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1.

ABBREVIATIONS

ASCT

 Autologous stem cell transplantation
BSBMT

 British Society for Blood and Marrow Transplantation

°C 


 Centigrade

CNS


 Clinical Nurse Specialist

CMT


 Core Medical Trainee
EBMT 

 European Group for Blood and Marrow Transplantation

F2



 Foundation Year 2
FACT 

 Foundation for the Accreditation of Cellular Therapy

HEPA

 High efficiency particulate air

HPC 


 Haematopoietic Progenitor Cells

HTA


 Human Tissue Authority

JACIE

 Joint Accreditation Committee of ISCT and EBMT

MED A

 Minimum Essential Data-A form

NBS


 National Blood Service

PBSC

 Peripheral blood stem cells

QM


 Quality Management
SDH


 Salisbury District Hospital

SMSCL

 Steve Mills Stem Cell Laboratory

SpR


 Specialist Registrar
SOP(s)

 Standard Operating Procedure(s)

WBMTU

 Wessex Blood and Marrow Transplant Unit

UHS


 University Hospitals Southampton NHS Foundation Trust
2.

INTRODUCTION AND QUALITY POLICY

This document outlines the Quality Management System for the Salisbury NHS Foundation Trust Human Stem Cell Collection and Transplantation Programme.

A good quality assurance system is essential for adequate patient care. This quality assurance system has been compiled with reference to the requirements of FACT JACIE standards Version 8 and Human Tissue Authority Standards Licence No 11102
All procedures specified within this document are mandatory for the Department of Haematology.

The quality manual is a controlled document which is identified by a unique index number

Clinical Haematology Department at Salisbury NHS Foundation Trust

The Quality Policy

The Clinical Haematology department is committed to providing a quality service and will ensure that the requirements of all users of the service are met in a safe and appropriate manner.

We will:-

· Operate a Quality Management System according to JACIE and HTA standards

· Set quality objectives to be documented and reviewed annually

· Ensure all staff are familiar with and contribute to the quality system

· Commit to the health and safety of all staff, patients and visitors to the department

· Work to the highest professional standards supported by written procedures 

· Support the Salisbury NHS Foundation Trust Clinical Governance strategy

· Ensure all staff comply with the Human Tissue Act and Care Quality Commission Standards

The Department is committed to;

· Ensuring continuous development and training for staff

· Adherence to freedom of information and data protection requirements

· Monitoring of standards via regular audit

· Following legislation on document control

· Maintaining Salisbury NHS Foundation Trust policies. 

3.    GENERAL INFORMATION 

Salisbury District Hospital – Pembroke Unit

The Collection and Clinical Care facility is located at Salisbury District Hospital in the Pembroke Unit. Pembroke Unit comprises an inpatient ward, Pembroke Ward, which is part of SDH Main Hospital and a day care facility, Pembroke Suite (see location map – Appendix 1). The Processing facility is located at the NBS Steve Mills Stem Cell Laboratory, Southampton. 
Our Transplant Unit operates as a satellite of the Wessex Blood and Marrow Transplant Unit based in Southampton: patients scheduled for autologous peripheral blood stem cell transplantation undergo stem cell collection in Salisbury, but receive myeloablative chemotherapy and stem cell return in the WBMTU before returning to Salisbury for the recovery period.
Accessing Pembroke Unit
Directions for patients and visitors are clearly signposted from within the main hospital building for those arriving through both Entrance A and B. Cars dropping patients can drop patients directly at the Main Entrance to the hospital on level 3. Car park season tickets are available for patients making repeated visits to Pembroke Unit. These can be obtained from the Facilities Department on application through the nursing staff within the unit. 

Pembroke Suite

Reception

Patients attending the Pembroke Suite report directly to the suite situated on level 3.   

Waiting Room 
On the Pembroke Suite there is a Waiting Room. The area largely functions as a waiting area for patients and their families to use whilst they wait for day treatment. 
Volunteers are available at certain times to make drinks and provide support to patients whilst they are waiting for appointments.

Toilets

All toilets on the unit have blue doors for easy recognition. Toilets for patients and visitors, including those requiring disabled access, are available in each area within Pembroke Suite.

Pembroke Suite Treatment Area

The Pembroke Suite treatment area is open 09.00 – 18:00 Monday to  Friday 
The Pembroke Suite has specialist chemotherapy trained nurses who are able to administer chemotherapy (intravenous and oral), cannulate, administer other IV medication, transfuse blood components, and perform venepuncture. The nursing staff also support medical staff in performance of medical procedures such as lumbar punctures. Apheresis and stem cell collections also take place in this area. The day treatment area also offers other supportive services appropriate to a haematology/oncology unit.

Haematology and Oncology patients requiring emergency assessment are currently referred to the assessment room on Pembroke Suite between 09.00 – 18.00 Mondays to Fridays. At all other times patients are referred to the Acute Medical Unit on Level 2. Patients are encouraged to contact the service themselves if they are concerned about their condition, but may also be referred by their consultant or general practitioner.
Pembroke Suite has a variety of recliners and beds on which to treat patients. These are allocated to patients primarily on their medical, treatment or physical needs, in addition patient preference will be taken into consideration.

Assessment Room

An Assessment Room is available for patients presenting with treatment or disease-related toxicities when possible admission is being considered and is available 08.30 – 17.00 Mondays to Fridays. The Pembroke Unit scheduler must be informed of patients attending this area so that the activity is logged.
Single Rooms

The two single rooms for patients undergoing day treatment are used primarily for patients who need isolation (e.g. neutropenic or MRSA) or the additional privacy such a room offers. Room 10 is the designated room for patients undergoing intrathecal chemotherapy.

Intrathecal Chemotherapy

In accordance with national guidance on the safe administration of intrathecal chemotherapy (2003), Room 10 on the Suite is the designated area for administration of intrathecal chemotherapy. Intrathecal chemotherapy must be administered in an area where no other chemotherapy drugs are being given or stored. Consequently the side room is designated for administration of intrathecal chemotherapy for the entire session, or longer, even if only one such procedure is to take place in that session. When intrathecal chemotherapy is being administered, the side room should not be used for any other purpose. Under no circumstances should any other form of chemotherapy take place in this side room during that session. Chemotherapy drugs for intravenous use must never be stored in this side room, even when the area is not in use. 

Pentamidine Nebulisers

A side room should also be used to isolate patients having pentamidine nebulisers due to the potentially hazardous nature of the drug. The room should then be ventilated by opening the window and not be used for a minimum of one hour after the nebuliser is completed.

