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To: Al members and observers of the London

SETBLH
Tl Q20 7972 2000
irect {ine T GRO-C

CID Tneidents Panel

24™ faly 2001
Dear Colleague,
Re: Minutes of Meeting of CJID Incidents Panel, 22 - 23 February 2001

Please find enclosed for information the final, signed minutes of the meeting of the
CID Incidents Panel, held on 22 - 23 F chmary 2001, Many thanks to all of those
who attended the meeting, and provided comments on the drafl minutes.

All those who attended the meeting of the Panel on the 4™ June should have received
a copy of the draft minutes of this meeting for comment. Please contact Clare Mills
by the close of 317 July with any comments you may have on these minutes, if you
have not already done so. A vevised draft will be circulated at the next full meeting of
the Panel for ratification.

Pwould like to take this ;}ppm‘tumw to remind vou that the next full meeting of the
Panel will be held on Thursday 18" October 2001, from 10.00am to approximately
4.30pm, in Avommouth House, 6 Avonmouth é«a{mc@ London SE1. We look forward
10 seeing you there.

Please feel free to contact Clare or mvsell if vou have any queries. Claire can be
contacted by phone  on | GRO-C Poor o alternatively by eemail  a

claive mills@l

Yours sincerely
GRO-C

Dy Philippa Edwards
CHDY Incidents Pangl Secretarial

WITN4505128_0001



Note of Meeting of CJID Incidents Panel

22 ~ 23 February 2401, Hilten Bath City Hotel

Attendess
Chairman
Professor Michasl Baomer

Mombers

Professor Dean Jeffries
Professor James Irongide
Dir Tim Wyatt

Dy Geoff Ridgway

Dir Noel Gill

Dy Roland Sabmon

Ms Susan MacQueen
Professor Dame Lesley
Southgate

Ms Diana Kloss

Ms Jean Gallfin
Professor Johm O Netll
Professor Mike Bramble
Professor Graham Smith
Mr Andrew Tullo

Ms Kate Woodhead

P Pat Hewitt

Mr Henry Marsh
Professor fan Cooke

Secretariat

Dir Pip Edwards
Dr Nicky Conrior
Miss Claire bills

DH Officials
Dy Muary O’ Mahony
Mr Alan Harvey

Ohservers
Dir Glenda Mook

Dr Mike Stmmans
Ms Carole Fry
Dir Martin Donaghy

Expert Advisors
Dr David Taylor
Mr Charles Lister
Mr John Barker

O8/06/01

Ethicist, Professor of Moral and Social Theology, Kings College,
Linversity of London

Vice Chairman, Virologist, 5t Bartholomew's Hospital {1WG}
Neurepathologist, National CID Surveillance Unit (JWG)
Consultant Microbiologist, Belfast {(JW()

Consultant Microbinlogist, London (JW3)

Public Health Laboratory Services, London

Public Health Laboratory Services, Wales (JW0)

Infection Clontrol Nurses Association

Roval College of General Practitioners

Law Faculty, University of Manchester

Lay Representative

Ethicist, Lancaster University

British Society of Gastroenterologists

Rovyal College of Anaecsthetists

Roval College of Ophthalmologists

National Association of Theatre Nurses
National Bload Authority

Society of British Neurolpgical Surgeons
College of Obstetricians and Gynaecologists

CIH BSE Policy Unit, DH
CID/ BSE Policy Unit, DH
CIDY BSE Policy Unit, DH

Communicable Disease Branch, DH
CIDY BSE Policy Unit, DH

Drepartment of Health, Social Services & Public Safety, Northern
Irefand

National Assembly of Wales

Communicable Diseases Branch, DH

Seettish Executive Health Directorate

Sedecon 2000
Blood Policy Unit, DH
Institute of Stertle Service Management
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Apologies

