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Report on William Stafford 

Date of Birth: GRO_C;1943 

Address: -- -- -- 

' GRO-C

A) Request 

In our file are copies of three requests relating to requests for crossmatched blood in December 1988. 
June 1991 and October 1991. 1 enclose copies of the copies. I will try to find originals. 

From copies you can see that on no occasion was CMV negative blood requested. The clinical 
details are scanty: December 1988 request indicates high dose steroids and June 1991 request 
indicates "PAN on immunosuppression". 

B) Donations 

Donation numbers of the units are:-

December 1988 829702 9 
827711 8 
872554 3 
829330 9 
829370 8 
8293724 

June 1991 1048228-.- 3o~rO3 
1048368— t S s 
1049240 WT 

October 1991 1174606— 1l ff r 
1218840IV7 
117528 9 (y r 

C) CMV Status of Donations 

None of the donations were tested at the time of donation. All tested subsequently. 
r .. 

DONATION NUMBER CMV Ab DATE TESTED 
104822 8 •2",c 7 / Negative 30/05/1993 
104 836 8 l~ 

7  " 
Negative 25/05/1994 

104 924 0 Not tested Not tested 
1174606 irc/ r 7 Negative 24/09/1995 
117 528 9 o' I t" Not tested Not tested 
121 884 0 XF Not tested Not tested 

There was also the question of HCV testing and all the donors were retested for HCV. It in s not dear 
from our notes whether this was done on subsequent donations whether archive samples were 
es ed. Al least one of the donations (104 924 0) had an archive sample tested for HCV and guess 
there will be no remaining archive sample. This donor has not donated since June 1991. 

CMV to 

ndilectoArEpoifslrepott an William slelfoN.doc Panel of 2 
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D) Need for CMV Negative Blood 

Mr Stafford was on oral prednisolone (25mg od), oral cyclophosphamlde (150 od) during 1991. While 
this Is Immunosuppressive, it is relatively mild. My own recollection from early 1990's was that CMV 
negative blood would be recommended in neonates <15400G and in CMV negative patients 
undergoing chemotherapy for acute leukaemia or bone marrow transplantation. However, there were 
no suggestions that patients such as this having relatively mild immunosuppressive therapy received 
CMV screened blood. I think the best sources will be Handbook of Transfusion Medicine 1`' and 2"d
editions. The AABB Technical Manual (10'" and 11`" edition published 1990 and 1993 respectively) 
only refer to need for CMV negative blood in low birth weight neonates. 

E)CMV Testing of Mr Stafford 

There is correspondence (copy) in SJU's notes that the initial anti-CMV test which was requested in 
Octo~er19 1 i.e. at  hia start of eye symptoms was reported as being negative. However a second 
jest was done in March 1992 because of deterior lino vision and was _oosi ive. At this time, the 
original sample was repeated and found to be positive for anti-CMV. Following this, he was started on 
anti \ vIr!tTheraPY with 7 Acyclovis a d Ganciclovir. 

I have discussed with Dr P Molyneaux, Consultant Virologist, ARI who was not in post in 1992. 
de artment havejlQ recordssioinç hack fri that date. She is unaware of the techniques used for CMV 
screening in Aberdeen at that time and will try to confirm with MLSO 3. However, she thinks it is likely 
to have been either CMV latgt(or CMV complement fixation test both of which had high rates of false 
positive and false negative reactions. 

My feeling is that:-

1. Clear evidence [hat CMV negative blood was not requested by the clinicians. 
2. Clinical details on the request form would not have indicated to either MLSO or medical staff that 

CMV screened blood was appropriate. 
3. The clinical condition and treatment while immunosuppresive was not one which either then 

(1991) or now would mandate the use of CMV negative blood. 
4. If the October CMV test had been reported as positive, it may have (suggested) altered the 

management of the ophthalmologist to allow earlier use of anti-CMV therapy, i.e. Acyclovis 
Ganciclovir with better outcome. 

i. dindirectorlreporlslreporl on wiliam stafford.doc Page 2 of 2 
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AestKOEEN ft NORTH—FASTOF SCOTLAND BLOOD TRANSFUSION SERVICF • 428 987 

REQUEST FOR GROUPING AND BLOOD FOR TAANSFUSION 
r ------ 

Sum {Blocksl+ 
---------•--•--- -------------

~• 
:: i_.:'.t1it: r  i  O 

First Names +. •• • -

t r ------ GRO-C 
 Maiden Name 

Address .. ... . .. t. .. . . t _._.__.__. 

t I _ I GRO-C •i ;' 1 Unc ell care of 
Unit No. ........1 ... ----  

=  ' 
 
ii  it hi1,  i j; 'f ~; '' 1.~.~....... . . . .. . 

r. 11 + If private patient,' 
WARD . . .....~  tease tick box) •»~ ......... _ . HOSPITAL ....... r  . tZ p 

11 the patient is a baby under 4 months of age a 5 ml. sample from the MOTHER is also necessary. Pease give: 
Mother's First Name . . . . . . . . . . . . . . ... •Date of Birth . . . . . . . . . . . . . .. . . .STS Ref. No. . . . . . . . With this form should ba sent a w 

iV 
rnple of at least S ml, of CLOTTED blood accurately labelled with the patients SURNAME. FIRST NAME and DATE Of BIRTH. Unlabelled sa request form must be sent for each 'nPtes CANNOT be accepted, A Iresh sample and

separate trar~lusion. 