Nurses' Station

The nurses' station has two computer terminals which only authorised users can access. Phone calls can be made in this area ensuring patient confidentiality is not breached.

Patient and Emergency Call Bell System
The patient call and emergency bells are available at the head of all beds within the day unit and close to all seating areas used for clinical purposes. The master board for the call bell system is situated in the nurses’ station.

Patient Toilets

Two toilets are available for patients who are being treated in this bay, of which one is suitable for disabled access. 
Chemotherapy Preparation Room.

This room has stocks of medical supplies and sterile packs for nursing/medical procedures. 

Medication stocks are also located here and include non-cytotoxic medication (e.g. oral and intravenous preparations/drugs).

Controlled drugs are stored in a locked cupboard within this room. A locked fridge (temperature controlled) is available for medications/preparations that need to be stored at fridge temperature.

All cytotoxic chemotherapy is reconstituted in the Pharmacy Aseptic Unit. A dedicated pneumatic (Whooshey) tube delivers the majority of the cytotoxic chemotherapy directly to this room; the rest is collected from pharmacy by nursing, or, in the case of intrathecal preparations, designated medical staff.

Cytotoxic chemotherapy is stored and "prepared" for administration in the Chemotherapy Preparation Room only (Chemotherapy IOG Measure 3C 106). There are locked storage facilities (fridge/cupboards) for cytotoxics only. The storage facilities for cytotoxic chemotherapy are shared across the Pembroke Unit. This area also has a regimen folder so that chemotherapy regimens can be referenced by staff as necessary.

Hard copies of all relevant chemotherapy policies and operational policy are also kept in the Preparation Room. Emergency drugs for the management of anaphylaxis are also stored in this room, as well as spillage and extravasation kits (Chemotherapy IOG Measure 3C 106).
Dirty Utility Room

The Dirty Utility Room is used for the disposal of body and other clinical waste in accordance with the Trust's Waste Management Policy. There is a locked cupboard with equipment to carry out urine testing. 
Staff Room

The staff room is available for all staff on the unit to use for breaks. 
Patient Meals and Refreshments

Light refreshments and sandwiches are available for patients, in addition patients with specific dietary requirements will be addressed on a day to day basis. Facilities for preparation of patient food are available in the kitchen area. Hot beverages for the Pembroke Suite patients are also available from a machine within the waiting area.

Office and Other Rooms

A single office for the unit sisters/charge nurse is situated on Pembroke suite.  Facilities for staff include a toilet and changing room with lockers.

Pembroke Ward

The inpatient facility for Haematology and Oncology patients is Pembroke Ward. From the main entrance, walk through the foyer and turn left. The ward is situated on your left off the main corridor on level 3.  The ward has 10 beds. 4 are single side rooms with en suite facilities, 6 are in two bedded bays with shower and toilet room.
Inpatient Ward Area

Pembroke ward is a combined ward for the treatment of patients under the care of the Haematology and Respiratory teams, with priority given to admission of patients with cancer-related conditions. There is a dirty utility room with sluice facilities, a cleaner's store and storerooms for equipment and supplies.

Nurses' Station

The ward reception desk can be found in the centre of the ward, directly in front of you as you enter the ward. The ward office is next to the main reception desk.  All of the multidisciplinary team are able use the ward office.   Password-protected computer terminals are available at the main ward desk and in the ward office. 

Patient and Emergency Call Bell System

The patient call and emergency bells are available at the head of all beds within the ward and close to all seating areas used for clinical purposes. The master board for the call bell system is situated in the main reception area.
Bays

Each bay is operated as single sex bay whenever practicable. In some instances, when all the side rooms are full, lower risk neutropenia patients may need to be accommodated within 2 bedded bays.
Side Rooms
Side rooms are prioritised for patients with specific clinical needs, such as neutropenia, infection, or those with terminal care needs. Side rooms all have en suite facilities and are prioritised for those patients requiring longer or stricter isolation, e.g. patients receiving intensive chemotherapy, recovering from ASCT or with prolonged neutropenia, or those with infectious diarrhoea. HEPA filtration or positive pressure ventilation are not available. Disabled facilities are also provided.
Intrathecal chemotherapy

In accordance with national guidance on the safe administration of intrathecal chemotherapy (2003), Side Room 10 on Pembroke Suite is the designated area for administration of intrathecal chemotherapy unless clinical need dictates that the patient cannot be moved from the ward. 

Pentamidine Nebulisers
A single room should also be used to isolate patients having pentamidine nebulisers due to the hazardous nature of pentamidine. The room should not be used for a minimum of one hour after the nebuliser is completed. 

Clean Utility

The treatment room has stocks of medical supplies and sterile packs for nursing/medical procedures. Medication stocks are also located here and include non-cytotoxic medication (e.g. oral and intravenous preparations/drugs). Controlled drugs are stored in a locked cupboard within this room. A locked fridge (temperature controlled) is available for medications/preparations that need to be stored at fridge temperature.

Cytotoxic chemotherapy is stored and "prepared" for administration in the chemotherapy preparation area on Pembroke Suite. All chemotherapy for patients on Pembroke Ward is stored in the locked cupboard and fridge on Pembroke Suite. Some equipment specifically for the use with chemotherapy is stored here (e.g. cytotoxic spillage and extravasation kits) (Chemotherapy IOG Measure 3C 106). 

A chemotherapy regimen folder is kept on Pembroke Suite for easy reference for staff.

Hard copies of the relevant chemotherapy policies and operational policy are kept in the Nurses’ Station. Emergency drugs for the management of anaphylaxis are also kept within this room (Chemotherapy IOG Measure 3C 106). 

Dirty Utility

The ward has 1 dirty utility rooms.  Bed pans, commodes and dirty linen skips are stored here. The dirty utility is used for the disposal of body and other clinical waste in accordance with the Trust's Waste Management Policy. There is a locked cupboard with equipment to carry out urine testing.

Patient Toilets

Patient toilets are available, one of which is suitable for disabled access. 

Kitchen area

The kitchen area on the ward is used for the preparation of beverages and some food where patients have specific requirements. A microwave is available for patients to use within this area. Patient food and other food stock may be stored here. Staff can also use this room for preparing hot drinks for meal breaks.

Steve Mills Stem Cell Laboratory – National Blood Service, Southampton

The Steve Mills (NBS) Stem Cell Laboratory (SMSCL), Southampton is responsible for the processing and storage of peripheral blood stem cells (PBSC) for patients undergoing autologous stem cell transplantation. These processes are governed by the National Blood Service quality management system. SMSCL is licensed by the HTA, and both JACIE and MHRA accredited.

