
1 
Recovery Policy UK Paediatric BMT Group, Version 1.0, 19th May 2020 

RE-ESCALATION OF BMT ACTIVITY FOLLOWING COVID19 
PANDEMIC 

UK AND IRELAND PAEDIATRIC BMT GROUP POLICY STATEMENT 
 
Version 1.0 
Date: 19th May 2020 
 
 
Scope of the document 
 
In line with national and international recommendations issued by scientific societies 
at the beginning of the COVID19 pandemic, the UK paediatric centres for blood and 
marrow transplantation (BMT) deferred non-urgent activity starting in March 2020. 
This was agreed with the aim of: 

1) Limiting recipient and donor related risks of contracting COVID19 infection. 
2) Accounting for hospital capacity being focused on COVID19 activity. 
3) Accounting for potential severe reduction of staff availability during the 

pandemic. 
 
Since the peak of the pandemic in April 2020, there has been a significant reduction 
in COVID19 admissions to hospital and critical care workload and significant changes 
to healthcare working practices and availability of capacity. Additionally, it is clear that 
the risk of COVID19 is likely to remain for a significantly prolonged period of time.  
NHS Trusts in line with NHSE guidance are now preparing recovery plans to resume 
appropriate elective activity when COVID19 related burden on hospitals eases, whilst 
making arrangements to mitigate the continuing presence of SARS-CoV-2. 
 
The present document represents a roadmap to establish the basic safety and 
feasibility aspects to be taken into account in order to allow partial resumption of BMT 
activity and should be implemented by sites in accordance to local epidemiology of 
COVID19 disease, and individual NHS Trust’s resources and policy. This consensus 
guideline was developed following review by the national group. Transplant teams are 
advised to carefully read the latest guidance from EBMT and for donor issues the 
Anthony Nolan. 
 
EBMT guidance, updated April 7th 2020:   

https://www.ebmt.org/sites/default/files/2020-04/EBMT-COVID-19-
guidelines_v.6.1%282020-0407%29.pdf  
 
Anthony Nolan COVID-19 link, updated 29th April 2020: 
https://www.anthonynolan.org/patients-and-families/understanding-stem-cell-
transplants/coronavirusand-your-stem-cell-transplant  
 
 
Background 
 
Data from EBMT IDWP office supplied by Per Ljungman as of the first week of May 
2020 show that to date 263 patients have been reported to the registry of which 70% 
were allogeneic transplants. The current reported mortality in allogeneic patients 
(adults + children) is approximately 30% but there appears to be reporting bias so that 
patients who died were reported quicker. Most fatal cases did die from COVID19 but 
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there are a few other causes of death as well (GvHD, leukaemia relapse) so that the 
attributable mortality is probably around 25%. It is as yet not clear whether time post-
transplant impacts on mortality.  
To date there are 25 transplanted children (23 allografts, 2 autografts) have been 
reported to the COVID19 registry with a median age of 11 years (0 – 16). One of 25 
has died from COVID19, 9/25 have resolved, and the remaining 15 cases are still in 
follow-up. The majority of paediatric cases within the UK have had a relatively mild 
course. The most serious case to date in a UK paediatric BMT unit pertains a patient 
a month after cessation of immunosuppression following a sibling bone marrow 
transplant for sickle cell disease at 18 years of age with limited immune reconstitution 
who developed CRS and secondary HLH who has recovered following remdesivir, 
tocilizumab and steroid treatment. There has also been cases of both toxic shock 
syndrome (recovered) and thrombotic microangiopathy (currently on treatment with 
Eculizimab) in paediatric transplant patients infected with COVID19. 
 
Thus, existing data are limited, and it is likely that as further data is accrued a fuller 
picture will develop. However, from the available data, suggest the following with the 
caveats of limited data and reporting bias. 
 

