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2. From 1973 until approximately early 1976 I worked as a staff nurse on the 

care-of-the-elderly ward at St Luke's Hospital. During this time, I studied at 

Leeds Polytechnic for 2 years (day release). I was awarded a diploma in 

nursing by the University of London in October 1975. 

3. During 1976 I was promoted to relief medical unit sister, and then appointed 
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5. 4 haematology beds were formally allocated to my ward in 1982; often, more 

beds were used for haematology patients, by agreement with the 

dermatologists. 

6. In the late 80s, following a staff reorganisation, I was appointed as Clinical 

Nurse Specialist (CNS) in haematology. I covered all haematology in-patients, 

the developing day-case unit based on the ward, and the haematology 

outpatients. In the early days, some haemophilia treatments were still given in 

the laboratory. I was also involved in the development of a comprehensive 

care team package with Dr Parapia, consultant haematologist, for 

haemophilia care. I visited Newcastle Haemophilia Centre on numerous 

occasions to observe and receive extra teaching in haemophilia and related 

bleeding disorders. 

7. While I was at the centre, I attended 2 residential courses on counselling. In 

1987, 1 completed ENB course 934, 'care and management of persons with 

acquired immune deficiency syndrome'. 

8. Up to 1993, the ward continued to be a mixed dermatology and haematology 

unit. In 1993, the haematology unit moved to Ward 7, where it came to be 

known as the Annette Fox Haematology Ward. The dermatology unit returned 

to St Luke's Hospital. 
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10. In 1982, 1 became a member of the local Haemophilia Society. On 12th July 

1983, the Annette Fox Leukaemia Research Fund was inaugurated; it later 

became a registered charity. Despite its name, the fund provided (and 

provides) support to all haematological conditions including haemophilia. I 

was a founding member, and was the secretary for several years. I stood 

down in later in the 1980s, in view of a conflict of interest, since I was 

potentially in the position of applying for grants for equipment or patient 

support, and making decisions on the applications. 

11. In about 1985, I became a member of the Haemophilia Nurses' Association 

(HNA), following meeting Peter Jones after he presented a paper on 

haemophilia care at the medical postgraduate centre in Bradford. In the late 

80's, I became a member of the committee, and secretary. I remained in this 

position until my retirement in 1994. 

12. I have never provided evidence or been involved in any other inquiries, 

investigations, criminal or civil litigation in relation to human immunodeficiency 

virus (HIV) and/or hepatitis B virus (HBV) and/or hepatitis C virus (HCV) 

infections and/or variant Creutzfeldt-Jakob disease (vCJD) in blood and/or 

blood products. 
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14. From the late 1970s until my appointment as CNS until the late 1980s, I was 

the senior sister on Ward 19. During this time, increasing numbers of 

haematological patients were treated on the ward, including patients with 

haemophilia. The ward had a large waiting area and a large treatment and 

examination area that we used for out-patient and day-patient care. In 

addition, a treatment and examination room was developed in the laboratory 

for some haemophilia care. 
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16. From the late 1980s until my retirement in 1994, 1 was the CNS in 

haematology. My work covered the whole of haematology, not only 

haemophilia. We had about 100+ patients with inherited bleeding disorders. 

From memory, about 30 patients were diagnosed with haemophilia; 20 of 

these patients (16 adults, 4 children) had severe haemophilia A. Most of our 

patients were on home treatment over time. We held monthly haemostasis 

clinics. 
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teaching to patients receiving home treatments. I had a role in schools, 

training the teachers to provide appropriate support to pupils with 

haemophilia. I also provided support and advice to patients and their families, 

about living with haemophilia and related conditions. 

19. When patients with haemophilia came into accident and emergency, they 

would usually ask for contact to be made with the haematology department; it 

was normal for me to attend, as I would when patients were admitted to other 

wards e.g. for surgery. 