4. QUALITY MANAGEMENT PROGRAMME

The Quality Management system for the Salisbury NHS Foundation Trust Human Stem Cell (Autologous) Transplant programme is designed to ensure that the Clinical, Collection and SMSCL laboratory unit are working together to achieve good communication, effective working practices and increased guarantees for patients. The quality system ensures compliance with Standards for Haematopoietic Progenitor Cell Collection, Processing and Transplantation, JACIE 8th Edition (Joint Accreditation Committee of ISCT-Europe and EBMT) and HTA Human Tissue Authority Standards Licence No 11102 

Objective.

The objective of the quality system is to:-

Identify all activities that are essential to fulfil patients’ needs,

Verify that those needs have been met, 

Document evidence,

Review for improvement.

It includes all activities related to the SCT programme and fits within the Department of Clinical Haematology and Salisbury NHS Foundation Trust Hospital policies and procedures. Quality Management meetings are held every 2 months, usually shortly after the WBMTU Quality Management meeting held at UHS which  is attended by SDH staff as well as representatives of SMSCL.
Organisational expectations
An essential component of quality management is to monitor performance and identify any need for change/improvement. Audits will be used to assess and document a particular aspect of the SCT and related clinical programme and use this information to validate performance and standards.

Quality Objectives

We shall provide the most appropriate and effective services and aim to fulfil/exceed our patients’ expectations.


To provide a patient orientated quality service through continuous evaluation of our performance and the implementation of agreed improvements in line with Trust values:-


To put the safety and wellbeing of patients at the forefront of everything we do:
Adverse event reporting, Risk assessment, COSHH, Fire safety, Infection Control and Adult Safeguarding, Child Protection training.
To treat each individual with respect:

Patient Consent, Information Management, Patient Confidentiality, Equality and Diversity policy

To be welcoming, friendly and helpful:

Communication and Customer Care staff mandatory training

To be open and honest, listen to colleagues and service users to shape our continuous improvement and development:
Clinical Governance and Audit, Patient Experience
Respect our environment and use resources wisely:

Maintenance Records and Service Contracts, waste management
Our success will be achieved through full participation of our employees at all levels of the organisation. Staff will have optimum skills and competencies through effective education and training. The programme shall commit to ensure compliance with all regulatory, statutory, environmental, and health/safety requirements.

We will achieve this by:

Having commitment to the needs and requirements of patients
Ensuring that the quality management system fully integrates the organisation, procedures, processes and resources

Setting quality objectives and plans that are regularly reviewed for suitability and effectiveness

Having a commitment towards continuous quality improvement

Ensuring that all personnel are familiar with this policy, the contents of the Quality Manual and all procedures relevant to their work

Upholding professional values with a commitment to good professional practice and conduct

Having a commitment to health, safety and welfare 

Having a commitment to comply with relevant environmental legislation

5. QUALITY MANAGEMENT SCOPE

The Salisbury SCT programme will comply with the standards set out by JACIE and HTA.

Scope

The Quality Management Plan will influence all processes related to the provision of care to patients undergoing stem cell collection and SCT, the care pathway of patients through the service, processes include:

• Patient referral

• Patient information

• Treatment delivery

• Patient monitoring

• Health and safety

• Staff training

• Purchase of goods and services from other agencies

• Equipment maintenance

• Document development and control

• Quality improvement

• Internal and external communication
The Quality Policy shall be communicated to and made understood by all employees through meetings, circulars, posters and other related means. 

This Quality Policy shall be reviewed at least once a year by management to adapt to current developments and requirements.

Quality Improvement will be maintained through:

• Regular Quality Meetings 

• Staff Education and Training 

• Patient information and feedback via satisfaction survey sheets

• Adherence to SOP’s 
• Diligent reporting of adverse incidents and procedural deviations

• Vertical, Horizontal and Examination Audits

• Clinical audit

• Validation

• External Accreditation Standards e.g. Cancer Peer Review, HTA, JACIE

6. PURPOSE

The aim of Salisbury SCT programme is to ensure the highest quality of care to patients undergoing SCT and related procedures and to seek to continually improve the level of service; this is focussed on the following criteria:

• Patients are well informed about the SCT process with its risks and benefits and feel confident about their treatment and care

• Policies and procedures are evidence based, regularly reviewed and audited for compliance

• Outcome data are comparable with EBMT and BSBMT standards

• Health and safety measures are enforced

• Staffing levels are adequate for the requirements of the patient group

• Staff trained to carry out their work competently and undergo continuous professional development
The Quality Management group for the SCT programme meets every other month, usually in the week following the WBMTU Quality Management meeting which is attended by the Programme Director (or deputy) and the Clinical Nurse Specialist. The group includes:

	Programme Director
	Dr Tracey Parker (Clinical Lead for Stem Cell Activity)

	Haematology Consultants
Trust Grade
	Dr Effie Grand (Lead Clinician for Clinical Haematology), Dr Jonathan Cullis, Dr James Milnthorpe, Dr Louise Gamble, Dr Sally Bugg, Dr Alistair Smith, Dr Lee Grimes
Dr Angela Clarke

	Haematology Quality Co-ordinator
Lead Cancer Nurse
	Margaret Pople
Luke Curtis

	Matron for Cancer Care
Pembroke Senior Sister
	Jemima Greenwood
Helen Hambling

	Haematology Clinical Nurse Specialists
	Gill Hutchins, Paul Stubberfield, Julie Ramsden

	Oncology Pharmacist
	Debra Robertson

	
	


The agenda is sent out by the Programme Director via e-mail a week before the meeting so that all staff are able to request specific items for discussion.

