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I provide this statement in response to a request under Rule 9 of the Inquiry Rules 

2006 dated 25 August 2020 
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2. GRO-C Kent GRO-C 
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5.3.1978-9 Registrar in haematology Hammersmith Hospital 

5.4.1979-82 Senior registrar in haematology North Middlesex, West Middlesex and 

Hammersmith Hospitals. 

5.5.1980-82 Locum consultant in blood transfusion Hammersmith Hospital 

5.6. Dec 1982 — June 2009 Consultant haematologist University Hospital of North 

Staffordshire, Stoke-on-Trent 

6. Membership of societies Member of British Society of Haematology. No other 

memberships. 

7. I have not provided evidence to any other inquiry or investigation in relation to HIV, 

Hepatitis B or C or vCJD 

Section 2: Decisions and actions of the Centres at Hammersmith and Stoke-

on-Trent and your decisions and actions 

Hammersmith hospital: 

8. Please note that the I was not at any time director of the Haemophilia Centre and 

I am unable to provide any information as to its history. My role at the Hammersmith 

hospital was as a registrar and a senior registrar in haematology. Following the 

sudden death of Dr Sheila Worrledge, I acted as locum consultant to the blood 

transfusion department and was involved in the ordering and issuing of blood 

products. 

9. Haemophilia patients at the Hammersmith were treated in a side room adjacent to 

the blood transfusion department. This was essentially for ease of access as blood 

products were stored in the blood transfusion department. The coagulation 

department was housed in a separate building in the Royal Postgraduate Medical 

School. All monitoring tests and other coagulation tests were undertaken in that 

department. 
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10. As a registrar and senior registrar, I was involved in administering Factor VI I I and 

Factor IX to patients who presented in the department. Increasingly patients were 

on home treatment and as locum consultant, my department was responsible for 

ordering blood products including factor VIII and factor IX from the Regional 

Transfusion 

1k ItS *11 [ I] IS IlLt!Thh I]l IE.]IiIP tlfll] Iii 

'f' r - r • - i r r r r-• 

record rr 

• r r -•. • D r, • .• 

a • • -r a r- • r r 

r• o r • r r • a' -• r 

WITN4567001_0003 



• ! --• i • i i- is . •L. 

r i • • r r ,' i • •''' 1

i . •k • ••.. •• ..Iii is • ood 

• i • i • r ! i i i i ' i : i i • 

li • •ii i •! i•: `• 

4 

WITN4567001_0004 



• • rl - .• • r a: • - - a - -r •- - 

•r r • • - ri • - a •r 

rIIIY IT1U kJflfthL iisiif • -• r •i'1, fig I. 

♦I • i i ♦I•' • r•r 

•I •• - •I r 

P 

WITN4567001_0005 



Home and Prophylactic treatment 

21. By the late 1970s and certainly in the 1980s it was routine for most adult patients 

and some children whose parents were able to administer factor concentrates to 

be on home treatment. This was regarded at the time as gold standard therapy. 

22.1 did not have sufficient involvement in the day to day management of patients to 

comment on prophylactic treatment. I was not involved in initiating this at any time. 

Policy and Changes in the use of blood products 

23. As I was not involved in day to day patient management it is difficult to comment 

here but certainly recommendations of the haemophilia centre directors who met 

regularly and in Stoke recommendations of the working party on haemophilia 

treatment, on which my colleague Dr Ibbotson sat, informed our decision making. 

When heat treated products became available they became the product of choice. 

24. Patients with mild haemophilia were treated with factor concentrates as little as 

possible but inevitably treatment was required in the event of trauma or pre-

operatively. 

Section 3: Knowledge of, and response to, risk 

Infection risks 

Hepatitis 

25. Whilst working at the Royal Free and then the Hammersmith as a trainee it became 

clear from patient reports and discussion with colleagues that patients often 

experienced a brief episode of jaundice after exposure to factor concentrates. It 

was known that hepatitis B could be transmitted by transfusion of blood products, 

but patients tested negative for Hepatitis B. This appeared at the time to be a minor 

problem and the assumed causative agent was labelled nonA nonB hepatitis. Over 

time the problem was reported at medical meetings, discussion with peers and in 

journals leading to increasing knowledge. However, it was not until the late 1980s 
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that Hepatitis C was identified as the causative agent. It then became clear that 

late onset liver disease was associated with hepatitis C. 

28.As already indicated above, it was difficult to ascertain the source of donors for 

commercial factor VI I I products; thus, it was my assumption that these were less 

safe than NHS blood products. NHS products at the time were thought to be 

relatively safe but this was before the long-term effect of Hepatitis C was 

recognised and before the problem of transfusion transmitted AIDS was 

recognised. 
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35. There was insufficient information available to switch back to cryoprecipitate whilst 

I was working at the Hammersmith. Dr Ibbotson may be able to comment on the 

policy in Stoke. 
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able to advise further. 

infected patients in Stoke. 
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44. 1 have no information on points relating to testing and informing patients of Hepatitis 

B and NANB Hepatitis. 
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47. For the situation in Stoke you would need to refer these questions to my colleague 

Dr Ibbotson. 
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51.This was not a known issue whilst I was locum consultant at the Hammersmith — 
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58.1 had no contact with pharmaceutical companies in any advisory or research 

capacity at either the Hammersmith or Stoke on Trent and no financial 

arrangements whatsoever. 

Section 6: vCJD 

59.1 became aware of potential issues with vCJD in the 1990s through media coverage 

and medical journals. 

60. Informed consent to blood transfusion including the risk of vCJD became standard 

practice in Stoke in the late 1990s once the risks became known. This was 

overseen by the blood transfusion committee. Patients were informed of the risk 

but also the risks of not having a blood transfusion. As I was dealing with patients 

with haematological malignancies this risk was small compared with their clinical 

diagnosis and I do not recall any patient requiring counselling. As a general rule 

the use of blood transfusion was increasingly avoided where a viable alternative 

existed. 

61.1 cannot recall any specific public health measures being put in place in relation to 

vCJD. 

Section 7: The financial support schemes 

62.1 had no involvement with the funds listed and I would not have been the clinician 

referring patients. I cannot comment on whether or not they were well run. 

Section 8: Other issues 

63. No complaints were made about me in respect of issues connected with the Inquiry. 

Statement of Truth 

64.1 believe that the facts stated in this witness statement are true. 
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GRO-C 

Signed 

Patricia M Chipp 

Dated 09/11/2020 
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