1. The risk of mortality (4% paediatrics so far vs 25% in adults) appears lower and 
the clinical course may be milder in children. Moreover, the pressure arising 
from COVID19 patients more broadly has been less pronounced in paediatric 
than adult centres.  

2. There has been reporting of clusters indicating the potential role for nosocomial 
infections. 

3. Allografts may pose a greater risk of COVID19 complications than autografts. 
4. There does not appear to be a trend in relation to timing of transplantation or 

immunosuppression, both in relation to infection and outcome. 
5. SARS-CoV-2 in BMT poses a dual risk to BMT patients of classical viral 

pneumonitis and novel CRS ± MAS. 
 
 
Principles 
 
This roadmap document acknowledges that while there will be differences in 
pressures and capacity geographically, there needs to be equity for patients across 
the country and if needed this may require discussion at UK Paediatric BMT group 
MDT and with NHSE in case patients need to be transferred to other units to ensure 
they are transplanted in a timely fashion. 
 
The key principles used are as follows: 

1. Prioritisation based on clinical need: decisions to be clinician led and made 
locally taking in to account local capacity for beds/staffing/PICU/cell therapy 
lab/IR/theatres/pharmacy and other support services as well as availability of 
PPE. 

2. Recovery must be progressive starting with the patients who have the greatest 
clinical need and allowing reassessment of the situation to escalate if feasible 
and safe. 

3. Shared decision-making led by BMT clinicians to be undertaken in liaison with 
referring teams and patients accounting for local circumstances. 
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Policy 
 
The current 5 NICE guidelines prioritise BMT patients in to 5 levels based on treatment 
intent and risk:benefit ratio. While it is important to define disease groups within the 
risk prioritisation for it to be useful, the paediatric disease mix is not adequately 
reflected in this categorisation and many of the diseases listed occur at extremely low 
frequency in children. Moreover in certain disease groups, particularly for non-
malignant patients (which constitute 50% of paediatric allograft activity), the urgency 
of transplant differs widely in adult and paediatric disease populations. For example, 
in contrast to adults, many patients with non-malignant disease (which constitute 50% 
of paediatric allograft activity) suffer from genetic disorders resulting in disease 
progression and end-organ damage if not transplanted in a timely fashion and in 
themselves constitute a significant risk for COVID19 requiring shielding. 
  
  
We therefore propose stratification of potential paediatric/young adult allogeneic BMT 
candidates according to 3 risk mitigation groups: 
 

A. GROUP A: Patients with life threatening diseases in whom the risks of 
disease progression/complications if treatment is delayed justify urgent 
transplant   
BMT centre requirements: staff and patient testing and appropriate use of PPE 
as per local policy. Ideally, the transplant unit should be established as a 
COVID-free “Green” environment. A risk mitigation policy should also be in 
place for other settings accessed by BMT patients including theatres and 
intensive care and/or where it is not possible. 
Initiation of activity: immediate as soon as requirements fulfilled. 
 

B. GROUP B: Patients not in group A who are at significant risk of 
progressive disease/clinical complications if transplant is delayed > 6 
months or whose disease warrants shielding. 
BMT centre requirements: in addition to GROUP A requirements, scheduling of 
group B patients requires an assessment that relaxation of lockdown measures 
does not lead to serious second/subsequent wave putting patients at enhanced 
risk or compromising hospital services and agreement with support services to 
increase activity proportionately as detailed in ‘Principles’ 
Initiation of activity: go ahead for BMT for GROUP B as a whole to be given 
jointly by UK Paediatric BMT Group and commissioners after assessment of 
impact not earlier than two weeks after relaxation of lockdown measures and 
risks identified in GROUP A. In addition, each Trust will design and approve a 
strategy to allow for more elective activities to recommence. 