The Agenda will include:

• Agreement of the record of the minutes of the last meeting (which are then archived in the QM office)

• Matters arising from the previous meeting that may/may not have been dealt with

• Feedback from WBMTU meeting

• Recent and forthcoming stem cell harvests and transplants

• Variances and review of any incidents (Risk Management)

• SOP, Policy and Documentation update 
• Education and Staff Training 

• Audits (Service Improvement and review)

Quality Improvement

Continual improvement in the Clinical Haematology and Stem Cell service is achieved using the following strategies:

1. Quality Audit – elements of the SCT process are audited regularly, particularly those relating to consent, stem cell collection, traceability, testing and engraftment
2. Clinical audit - A database of all transplant procedures performed under shared care with UHS is maintained by the Haematology CNS, this provides annual outcome data that are reviewed at clinical management meetings and at the WBMTU BMT Clinical Forum.
3. Patient satisfaction - this is assessed in a variety of ways:

a. Complaints - processed through the Hospital Customer Care department, a summary of complaints is fed back at Quality Management meetings to identify necessary corrective actions

b. Commendations – any thank you letters from patients are logged and are summarised at Quality Management meetings, these allow the team to gauge the elements of care that are important to patients and to provide staff with positive feedback

c. Patient Survey – all inpatients are invited to complete a satisfaction questionnaire, results are fed back to the clinical management meeting for review

4. Incident reviews and deviations – incidents and deviations are logged by the Quality Assistant and reviewed at the Quality Management meetings, corrective action and follow-up is guided by Trust policy. Incidents/deviations relating to the SCT process are immediately referred to the Programme Director for risk assessment, and are also logged on the UHS Q-pulse system. HTA is notified of any incidents relating to the quality or safety of stem cells.
5. Maintenance and Monitoring of staff training records eg.MLE, e-learning packages and mandatory Trust policy training

Documentation

The quality system is composed of a number of documents, these include:

• The Quality Manual 

• Clinical policies and protocols

• Chemotherapy protocols

• Nursing policies and protocols

• Management policies and protocols

• Standard forms and labels

• Patient information leaflets

• Service level agreements with third parties

A complete list of documents is found in Section 13 

Document Control

The process of document control is defined in QPulse document G-P-6.  QPulse documents that are shared with the WBMTU Quality Management Programme are available electronically through the Q-pulse document control system to which all relevant staff have access.
A defined process is identified for the development of new documents. Documents have a unique identifier. Documents are officially validated by the Haematology QM team and, where appropriate, relevant Trust committee. 
Documents are formatted and circulated by the Quality Assistant, hard copies being held in the protocol file on the Pembroke Unit and electronic versions on the QPulse Quality Management System: 
• The Quality Assistant maintains a log of all controlled documents with current version numbers – 
Communication

Various meetings ensure good communication across the team.

Haematology Ward Round Meeting

This is held weekly on a Monday morning for clinical discussion of all haematology inpatients and Pembroke Suite attenders for the forthcoming week. It is attended by all consultant haematologists, haematology junior doctors, Haematology CNS’s, oncology pharmacist, and nursing staff from Pembroke Ward and Suite. 

Ward and Day Clinic Meetings 
Occur weekly, chaired by the relevant area manager; they facilitate the free flow of information between the clinical areas and the management meeting.
Clinical Governance Meetings
These are held bimonthly, with the programme planned alternately by the haematology and oncology teams. Meetings are open to all members of staff. Format includes presentation of departmental audits, review of critical incidents, morbidity and mortality discussion, complaints and commendations, consultation for new policies or procedures, and service improvement.

SCT Quality Management Team meetings

These occur bi-monthly and are attended by the Haematology CNS, Haematology Quality Co-ordinator, Consultant Haematologists, Oncology Pharmacist, Senior Sister, Quality Manager UHS and chaired by the Programme Director.

Discussion and action is on: 
Matters arising from the last meeting

Feedback from WBMTU

Recent and forthcoming Harvests and Transplants 

Variances and Incident reports

Steve Mills SCL Reports (Quarterly)

SOP’s –
Audits

Staff education and training issues

WBMTU Quality Management Meetings

As our SCT programme falls under the umbrella of the WBMTU, the Programme Director (or deputy) and Clinical Nurse Specialist attend this meeting which is held bi-monthly at University Hospitals Southampton. Joint issues relating to stem cell collection, processing and transplantation are discussed.
Multidisciplinary Team Meetings (MDT)

In keeping with NICE Improving Outcomes Guidance for Haematological Malignancies, all patients with newly diagnosed, relapsed or refractory haematological malignancies are discussed at the Central South Coast (Western) Lymphoma or Leukaemia/Myeloma meetings. These meetings are held weekly by videoconference with neighbouring trusts, Southampton, Isle of Wight, Winchester and Basingstoke. 

Haematology/Oncology/Palliative Care meeting (HOP)

In addition to the Quality Management meetings, a monthly Haematology/Oncology/Palliative Care meeting (HOP) is held. It is chaired the Lead Clinician for Clinical Haematology, Dr Effie Grand. 

The main purpose of the meeting is to communicate any significant developments including:

Clinical Management

Feedback from clinical teams

Review of any specific incidents

Policy decisions

Budgetary review

Staffing Issues

Minutes are circulated via email to all attendees and managers are responsible for

disseminating information to their teams.

Weekly Autologous  Planning meeting   Held with Southampton .  Attended by the UHS  Transplant Co-ordinator,  SDH Haematology Consultant and CNS
Wessex Strategic Clinical Network Haematology and Chemotherapy Site Specific Groups
This meets to discuss network issues relating to Haematological Malignancies and Chemotherapy, including cancer peer review, clinical research, MDT and patient management issues.
7.

ORGANISATION STRUCTURE 



(updated April 23)
	Judy Dyos
Chief Nursing Officer
	Lisa Thomas
Chief Operating Officer
	Dr Peter Collins
Chief Medical Officer

	Angie Ansell / Fiona Hyett

Deputy Chief Nursing Officers
	Jane Dickinson

Deputy Chief Operating Officer
	Dr Duncan Murray

Deputy Chief Medical Officer


 

	 

Medicine
 
	Surgery
	Clinical Support & Family Services
(CSFS)
	Women & Newborn
	Facilities

	 

Stuart Henderson

Divisional Clinical Director

 
	Paul Stephens

Divisional Clinical Director
	Jo Baden Fuller

Divisional Clinical Director
	Abigail Kingston

Divisional Clinical Director
	                 Ian Robinson

	 

Sarah Needle

Divisional Director of Operations

 
	Ali Vandyken

Divisional Director of Operations
	Lisa Clarke

Divisional Director of Operations
	Hannah Boyd

Divisional Director of Operations
	   Accommodation, Art Care,

Car Parking, Catering,

Cleaning, Courier Services,

Leisure Centre, Linen & Laundry,

Patient Transport, Portering,

Postal Services, Security,

Telephony

	 

Jessica Barrett / Ben Oakleigh

Divisional Managers

 
	Rob Walker

Divisional Manager
	Andy Phillips

Deputy Divisional Manager
	Joanne Cowan

Director of Midwifery & Neonatal
	 

	 

Laura Osman / Helen Benfield

Divisional Heads of Nursing

 
	Bernie Dunn

Divisional Head of Nursing
	Jayne Sheppard

Divisional Head of Nursing
	Vicki Marston

Deputy Director of Midwifery & Neonatal
	 

	Kirsty Benfield

Head of Nursing
	Vacant

Head of Nursing
	 

Alastair Raynes

Chief Pharmacist

 

