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Area 9 
'I.I' CD Operations 
Strathclyde Police. 

1 S T 
222 2: . i '

_ in a letter dud 5 l .i r k . ', 2002 Appeidi 1) a Mr - _ - _ _ - _ -.- _ _ _ -. G RO-A
_GRO_A 1 represo03  L of the above ftvruraa and a "severe" haemophiliac wrote to Chief 
Constable Andrew Cameron, Central Scotland Police, 

Mr Cariic:ron is President of ACPO Scotland and ?vtr ; GRO-Arequested that he instigate 
enquiries to establish whether the supply of blood products to haernophilia:cs in Scotland may 
merit a criminal investigation. 

In a letter dated 24 December Mr Cameron wrote to ACC Gracme Pearson, Strathclyde 
Police, Secretary ACPOS Crime Standiatg Com n ttee, He requested exanunanon of 
Mr GRO_A 4:?s letter to establish whether this was a matter for Seotthth Police Forces to pursue. 

On 16 January :Detective Superintendent Stephen Heath, &rathclyde Police 'H' CU) 
Operations was allocated the enquiry. His remit w us to review circumstances and establish 
whether any crime may have been committed. 'lie views of the Crown C f;Fice were 
requested 

Detective Superintendent Heath established that a similar review had recently occurred in 
England land and. Wales. Rather than duplicate, investigations a copy of their report and any 
subsequent response from the Crown Prosecution Service was requested. 

During the intervening period other matters led to the reprioritisation of the Haemophilia 
Review. On 5 March, 2t}0 i Deter tive Superintendent Heath met with. Mr GRO-A I aril 
colleagues at Stirling Police Office, 

_._._._.. 

Can 10 March the Crown Prosecution Service Advice Document was received and following a 
telephone conversation with Mr W CGilchrist, Deputy Crown Agent (25,03.03) the report was 
forwarded to his of ice. 

In this Review reference will be made to the CPS Advice Document together with the study 
of four Scottish cases where "causation" and the audit trail of blood products supplied to an 
individual can apparently be shown. 
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The CPS document provides a clear background to haemophilia, its treatment and the 
production and supply of blood products. It is not considered necessary to repeat details 

contained in that reporrt which are conunort to the United Kingdom. 

There are two areas where criminality may have occurred:-

• The continued supply of blood products to haemophiliacs when awareness existed that 

such supply was likely to lead to the recipient sustaining life threatening or seriously 

debilitating infection. 

The blood testing, of haemophilines for such infections without their knowledge or 
permission and subsequent failure to notify those who tested positive. 

Such action is alleged to have caused infection transference to family members and to have 

deprived haemophiliacs of the knowledge to seek treatment or alter their lifestyles. 

MEDICAL KNOWLEDGE/AWARENESS 

Paragraph 1,10 (2) of the CPS report indicates a chronology of known publications and 
medical. studies. The following additional publications and studies are considered relevant:-

1966 Dr J Carrot Allen, Stanford University School of Medicine, published and 

presented the following to the American Surgical Association. Extract:-

"The paid donor is often a cloistered resident of:ckid row where he and his colleagues enjoy 

frequently the practice of the communal use of unsterile needles and sy°ringc-s for the sel f 
administration of'drugc .... There are also other unsanitary practices that prevail among this 

kind of population which favour repeated exposures to infectious hepatitis as well. Still 
another contributing factor higher in this group than in the general population is that of 
alcoholism which appears to make such individuals more susceptible to an initial infectious 

or serum hepatitis. 

These paid donors have been variously described in marry other papers as narcotics, dope 

addicts, liars, degenerates, unemployed derelicts, prison narcotic users, burns, the faithless, 
the undernourished and unwashedjunkies, hustlers and ooze for booze donors. Many are 

said to give fictitious names and addresses  to sell their blood to different blood banks and to 

traffic in black markets of social security cards rented for 25 cents or so to serve cis identity 

cards at blood banks, " 

1996 Plasmapheresis Conference 

The conference highlighted a number of health risks to donors and the following 

"In many states blood obtained from prisons is used for commercial purposes. The first 

plasraapheresis pro gramme started by Cutter Laboratories, a pharmaceutical firm of 
Berkeley, California began in a prison setting. In Georgia in 1966/7 a local hospital seeking 

blood and a pharmaceutical,rm were "clashing head on "for the rights to obtain blood f am 
prisoners in the Reidsville State Prison. By 1968 bide or tenders were being made in various 
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areas by pharmaceutical firms operating plasmapheresis methods and other commercial 
interests for monopoly rights over prison blood. 