Members

D Mike Painter

Mr Harry Cavion
Professer fohn Lumley
{1 Steve Deacon

[y Hester Ward
Professor Peter Hulton
Professor Len Doval

Lay Represeniative, Algheimer’s Society

Roval College of Surgeons

Institute of Oceupational Health and Safety

National CJD Surveillance Unit

Roval College of Anaesthetists

Ethicist, Bartholomew’s & Roval London School of
Medicine & Dentistry

Mr Luke Gormally Ethicist, Linacre Centre for Healtheare Ethics

DH Officials

Mr Peter Jones (D BRE Policy Unit, DH

Written comments were received from Dr Mike Pamnter (CIDIP 2/32), Professor Len
Doyal (CIDIP 2/35) and Mr Luke Gormally {CIDEIP 2/34)

Welcome and Introductions

{. The Chair welcomed all present and thanked them for attending. The apologies
were announced as above. The group was informed that Professor John Collinge
had resigned from the Panel due to the pressures of time. He had however agreed
o provide advice if required.

S’\J

The Chair explained that the primary purpose of the meeting was to discuss the
main principles contained i the draft CID Incident Guidance, which had been
prepared by drafiing groups prior 1o the meeting. The Guidance would then be
redrafied and presented to the Panel af the next mecting in June. ko would then be
presented to the SEACY ACDP IWG before a wider consultation.

L]

The Panel was also reguested to advise on the management of the ncidents
involving blood and blood products from donors who later develop CID.

Secretariat Provision to the Panel (CJDIP 2/26; CIDIP 2/33; CIDIP 2/34)

4. At the request of the Chainman the attending DH officials withdrew from the
meeting for the discussion of this itemn. On thelr return, it was announced that the
Chatr would write to the CMO renewing the request for increased Haison and co-
ordingtion between the various bodies, committees and pansls that advised on
CIE issues. It was also reguested that the Panel be supported by a dedicated
secretuniat with help from other officials,

Ratification of Minutes of Last Meeting (CJIDIP 2/01)

5. These were agreed subiect 1o the following revisions:

» Minute 11 L1 insert “snapshot” between “Estates” and “survey’
s L. 6 replace "would” with “could”

« Minute 21 L. 5 delete from “transfusions’ to end of sentence.

------------------------------ L)am?g?’ﬁ}

Chairman's Initials:..
...................... —

DEAGHH 2

Consultant in Communicable Disease Control, Manchester (JWQG)
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» Lo 70 insert "D and the’ between “alert the” and "NBAS
» L. B insert “as appropriate” alter "NBAS

Matters Arising Mot Covered oo M
i) Revised Terms of Reference (CIDI
£ These were agreed subject to tEw milnmnw revisions:
¢ Insert "organs’ after "Hissues”
s Correct spelling of "Creutzieldt-Takob®

ii} Indemnity

7. BMembers were reminded that they had been provided with an indemnity form to
sign. Those members who had not yet retumed the signed form to the secretanat
were requested to do so.

it} Revised Code of Practice (CIDIP 2/ 03)

8. I was requested that the document be amended to be appropriate for the whole of
the UK
Action: Secretariat

9. The group was informed that a Declaration of Interests form would be issued 1o
members o complete and retwm o the secretarial
Action: Members

General Introduoction 1o CID Incident Guidanee £CIDIP 245, UIDIP 2/04)

140, This had not heen written by the drafling groups and would need extensive further
revision prior to consideration at the next meeting of the Panel. It was suggested
that 1t could be amended to include an outhine of the policy context i which the
Panel was operating; this should include a clear explangtion of the cost and other
issues that prevented adoption of single-use instraments for all surgery.

11, The document should also outline the broad principles and reasoning behind
decisions reached in the goidance. It should also be made clear that the document
would be dynamic and would be revised as new knowledge emerge

12, There was a need to clanify the relationship between CID and other health issues
{such as HIV), as well as the difference between variant CID (w21 and sporadic
I,

13,1 was important that issucs sursounding bloed and blood products were not
tgnored due o the dudficully invedved. There was also a need to recognise that
decisions made on blood products would have international implications.

