intravenous treatment may be de-escalated to oral once patients show a good decrease in CMV levels. Rising titres are treated pre-emptively, as treatment success is less likely once patients become symptomatic. 
The results of an interactive voting session revealed that 67% of delegates’ centres use CMV prophylaxis in all allogeneic transplant recipients, while 16% of centres use it only in MUD recipients and 16% only in full-intensity transplant recipients. CMV was monitored twice a week in 61% of centres and weekly in 39%. In most centres (80%), treatment for CMV was initiated following a high-level PCR result, with most of the remainder (17%) giving treatment to patients with positive PCR results. The treatment most commonly used first-line was valganciclovir (68%), followed by intravenous ganciclovir (23%) and intravenous foscarnet (10%).
Post-transplant thrombotic thrombocytopenic purpura (TTP)
Janet Baker

Senior Staff Nurse, Royal Marsden Hospital, London

Post-transplant TTP is a systemic thrombotic disease that affects the endothelial lining of small vessels. Endothelial damage results in platelet aggregation and consequent platelet depletion in the blood, while red cell shearing and damage occur as cells try to pass through the damaged vessel. This results in ischaemia to the microvasculature, with thrombi forming in the small vessels of the brain, lungs and kidneys. The pathogenesis accounts for the characteristic laboratory findings of thrombocytopenia, elevated lactate dehydrogenase, decreased haemoglobin and red cell fragments, as well as the neurological and renal symptoms, fever and occasional rash. Ultimately, organ failure can occur. Although post-transplant TTP, which is increasingly described as microangiopathic haemolytic anaemia or transplant-associated microangiopathy, is rare, it is a huge challenge for patients and the transplant service.
One major issue for the treatment of TTP is the lack of a unified definition, which results from the wide spectrum of disease in term of heritability and underlying causes. It is generally due to autoantibodies to ADAMTS-13, which is a metalloprotease that regulates von Willebrand factor (vWF) – a multimeric substance that helps platelets adhere to vascular surfaces and is therefore essential for healthy blood clotting. ADAMTS-13 breaks down the vWF multimers and excessive platelet aggregation occurs in its absence. In post-transplant TTP, ADAMTS-13 does not play a role. Until recently therapeutic plasma exchange (TPE), in which autoantibody-containing plasma is replaced with healthy plasma, was considered the first-line and best treatment; however, the relevance of this treatment in this setting in the absence of a role for ADAMTS-13 is under debate, with the British Society of Haematology, and other centres worldwide, recognising that it may not be the best treatment in patients with post-transplant TTP. When TPE is used, the choice of plasma replacement product is based on efficacy, safety and cost considerations. Some centres have reported good results with rituximab.
The results of an interactive voting session revealed that only a few delegates’ centres used rituximab first line (17%), while practice was firmly divided in terms of use of TPE for TTP, with 55% using it first line and 42% not. When TPE was used, similar proportions of centres used cryo poor plasma (63%) and Octoplas (62%) as replacement therapy. In most centres (67%), transplant nurses whose centres did use TPE did not generally play a part in the decision-making process in terms of starting and terminating TPE for post-transplant TTP.
The role of the BMT social worker 

Diane Morrison
Social Worker, Royal Hallamshire Hospital, Sheffield
BMT social workers act as enablers, helping patients to access services they need to deal with their illness and the consequences of the disease and its treatment. Their main role is to provide counselling and support, but different patients have differing needs, so the social worker may also help patients to manage family issues, deal with finance and benefits, establish contact with appropriate support groups, get back to work or study, and adapt to life after BMT, which may involve referral to specialist advisors.
Almost all patients deal with physical and emotional issues resulting from their disease. Although haematologically they may be doing well, they frequently struggle psychologically and physically, bottling up their emotions for many years. Patients who refuse formal psychiatric/psychological counselling may be more comfortable talking in an informal setting, where social workers can provide a listening ear, help patients normalise their feelings, and draw attention to their natural resilience and previous coping skills. Patients with children need help with family issues, not just in terms of practical advice and guidance but also in how to cope with their changing role as parents, which may alter dramatically following diagnosis and treatment. Social workers can provide an objective forum for patients to discuss their own feelings and how to address issues with their children. A major role for social workers is helping patients deal with issues around survivorship and adapting to life after a transplant. Social workers can give patients space to explore their feelings, learn how to understand survivor guilt and refer them to, for example, cognitive behavioural therapy. 

Hospital-based self-help support groups can be invaluable, providing social support, practical information, emotional support and coping strategies. Such groups reduce patients’ feelings of isolation, reduce their anxiety and increase their ability to cope.

Care of the older haematopoietic stem-cell transplantation (HSCT) recipient – physical and psychological perspective

Professor Margot Gosney
Director of Clinical Health Sciences, Reading University
Older patients are not the largest population undergoing BMT, but they are an important subgroup, as many have underlying physical and psychological needs. In the UK, 76% of cancer deaths are in people older than 64 years and 47% in people older than 74 years. Increasing old age, diagnostic certainty and survival will result in an increase in the number of older patients with comorbidities.