In terms of ethical principles therefore there is a faindammental diffference in the official 
policies adapted in regard to prison donors in the United States and England". 

1966 Hepatitis among prison inmate plasmapheresis donors in 3 state prisons by 
Ronald F Johnson, CDC Public Health Services, US Department of Health, Atlanta 

The study highlighted the hepatitis risk of using prison plasma donors. The risk was far 
higher than in the general population of America, (American prisons were a common source 
of donors for plasmapheresis to make plasma products for haemophiliacs). In the UK 
collection of blood from within a prison population was banned on the grounds of safety. 

1968 Journal of American Medical Association "Transfusion Hepatitis Arising from 
Addict Blood Donors" by Stephen N Cohen MD and William J Dougherty- MD, Warmed of 
hepatitis risk from using addict donors at US blood banks, 

1968 British Medical Journal 20 April "The Price of Blood" by Arie Zuckerman warned 
against using imported plasma from paid donors on safety grounds. 

1970 First evidence of Non A Non B Hepatitis (NANB) 

1970 A pivotal book entitled "The Gift Relationship" by Richard Titinuss published by 
Allen and Unwin. 

The book compared the UK Blood. Transfusion Service with the US and commented strongly 
on the failures of the American system to protect against Hepatitis. The book is frequently 
quoted in the field of haematology and was referred to by Dr Owen, the Health Minister in 
1974 when endeavouring to gear the Health Service in the UK to become self sufficient in the 
production of blood products. 

1972 Serum Hepatitis and the Paid Donor by Martell J :Dailey MD, Williamston, NC, 
USA. 

The article indicated a clear link between paid blood donors and a greatly increased risk of 
hepatitis. 

1972 Journal of the American Medical Association, 31 July. Hepatitis and clotting 
factor concentrates, University of California, Los Angeles, 

The article documented concern over increased risk of hepatitis infection irk the United States 
observed by haemophiliacs following use of the new treatment clotting factor concentrates. 

1973 Britain licences the import of plasma concentrates from the US. 

Prior to this year Cryoprecipitate used to treat haemophiliacs. Originated from small pools of 
donors who were volunteers and unpaid. Incidents of Hepatitis in general population very 
low in the United Kingdom at that time (National Blood Transfusion Service statistics). 
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1975 World in Action documentary "Blood Money". 

Contributors included Dr Arie Zuckerman, a hepatitis expert who visited 10 plasmapheresis 

centres in the US who supplied products to the UK. The programme cormnented:-

"the estimated hepatitis rate from imported American factor concentrates is 100%. 

1975 (2 August) ®Lancet Article 

This is an expansion of comment made in the CPS Advice document and is relevant to some 

of the Scottish cases. 

The outcome of the study indicated that amongst others the following measures might lesser? 

,he likelihood of infection. 

• Commercial Factor 8 concentrates should be reserved for the treatment of life threatening 

bleeds in all haemophiliacs and for covering major operations. 

If used for treatment commercial concentrates should be reserved for severely affected 

haemophiliacs since they are more likely to be immune to Hepatitis A and B. Treatment 

should be carried out by experienced staff who are aware of the risks of using large pool 

concentrates. 

1975 World Health Organisation Guidelines: The Collection Fractionation Quality 
Control and Uses of Blood and Blood Products 

"Countries with a low incidence of Hepatitis should riot use whole blood or blood products 

obtained from source material collected from an area in which there is a high incidence of 
Hepatitis ". 

1975 Outbreaks of Hepatitis directly linked to imported factor € oncentrates. 
Several studies published. 

tom. Haemophilia Centre Directors issue guidelines recommending that children are treated 

with older, safer Cryoprecipitate. Adults not given this choice. 