Chatrman’s nitials:.. GRO-C & ... i)atp?s}‘*? .... .
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Discussion of Guidelines for CJD Incident Risk Assessment {CIDIP 2/05; CIDIP

2/27; CIDIP 2/28; CIDIP 2/19)

14, The group welcomed Dr David Tavior and Mr John Barker who were attending
the meeting as expert advisors, and had been members of the CID Incident Risk
Assessment Drathing Group.

f—
L 5

It was explained that the Risk Assessment Drafling Group, chaired by Dr Geofl
Ridgway, had met twice to revise and expand on the original guidelines drafted by
the CID Incident Expert Group (which had heen chaired by Professor Jeffries).
The drafling group had also been asked to inchude assessment of the risk from
blood and blood products.

16, A number of useful comments on the draft had been received from the Economics
and Operational Research Unit of DH and these would be meluded in the revision.

Risk Assessment

17, The Panel proceeded to discuss the document section by section. The changes and
clarifications proposed were noted by the secretariat and will be taken forward
with the Risk Assessment Drafting Group.

18, {Note from the Secretariat: only the major issues are included in the minuie)

19,1t was noted that the group had been informed on infectivity levels of CID by a
number of experiments based on animal models, 1t was belicved that tssue
infectivity levels were different for vOID and the sporadic form of the disease.
Therefore the drafl guidance separsted the two diseases. The guidance should
clearly mdicate the guality of the data and the source of the evidence {e.g. ammal
madels) on which conclusions were reached. The guality of evidence should be
deseribed in Table 1 on fissue infectivity,

20, The introduction should alse consider the type of surgery performed on
subsequent pationts {para. 2.3}

21, The draft gudance assumed that the exposure leading to vCIlD peaked in 1980
{see para. 2.9}, as the disease was thought to be linked to exposure to BSE. The

group was alse informed that the meubation period figures quoted in the guidance

were informed estimates, and did not take into account the possible role of genetic

suscepiibilty,

Route of Transmission

22,1t was vequested that the phrase ‘experiments have shown' in this section be
amended fo Cexpermments have suggested or mdicated’, as this phrase more
accuralely reflects the available knowledge. The wording of the document as a
whole should be careful to reflect what is known and unknown.

Dentistry
23. Table 2 mcluded infonmation regardimg the infectivity levels of dental tissues. A

GRO-C "‘?
Charrman’s Intialst . Dates... ? o gf ,,,,,,,,,,,,
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26,

paper had been published which indicated that infeetivity had heen found {n oral
tissues in g hamster model. The drafting group had considered that dental
operations tovolving the tigeminal ganghia and its nerve branches would have an
cquivalont risk of vCID a5 ONS operations.

. SEAC had considered possible dental tissue infectivity and had requested a Rigk

Assessment and further rescarch

. Dental tissues from vOID patients were currently unavailable, as it was difficult to

sample dental tissues at post mortem without disfiguring the face. Studies would
be conducted when less fnvasive methods of tissae collection became available.

It was suggested that root canal work on vOID patients should viewed as 3 clinical
wmerdent, which would have impheabions for the data gathering performed by the
NCIDSL and for incident management. It was also suggested that experts were
neaded o advise on the infectivity of dental tasues. (See also mingte 52)

Instruments

oy
27.

28,

The guidance stressed that cleaning, rather than avtoclaving, is the key component
of decortaminating instruments 1o prevent fransmission of CID.

it was requested that this section of the guidance states that a major research
programme 1§ corrently under way which could refine the figwres quoted. Also, it
should be stressed that disinfection techniques were not applicable to all
apphiances.

Cleaning
29, There was evidence o suggest that under ideal conditions, decontamination would

produce a 10* veduction in contansnation, rather than 107 as guoted. However,
there was evidence from “The Decontamination of Surgical Bustruments and Other
Medieal Devices, SEHTY (CIDIP 2/29) w sugeest that current decontamination
standards throughout the health service were poor. Therefore, the guidance was
hased on the more pessimistic estimate used in the Risk Assessment for Surgical
Instruments.  The Panel requested 1o see the evidence from the Decontammstion

review perfonmed in England,
Action: Secretariat to seek permission to circulate the English
Decontamination Heview Survey fa the Panel

Combined Effect of Decontamination

3.