20. There were about 20 nurses on the haematology ward, including 2 ward 

sisters. They also covered the day unit. I provided clinical leadership to these 

nurses. I was also involved in recruitment of staff on the ward, and provided 

training and clinical supervision to staff. 

21. I was involved in maintaining the policies and protocols in use in the 

haematology department, including the infection control manual, and the 

policy for storage and administration of blood products. 

22. Other key members of staff were: 

Dr Kay Hunt, consultant haematologist. In addition to her general role, she 

was clinical lead for sickle-cell anaemia, thalassaemia and related disorders. 

Dr Liakat Parapia, consultant haematologist. In addition to his general role, 

he was clinical lead for haemophilia and related inherited bleeding disorders. 

Dr Adrian Minford, consultant paediatrician. 

Mr Hamilton, consultant orthopaedic surgeon, with a special interest in 

haemophilia and bleeding disorders. 

Mr Hugh McCarthy, dental surgeon. 
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Andrea Breach, social worker and counsellor for haemophilia. She was 

appointed in the mid-1980s, and left in about 1989, and was not replaced. 

After she left, we would make social work referrals, as necessary, to the 

hospital social work department. 

Jill Bond, physiotherapist. 

Cheryl King, paediatric phlebotomist. 

23. The doctors decided which blood products and medications to prescribe for all 
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Approach to the use of blood products 

25. I first worked with haematology patients in the late 1970s, but cannot recall 
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27. At a later date, heat-treated factor-concentrates became available. From 

memory, I think that all the concentrate we used from the mid-1980s was heat 

treated. 
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29. Shortly before my retirement, recombinant factor-concentrates were starting 

to be used. 

Approach to home treatment and prophylactic treatment 
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32. There was a strict written protocol in relation to home treatment. Over the 

years, I helped to update this protocol. The offer was made by the consultant, 

who would provide information. If the patient consented to home treatment, 

there would be an induction course carried out over a number of sessions 

which included home visits; usually I would carry out the induction course; 

sometimes the senior registrar would carry this out in my absence. Patients 

could withdraw at any time. Treatment packs were issued from and returned 

to the Haematology laboratory on a monthly basis. 
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34. The patients would collect their home-therapy from the laboratory in a cool 

bag. We developed a 24-hour telephone contact service for patients to access 

in relation to bleeds and home-therapy problems. The ward and the laboratory 

were contact points. 

35. The patients, and parents of child-patients, kept records of the treatments that 

they administered at home. They would record the date of treatment, the 

product administered, and the dose. I cannot recall whether they recorded the 

batch numbers or not. We would have a record of batch numbers and 

amounts of factor issued, in the central file kept in the laboratory. The home 

records were eventually filed with our records. 
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invited to the haemostasis clinic from time to time. The intervals would vary 

37. The training that we gave to patients when starting home treatment would 

often include training on the circumstances in which they could administer 
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the needs of the particular patient. 
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45. Patients, and the parents of child-patients, were aware of the risk of 

their conditions and the risks of treatment. 
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elevated liver enzymes. It was not known whether this was a virus or other 
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doctors, before starting treatment. Liver function tests were carried out 

routinely; if the results were abnormal, these were discussed with the patients. 

I believe that referral should be made to a liver specialist if there were 

concerns. However, I cannot remember any concerns that led to a referral 

while I was at the centre. I cannot comment on referrals after 1994. 
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50. When I first worked with haemophilia patients, I was vaguely aware of reports 
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53. As we became aware of the risk of transmitting AIDS through blood products, 

we discussed this with our patients. I remember that most patients opted to 

continue treatment, understanding the risks but preferring to relieve their 

symptoms. Our patients were aware, as we were, that untreated haemophilia 

would severely shorten lives. 

54. Some time, in the mid-1980s, urgent information was received, informing us 

that certain batch-numbers of factor-concentrate were thought to be infected. 

From memory, the majority of our patients were receiving products with the 

identified batch-numbers. We immediately withdrew the factor concentrate 

from use. We visited homes and took the products away. For a short period of 

time (weeks, not months) all home-treatment ceased. All treatment was given 

at the centre. The decisions relating to the products used at this time were 

made by Dr Parapia. 