Late 1970's Seven Year UK Study launched under Professor Preston et al on Liver 

Disease and Haemophiliacs. 

Government ask UK Haernopbilia Directors Association to store information on suspect 

batch numbers. Certain US products and companies are identified as high risk. 

Examined infectivity levels from prison plasma. Symptoms identified for acute and chronic 

NANB. 

Early 1980's Warnings from US regarding haemophiliacs dying from Immune 

Problems. 
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1982 Centre for Disease Control, Atlanta. 

Consensus of experts that Aids blood borne. US plasma companies warned to stop using 
high risk donors, 

1983 Public Health Laboratory Service (PHLS). 

Writes to UK Government calling for urgeni withdrawal of ail US blood products 
manufactured after 1978 - risk of Aids. 
First cases in US and Spain of Aids symptomatic haernophiiiacs, Common factor is the use 
of US concentrates, 
Wales — first report of Aids in UK haemophiliac. 

25.1.1..84 Mail on Sunday Article Susan Douglas. 

Links Aids to baemophiliacs and US blood products. Causes medical furore. Author 
subsequently censored by Press Association, 

1983/84 Haemophilia Society communicates with. Health Department requesting that 
supply of imported products continue "No Alternative" argument (discussed later in 
this review document). 

1985 Haemophiliacs tested for HIS' virus (often with knowledge or permission). 

1.,263 eventually test positive nationally. Many are not informed. A high percentage are now 
dead. 

1985 Heat treatment of blood products introduced to eliminate virus (see Scottish 
landmark dates contained itt subsequent section of this report). 

Scotland allegedly lagged behind England in heat trreatment, Some hospitals indicate that non 
heat treated products are used up first. Some companies heat treat at the wrong temperature. 

1995 Refer to previous entry entitled Late Seventies — study by Dr Preston et al 
published in the Lancet. The article is entitled "liver disease in haemophiliacs -- under 
estimated problem". 

Study concluded that the majority of liver disease in haemophiliacs was probably a result of 
NANB hepatitis. Predicts future increased problems and hopes for safer synthetic treatment. 

:- HIV litigation by haernop, lliacs founds on the premise that if warnings had been 
heeded re hepatitis contamination and safety precautions taken then risks from Aids would 
have been drastically reduced. 

1989 NANE isolated and officially designated Hepatitis C 

Testing for Rep C 
UK Government does not utilise first generation Hep C test in 1989 as they indicate there are 
too many false positive tests. Other European countries utilise the test. Many haemophiliacs 
secretly tested with first generation test and then with second generation test 1991/92. 
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Many not told of positive results until 1994 or later. 

Such testing is against GMC published guidelines. 

1991 HIV Litiation -lepaatitis waiver 

Ex gratia Government payment with no acceptance of liability. Solicitors agree to this deal 
and files are sealed for 30 years (Appendix 2 — Kenneth Clarke "s statement). 

HIV settlement haemophiliacs sign the waiver that they will take no further action. 
Haemophiliacs indicate that they were informed by solicitors that Hep C "nothing to worry 
about " and "less 

of a prsoblearr that HepA and B". 

They now allege that they signed on this basis and contest the 30 year seal of documents, 
Many Scottish haemophiliacs did not sign the waiver and still received the financial 
settlement. 

HHfaernophiliacs refer to a letter from John Iloram then Health Minister dated 12.03.66 in 
response to a question regarding Government knowledge of Rep C when the waiver signed. 
Extract.-

"Although it is correct that more inJ rrnation on the natural history ofd Hep C is becoming 
available ..., , At the time of the flfVseidernent it was known that in some cases NANi ('now 
Hep C) could lead to serious liver disease and some deaths had already occurred in (1K 
haemophiliac patients. " 

Haemophiliacs also refer to the House of Lords ruling in 1984.  stating that a patient has the 
right to know of substantial risks involved in taking treatment. 

1993 France — Special court created to try ministers for alleged crimes re supply of 
contaminated blood products and Aids testing. 

1994 Many haemophiliacs told they have Hepatitis C. 99% of those with HIV have Rep C. 

1995 Haemophiliac Society launches Rep C campaign for recompense package. Initial 
campaign excludes haemophiliacs who are co infected with 11W and Hep C. This splits the 
haemophiliac community and bad feeling still exists. (low includes all haemophiliacs 
following significant pressure from haemophiliac breakaway groups.) 