3L

80601

The Panel briefly discussed the ‘contact theory’ (paragraph 2.38), which
suggested that contact alone with a contaminated instrument may be sufficient to
result in mfection. The Panel was informed that, winlst the experiment was still in
progress, results 1o date did not support this theory, Therefore, the Panel agreed
that the draft guidance need not take this hypothesis into account.

Thore was alse evidence of a “platean effect’, which assumed that at a centaln
point, decontamination does nothing a all to remove remmning material, which is

. .y e GRO-C . o
Chairman’s INHIals:, bevresmmmmrds sarcaeernnees Dater b
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fixed to the instrument in a very low quantity. However, it was not known if 1t was
stuck onto the instrument mdefinitely, or if it onght eventually come off when in
contact with g patient. The graphs en page 9 of the draft guidance were scenarios
based on mouse models with very pessimistic assumptions, and some of which
took the plateau effect into account. The group agreed that the graphs should be
included in the guidance, provided that they were fully explamed. It was noted
that the title on the YY" axis should be revised to “likelihood of instrument being
infective’.

32, 1t was noted that the nisk assessments carnied out by BOR and endorsed by SEAC
were population based and these could not be directly interpreted as risks in
individual incidents,

Endoseopes

33, The group turmned to discuss fexible endoscopes, which were known o be
particularly hard to decontaninate, as it was not possible to subject them to
amtoclaving. It was noted that autoclaving reduces the life expectancy of rigid
scopes, and thercfore some trusts decontaminated these imstruments in
glutaraldehve (which iz believed to fix the abnormal prion to instruments). This

caused concern amongst some members of the group, and needed addressing.
Action: Secretariat to consider how to re-issue guidance regarding rigid
endoscope decontamination

Type of Operation — Categorisation by possible risk

34. This section had been taken from “The Risk Assessment for Transmission of vOJD
viee Surgical Instruments: 4 Modefling Approach and Numerical Scenarios’
(CIDIP 2/15), which had been endorsed by SEAC. It was noted that the
trigeminal nerves were cramal perves and that tooth pulp contained trigeminal
nerve branches.

35, Tt was suggested that this section should be amended to include laryngeal masks to
category 2 when used during tonstllectomy, as these were subject to heavy
contamination with potentially infective material. The group also believed that the
ocular classifications needed further consideration,

36. The group noted that CSF had been defined as medivm risk by the JWG and that
lumber puncture instruments should be single-use,

37. Biopsy forceps used in the gastrointestinal tract could come into comtact with risk
material, and should therefore be given further consideration. It was noted that
these might not be traceable, even though the endoscopes were. There were also
some gynaecological msiruments, such as canulae, which may be used on
tymphorcticular tissue and which were difficult to decontammate and would need
further thought.

e GRO-C N 7 7
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38

The group agreed that the docwment as a whole should be amended o be more
thorough regarding referepces, explanations and reasoning behind decisions made.
A prose form setting oul the broad principle points and the detailed arguments was
nesded,

Annex

39,

It was agreed that the annexes should he amended fo reflect the discussions
outlined above regerding instrument decontamination, in consultution with
specighists.

Annex 2
40, This section had been taken from CJIDIP 2/15. which bad been endorsed by

41

SEAC, The Panel agreed that the current list could be used as a framework and
attered if considered appropriate, following advice from specialists and oxperts in
the relevant areas.

The Chairman indicated that there remained a lot of work 1o do on the guidance

and that, although the Panel had no oniticisms of the individuals comprising the

current secretariat, insufficient resources had been provided fo deliver the work

reguired by June. The DH would need to address the issue of the secrctariat and

co-ordination as a matter of urgency

Action: DH officials to consider secretariat provision of Panel, and methods of
increasing co-ordination of committees

Draft Guidance on CID Incident Risk Managvement {CIDEP 2/06; CIDIP 2/30)

42.