 
C. GROUP C: procedures requiring further knowledge of risk or advances in 

effective management of COVID19. Patients not in groups A and B in 
whom transplant is truly elective and the risk of disease 
progression/clinical complications if this is delayed by 6 months is low.  
. 
BMT centre requirements: in addition to GROUP A and GROUP B 
requirements, it warrants availability of sufficient outcomes of current COVID 
trials to enable some form of reasonable treatment strategy for COVID19. 
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Initiation of activity: go ahead for BMT for GROUP C as a whole to be given 
jointly by UK Paediatric BMT Group and commissioners after assessment of 
available evidence. Patients can be discussed at National BMT MDT or COVID 
response BMT meetings as required 

 
 
Monitoring 
 
The COVID19 subcommittee will collect data weekly of BMT performed and SARS-
CoV-2 infections and assess the progress every two weeks in conjunction with Chair 
and secretary of UK Paediatric BMT Group to be presented in the fortnightly online 
meeting. These guidelines may change based on new evidence or the changing 
epidemiology of COVID-19 
 
 
Minimal requirements 
 
Ideally BMT activity should occurs in a “green” (COVID19 free) patient pathway with 
adequate PPE. However, it is recognised that this may not be feasible in some centres 
and in this case a risk mitigation policy should be in place. Each NHS Trust will have 
responsibility to devise a strategy that is appropriate for local considerations. 
In addition, the following specific recommendations at Trust level and BMT 
Programme levels will need to be met.  
 
NHS Trust level requirements 
As each Trust has undergone substantial staffing and logistic rearrangements to cope 
with the COVID19 pandemic, it is essential that a number of ancillary services have 
confirmed capacity before BMT activity can be resumed. Specifically: 

1) Stem cell and cellular therapy, haematology and immunology laboratories 
should be able to provide adequate staff and capacity to allow for increased 
activity. 

2) Intensive care units should issue a green light with regard to capacity and 
each Trust should confirm the extent to which non-emergency activity can be 
resumed to guarantee capacity in PICU units if and when required. 

3) At this stage we accept that a number of other specialities who can be 
instrumental in offering diagnostic service around BMT might still operate with 
limited capacity (example radiology, interventional radiology, respiratory, 
gastroenterology, physiotherapy, dietetic teams, etc.) In the best interest of 
the patients, the BMT Units should arrange basic agreements with those 
specialities with regard to minimal acceptable level of services to allow safe 
BMT activity increase. 

4) BMT staff directly involved in the patient care should be available in adequate 
numbers allow for re-intensification of BMT in and outpatient related activities. 
Local policies will be in place to support virtual and tele-clinics where possible. 
For face to face appointments in the early post-transplant period each unit 
should have a risk mitigation policy in place to ensure appropriate social 
distancing and limited patient time on hospital premises limited to essential 
procedures, treatments and medical review. 

5) Capacity of referring centres with whom there is shared-care arrangements 
and where applicable, POSCU centres, should be taken into account while 
planning incremental activity in the BMT centres as secondary or primary care 
settings might be impacted by staff availability and COVID19 pandemic in a 
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different way to the BMT centre. As such, in cases where there are shared-
care arrangements, the transplant centre may need to be prepared to take 
over some of the post-transplant activity previously delegated to the local 
teams. 

 
BMT Programme requirements 

1) BMT staff directly involved in the patient care should be available in adequate 
numbers allow for re-intensification of BMT in and outpatients related activities 

2) BMT staff directly involved in patient care should be tested regularly for COVID 
19 to reduce the risk of transmission from pre-symptomatic carriers. 

3) The general recommendation remains to obtain and cryopreserve the stem 
cell product before the beginning of conditioning regimen for all BMT 
procedures where this is felt safe enough not to compromise the quality of the 
graft. 

4) Donors will still be excluded from donation for 3 months if proven COVID19 or 
for 4 weeks if in close contact with COVID19. If no suitable alternate donors 
and BMT urgent, perform risk assessment and liaise with registry, and if 
possible, discuss in National BMT MDT. 