Hepatitis C now overtaking REV as biggest killer of hacruophiliacs in Europe and United 
States. 

1996 Concern expressed re the possibility of CJD being transferred via blood products. 

1998 British Plasma banned over CJD issue. 

Pressure groups via media drive the case of haemophiliacs on a number of issues. Private 
Eye, Guardian and others publish articles. Meridian TV documentary "Blood Brothers". 

----------- NOT RELEVANT 
-------------

WITN0633002_0008 



.7-

1990 March French Prosecutions, French Health Minister found guilty of manslaughter. 
Two doctors also convicted and received jail sentences. 

2001 ilaernop1j i.acs informed that they have been exposed to the theoretical risk of exposure e to UJD as food has boon used from donors who ubseqzentiy subsequently died of Variant CID. 

2001 May Haemophilia Action UK meet with Lord Hunt to present campaign aims, 

2001 July Response from Lord Hunt refusing public enquiry. 

2001 Canada Public enquiry and criminal investigation. 

Red Cross found legally negligent over donor sourcing. Criminal charges pending for plasma 
brokers and athers, 

2001 Eire Public enquairr. Lindsay tribunal ongoing. 

2002 Haemophilia Action UK increases campaign work and employ US solicitors to sue US plasma companies on a no win no fee basis wvhicb does not involve legal aid, 

Police in England and Wales requested to consider criminal. investigation. 

Italy brings criminal charges against health officials and plasma companies. 

2003 Haemophilia ga. Action'UK launch campaign to stop international trade utilising blood products s from paid donors in line with EC proposals. 

4 Recombinant aut. safe treatment for all haerno hili s 
+ A. full and open public enquiry 

® Recompense on a parity with Eire 

• Justice through the UK legal system. and explore Human Rights Act 
♦ US litigation. UK haemophiliacs versus US plasma commies 
• Haemophilia Action UK calls for a world-wide ban on the use of paid donors and 

resulting products, 

24.10.2000 Appendix 
Scottish Executive publishes results of fact flndiz exercise re the alleged delayed 
introduction of heat treatment ent of Factor 8 in Scotland. 

- -------*-.. ....-...... 
NOT RELEVANT 

WITN0633002_0009 



14.03.2001 
Scottish Parliament [Jea lth and Community Care ('omnaittee Debate on Hep C and 
treatment of Wood prs ducts fir haemophiliacs (meeting 8.2001) 

T'his is a "de ence', raised by Doctors. la€ lit eians and :Plasma companies Indicating sting that the withdrawal of'c.urnzx et '.[a[13 1' odtt.ed blood products word ha ,€° had a more It["e threatening impact on haemophiliacs than continued supply. 

It is relevant to note that between 1969 and 1974 prior to widespread Usage of Factor 
concentrates 71 haemophiliac patients died, not all from haemophilia, During a subsequent 5 year span following adoption of Factor 8 concentrates, 413 haemophiliacs died from HIV, 99% would also have been co-infected with Hepatitis C and these figures do not include deaths from that virus, 

Appendix 4 is a Parliamentary response from Tony Newton, Minister of health, dated 11 January 1948 to a related q€ucstiaon from I rank Field .\fP, The response prov°idcs an 
onderstandhg ofthis.view, 

The argument was rejected in US and Canadian litigation cases. Additionally httemophiliaaus argue that prior to the use of commercially produced blood products Cryoprecipuate fulfilled. their treatment needs, ie, there were alternative treatment methods available which were much less likely to result in recipients contracting life threatening diseases, 

GRO A ._ ' Casio s in 1\t w Zealand. IdiGRo.A,1980 then 7 years of age, he w-as on holiday in 
Scotland with his f aarrily.

He is a ~e vre haemophifiac who had always been treated with ( "Cryoprecipitate. hi early 
G RO-A;1980 he suffered a "bleed" and was taken by his, fattier to Yorkhill Hospital, 
Glas, 0w, His `bleed" was treated by the use of Factor l commercial products. This was the first time he received Factor 8 although he subsequently received Factor 8 in New Zealand in 1987. 