55. Not long afterwards, heat-treated products became available. These were 

thought to carry a lower risk of infection, though there was no certainty about 

this. 
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other patients chose to continue to have treatment with factor-concentrates, 

57. Up to then, factor-VIII had, I believe, occasionally been given to patients with 

r !• 

our patients might transmit the infection to sexual partners. Therefore, we 
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had unprotected sex: sadly his partner then tested positive. He had received 

counselling on 'safe sex' on a number of occasions. A patient from another 

area moved to our area. He and his partner had already tested positive when 

he came to us. 

Commercial and NHS blood products 

61. Some factor-concentrates were manufactured at the BPL from blood donated 
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Training and advice on information to give to patients 

64. 1 have been asked whether any training or advice was given to staff at the 
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Testing, treatment and care of patients 

Consent to treatment 

65. Whenever a new patient with an inherited blood disorder required treatment, 

and whenever an existing patient's treatment was changed, there would be a 

discussion with the doctor. For adult patients, the discussion was usually with 
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67. Child-patients were transferred to the adult setting in their late teens. Dr 

present at these clinics. 
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a discussion of the use of cryoprecipitate, in certain circumstances, as an 

alternative to factor-concentrates. However, for most kinds of bleed, this was 

doctors rather than the patients. Most patients, in my experience, were 
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72. Consent was given verbally. While I was at the centre, we never used written 

73. 1 was never given any training or instruction at the centre on obtaining consent 

to treatment. However, I was aware of the need for consent from my general 

Ethical questions, including consent, were discussed in the course. 
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immune deficiency syndrome'. These courses included discussion about 
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initial consent to treatment. When I administered treatment, I would confirm 

questions that the patient might have. 
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77. I have been asked whether I was ever told to withhold information from a 

patient or patients about risks, or treatment, or testing, or diagnosis, or their 

condition. The answer is no. I would tell patients as much as I knew, and 

answer their questions fully and frankly. 

Routine blood tests 

78. We would do routine blood tests on all haemophilia patients at the clinics. The 

tests would include full blood count, coagulation tests and liver function tests. 

The patients attending the clinics were very familiar with the purpose of these 

tests. Any abnormal results would be discussed with the patients at the same 

clinic. 

79. The blood was usually taken in the phlebotomy department, which was 

attached to the laboratory. When the patient came into the clinic, they knew to 

go to the laboratory first, for these tests. 

80. Occasionally, I took blood myself for routine tests. If the patients had any 

questions, I would answer them. However, the patients were very familiar with 

the routine blood tests that they were having. 

Liver function tests (LFTs) 

81. LFT's were part of the routine blood tests. As such, blood for these was 

usually taken in the phlebotomy department just before the clinic. If the results 

were abnormal, these were discussed with the patient at the clinic. 

82. The possible causes of abnormal LFTs were discussed with the patients. 

There were a number of factors that could give rise to abnormal LFTs. These 

included other medical conditions, side effects of medical treatment, lifestyle 

factors unrelated to haemophilia, or the condition that we knew as hepatitis 

non-A non-B. 
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83. We would routinely test all new patients for HBV immunity. If new patients 

were not immune already, we offered them immunisation. I do not remember 

any new patients at the centre who had active HBV infection. 

84. When an HIV test (then called an `HTLV-III antibody test') became available, 

this was offered to all haemophiliac patients. By that time, the great majority of 

our adult patients, and the parents of our child patients, were aware of HIV. I 

remember several patients asking to have a test for HIV as soon as one 

became available. 

85. There was no HCV test available until the early 1990s, not long before I 

retired. When available, the test was offered to all patients who had received 

blood products. Most of the adult haemophiliac patients, and the parents of 

child patients, were aware of HCV. At this time, I do not think that either 

clinicians or patients realised how severe were the long-term consequences 

of HCV infection. 