5) Sibling donors should be socially isolated for 14 days prior to donation. Screen 
donors if they become symptomatic and prior to starting conditioning. 

6) Patients undergoing allogeneic BMT should be socially isolated for 2 weeks 
prior to starting conditioning 

7) In case of close contact with COVID19 immediately prior to transplant defer 
transplant for 14-21 days if possible (EBMT guidelines) and test if 
symptomatic. 

8) Test all patients with combined throat and nasal swab or NPA depending on 
Trust policy for COVID19 before starting conditioning and delay transplant 
until clear if positive. Patients who test positive pre-BMT should be deferred 
where possible until asymptomatic and nasal/throat swab or NPA negative x 
3 one-week apart (EBMT guidelines). 

9) Similarly, patients who require readmission should be tested as above and 
those who test positive should, if possible, be admitted away from the main 
transplant unit to avoid the risk of cross- infection. 

10) The number of carers allowed per BMT patient will follow Trust guidelines 
locally taking into account the local epidemiology of COVID19 disease. In 
general, as lockdown eases, we acknowledge a potential increased risk of 
coming into contact with asymptomatic cases and this may lead to staff 
shortage and a risk to carers. 

11) Use of PPE will continue following NHSE guidelines as per the most recent 
version of NICE guidance https://www.nice.org.uk/guidance/NG174 for 
children and young people who are immunocompromised. 

 
 
Shielding 
 
In line with the revised guidance from CCLG, we advise shielding for allogeneic SCT 
recipients who have been transplanted within the last 12 months (regardless of 
whether chemotherapy/TBI conditioned) and off immunosuppression for at least 6 
months or those beyond this time point with chronic GVHD, ongoing 
immunosuppressive therapy or significant lung co-morbidity. Autologous SCT 
recipients who have been transplanted within the previous 6 months should practise 
shielding. It should be noted that these revised timelines differ from the BSBMTCT 
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guidelines for adult transplant recipients, reflecting the higher risk of COVID19 in adult 
patients. For patients of transitional age, shielding should be based on individual 
assessments of risk. With regard to the duration of shielding, newly transplanted 
patients should practise shielding from the time of discharge for 12 weeks and other 
patients at least until the end of June 2020 at which time the guidelines will be updated 
as data accrues. For more practical details on shielding please see CCLG guidelines. 
The implications of Shielding are particularly complex for families with other children, 
should be discussed as part of the work-up for and discharge after transplantation and 
may need to be individualised. 
 
 
 
Dr Josu DelaFuente, Dr Giovanna Lucchini, Dr Caroline Furness and Prof Persis 
Amrolia on behalf of the UK and Ireland Paediatric BMT Group. 
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Risk stratification of paediatric BMT activity 

 
 

  GROUP A GROUP B GROUP C 

Leukaemia 
   

ALL ALL High Risk CR1, ALL CR2+ 
  

AML AML High Risk CR1, AML CR2 + 
  

 
AML Relapse/refractory  

  

Lymphoma       

Lymphoma - autograft Hodgkin in CR2 
  

 
ALCL CR2 or primary refractory chemosensitive 

  

 
Burkitt NHL and other NHL (non-lymphoblastic) CR2 

  

Lymphoma - allograft T/B lymphoblastic lymphoma as per ALL guidance 
  

 
Hodgkins's in CR2 or CR3+ or refractory 
chemosensitive  

  

 
ALCL CR2 + or primary refractory  

  

 
Burkitt NHL and other NHL (non-lymphoblastic) CR2 

  

Multisystem LCH   
 

  

  Severe disease unresponsive to 
chemotherapy 

 

MDS & myeloproliferative disorders       

MDS High risk MDS requiring urgent BMT due to risk of 
progression to AML (RAEB, 2ndary) 

MDS requiring transplant 
(transfusion dependence, 
cytogenetics) but low risk of 
imminent progression to AML 
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JMML JMML 
  

CML  CML in accelerated phase CML chronic phase 
 

 
CML blast crisis 

  