Symptoms of cancer are often difficult to differentiate from symptoms of ‘old age’ (e.g. constipation, weight loss, malaise, fatigue and breathless), so many older people with cancer present late and have suboptimal treatment. Physical and psychological problems common in elderly people (e.g. incontinence, immobility, instability, impaired cognition, intellectual decline, and impaired hearing and vision) can complicate communication, understanding, decision-making and recovery in the hospital and at home. Older patients are often not offered options provided automatically to younger patients – e.g. specialist fitting of prostheses after mastectomy or simply time to discuss their needs. 
MDTs for older patients should include a geriatrician to act as patient advocates, as cancer specialists rarely understand the specific needs of older patients. As performance status is age related, comparisons with average population scores can be misleading in older people. Normal older people have changes in laboratory parameters, pharmacokinetics and pharmacodynamics, which should be taken into consideration during assessments and when calculating drug doses. Many symptoms may not relate to the cancer, e.g. osteoarthritis, and require specialist care. Hospitalisation itself can cause delirium, and, for some patients, the disease is not always worse than the treatment. Elderly patients can be easily swayed towards certain decisions, but relatives should not make all decisions on their behalf.

Elderly patients want the truth, equal access to treatment options, choice of therapy, MDT input and decision-making based on clinical grounds not age. In the future, there needs to be increased working between haematologists and geriatricians, sharing of expertise within the MDT, increased awareness of extension of intensive therapies for older people, validation of different assessment methods, and increased research funding and joint working.
Psychosocial issues faced by teenagers/young adults undergoing BMT

Shona Tutin
TYA Oncology CNS, Sheffield

Many bespoke teenage units are being built around the country with excellent, state-of-the-art facilities, but it is the care provided to teenagers with cancer that is key. Puberty produces specific maturational changes that bring confusion and result in conflict with those around them. Adolescent norms are changing: puberty starts earlier, more teenagers stay in education, and younger people are more sexually active than even a decade ago. Although teenagers have a grown-up body, the brain takes longer to develop and mature. 
As a child becomes a teenager, the parents do not observe their body as closely or take them to the GP regularly, so late diagnosis in teenagers is common. Each teenager is different and should be handled according to their own personal circumstances. The Home, Education, Activities and hobbies, Drugs and alcohol, Sexual health and Spiritual Psychological wellbeing (HERADSS) ongoing assessment approach allows development of relationships and building of trust between teenagers and clinicians. 

At a time when young people are developing their own personalities and identities and want to blend in with the crowd, a diagnosis of cancer throws them into turmoil and makes them stand out from others around them. It threatens their burgeoning independence and control, necessitates physical examination by nurses and doctors, introduces loss of expectations, friends, social life, freedom, etc, and may threaten future fertility. Although older teenagers may be legally responsible for their own care, they may not cope well with decision-making. 

Guidelines have been developed to help and support teenagers and young adults. Wherever possible, should be provided with space in hospital so they can mix with their peers in an age-appropriate environment. They should be cared for by experienced professionals who are able to treat, support and guide them; have access to open visiting hours; and have the option of having someone staying with them. 
BMT in Hurler’s disease (MPS I)

Jo Page
Paediatric BMT Co-ordinator/CNS, Royal Manchester Children’s Hospital, Manchester

Mucopolysaccharidosis type I (MPS I) is a lysosomal storage disorder in which the  enzyme α-L-iduronidase, which breaks down complex proteins into simple proteins, is missing. Without this enzyme, which is found in every cell in the body, proteins accumulate, causing alterations in cell, tissue and organ function. MPS I has a spectrum of phenotypes, with severe Hurler’s disease (MPS I H) and less severe Sheie disease (MPS I S) at the extremes and other phenotypes, described as MPS I HS, between. Each patient is unique and may exhibit a distinct clinical course somewhere along this clinical spectrum.  Disease onset for MPS I H is in the first two years of life. The condition is progressive, with patients eventually developing signs and symptoms in many organ systems (Table 2).
MPS I is treatable (but not curable) by HSCT, which repopulates the blood system and releases enzyme that cross-corrects affected cells. HSCT can reverse many of the somatic manifestations of the disease, including obstructive sleep apnoea, hepatosplenomegaly and cardiomyopathy (but not valvular disease) and reduce coarse facial features and seems to stabilise the neurological decline. However, HSCT is ideally undertaken in children younger than two years before they have significant neuro-developmental involvement. To try to improve and stabilise the child’s condition, enzyme replacement therapy (ERT) is given weekly for about 12 weeks before and 2–4 weeks after HSCT. The aim of HSCT and ERT is to prevent further damage, including bone and joint abnormalities. 
Clinical data in 33 children who received 35 HSCT grafts for MPS I in Manchester show improved transplant outcomes in accordance with European data from the EBMT Registry. Although two died following primary graft failure, all other patients survived, with only one exhibiting GvHD, which was limited to the skin. All cord transplants have fully engrafted and maintain full donor chimerism, while the others have produced adequate enzyme levels. 
Table 2 Signs/symptoms of MPS I in different organ systems.