The risk management drafling group, chaired by Professor Dame Lesley
Southgate, had met twice to revise the guidelines contained within the original
guidance previously presented to the group, The drafting group had agreed the
basic principles of incident management as:

s To provide the public with as much information as possible abeut the nisk of
ClD in the healtheare setiing

s To amp to morcase scientific wnderstanding of  the possible nsks of
transnuiting CFD in the healthears setling

= Muumise the possibility of doing harm to either society n general or to the
individual

¢ Balance the individual’s ‘right to know’ and ‘right not to know’ about possible
exposure to risk,

43. The Panel suggested that the principles of the 'Publc Awareness’ should come
forward to the beginming of this section.
o GRO-C 7. 7
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44 Written comments had been received from Professor Doyal (CIDIF 2/35), who
challenged the mechamsms outlined in the draft guidance, but did not disagree
with the main principles.

Public Health Action

45,1t was suggested that the word ‘wvasive” medical procedures in this section
neoded defining, Reviewing the wording developed for HIV incident management
might be helpful in this,

Investigation, Step 1 — Identifving possible exposures to CJD in a healtheare
setting
46. 1t was agreed that paragraph 3.6 needed rewarding to clarify who was responsible
for comacting the locad Consultant in Commumicable Disease Control (CCDC)
with the details of an incident, as this responsibility did not fall within the remit of
ther National CID Surveillance Unit (NCIDSUY B would also be beneficial 1o
include a definition of 2 ‘suspect” case of vOID. Professor Will of the NCIDSU
had recently written to the seoretariat regarding this, and his letter would be
circulated to the Panel.
Action: Secretariat to circalate Professor Will's letter

47. The made of keeping the devolved administrations informed of every incident
needed further consideration
Action: Chairman to meet with officials from devolved administration

Investigation, Step 2 — Initial information collection
48. The phrase ‘medical devices” should be clarified (possibly by using the definition

o

provided in the "Microbiology Advisory Commitltee Manual').

Investigation, Step 3 — Initial appraisal and control measares

49, Paragraph 3.13 should be amended to clearly state that instruments should he
wdentified and quarantined by a Trust a8 soon a5 a case of CID {5 suspected. It was
anticipated that m the future local teams could manage the ewrly stage of an
incident. The wording should reflect the evolving nature of the guidelines.

Sth It was suggested that in order to fully implement the actions outlined in the drafl
management guidelives, there should be 24-hour access to the Panel secretariat
and that further thought should be given to this possibility. It was suggested that
the Communicable Disease Surveitlance Centre had an appropriate set up for 24
hour on call medical cover.

Investigation, Step 4 — Further information fo characterise risk

5100 was anticipated that a proforma would be issued for each inctdent. The WHS
should be made fully aware of the 1ssues and be prepared to manage an medent i
NECESSALY,

. GRO-C .
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52, T was noted that dentistry remamed an area of expertise lacking on the Panel, and
it was suggested that a representative from the British Dental Association be
included as a member. The BDA were currently working on CID guidance, and it
was impartant that all guidance on this issue should be consistent. (See also
minae 26),

Action: Secretariat to reguest CMO to appoint a representative of British Dental

Association to the Panel

Investigation. Step 5 — Risk assessment

53, Mewrological endoscopes were recognised as an area of concern, as they were in
contact with high risk tissues, were difficult to decontaminate effectively and were
often not traceable. The DH policy on fracing endoscopes needed clarifving and
meluded in the guadance.

54. It was proposed that quarantined instruments could be used {with informed patient
cousent) in some emergency situations. This issue caused concern amongst some
members of the Panel and needed further discugsion.

it
T

CAn explanation of why it was not acceptable to subject Instruments to further
decontarmination cyeles and then roturn theom o use was also roguired.

