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The Blood Transfusion Committee necessary evil - or a
major contribution to the patient's care

Shelley Dolan. Royal Marsden NHS Tiust, London, United Kingdom

From March 1989 the Depariment of Health (DoH) in the LK tollowing a
sympoesium heild by Chief Medical Officars advised that all NHS trusts must
ensure the provision of a Blood Transfusion Committee (BTC). Further to
this the DoH decreed that all trusts where blood or blood products are
transfused should by March 2000:

+ have agreed and disseminated local protocols for blood transfusion-basad
on guidelines and best national practice, and supported by in-house
training;

have explored the feasibility of autologous bleod transfusion and ensured
where possible that patients are aware of this option:

+ should consider the possibility of perioperative call salvage.

Al the Foyal Marsden NHS Trust the BTC has been active for over 2
years — during this presentation the author will discuss the work of the BTC
and its effects on the care of the patient with cancer.

In gonclusion the author will demonstrate the positive benefits of the BTC
in terms of therapy, training, risk management, communication with patients
and a closer relationship with the local Blood transfusion service.

*

116 POSTER
Promoting clinical effectiveness in intravenous therapy

J. Tedd', K. Bravery?. 'ipswich Hospital NHS Trust. Suffolk Cancer Centre,
Ipswich; 2Great Ormond Strest Hospital, Hasmatology/Oncology Day Care
Unit, London, Uniled Kingdom

Traditionally venous access in intravenous therapy has been a reaclive
process whereby the repeated use of peripheral cannulae can be a painful
ordeal for the patient. Complications associated with peripheral venous
access may cause delays and interruptiens in treatment. In addition use of
this means of venous access may limit the type, duraticn and frequency of
intravenous therapies as well as the patients environment during infusion.

Current opticns in vascular access design encompasses a wealth of
choice and has lead to confusion as 10 the most appropriate device for
each individual patient. The use of individualized patient assessment and
in-depth knowledge of therapy and device relaled factors can result in
proactive device selection. This in turn enhances patient outcomes and can
result in evidence based, clinically effective intravenous therapy.
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Autologous peripheral blood stem cell transpiantation
(PBSCT): "Patient booklet*

8. Van den Besch, D. Bernasconi, R. De Bartolomai, P. Del Fedele,
C. Delle Donne, M. Seminatore, M. Ghielmini, F. Cavalli. istifufo
Oncologico della Svizzera, laly, Ospedale "San Giovanni®, Bellinzona,
Switzerland

Purpose: In 1994 we started a program of "multiple sequential high-dose
chemctherapy" treatment, followed by PBSCT for lymphoma patients {pts)
with unfavourable prognostic facters. Four different high-dose chemother-
apy regimens are sequentially given over a 10 week-period. Treatments
are given as inpatient or outpatient alternatively with pts being hospitalized
for therapy administration, leukapheresis and final PBSCT-phase. In be-
tween, pts have to manage their aplasia-periods at home and take care of
hematological controls at the outpatient clinic every other day. It was our
hypathesis that a "patient bocklet" could be of great help to pts undergoing
such a demanding medical process.

Methods: Information gathered from ciinical experience and literature
review on PBSCT and nursing techniques are implemented with respect to
pts medical history, lacal behaviours and available medical facilities.

A set of colours each one corresponding to ene phase of this medical
process was built on a diary basis {orange: hospitalisation, red: outpatient
clinic, green: domiciliary praventive measures, blue: diet.)

Results and Conclusions: The "patient booklet" was very much appreci-
ated by the medical community, pts and relatives as an educational tool. Pts
seemed to be less anxious about treatment procedures and ware abla to
recognize and prevent early complications. Pls medical planning was also
facilitated with improvermnent of sociai and family life.
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The use of administrative tools in clinical trials to improve
the quality and systemisation of data: The responsibility of
the Research Nurse

K. Nicolaisen', B. Christiansen'. ' Copenhagen University Cantar, Finsen
Centre, Oncology Department, Clinical Rasearch Unit, Copenhagen,
Denmark

At present The Department of Oncelogy performs approx. 40 phase |,
Il and Ill clinical trials. These protocols are handled according to GCP,
for which reason we have developed a system to secure the validity of
data including various administrative tools. The phases in implementing
an accepted protocol in the clinic include the following: 1) The research
nurse {RN) meets the sponsor, investigator and coinvestigator to discuss
details about the trial. 2) RN makes the forms for conducting the trial:
a] Treatment and examination form describing the flow of the protocot;
what to do and when, with the possibility to check when done in each
cycle. b} Prascription forms used for registration of adverse events both
generally and specific according 10 the protocol, bloed samples necessary
for prescription and other laboratory values as described in protocol, alt
leading lo signed prescription on the form. ¢] Drug specific forms for
handling nausea. d] Patiant registration forms for easy access to patient
numbers and eventually result of the randomisation. e] Administration
and hydration forms to secure that the drugs are administered correctly
and combined with proper hydration as specified in protocol. a], b, d]
ara requirad in all trials to obtain the necessary data. <], e] depends on
spacial raquirements of the protocols. 3) RN arranges a protocol committee
consisting of the investigator, 1-2 nurses from each involved ward and
the RN. Tha committea will ga through the protocol and forms for final
adjustments. 4] RN trains the staff from the involved wards in handling
the trial and in the spacial features of the ferms, 5] RN is respensible for
maintaining the tools.

The above described administrative tools have been a major help in
collecting trial required data. The system developed has been of special
value in the systemisation and easy access 1o data, and has also helped
preventing erronecusly randomisation.
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An audit of 100 deaths at a regicnal cancer centre

B. Penfold, C. Mula, W. Makin. Palliative Care Team; Chrislie Hospital
NHS Trust, Withington, Manchester, M20 4BX, United Kingoom

Purpose: At this cantre there ara approximately 400 deaths per annum.
The Palliative Care Team (PCT) identified a need for baseline information
on how deaths ara managed at ward level. The aim of this audit was to
assess problems encountared by patients, families and staff in order to
deterrnine ways to improve standards of care for patients and support for
farnilies and staff.

Methodalogy: A retrospective study of expected and unexpected deaths.
Questionnaires were completed by the ward staff within 24 hours of the
patient’s death. 100 questionnaires were returned (May 1996—February
1997) = audit population of 38% of the tatal number of deaths in that time
period. The guestionnaire included: multi-professional team involvernent;
insight of patients and families; pharmacaclogical symptom management,
sources of distress for patients, carers and staff; why patients die at this
cancer lreatment centre.

Results: 54% of deaths had been anticipated for more than 48 hours.
61% had no provision for sadative or anti-secretory drugs. Staff distress
was highlighted particularly in casas of rapid deterioration. The PCT were
involved in 27% cof cases, chaplaincy 30%. 72% of patients had family
present, the likelihood of death had been discussed in 58% of cases.

Conclusions: A need for clinical practica guidelines and education to
provide appropriate symptom management, to address communication
issues with lamilies and patients, to increase multi-professional team work
and to encourage staff support. The paster will outline cutcomes to date
including cardio pulmoenary resuscitation policy, care of the dying resource
pack, educational and training events. A re-audit is scheduled for late 1999,