	Organ system
	Signs/symptoms

	· Brain
	· Neurological regression

	· Eyes
	· Corneal clouding

	· Ears, nose and throat (ENT)/lungs
	· Enlarged tonsils/adenoids/respiratory and ENT infections

	· Heart
	· Valvular heart disease/cardiomyopathy 

	· Liver/spleen
	· Hepatomegaly/splenomegaly 

	· Joint, bones and muscles
	· Multiple skeletal deformities/joint stiffness/hernias


The East of Scotland Haematology Nurse Group’s use of the virtual classroom environment to provide continuous professional development through a Macmillan online lecture series

Karen Campbell 
Macmillan Lecturer/Practitioner in Cancer Nursing, Edinburgh Napier University

Edinburgh Napier University offers creatively designed courses, flexible study methods and accessible routes to higher education, including distance-learning modules that contribute to continuing professional development, as well masters degrees. The online and flexible nature of such courses means that students, working professionals and speakers from a large geographic area can be involved, and learning is enhanced through the use of virtual learning environments that emulate the classroom situation. 
The online module ‘Therapeutic options for malignant haematological disorders (theory)’, which can contribute to a masters degree, offers online lectures on a variety of topics (Box 1). Participants also have access to online resources, reading materials, case studies, tutorials and online discussion forums. Students can control the pace, place and depth of learning and also benefit from personalised support mechanisms.  
Challenges to this approach includes issues regarding confidentiality and the time needed to advertise, encourage speakers, edit recordings and distribute materials. However, this kind of course also offers many opportunities, including a more personalised approach to learning and continuation of lifelong learning after university. 
Box 1 Topics covered in online learning module: ‘Therapeutic options for malignant haematological disorders (theory)’
· To blog or not to blog

· Clinical trials 

· Phase 3 clinical trials 

· Cord blood

· Psychosocial issues of transplantation

· Osteonecrosis 

· Unrelated donor issues

· Emotional impact of breaking bad news to unrelated donors

· Wounded healers

· Spouses as caregivers

· Sexuality

· GvHD

Developing nurse competency in bone marrow biopsy: structured training programme

Louise McNamara
EBMT (Chair), Matron/Nurse Practitioner, Royal Marsden Hospital, London
Bone marrow biopsies are routinely needed for diagnosis, staging and disease evaluation in patients with haematological malignancies; solid tumours; and unexplained low blood counts, fungal disease and miliary tuberculosis. In the haematology/oncology setting, bone marrow biopsy is traditionally performed by physicians; however, nurse-led practices are encouraged in the UK for a wide range of low-risk investigations, such as endoscopy, to improve efficiency and enhance care. Such initiatives exhibit little difference in performance but higher patient satisfaction. 

At the Royal Marsden Hospital, nurses now perform 80–100 bone marrow biopsies per month in a nurse-led service started by a nurse practitioner. Involved nurses are trained by a physician, who developed a structured training course combining practice and theory (Table 3). Core competencies are set out in a workbook, which trainees retain as evidence. Ongoing competency against the procedure guidelines is assessed through peer review and annual audit and appraisal. Feedback from delegates has been positive, and nurses from other hospitals in the UK have enquired about the course.

Motivated nurses can be supported to undertake bone marrow biopsies and obtain specimens of satisfactory quality following a structured training programme. Nurse-led services are likely to be holistic and able to identify patient needs not met in the past, as well as considering broader aspects of health care, including service management. Justification of any new service must be thoroughly explored, with the primary aim being to improve patient care.
Table 3 Course content for nurse-led bone marrow biopsy service.

	Classroom
	
	Observation

	Day 1
	Day 2
	
	Day 3

	· What is a bone marrow biopsy?

· Legal/professional considerations

· Procedure preparation

· Workshop
	· Procedure guideline 
· Problem-solving

· Post-procedure care
· Complications

· Practical simulation

· Workbook review
	
	· Patient preparation

·  The anxious patient

·  Education

·  Consent

·  Sedation

·  Procedure guideline 

	· 
	· 
	
	· 

	· 
	· 
	
	· 

	· 
	· 
	
	· 

	· 
	· 
	
	· 

	· 
	· 
	
	· 


Closing remarks
Louise McNamara
Tuula Rintala
EBMT (Chair), Matron/Nurse Practitioner
Bone Marrow Transplant Quality Manager,
Royal Marsden Hospital, London
Guy’s and St Thomas’ Hospital, London
Louise McNamara closed the meeting by thanking the organisers (Pharma Mix) and sponsors for making the meeting possible and the delegates for attending. On behalf of the committee, Tuula Rintala thanked Louise McNamara for her work as chair of the EBMT (NAP) Group and wished her well for her forthcoming motherhood.
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