REQUEST: Group and cross-match: Whole blood . . . . . . . . . . . . . . . .units. For ( tirael... .m. 'p.m. on (dtfl..
J
....

II
 ...... 

Concentrated cells . .J. . . . . units.Forltiffal . .. m./p.m. on Nate)..! [. (4 . 
Blood Group only . . . . . . . 

fffr [[[[[

Other irrvesligatiorK Idnliglubulin test, etc.! . ...... 

PLEASE ANSWER THE QUESTIONS OVERLEAF 
Patient's 

ABO 
I Auto 

f~ 
Group `' 

Anti•D No. 
AB Anti INCUBATION ~~~ Serum Screen 
Win Sal. IAGT IN OUT 

Patient's yt 
N 

I 
Y Rh

up , J z' / "7 3D f J _2 

t 

Date 

 

""""' Donation N. ABO and Rh 
Group 

Matched Compatibility Tests 
by J Saline IAGT I Follow•up 

1
 ~~~ ..- ~..........•....... .,: . . . . . . . 

................. ...... ... . .. . ..... .. .... y..<<t ._......_.. ... ....... . ... .. 
............ ...... . . . . . . .. . ................... I . ...... ...................... . ... ... . . .. . . ... . 

.......... __._.....•.......... I. .. ....I ........ .....1. .................... ... .l ... ..II...... _. ..I ........ 
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IMPORTANT: Please give ALL the information requested,

k A I
. . . . . . . . . .... 

c 

Diagnosis and reason for transfusion . . . . . . . .

Haemoglobin Level and date tested . . .. .. ... . .. . . . 

Is the patents blood group known? . . .. , . . (Give a reference number if possible  . . ... . . - 

Have any atypical blood grouP antibodies been reported? . . . . . .. . .. . . . . 

Has the patient previously had a transfusion or received any other infections o1 blood? fit so, please 

ti

give detailsl . . . .. _ . 

Rid any reactions occur? te.g. Pyreeia. haemoglObinuria, urt1Caria, etc.) . . . ...... . .. . . ..... .

.. . .. .. . ... .. . ... . . . ... . . ... . . .. . . . . . . . . . . . . . .. . . .... . . . ... .... . ... . . ... ... .. 

.. .. ........ .. , -
Number of OrewOua pregnancies .. , . . 

please state if pregnant _ - ...... . _ . 
For female Patients,  ... . , .. ... . 

Other relevantinf0r1ati0n . . . .. . _ . . . . . .... . .... . . . . . . ... . .. . . . 

.... ...... .... f 

. ..... . . .... ... .. ...... . . . . . . . . . . 

Date .. . . . .. .':I {. . . . . Tans . . . .. . . . ... . . ......_....._._._._._._._._._._ _ 

GRO-C ~ . . . . .. .. . . .... ..... 
Signature .. . . , .. . 

For BTS use: 
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• ,T FOR GROUPING AND BLOOD FOR TRANSFUSION 2g• 6 593 3 

, ti1r 'r Lni: 

GRO-C - - - -- y -----; 

!II~(II/hllMJti~! ~111~ 
MR w:L.IAr•t A 

r r-•-•-•--•--•-•--•--•-•-•--•------------------ ; . .... . . . . . . . . . r aiden Name 
I ! r 
I i 

GRO-C 
.
'i ........... ......................... 

;•1 r 

T

° ' Under care of 

1 I rti~~ r. fir if ii~ .i l~• a 
t~'' 

,~ ~I aI4 ~~~E ~ 1 :-: 1 
. . . ..... ... . . . . v ... . . Mu✓~....... i i 

i. _r ..:ri. :~iA ....:t .. .._•I Ej3 i..l.. ~.. .---------

WARD .... ..d.  M... .... HOSPITAL.. .....,!rl 1/ . ....... . ...........
e patient is a baby under 4 months of age a 5 ml, sample from the MOTHER is also necessary. Please give: 

pther's First Name .. . ... ... ...... . .... . . .. . . . ... Date of Birth . . . . .. . . . . .. . .. BTS Ref. No. . ... . . . .. . . . . ....... 
With this form should be sent a sample of at least 5 ml. of CLOTTED blood accurately labelled with the patient's 

SURNAME. FIRST NAME and DATE OF BIRTH. Unlabelled samples CANNOT be accepted. A fresh sample and 
request form must be sent for each separate transfusion. - • - 

REQUEST: Group and cross. match: Whole blood . ............... units. For (lunar. . . . . ... a. m. /p.m . on ldatel........ . .... . . 