Lee Phillips

Head of Pathology

 

Alison Peeble

Head of Therapies

 
	Fertility

Gynaecology

Maternity

NICU

Obstetrics
	 

	Acute Medical Unit

Cancer

Cardiology

Emergency Department

Endocrine & Diabetes

Haematology/Oncology

Older People

Respiratory

Stroke

Wessex Rehabilitation
	 

Anaesthetics, Audiology,

Breast Surgery, Burns & Plastics,

Cleft, Dermatology,

ENT, General Surgery,

GI Unit (Gasto, Colorectal & Endoscopy), HANT,

Intensive Care & CCOT,

Laser, Medical Surgical Outpatients, Ophthalmology,

Oral & Maxillofacial,

Pain Team, Rheumatology,

Theatres, Tissue, 

Trauma & Orthopaedics,

Urology, Vascular

 
	Child Health,

Clinical Psychology,

Clinical Science & Engineering,

Dietetics, End of Life Care,

Hospice, Medical Devices,

Mental Health Liaison Service,

Pathology, Pharmacy, Radiology,

Sexual Health,

Speech & Language Therapy,

Spinal, Therapies
	 
	



The organisation structure chart shows how the work of the Trust is divided between clinical and operational duties and how these various activities are managed.
Key Individuals within the Trust are:


Chief Executive – Stacey Hunter
Chief Operating Officer Lisa Thomas

Director of Finance & Procurement – Mark Ellis
Director of Organisational Development and People – Melanie Whitfield
Medical Director and Deputy Chief Executive - Dr Peter Collins
Director of Nursing  - Judy Dyos
Head of Facilities – Ian Robinson

Chief Information Officer – Jonathan Burwell
Director of Intergrated Governance -   Fiona McNeight
Head of Risk Management – Louise Jones

Head of Patient Experience – Victoria Alderidge
Head of Procurement - Robert Webb
Head of Communications – Dave Roberts

These individuals may be contacted by writing to them at:

Salisbury NHS Foundation Trust
Odstock Road
Salisbury
Wiltshire
SP2 8BJ

Organisational Structure Clinical Haematology
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8.

KEY PERSONNEL

Roles and Responsibilities

Our 8 Consultant Haematologists are Dr Cullis (0.7wte), Dr Grand (0.9wte), Dr Parker (0.9wte), Dr Milnthorpe (0.9wte), Dr Gamble (1.0wte), Dr Bugg (0.85wte), Dr Smith (0.85wte) and Dr Grimes (0.8wte). Our Trust Grade, Dr Clarke (0.6 wte) along with the rotational Haematology SpR and CMT1/F2 doctors, care for patients with a variety of haematological and related disorders. 
Haematology Services are provided at British Committee for Standards in Haematology Level 2b in Salisbury and the clinical team links to the Central South Coast (Western) Leukaemia/Myeloma and Lymphoma Multidisciplinary Teams. Haematology patients include those with the whole range of haematological malignancies, as well as patients with non-malignant disorders. 

Dr Effie Grand is Lead Clinician for the Clinical Haematology, with Dr Tracey Parker as Programme Director, with responsibility for the overall management of the SCT programme and for the implementation and maintenance of the quality plan. Dr Cullis is clinical lead for Chemotherapy Services for Salisbury NHS Foundation Trust.

The consultant haematologists share responsibility for medical management of individual patients, and for ensuring that they receive appropriate treatment and monitoring in line with agreed protocols. Dr Cullis is lead for Haemato-oncology, and Principal Investigator for most clinical trials conducted in the department, Dr Cullis is also lead for Haemostasis/Thrombosis and Dr Milnthorpe is lead for Blood Transfusion.

The 8 consultants operate an “attending” system of working, with rotation through laboratory, Pembroke Suite (responsible for seeing urgent new referrals) and Pembroke Ward (responsible for inpatients under care of Haematology patients on Pembroke Ward, as well as any outliers or ward referrals).

The Haematology CNS’s (Gill Hutchins ,Paul Stubberfield, Julie Ramsden) are responsible for the scheduling of SCT programme patients, co-ordinating pre-transplant evaluation and follow-up care in collaboration with the responsible consultant, and liaison with the WBMTU team regarding scheduling of high-dose chemotherapy and stem cell return. They perform and co-ordinate stem cell apheresis and transport of cells to SMSCL, and are responsible for data collection and regular audit of activities. They also provide support and information to patients undergoing chemotherapy and SCT, and act as a resource to the nursing team.

Oncology Pharmacist (Debra Robertson) is responsible for the checking of all prescriptions, the education and support of the clinical team and the development and review of drug protocols in collaboration with the consultants.

The Haematology Quality Co ordinator is responsible for facilitating the quality management plan, including control of documents,  co-ordinating meetings and  maintaining records. 
Dieticians (Maeli Campbell-McNulty & Helen Moss) see patients as required before, during and after SCT, providing advice on food safety (e.g. neutropenic diet), assessing nutritional status and advising the clinical team on the use of dietary supplementation.

Operational management responsibility for the Pembroke Unit rests with the Oncology Matron. The Unit is managed as part of the Medical Directorate.

Other Medical Consultants and Staff

There are eight substantive oncologists, who work across Salisbury and Southampton. They are Dr Jenny Bradbury, Dr Hugo De La Pena Gomez, Dr Luke Bennett, Dr Vicky Wood, Dr Adi Bhatnagar, Dr Al Mula Kh, Dr Tessa Greenhalgh and Dr Samuel Chan. They are responsible for the care of patients with solid tumours who require chemotherapy. The cancers treated at Salisbury include those patients with colorectal, upper GI, breast, gynaecological, skin, bladder or lung tumours. Radiotherapy services are provided at UHS.

The majority of the patients for whom this policy applies will be under the care of the Consultant Haematologists. However more generic chemotherapy aspects of this document will also apply to the Consultant Oncologists. Acute medical admissions are however the responsibility of the three Acute Medicine consultants, Dr Nicola Finneran, Dr Stuart Henderson and Dr Khalid Shamel or their general medical colleagues on the acute medical admissions rota. An Acute Oncology team is now established across the Trust, encompassing the Emergency Department, AMU and Haematology/Oncology in line with recommendations from the National Cancer Action Group.