Public Health Management

56. Following careful consideration of the balance between the pursuit of knowledge
and individual patient care, the group had suggested that g database of cohort
patients could be devised, the existence of which could be placed in the public
demain. The database would contain dutails of patients who were considered to
have possibly been cxposed to a risk of CID. Data vould be gathered on these
patients in order to gain knowledge about the risks from medical interventions.

(%43
i

7. The Panel agreed that the scientific justification underiying the general principle
of establishing a database of cohorts required explanation. This would be helpinl
in the future for defining the perimeters of risk assoctated with the disease.

L7y

38 Where any of those patients was considered by the Panel to have been placed at o
significant/ lagh risk of sxposure, they would be actively contacted, They would
be informed of thelr possible risk of exposure in order o advise them against
donating blood/ organs, and to advise on precautions to be taken if they were to
undergo surgery, as they might pose a nisk to others. It was acknowledged that this
would be a burden of information o the individual, but this was considered as
justifiable on general public bealth protection grounds.

59, Some members of the Panel expressed concern over actively informing any
patient. It was agreed that this would require further discussion,

e GRO-C | | 7.2
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Instruments

64, The group agreed that the nwmber of decontaminahion cyeles that would render an
instrument fit for re-use would reguire further thought and discussion, and should
he seen together with the risk assessment guidance, |t should be emphasised that
these rules should be seen as guidelines and that instrument complexity should be
taken into account when reaching decistons.

1. It was suggested that i would be helpful to include a representative of the Ingtitute
of Stertle Service Management (I55M) as & member of the Panel, who could help

1o advise on this ssue,
Action: Secretariat to reguest CMO fo appoint a representative of the ustitute
of Sterile Service Management fo the Panel

62. It was suggesied that views of the public on the guidance could be helpful, e.g. by
a ‘citizen’s panel’. This should be further considered at the next meeting of the
Panel in June.

Locus of Responsibility for Incident Follow-up (CIDIP 2/07: CIRIP 2/07A)

63, This paper had been requested by Panel members and clinicians in order to clanfy
who is responsible for ensuring that appropriate action is taken regarding CID
Incidents. It was explained that the hespital Trust primary care provider was
responsible for taking action suggested by the Panel. The Health Authority has
responsibility for ensuring that suiteble measures are taken to protect public
health. Panel advice should therefore be provided to the Trust or primary care unit
involved, but copied to the governing Health Authority {or Health Board).

Report o the SEAC/ ACDP JWG (CIDIP 2/08)

64. The framework document was agreed as sabisfactory and the Secrctarist was
requested to procesd with the drafting of the report on this basis. Members were
requested to send any comments in writing to the Secretariat,

P17 (CIDIP 2/0%)

63, The group was mformed that this case invelved an appendicectomy on a viOID
patient. The instrumenis were not traceable and therefore the cohort of patients
was large and il defined. In the Hght of thns information, the Panel agreed that
there would be no possibility of g usefu] follow-up. However, the Panel reserved
the right to consider whether the cohort of patients should be included on the
database proposed in the draft Panel Guidance Document.

PL26 & 28 (CIDIP 2/10)
66. These incidents nvelved the same patient, who had undergone procedures in two
hospitals. The incident investigating tearn comprised members from hoth

e m—————y
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hospitals, and had provided a detatled analyvsis of the incidents to the Panel. A sub
group of the Panel had met to discuss the case, but outstanding questions remained
regarding the identification of any ‘at risk” groups and iU instruments still in
quarantine should be returned to use.

67. The group agreed that there were no patients who would be classified as being in 4
‘high nisk of heing exposed’ group. However, the Panel reserved the right to
consider whether the cohort of patients should be included on the databasc
proposed in the draft Panel Guidance Document, Therefore, a publicity campaign
may need to be undertaken.

68. The Walsham forceps should be destroyed as an extra-precantionary measure, as
these had been exposed to a ‘medium’ risk of possible contamination with
bymphoreticular fissue, were rather difficult to clean and the Panel were not
confident that they could be guaranteed to have undergone wt leust 10
decontamination cycles. It was agreed that all remaining instruments could be
classified as “low risk” and could be returned to use.