GATA-2/ETV6/other blood product dependence or MDS/AML 
transformation 

  

 
 
HLH 

      

 
Genetically defined HLH  or genetically non defined 
HLH with active/difficult to control disease  

  

Bone Marrow Failure       

DBA DBA with aplastic or myelodysplastic transformation DBA requiring intensive chelation 
treatment which optimal point for 
BMT has been achieved 

Transfusion dependent 
DBA with consistently 
good chelation status  

DBA with with multiple red cell alloantibodies or 
hyperhaemolysis compromisig transfusion therapy 
or AIHA 

DBA with funding constraints for 
transplantation 

 

Fanconi anaemia & dyskeratosis 
congenita 

FA & DC with BM failure unresponsive to anabolic 
steroids and developing significant neutropaenic 
infections/recurrent fever 

FA & DC with BM failure resulting in 
transfusion dependence/severe 
neutropaenia 

FA & DC responding to 
anabolic steroids 

 
FA & DC in MDS/AML transformation 

  

Acquired Aplastic anaemia Severe acquired aplastic anaemia with matched 
related donor 

Transfusion dependent severe 
acquired aplastic anaemia with 
10/10 MUD 

 

 
Severe acquired aplastic anaemia regardless of 
donor developing significant neutropaenic 
infections/recurrent fevers 

Transfusion dependent severe 
acquired aplastic anaemia regardless 
of donor following failured of IST 

 

  
Non-severe acquired aplastic 
anaemia with PNH or MDS clone 

 

Glanzmann thrombasthenia 
 

GT with life-threatening 
haemorrhages or requirement  rFVII 
or platelet transfusions 
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SCN SCN not responding to GCSF and/or history of life 
threatening infection 

SCN pts with no acute life 
threatening infection but with 
inadequate response to GCSF 

 

SDS SDS with leukemic transformation or developing 
severe neutropaenic infections 

SDS with significant cytopenias that 
do not respond adequately to 
supportive measures 

 

CAMT CAMT with cytogenetic anomalies CAMT not responding to supportive 
treatment 

 

 
 
Haemoglobinopathies 

   

 
SCD with progressive cerebrovascular disease or 
end-organ damage 

SCD patients with stable disease on 
transfusion therapy 

TDT with consistently 
good chelation status  

SCD or TDT with multiple red cell alloantibodies or 
hyperhaemolysis compromising transfusion therapy 
or AIHA 

SCD or TDT requiring intensive 
chelation treatment which optimal 
point for BMT has been achieved 

 

  
Gene therapy 

 

  
SCD or TCT with funding constraints 
for transplantation 

 

Metabolic disorders       
 

Metabolic disorders with potential for rapid and 
irreversible neurological/functional deterioration 

Metabolic disorders for which SCT is  
standard of care but for which an  
adequate supportive treatment  
strategy is available and safe  
on short/medium term 

Metabolic disorders for 
which have limited risk 
of progression if SCT not 
performed within 6 
months   

Metabolic disorders with potential for rapid life 
threatening evolution 

  

Immunodeficiencies       
 

Severe combined immunodeficiencies (SCT and gene 
therapy) 

Primary immunodeficiencies with 
ongoing risk of severe infection 

Primary 
Immunodeficiencies 
with no previous 
/ongoing significant 
infections who are 
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stable on long term 
supportive treatment  

Primary immunodeficincies with life threatening 
infections 

Primary Immunodeficiencies with 
associated severe/uncontrolled 
cytopenias 

Primary 
Immunodeficiencies 
associated with 
dysregulated immunity 
well controlled on long 
term 
immunosuppression   

Primary Immunodeficiencies with 
associated lymphoproliferation or 
acute risk of malignant 
transformation 

 

  
Primary Immunodeficiencies with  
associated immune dysregulation  
not controlled by immune 
modulatory  
strategies 

 


