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*We are a tertiary cancer centre in the North West of England encompassing 
three specialist cancer centres, multiple chemotherapy clinics, homecare 
services and inpatients.

*Approximately 15,000 chemotherapy cycles per month supporting over 2.4 
million people across Cheshire and Merseyside and the surrounding areas, 
including North Wales and the Isle of Man.

*Sept 2020: Repatriated haematology services

ClatterbridgeCancer Centre



*A Transplant: 

*Solid organ/limb

*Liquid inside bit ɀstem cells

*Transplantation of multipotent haematopoeticstem 
cells (from the patient or from a donor) in order to 
replicate and produce normal blood cell function

What Is Transplant and CAR-T



Introduction



*CAR-T

*Chimeric Antigen Receptor ɀT Cell therapy

*Infused receptor proteins that have been engineered to 
give T cells the new ability to target a specific antigen 
(Usually a cancer cell).

What Is Transplant and CAR-T



Introduction





*Lymphoma

*AML

*ALL

*CML / CMML

*CLL

*Hodgkin Lymphoma

*Non-Hodgkin Lymphoma

*Myeloma

*Myelofibrosis

*Myeloproliferative 
disorders

*Aplastic Anaemia

*Germ Cell tumour

Who Gets Transplant or CAR-T



*2016 
*Outpatient and solid tumour EPMA 

*2018
*Inpatient EPMA

*2020
*Digitised Clinical Trials and Haematology  

*2023 
*Jan -Live with Autologous transplant EPMA 
*March - Live with Allogeneic transplant EPMA
*November -planned go live with CAR-T

Clatterbridge EPMA milestones



*Complex regimens and supportive therapies

*Intense chemotherapy required prior to cell infusion

*Difficult patients and toxicities

*Optimisation work on inpatient EPMA and processes 
predates this project

*Transplant rejection

*Graft (transplant) vs Host disease

*Cytokine Release Syndrome

*Neurotoxicity

Specific complexities of BMT/CAR-T



*Progression from functionality/processes already in 
place to more complex treatment regimens.

*Shift from outpatient to inpatient activity

*Specific EPMA examples include:
*Transitioning 

*Chemotherapy dose scheduling -midnight discontinuation

*Complexities around supportive medicines and utilising order 
sets

Lessons learned from Haematology 
and Clinical Trials digitisation



*Paper process with all the common problems 
including:

*Incomplete prescriptions

*Dose calculation errors

*Dose banding / rounding 

*Missing prescriptions

*Lack of visibility

*Administrative burden

Existing BMT prescribing process and 
problems to solve





*Drug build -PHA

*Drug product maps (DPM) -ONC

*Treatment plans -ONC

*Order sets -OM

*Transitioning -ONC

*Additional information captured -OM

*Administration on MAR -OM

BMT/CAR-T EPMA



*Stem Cell Products 
*Not licenced medicinal products

*Dosed in number of cells, not known at time of prescribing

*/ÐÔÅÄ ÆÏÒ ȬÄÕÍÍÙ ÄÒÕÇȭ ×ÉÔÈ ÄÏÓÁÇÅ ÆÏÒÍ Ȭ"!'ɉÓɊȭ with 
additional information captured elsewhere

*CAR-T Products:
*Licenced products

*Complex dosing (2 x 106 - 2 x 108 cells per Kg), 100kg patient = 
20,000,000,000 cells

*/ÐÔÅÄ ÆÏÒ ÄÏÓÁÇÅ ÆÏÒÍ ÏÆ Ȭ$/3%ȭ ×ÉÔÈ ÁÄÄÉÔÉÏÎÁÌ ÉÎÆÏÒÍÁÔÉÏÎ 
captured elsewhere

Drug Building



*Lots of functionality to govern and control how drugs 
are prescribed 

*Dose ranges

*Dose dependant drug products, diluents and volumes

*Dose rounding or banding

Drug Product Map



DPM Product Map



DPM banding/rounding



DPM banding/rounding



*Essentially digitised chemotherapy regimens 

*Provide benefits including:

*Dose decision support

*Regimen decision support 

*Compliant to national cancer prescribing standards

*Link directly to trust protocols with one click

*Restrict by clinician functionality

Treatment plans



Treatment plans