In 1985 having returned to New Zealand it was discovered o_A had contracted HIV and Hepatitis C. It is the reporting officer's understanding that this was the first case of l-IIY to 
be discovered in New Zealand. 

Following 1 ? years of enquiry and investigation throughout the world by his father it has 
been established that he was infested at Yorkhill Hospital. The hospital have accepted that the contamination occurred there but have denied liability. His father has batch numbers of 
the product which curse from the Armour Plasma Company, USA. 

He has been offered a high six figure dollar sum in settlement with no acceptance of liability. 
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MrGRO-Ai indicates he has evidence that Y Orkhall Hospital were aware in early 1980 that 

contaminated blood products had been purchased by them. He feels strongly that his son was 

unnecessarily contaminated and should have been informed of Yorlchill's awareness of their 

possession of such blood products. 

It may be the case that others treated with the same batch numbers have suffered similar 

problems. 

Rsilcrt t aelec ~ t< a ; c:€ e hacwophili : who resides ira —. GRO-A_._.  Scotliirzrl He 

is as vociferous individual and due to his style of personal campaigning has over the years 

alienated himself from. several hospitals and their staff. 

Until 1978 he received Cryroprecipitate treatment. He subsequently self injected Scottish 

National Blood Transfusion. Service (SNBTS) produced Factor 8. 

On 7 June, 1981 he suf .cred a bleed in, his left elbow and attended Edinburgh Royal 

Infirmary. He was treated with commercially produced US Armour Products Factor 8. This 

is the ont and only time he received imported Factor 8. He sustained a short term bad 

reaction to the treatment. lie later continued selfadmimst:ated use of SNBTS produced 

Factor 8. 

In 1984 he began experiencing flu like symptoms and aware of the contaminated blood scam: 

felt that he inay have contracted some form of blood borne infection. 

.Because oft its he bad previously altered hits personal lifestyle to avoid the possibility of 

passing any such infection to family members, 

Mr Mae ie indicates that prior to and after 1984 lie was constantly in touch with. the 

Hiemraatol )gy Departn'etnt at Edinburgh loyal Infirmary to aseerteaill ' .hether lie had 

contracted any blood borne viruses. 

His position is that be was not informed until 1987 that he had been ittl'€ cted with 11W. 

Additionally he indicates lie was not formally informed until January 2()(}3 that he had 

contracted Hepatitis C. 

He has official letters which confirm this position and that he was tested positively for HIV in 

1984 and Hepatitis C when testing was developed in 1992. 

He indicates that he did not give permission for his blood to be tested in this manner. 

Mr Mackie has a letter from Dr C A Ludlum, Consultant llaernatologist, The Royal Infirmary 

of Edinburgh dated 17 September, 1987 sent to his solicitor which states.- 

"in my opinion he became infected with HiV as a result of tr €rtsl`€4sion of hatch 023110090  of 

SNBTS Factor 8". 
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This indicates that the American imported product was not the cause of his infection and tests 
for 11W on Mr Mackie indicate he was anti HIV negative on 27 March, 1984 and positive on 
29 May, 1984. This apparently tics in with the dates during which he was supplied with the 
above batch number. 

NOTE.-
It is Mr Macki.c°s position that several haemophiliacs including members of his family 
received the SNITS product around that time and have subsequently died. Ile indicates that 
a donor to this batch was traced and established to be a homosexual HIV carrier, This has not 
been verified by the, reporting officer. 

Appendix 5 indicates opinion of senior counsel in the case of two Scottish brother GRO A and 
GRO-A ,both of whom have subsequently died. r1GR0-A supplied this document to 

the lrporting officer indicating that the GRO-A contracted Aids from the same SNBTS 
batch provided to him by Edinburgh Royal Infirmary. His position is that their wives also 
contracted Aids and may also have died. 

Case 

Bill Wright (44), resides ink GRO-A  I and is a mild haemophiliac. 

He is an active individual and in May 1986 whilst rock climbing sustained an injury to his 
thigh. He attended his tit' who advised him to rest his leg, A few days later he suffered a re-
bleed on the site and experienced severe pain. He attended Edinburgh Royal Infirmary 
Casualty Department. 