PLYT(CIDIP 2/11)

6%. The group had been provided with tabled paper CIJDIP 2/11, and welcomed Mr
Charles Lister from the Blood Polioy Unit in DH, who was attending the mecting
as an official.

70 The incident involved pooled blood products derived from plasma, which
included plasma donated in 1996 and 1997 by a person who later developed
vCID. The possible size of the cohort could be up 1o 440, 000 patients. Other parts
of the donor’s blood may have been used in labile blood components. However,
the NBA was not currently in a position to confirm this as yet.

71 The incident was veported in December 2000, The MCA had instructed the
product manufacturers, Bio Produets Laboratory, to inform hospitals of e
implicated batch numbers, No recall was necessary, as all products were beyond
their expiry date. In January, the Haemophilia Society and the Primary
Immunadeficiency Association had notified their members of the incident and the
UK Haemophilia Doctors Organisation had  written (o Haemophilia Centre
Directors advising them on how 1o handle enguires from patients,  Specific
guidance in relation to other patients had not been issued. A drafl paper from the
Deputy Chief Medical Officer was provided for comment {tabled paper CIDIP
211y and Panel advice was rvequested regarding what information should be
provided 1o other patients regarding the risk of transnussion.

72. The Panel was mformed that there was some experimental animal evidence to
suggest vCID infectivity in bloed and that this should be noted in the letter. To
date there 15 no epidenuological evidence in humans to support this, but it is too
early in the couwrse of the epidemic to contirm whether infectivity is present or not.

. GRO-C &
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73, The Panel had agreed that the risk assessment in the Panel guidance document

{CIDIP 2/65) indicated that haemophiliac recipients of the implicated plasma-
dertved products, would not puse a significant risk to others. Thersfore special
precautions would not be recormmended 1 they were to undergo surgery. I was
neted that one recipient had already had surgery delayed because of concerns over
the risk to subseguent pationts from surgical instruments. 1t was noted that the
actions of the Haemophilia Society had resulted i divectly wnforming patients
without allpwing for a night "not o knew". However, it was recognised that
hasmophiliacs represented a special group of patients who receive particular care
from their clinicians and who had already experienced the threat of infection from
products. The Panel expressed concern over a ninber of points in the draft letier
but considered it was not possible 1o cover all these i detall at the meeting, It was
peinted out that the term “counselling” was used mappmopriately in places. It was
suggested that the Pangl pse the same definition as provided in “Human
Fortifisation and Embrvology Authority Code of Practics”.

74. The Panel recognised the importance of providing advice on this matler in a

tmely manner. 1t was agreed that a subgroup of relevant experts on the Panel
would meet as soon as possible to further discuss this mewdent and report back 1o
Mr Lister and the NBA with their advice. The Deputy Chief Medical Officer and
the DH were free to provide advice in the meantime without the Panel’s comment,
but this would not receive the support of the Pancl,

75,1t was noted that this was the third incident involving blood products and # may

be necessary to return 1o the Panel for advice on the twa earlier incidents.

PLIS{CIDIP 2/12)

76, This incudent mvolved thoracic surgery on a vOID patient. The instroments had

been traceable, and the hospital had made the decision to destrov them. It was
anderstond that the hospital would be able to identify the cohort, meluding the
patient immediately following the index case. A small subgroup of the panel had
met with the meident team and requested further information to be collated on the
operations performed on subsequent patients. The team were in the process of
doing this.

77. The Panel agreed that some patients could he m an “at risk” group, as there was a

possibility of contact with lymphoreticudar tissue, It was suggested that a subgroup
of the Panel should meet to discuss the case once the incident team had collated
the requested information, It was alse suggested that the ncident team be asked to
identify the first few patients 1o have undergone procedures using the implicated
instruments. The details of the criteria on which the *at risk™ group would be
identified was 1o be decided.

78. The Panel agreed that as further public health action may need to be taken (1.2

informing patients), the process of mformation gathering should be expedited.