The Nursing Staff
The Pembroke Unit nursing teams are led by the Matron for Cancer Care, Jemima Greenwood, who is line managed by the Lead Cancer nurse, Luke Curtis.
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9.     Personnel Qualifications, Training, Competency

Personnel management 

Job Descriptions, Staff Induction, Staff CPD/ MLE records
Each member of staff has a job description which is prepared using the Trust Template. The Salisbury Trust Policy for Staff orientation and induction can be found on the intranet at:-

Policy and Procedure (microguide.global) 

The Managed Learning Environment (MLE) is a web-based system that allows staff to access training activities, including classroom based events, e-learning or other training resources.

Mandatory training includes:

· Fire

· COSHH

· DSE

· Moving and Handling

· Consent

· Risk

· Equality

· Customer Care
· Terrorism awareness

· Information Governance

· Adult safeguarding

· Child protection.

The MLE Administrator will log all new starters onto the MLE and will ensure support is provided to achieve the mandatory training. The staff education / training records (MLE) are monitored by Jean Scrase (Head of Learning and Development) and nurse training records are kept by the Matron for Cancer Care, Jemima Greenwood.

Each member of staff is required to have a Personal Development Plan (PDP) and  undertaker an annual review (IPR) according to Trust policy and using the Trust SPIDA system (or PreP for senior medical staff). Management guidance and the full appraisal policy can be found at 

OD and People (microguide.global)
Staff Meetings and Communication
There is a monthly cascade brief delivered by the Chief Executive and senior managers of the Trust to all Directorate management teams and this information is then cascaded down within departments by Lead Clinicians. There is a process for feedback to the Chief Executive and all staff are encouraged to respond.

In addition to departmental clinical governance sessions, Trust-wise clinical governance half-days are held bi-monthly and all staff are encouraged to attend and contribute.

Staff Education

Continuing Professional Development

The Trust's Quality Strategy states that to minimize clinical risk all staff should be 'appropriately skilled and knowledgeable; competent to provide high quality care'. By implication, the Trust is also committed to those skills and knowledge being maintained; and developed. In 1999 the Trust Board agreed a policy for implementation of Continuous Professional Development (CPD) for all staff following the publication of HSC 1999/154. 

CPD is generally achieved by individuals attending lectures and courses and completing journal based learning.

CPD is also achieved through:

· job rotation and shadowing
· learning sets

· work based projects

· coaching on the job

· mentoring
Competency Records and Questionnaires for the SCT Medical team are kept in a folder in the QM office.


10.
Patient Information
Patient information is held under legal and ethical obligations of confidentiality. Information provided in confidence is not used or disclosed in a form that might identify a patient without his or her consent. All staff are required to sign a written Data Protection and Confidentiality Statement upon commencement of work at Salisbury NHS Foundation Trust.  Staff are also expected to complete the mandatory training (MLE) for data protection and Information Management & Technology. The Information Governance Steering Group ensures that the Trust has effective policies on openness, legal compliance, information security and information quality assurance.

All Information concerning Data Protection & Confidentiality can be found on Microguide at :-
Data Quality Policy (microguide.global)
The Trust has established an organisational structure to enable implementation and compliance with the Data Protection Act 1998, NHS Caldicott guidance and Confidentiality. 
The Caldicott Guardian in the Trust is the Medical Director and she is responsible for agreeing and reviewing protocols for governing the transfer and disclosure of patient-identifiable information across the Trust and supporting agencies.

11.
Health and Safety
Staff are made aware of their responsibilities and the importance of Health and safety during their Trust  Induction Course and Departmental Induction.

http://intranet/Website/Staff/policies/humanresources/collectiveagreements/healthandsafetypolicy.asp
Safe manual handling:

Display Screen Equipment Policy (microguide.global)
Hazardous chemicals/drugs

Policy (microguide.global)
All staff maintain their training in health & safety and infection control through the MLE programme and regular updates via line managers.

12.
PROCESS IMPROVEMENT PLAN

The Department is committed to continuous improvement and strives to meet the changing needs of patients, relatives and staff. Improvements are made through the assessment and review of satisfaction surveys, complaints, clinical audits, internal and external audits and 

staff suggestions.

Actions needed to improve the service are put into the strategic plan for Haematology.

The strategic plan is also reviewed and user input is sought again at this stage.

The Customer Care Department encourages comment and response from patients. There is a strict Trust procedure that must be used to investigate complaints when issues are not resolved and the Incident Reporting System ensures that the whole process is managed by Customer Care/Risk department.

The Quality Management system is audited using HTA and JACIE standards to identify any non compliance and also to categorise important improvements. These are then discussed and actioned at Departmental, Ward and QM meetings.

13.
Appendices
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Appendix 3
PERSONNEL LIST
	Name
	Grade/job

	
	

	Dr Jonathan Cullis

Dr Effie Grand

Dr Tracey Parker

Dr James  Milnthorpe     
Dr Louise Gamble     
Dr Sally Bugg

Dr Lee Grimes

Dr Alistair Smith


	Haematology Consultant

Haematology Consultant

Haematology Consultant

Haematology Consultant

Haematology Consultant

Haematology Consultant

Haematology Consultant

Haematology Consultant


	Dr Angela Clarke
	Haematology Staff Grade



	Rotational post
Debra Robertson


	Haematology registrar
Oncology Pharmacist

	Rotational post
	CMT1

	Rotational post

Luke Curtis
	F2

Lead Cancer Nurse

	Jemima Greenwood
Helen Hambling
	Matron for Cancer Care
Senior Sister 

	Aoife Scammel
Teresa Falsone
	Chemotherapy Nurse Practitioner
Practice Educator

	Gill Hutchins

Paul Stubberfield

Julie Ramsden

Emma Huckle
Sandra Cain

Judy Lofthouse
	Haematology Clinical Nurse Specialists

Acute Oncology Nurse Specialists

	Lucy Miles

Rachel Morgan

Rachel Bateson
Evie Touze


	Sister/Charge Nurse, Pembroke Ward

	Reena Toms
Becky Addley

Diana Rae

Michaelle Ferrazzinin

Preethi Kuriakose
Joe Sloneczney
Phil Blackman

Gale Brady

Maisie Burch
Amanda Tayson
Emma Adams

Olivia Walters

Margaret Pople
	Sister/Charge Nurse, Pembroke Suite

Charge nurse, Mobile Chemotherapy Unit
Non Clinical Manager Oncology & Haematology
Chemotherapy Schedulers
Nunton Unit Schedulers
Haematology Cancer Pathway Navigator
Haematology Cancer Support Worker
Haematology Quality Coordinator

	
	

	
	