Due to the pain he was administered Entinox, a gas inhaled painkiller. His subsequent 
recollection of events is therefore unclear. 

Ile does however recall that following several hours of waiting he was administered an 
injection which he now knows and can prove was Factor S. This is the one and only occasion 

he received Factor S. 

The next day he was visited by Dr Ludlum who informed him he had been administered 
Factor 8 and stated he had a "fifty per cent chance of contracting NANB Hepatitis", 

Following a period of recuperation and some 6 weeks later having consumed alcohol he felt 

nauseous and began vomiting. 

He returned to hospital and underwent a series of tests. There were indications he had 

contracted NANB Hepatitis which he alleges was described to him as "as no big deal". 

He married in August of that year and for some time had unprotected sex with his wife until 

Hepatitis C was categorised in 1991. 

He was thereafter diagnosed as having chronic active Hepatitis C. 

It is not known whether his wife or his child have contracted Hepatitis C. 
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in 1996 via solicitors and in order to prevent time bar he served a summons on Lothian 
Health Board and the Secretary of State for Scotland. 

Proceedings are not currently active. 

Case D is one of the four cases referred by the Haemophiliac Forum to the reporting officer, 

The subject is a 16 year old boy resident with his family in an isolated community in 
Scotland. The community are apparently unaware of his situation and the family fear they 
will be ostracised should his case receive publicity and details of his medical condition 
published. 

Currently they are represented by Frank McGuire of T'hompsons Solicitors, Berkeley House, 
285 Bath Street, Glasgow. Mr McGuire is a solicitor specialising in civil law and it is 
understood he recently acted for a number of asbestosis victims, 

The reporting officer has been in contact with Mr McGuire on several occasions during this 
review. He has fully explained the nature of the review and that his client was referred by the 
Forum as a case meriting investigation. 

Following discussion the reporting officer sympathised with Mr McGuire's client's position 
and indicated provision of anonymity at this stage of the investigation. Mr McGuire has been 
obstructive failing to return calls and to supply any details regarding his client's condition or 
treatment history. 

It is understood that Mr McGuire is currently involved in litigation with a number of 
companies and institutions, A possible criminal investigation might therefore negatively 
impact on any financial settlement, 

As his client was not born until 1986 and apparently has a number of blood borne viruses 
apparently arising from Factor 8 treatment, he is clearly a case meriting investigation. 

SUMMATION — SCOTTISH CASE SELECTION 

The cases studied are understood to represent a "snapshot" of numerous cases which have not 
been examined by the reporting officer. 

All of the individuals and families concerned are motivated, educated and via an organised 
pressure group are knowledgeable in methods of utilising the media and applying political 
pressure. 

In the cases studied the reporting officer has viewed documentary evidence which indicates 
an audit trail of their receipt of Factor 8. 
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CONCLUSTON 

This document is not intended as an evidential police report, but an overview of 
circumstances to aid decision making in establishing whether a criminal enquiry is merited. 

Clearly any criminal enquiry would have implications for the Crown and the Scottish Police 
Service Which may include the following:-

4 The compilation and provision of a clear remit in terms of reference to the Senior 
Investigating Officer, 

4 Considerable media and public interest, 

4 The establishment of a centrally located HOLIES incident room. 

• Staffing to facilitate a full major incident structure utilising resources drawn from across 
the Scottish Police Service. 

+ A lengthy international investigation. 

GRO-C 
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MR iOA'S LETTER
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ol the bon ens, but were willing to keep quiet and oany on rasing urn afe ,rod J . 
One letter fror€r tt3 'aM Boo Bank Ming Minutes whit 1 have in my pn fen in !n ,m a Dr 
Citreree end says ~-
if we conoidorthat half of Iho blood try rr r n recphrttS are dead one year poet
then Elie left f~a ane , of d HOV em aging blood donations should be cdlt ally 
ra A 35