Chatrman’s Tnitials: GrROC ; . Dam??&? ............
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PI2L(CIDIR 2/13

79, The incident involved sporadic CJD and re-useable prisms {which are non-
autoclavable) in contact with the cornea. The prisms were no longer i use and
were not traceable.

80. The Panel agreed that it is not possible to exclude the likelihood that comeal
epithehial cells may have comtaminated the tonometer, which might therefore raise
the possibility of contamination with a transmissible agent. However, tonometry
has not been a recognised risk factor for sporadic CID, and the amount of tissue
which would be hikely to contaminate the tonometer head would be very small
indeed and may well be removed by washing. The risk was also reduced, ag the
surgery was 10 vears prior o the onset of symptoms, at which time infectivity
levels in the eve were expected to be considerably lower than the maximum value
for this tissue. However, the Panel rescrved the right to consider whether the
cohort of patients should be included on the database proposed in the draft Panel
Cuidance document.

{Mote added after meeting: See “Matters Anising’ in the Minutes of the meeting of
the CID Incident Panel i June 2001 )

&1. This incident highlighted the need for additional guidance on the issue of ocular
tissue infectivity. I was agreed that the Secretariat would write to the Chair of the
JWG requesting advice.

Action: Secretariat to write to Chair of JWG

PLI4(CIDIP 243
§2. The Panel agreed that this case would need carcful consideration and discussion.
The group was informed that work was 1n progress regarding the safety and risks
posed from dinlyvsis machines, It was agreed that a working party would ook at
this 1ssue at a later date. The Secretaniat would write o the Chair of the JWG
requesting that a working party look at this issue and provide advice.
Action: Secretariat to approach Chair of JWG

Letters Issued from the Panel Since November 2000 (CJIP 219, CIDIP 2/19A)

83. Members were content with the contents of the letiers issued to clinicians since
the last meeting of the Panel in Novamber, The Secretariat agreed to write to any
outstanding cases to inform them of the man decisions that had been reached in
the meeting.

Action: Secretariat

Database of Incidents (CIDIP 2/14

84, Tius tlem was not discussed at the meeting due o lack of time.
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Ay Other Business

85, 1t was suggested that the minutes of the meeting eventually be made available 1o

the public. It was requested that names should he removed from mimetes m this
gvent.

Date of Mext Meeting

86. 1t was anticipated that the next meeting of the full Panel would be held in June

2000, The secrstariat would inform members of the details once a date had been
arranged.

summary of Action Points

*

The minutes of the meeting of November 2000 to be amemled as requested by
Pancl members

The secretariat to redraft guidance in consultaton with drafling groups and re-
eirgudate to the Panel for discussion i June.

A sub-group of the Panel to meet 1o further discuss caze P1 37,

Permission to be sought to provide a copy of the NHS Estates Decontamination

Review to Panel members.

Secretariat to request UMO to appoint a representative from ISEM and BDA to
the Panel

Chairman of Panel to meet with devolved adnmumistrations

Seoretariat to contact the Chair of the JWG, requesting advice regarding ocular
tissue infectivity and dialysis machines.

Papers provided for information:

$ ® & % ® F 2 % B

Chalrman's Signature:, .

CID Instrument Risk Assessmont Samary (CIDIP 2/15)

BEE Inguiry Swmmary (CIDIP 2/16)

Revised membership list (CIDIP 2/17

Updated CID Incident List (CIDIP 2/18 & CIDIP 2/18A)

Meeting attendees and apologies (CIDIP 2/23)

Letter from Dr Wil Patterson ({CIDIP 2/28)

Exiract from Guardian, 1940101 “CID risk "Right to Know™ plan”™ (CIDIP 2/20)
Paper: latrogenic Creutzieldt-Jakob Disease at the millenmium” (CITDEP 2/22)
Letter to UMO regarding donating endoscopes to developing countries (CIDIP
2/30

GRO-C

380601 14

WITN4505128 0015