Appendix 4 List of Q-Pulse Document
Q-PULSE Document

Version Control Log

These Q-Pulse documents are checked once a month by the Haematology Quality Coordinator against the Q-Pulse main system to ensure that they are the most up to date copies

THESE DOCUMENTS ARE CHECKED MONTHLY

Hard copies kept on Pembroke Ward to be used in the event that the link to UHS is down.
	Custom Filter - Documents List - Q-Pulse-
	

	Search Criteria: (Selected Only) 
	Updated 21/4/23
	 
	 
	

	Document Number
	Document Title
	Version
	Date for review

	C-F-8
	Medical Assessment of an Autologous Donor Form


	1.5
	22/09/23

	C-F-12
	White Cell Procedure Form


	2.6
	08/04/24

	C-F-14
	Plasma Exchange Procedure Form
Actual document show version1.3 front page show v1.4

	1.4
	4/6/24

	C-F-17
	Cyclophosphamide (1500MG/M2) priming prescription for PBSCT (Day Case) form 

	1.0
	ON ARIA

	C-F-20
	Salisbury Label for cool box


	1.2
	17/8/23

	C-F-21
	Salisbury Stem Cell Harvest Log


	1.1
	11/4/23

	C-F-22b
	Wessex BMTU Apheresis Competencies 


	3.0
	8/12/23

	C-F-23
	Wessex Blood and Marrow Transplant – SLA Audit Questionnaire


	1.2
	1/4/24

	C-F-31
	SDH Stem Cell Collection Summary Letter


	1.3
	17/8/23

	C-F-39
	Cleaning and Disinfection of Optia
	1.2
	22/6/23

	C-I-1
	Autologous GCSF alone peripheral blood stem cell harvest information sheet


	1.7
	7/2/24

	C-I-4
	Cyclophosphamide and GCSF primed peripheral blood stem cell mobilisation and harvest information sheet


	1.4
	5/10/23

	C-I-10
	Plerixafor Patient Information Sheet


	1.2
	8/8/23

	C-I-17
	Salisbury Autologous GCSF Alone Peripheral Blood Stem Cell Mobilisation and Harvest Information Sheet
	2.0
	29/6/24

	C-P-1
	Autologous donor assessment, selection, evaluation and management policy


	1.7
	7/2/24

	C-P-3
	Organising a PBSCH for an autologous donor policy


	3.3
	4/2/24

	C-P-4
	Harvest of HPC-A and TC-T policy


	2.9
	8/5/24

	C-P-5
	Validation of HPC and TC-T harvest policy


	3.1
	4/11/23

	C-P-6
	Target stem cell doses in biological products and biological product deviation policy


	2.6
	2/2/24

	C-P-8
	Procedure for leukodepletion via apheresis policy


	1.6
	30/6/22

	C-P-9
	Early termination of a peripheral stem cell or therapeutic T-Cell collection policy 


	1.5
	02/07/22

	C-P-10
	Cyclophosphamide and GCSF mobilisation of peripheral blood haematopoietic progenitor cells policy


	3.4
	22/11/23

	C-P-15
	Cleaning,  maintenance and stock control apheresis suite policy


	3.7
	6/10/24

	C-P-16
	Recognition and management of side effects and complications of Apheresis Procedures policy


	1.5
	14/01/22

	C-P-17
	GCSF mobilisation of peripheral blood haematopoietic progenitor cells policy


	1.5
	7/2/22

	C-P-25
	Plerixafor for Peripheral Blood Haematopoietic Cell Harvest Policy


	1.3
	11/9/22

	C-P-26
	Haematopoietic progenitor cell and human therapeutic T-cell labelling policy


	 
	1.7
	19/4/24

	C-P-30
	Salisbury Planning a Stem Cell Harvest for Autologous Donor


	
	3.0
	14/2/25

	C-P-31
	Salisbury Transportation of Cells


	
	3.0
	11/6/23

	C-P-33
	Discard of Stem Cell Policy


	2.2
	17/5/23

	G-D-1
	Education, competency and evaluation for medical staff document

FS 6/9/17  No ED yet Complete update of several competency docs


	4.0
	30/03/23

	G-D-2
	Emergency and disaster plan document 

(see P-P-80)


	2.8
	28/4/24

	G-D-3
	Education, competency and evaluation for nursing staff document


	5.1
	30/10/22

	G-D-4
	Service level agreements document


	1.7
	28/03/23

	G-D-5
	Quality management plan document


	6.0
	28/3/25

	G-D-7
	Wessex Blood and Marrow Transplantation Unit Annual Report. 

Note General Document which is on Q Pulse for distribution and acknowledgement purposes. 
	2020
	11/8/24

	G-F-1
	Generic Risk Assessment  and Escalation Form


	2.0
	23/3/23

	G-F-5
	Salisbury Room Temperature Recording Form


	3.0
	7/9/23

	G-G-1
	Data collection and management guidelines


	3.0
	7/7/24

	G-G-2
	Organisation of clinical trials


	 
	2.1
	23/3/24

	G-G-3
	Social and patient services guidelines


	1.4
	29/6/24

	G-G-4
	E-docs discharge summary guidelines for PBSCT patients


	1.3
	5/10/23

	G-P-1
	WBMT Consent policy


	2.2
	12/5/24

	G-P-2
	Incident and near miss event policy


	2.6
	15/02/23

	G-P-3
	Planned deviations from an approved WBMT document policy


	1.5
	18/2/24

	G-P-4
	Clinical audit policy


	2.2
	11/5/22

	G-P-5
	Outcomes analysis policy


	1.5
	24/1/24

	G-P-6
	Document control policy


	3.6
	13/2/25

	G-P-7
	Document formatting and writing policy


	5.1
	20/9/23

	G-P-8
	Morbidity and mortality reporting policy

No ED will have on new doc
	1.4
	22/1/25

	G-P-9
	Process change control policy


	1.3
	6/8/23

	G-R-18
	Risk Assessment of different NHS Trust Policies for UHS, Salisbury and Portsmouth
	2.0
	3/11/23

	P-D-2
	Autologous transplant approval sign off document
	1.4
	4/5/22

	P-D-6
	Indications for autologous transplant document 
	1.5
	10/5/23

	P-D-8
	Autologous Harvest Approval sign-off Document
	1.2
	5/10/23

	P-D-10
	Salisbury Consultant Specialists for referral document
	1.3
	28/6/24

	P-F-5
	Blood Product Support Schedule for Haematological Transplantation Form


	2.1
	31/1/23

	P-F-16
	Information and Consent Form for Data Registration EBMT and BSBMT


	
	5.0
	9/12/23

	P-F-17
	Physician BMT Competency


	3.0
	14/1/25

	P-F-18
	Validation Form


	1.3
	28/6/24

	P-I-4
	Discharge information post autologous stem cell transplantation leaflet
	2.0
	16/9/23