There ie a seam of i n n a n like urn s !though the more damming minting rnlru 6 ere rock 
in a Library in Weatmineter, and hmnt bean fnkeed to us, 
espfte yearn of oanpanlng, thorn fins never tinen a ulA inquiry te all of thin and we i a.';e 

never .on elite ill aid, so b ; ily all legal end liolltloel aver have been 
Closed to u&. 
f eoenay though, in igiand. a HaerrrpillOgram have beer,; talking wIth the ErçILh ACFO1" 
oqiuva t and they have been looking intowhotflerornotthere ie enough evidence to WOrTW1 an 
inv igetfon. 
Thin Is eeeeathiRy mew i am vail , g to you, to eaI for. Ak have tied absolutely  e r g o got 
to the boftom of whet cotuany happen and I'm afraid the general consensus aaiong the 
Heamsphllld mimunity is, that than in a cover ip. 
skv r sir let me nw Our1houhhbaru en the oeelbrny of are inv; l eft of sema sort I 
would be etthernalygrefeful. 

GRO-A 

r. - 1
GRO-A ; 

TOTAL P,gm-
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nt of Health 

Telephone O7 121O 5963 
44 t 

if 

0/46 20thSeptember 1990 

.w. 

nn , Clark , ScrBtary of State for Haa1th, tc a issued the 
attached. tatGraent on the judgement cf t Court f A peal 
concerning action brought by a n ez cif aamc ,i1iacs a 

ND J 
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is an appalling tragedy that o many haemophiliacs wera 
infected by !IV as a result of their ES treatment 4 For this 
reason, the Governrnent has ite uniquely paid the vi"cti a at 
least E20,000 each to help with their problems and we have paid 
More in cases of hardship o We have made it clear that we rill 
review cur expenditure of X34 million so far and top up the funds 
of the Macfarlane gust if that becomes cessary 

~In my opinion, on the factual .-n.fo,rmaticn before me at the 
moment, this tragedy was me-ons , s fault. The doctors and staff 
gave the patients the beet medical treatment available in the 
light of medical knowledge at the thie The patients 

have died then if they had not received that treatment 

When the blight of AIDS first struck haentcsphiliacs suffered the 

same appalling consequences throughout the western world. 

Today's wud ement will enable the ,'edge to see a further batch 
0f documents in addition to those e'ready disclosed. 1 am 

advised that they do not contain anything which will reveal that 
anyone was at fault. 

It may be arcued that we should pay compensation to the victims 

regardless of whether anyone in the Bealth Service or the 
Department of Health was negligent or to blame for the tragedy. 

I believe it would have very grave consequences for medicine in 
this country if compensation was paid whenever a patient who had 
beer treated properly by his or her doctors later suffered awful 
side-effects or died. We rely on the clinical judge merit of the 
medical and other professions when patients are treated. This 

principle of only paying full compensation when negligence is 

proved is not unique to the case of the haamcphipl iacs . It could 

arise over and over again whenever a patient suffers a harrowing 

experience after receiving tr tment. 

It In the USA, the practise of medici'ns is now dominated by these 
issues of cc apeneation and their resources for health care cut 

back as a results That should never happen here. 
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'It is clear that the need for the rapid development of safer products was 

recognised by SNBTS and that timidly and concerted efforts were made to 

this end, 

The report from the Scottish Executive represents a thorough and 

balanced assessment of the complex clinical and scientific problems 
surrounding the issue of the development of the safe and effective factor 

VIII concentrates which are essential for the treatment of hae , ophilia 

1. The remit of the exercise was to examine evidence about the 

introduction of heat treatment in Scotland for factor VIII in the mid 

1980s, to assess whether Scottish haemophilia patients were exposed to 

the. risks of the hepatitis C virus longer than they should have been, given 

the state of knowledge at the time and to examine evidence about the 

inrorrnatic'n giver to haemophilia patients in the 18O about thy: risks or 

contracting hepatitis C virus from blood products, 

2. CHRONOLOGY 

Late 1983 -- SNBTS prepare batch of pasteurised Factor VIII for clinical 

evaluation 

January 198.1 - Fir=s pati>ent:i:h Clinical evaluation for SNBTS  pasteurised 

Factor VIII suffers adverse reaction, and trial is abandoned 

1984 - The Plasma Fractionation Laboratory (PFL) in Oxford (a pilot 

giant laboratory for En 1 .act . L oratory in Mstree) meiajed to dry 

heat a Factor VIII a n; G,I l to SOC for 72 hours it was ewectcd that this 

would give greater protection against HIV There was no indication. 

whether this temperature would have an effect on the agent responsible 

for Non A Non B hepat s (NANBH) — not at that tune recognised as 

hepatitis C The Scottish National Blood Transfusion Service (SNBTS) 

decided to keep trying to develop pasteurisation. 