86. The tests for HIV and HCV were not routine. The blood was usually taken by 

nursing staff, not by the phlebotomist. 

Consent to blood tests 
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Informing patients of test results for HIV and HCV 

91. We would arrange a time to give test results in person, soon after we received 
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93. After a positive test, and with the consent of the patient, a test would be 
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the results was the same. 
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Counselling and support 

95. By the time that they were tested, our patients had already been given advice 

about sexual relations and prevention of cross-infection. 

96. At that time, Andrea Breach was already employed as a hospital social 

worker, but not specifically in our department. As a result of the HIV tests, she 

became the dedicated social worker and counsellor for haemophilia and 

related disorders. She provided support to the patients, as did all staff in the 

department. We had known these patients for years, and supported the 

patients as a team. 

97. Support was also offered to the families of infected patients. Both Andrea and 

I did home visits. Many patients would attend the centre with their families. 

98. Andrea left the Trust in the early 1990s, and was not replaced by a dedicated 

social worker, though we did have access to social work support from the 

hospital social work department. I had been trained in counselling by then, 

and could provide counselling to patients who wished for this. 

99. After Andrea left, the Trust also appointed 2 HIV counsellors, based at the 

genito-urinary clinic, with a remit to cover the haematology unit. Most of our 

patients preferred to rely on the support of staff in the department. One of the 

reasons for this was that some of our patients blamed the homosexual 

population for their condition. 

Treatment of patients with HBV and HCV 

100. To the best of my recollection, no patient at the centre required treatment for 

HBV while I was there. 
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Treatment of patients with H1V 

102. Patients who were HIV-positive would not be treated for their HIV unless and 
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were reluctant to keep the child in the school. I used to visit the schools, 
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106. The other groups affected were mainly gay men and intravenous drug users. 
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107. I do remember one occasion when an HIV positive patient had a fracture and 

a serious bleed. He went to Accident and Emergency (A+E). The orthopaedic 

doctor on call in A+E did not want to treat him, because he was HIV positive. I 

was called to A+E. I called the haematological registrar; we treated the bleed. 

Subsequently, the patient did receive appropriate orthopaedic treatment under 

Mr Hamilton. 

108. This incident stands out because it was exceptional. Generally, patients with 

HCV and HIV were not treated differently from other patients in the 

department. The policies for prevention of cross-infection were the same for 

all patients—later known as universal precautions'. The only policies that 

were different were in relation to death of a patient; these were put into place 

by the public health consultant and team. 
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110. I was usual present at the clinic appointments where HIV treatments were 

prescribed. The treatment of HIV could not be separated from the treatment of 

haemophilia; there was a single treatment-plan that included the patient's 

haemophilia and HIV treatment. I was involved with all aspects of the patient's 

care. 
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115. 1 recall the term 'previously untreated patient' being used to describe Patient 

A. As far as I know, he was the first patient in the world to be treated with 

monoclate. He still attends the centre. He is a very healthy young man, free 

from infections and joint problems. 
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118. Andrea Breach, the social worker helped patients to complete the application 

forms to the trust. When Andrea left, I would do this. We would provide 

statements in support of applications. 

119. 1 remember patients receiving one-off payments of £20,000. They could make 

retained for a certain period of time after death. 

attended for treatment, we would fill in details of the treatment on the card, 

and return it to the laboratory. The treatment cards for current patients were 
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kept in the laboratory. The cards were filed with the patient's notes when the 

patient transferred to another unit, or died. 

Discussions with senior clinicians 

122 I have been asked whether I have had any discussion with senior clinicians at 

Bradford haemophilia centre about any issues that may be relevant to the 

inquiry. Dr Parapia informed me that he had responded to a patient statement 

and had named me in his response. I have since read Dr Parapia's statement. 

This has not influenced the contents of my statement in any way. 

The contents of this statement are true to the best of my knowledge and belief. 

GRO-C 
Signed 

Dated: /   /2 47/
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