	P-I-5
	High dose melphalan information sheet
	1.2
	5/10/23

	P-I-7
	Vaccination schedule post autologous stem cell transplant information sheet)
	1.8
	2/3/24

	P-l-9
	Salisbury Discharge Information post Autologous BM/PBSC Transplant 
	2.0
	17/8/23

	P-P-1
	Surgical removal of tunnelled long lines policy
	1.7
	5/2/23

	P-P-2
	Electrolyte replacement policy  
	2.8
	18/2/24

	P-P-3
	Preparation of a patient for an autologous PBSCT/BMT policy

FS 6/9/17  No ED
	1.8
	26/10/23 


	P-P-4
	Organising a patient admission policy


	2.0
	15/3/25

	P-P-5
	Gut decontamination policy


	1.2
	2/12/23


	P-P-6
	The assessment and treatment of iron overload pre and post stem cell transplant policy
	1.6
	18/2/24

	P-P-8
	BEAM conditioning regimen policy
	1.4
	21/05/23

	P-P-9
	Bone marrow sampling pre and post stem cell transplant policy

ED 4/12/17
	1.5
	27/11/21

	P-P-14
	Management of potential infertility policy


	1.5
	5/11/24

	P-P-21
	Delaying/cancelling an admission policy
	1.2
	29/7/22

	P-P-24
	Use of blood products in stem cell transplants policy
	1.4
	31/1/23

	P-P-25
	Veno-occlusive disease diagnosis and management policy
	1.3
	27/10/23

	P-P-26
	Nutritional support policy


	2.1
	20/1/23

	P-P-31
	Haemorrhagic cystitis diagnosis and management policy
	1.3
	3/1/25

	P-P-32
	Assessment of diarrhoea in stem cell transplantation patients policy


	1.5
	5/1/24

	P-P-34
	Organising a GI endoscopy policy
	1.2
	18/2/24

	P-P-35
	Organising a liver biopsy policy
	1.5
	18/2/24

	P-P-36
	Discharge and follow up of patients post autologous and allogeneic transplant policy
	1.5
	7/3/25

	P-P-41
	Allogeneic SCT shared care policy
	 
	1.2
	11/5/24

	P-P-43
	Conditioning schedule for high dose melphalan policy


	1.4
	5/10/23

	P-P-44
	CARBOPEC conditioning regimen policy
This document is not showing

	1.4
	9/1/20

	P-P-45
	Management of terminal care policy


	1.4
	13/8/21

	P-P-46
	Vaccination post autologous and allogeneic transplant policy


	2.4
	8/2/22

	P-P-47
	Therapeutic plasma exchange policy
	1.4
	14/4/23

	P-P-49
	Procedure for the safe return of cryo-preserved peripheral blood stem cells/bone marrow/donor lymphocytes policy


	2.6
	10/11/23

	P-P-53
	Surveillance and control of respiratory viral infections policy


	2.1
	13/6/21

	P-P-54
	Dose adjustments for stem cell transplant conditioning agents policy


	1.0
	2/2/24

	P-P-65
	Anti Emetic Policy


	1.1
	5/11/24

	P-P-71
	Patient Transfer to ICU Policy


	1.3
	12/9/24

	P-P-72
	Salisbury – Organising a GI Endoscopy
	2.0
	12/3/23

	P-P-75
	Organising a Bronchoscopy Policy


	2.3
	14/2/25


	P-P-80
	Salisbury Disaster Response and Contingency


	2.1
	25/5/24

	T-D-3
	Infection Prevention and Therapy Protocols (adults) UHS Cancer Care Trust Document

 (from page 2)
	2.1
	20/12/24

	T-D-7
	Oral Care Guidelines for Cancer Care


	2.0
	5/11/23


Appendix 5: Document Control
	Issue
	Effective Date
	Change

	First
	06.09.09
	Author: Sarah Holtby, Quality Manager

	Vs 1.1
	06.11.10
	Reviewed and SOP index updated

	Vs 1.2
	06.05.11
	Reviewed prior to resignation of QM

	Vs 1.3
	02.06.11
	Reviewed to take account of revised Directorate Structure, and staff changes

	Vs 1.4
	16.09.12
	Further update

	Vs 1.5
	29.07.13
	Further update

	Vs 1.6
	26.06.15
	Minor revisions to include reference to new working relationship with WBMTU, updated personnel and organisational charts

	Vs 1.7
	21.07.17
	Updates to key personnel and minor revisions. 

	Vs 2.0
	21.09.18
	Major update

	Vs 2.1
	21.08.20
	Updated to key personnel and minor revisions

	Vs 2.2
	21.05.21
	Reviewed and updated

	Vs 3.0
	21.04.23
	Reviewed and Updated


HTA Licence Holder Fiona McNeight Head of Clinical Effectiveness





Cancer Services Manager


George Thompson





Clinical Director, Medicine


Dr Zoe Cole








Lead Cancer Nurse Luke Curtis


Pembroke Unit Matron Jemima Greenwood


Senior Sister Sister Helen Hambling





Pembroke Unit Nurses, HCSW and support staff





Person Designated Haematology Clinical Nurse Practitioner & Stem Cell Co-ordinators & 


Apheresis nurses


Gill Hutchins, Julie Ramsden, Paul Stubberfield





Person Designated 


Stem Cell Collection Programme Director Dr Tracey Parker





Dr Effie Grand, Consultant Haematologist, Lead Clinician for Haematology


Dr Tracey Parker Consultant Haematologist & Clinical Lead for Stem Cell


Dr Jonathan Cullis Clinical Lead for 


Dr James Milnthorpe


Consultant Haematologist Lead for Transfusion


Dr Louise Gamble Consultant Haematologist  lead for Education





Dr Lucy Busby, Clinical Lead for Cancer Transformation, Clinical Lead for Chemotherapy & Lead Clinician for Oncology





Haematology Clinical Trials Practitioner –Vicky King


Beena Eapen








HTA Designated Individual


Dr Tracey Parker


Consultant Haematologist





Oncology Pharmacist – Debra Robertson





Haematology Junior Doctors (rotational)


Trust Grade Dr Angela Clarke





Steve Mills, Stem Cell Laboratory Director – Rachael Wyre
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