December 1984 - SNBTS were able to heat treat a year supply of 

Factor VIII at sufficient temperatures to render it HIV-safe. 

September 1985 - BPL heat treating all of its Factor VEIL at 'C for 72 

hours. This accounted for 25% of the requirement in England and Wales. 

August 1986 - S TS produced the first trial batches of their new 

Factor VIE product heat treated to 8000 for 72 hours. 

o 
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if' 
DEEP r.ME:NT &Qt-

ic oo }ic'uze Tai;cJ;A]J, London  SWIA 2N5 

Telep-orc Ol-2 O XKa 

From th M tit for &Jih 

Fr FieidEsgmp 

1.1. AM 1a 8a 
A . 

Thsrityou for Your letter of 17 September about the use of Factor VIII by hae oplziliece, I am sarry for the delay in replyln'g. 
It a~y be helpful if 1 e Lairs the structure established for the care of ixa emopbiliaaatier<t in this cOa.zt~try Which was se.t out in a b•caltbi Circular in 1976, resigna.te:l Eae.:aophiliat tntres Were listed 'w ere doctors with the par°t'cu ar ertise in this blood disorder were available to treat patients. Thin orga i a:irar rill e .ists and directors of Haenophili Centres meet re x ray tt pea i inforration and aiperti: e. dose contact with this rotzp is ain-t5.ined by the Depa zt eot to vn-q re that our  in thi s area, heir profes-Vitaeu.1 vlew.< 

policies ea reflect 

report of 3 haess0phil'! aas vi ti an opportunistic pr tnosai a which Was late a $oeia.ted with 41Ds vas p':bllsbed in the United States of  erica i nJuly 1982 and it was i s this that Say 1a„t my reply to Yo :r zarliame~ Lary Question c:~ Yea re erred, Our records abaww that becai e of what Via.€ the corwsis efed the `remt,te Poasibi lity , that tbere mi gh t he a connection tion b£:.tv en. AIDS And coo=co traiarm gz a u— a ;,w,t i.1 R a tx ccCentre Directors respord+ed sVlft1y by agree3rsg in September 1982 to €stPblish a mechanism for collecting data in the UL. The details of this progrs oe were serf to the Iepa.rt:.eiit .n April 193, At that tine there were no kncwn UK case; and even iti Cie i7SA fewer than 20 haereophillacs were suspected to have AIDS. eanwhile a a asemo,phiii5 Centre Director, through the Be lletiba of the :t34 oghilla Sor„lety in the first quarter of 2983, advised haemophiliacs to c sratinue to eta `acto.r 
Viii because 

the risk from bleeding episodes far oct~reihed any risk of getting AIDS, 

Brief ng prepared for Ministers on edin stories about AIDS in flay 1,983 indicated t t, wbi 1 ax there gas no o+ nclusi'v.a p.r'oot that AIDS had been try mitt d by blood products, medical opinion tended to favour the thacry that an Infective Agent such as e vft-Js might be responle1e In July 1.9838Lord xle:aart?rUr stated in a Lord$ reply thaat despite the apse ce of 
monde$ ve evidtree, the De?art)ent wos ccnaiderir~g the publication ofleaflet iradicati the rirc:instance in Which blood donations should be AV ided» Sucha leaflet asking those thought to be In a highw-rink group for AIDSmot t a e bileod e, wa.e circulated 't' rough the i'{atlonal Blood Tra isfusi n Service in August 1983. There was regular contact by officials with fiaet;ophil,l i Centre Directors, the aamophilia Scciety, the Medical 8e search Ca t aci.i, acnd the WrI4 ealth Or';gAn.$sAtia &mo st others durizig this period_ 
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