Concentrated cells .... ... units. For Itirnal . . . . . . . . a.Yu. / p. m. on (datel...r •~/. ,l 
dl . !. 

Blood Group only ............ 

Other investigations llanr globufin test, etc.) . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . .. . . . . . . . . . . . . . . . .

PLEASE ANSWER THE QUESTIONS OVERLEAF 

Patient's ,~. - Auto 
At Ceus 

qg Serum pg pk ' . .i)Q t -t'-" 1 

Group ~f IL C 
____ 

AS 
i Serum Ant 0 No. 

1ji TVl- 
En INCUBATION 

p e

~~[
o~~,~vp. jk•t.'.~Z —Papam IN OUT 

~, Gu , 
,`JI 

1:i 
Patient's ! . 

Rh - "7 I4 'J U i 1 .I~J

Group a 17'~ 

Date Donation No. 
Donor 

ABO and Rh 
Group 

Marched 
by 

t Coss maching Tests 
Saline tntyrne IAG 

Follow-up

•lkl.Q-y1. .11n1.4100'16.. 5.................. 
O 

. .................................. I/ a . . . . 

........... . . !~ b•AJIa 
r~rl.. I/ I 1 

...... .....1115TVIll '' 
I 

Follow-up 

P 
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IMPOHTANT. please give ALL the iM9 o►ma'Jan requested.

Diagnosis and reason for transfusion , ~ .~.. ... . ..G1~ ,. 
. ' .. • . Haemoglobin Level and date tested .. . $

Is the patient's blood group known?  
fGivea reference number if 

a Possibl 
Have any tYPicai blood group antibodies been reported? . . .. . . . .. . .. . . . .. . 

Has the patient Previously had a transfusion or received any other injections of blood? {d so, please give details) . . . .. ........ . 
................... .... 

ti.. ti 

~h Did any r .......... ...........  eactions occur? (e. 4. Pyrexia, haemogrobinuria, urticana, etc-1 . .. .. . ... ........................... ...... 
............................

For female patients. please state if r ..... .. • .. .. . ........ ' .. P egnant . . . . . .. . ... . . . . . Number of previous r P egnanries ........ ... .. ... . ..Other relevant information . , ) 

`! 

L J . If1,~"` 
?.. .?' 1 ,~• .=. ....... • ..... . ....... rX 

Dale.. ,(.> ~r-{'•~t'11... •.. 

......................................•.....I................... 
rme . ./r '? ? .. .. .. .. . . 

Signature . , G RO-C 

For BTS use: 

n 

to 
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r2

FOR GROUPING AND BLOOD FOR TRANSFUSION 
2t3r ea4 A - - _ _ _ _ - _ _ - _ _ _ _ I~il➢Ei~l➢i~~i~l➢I~i 

, Maiden Name 
r , ~. . 

GRO-C ; 
r r 

._._._-_-_._-_-_._-_-_-_-_-_-_._-_.v._._._._._._._,_- w . . + Under care of 
GRO-C 

LL LII. 

'r._._._._._._._._._._._._._._._._._._._._.7 • - • Date of Birth's GRO-C 
 / 3. . , ; 

WARD

---- /.- - ------------- -- i -_---- ~ 
- • -- . . 

•• • . , .. , HOSPITAL. ..,, .. d.,, . fL 
,patient is a baby under 4 months of age a 5 ml. sample from the MOTHER is also necessary. Please give: 

,ther's First Name . .. ... .. .. . . . . . .. . ... ... . . .. . . Date of Birth . . ... ... . ... . . .BTSRef, Na. ,. .I.":f,qt4 ,~.~'. 
With this form should be sent a sample of Si least 5 ml. of CLOTTED blood accurately Labelled with the patient's SURNAME, FIRST NAME and DATE OF BIRTH_ Unlabelled samples CANNOT he accepted. A fresh sample and request form must be sent for each separate transfusion_ 

REQUEST: Group and cross-match: Whole blood .. . . . . . . . . . . . . . . units, Far (time) . _ . . . _ _ . a.m. /p.m, on idatel . . .. . . .. _ . . . 

Concentrated cells . . - . . . . . . _ . units. For (time) . . . _ . _ . . a.m:/~ re. on (date) ' . Id
Blood Group only ..... . ... . . . .. . . ..... .

Other investigations (antigtobulfn test, etc.) .. . . . .. . . . . .. . . . 

PLEASE ANSWER THE QUESTIONS OVERLEAF 

Patient's Auto A r Cells 

ABO AB Serum 
Group 

JA 
INCUBATION Anii-D No. t

' 
 Screen IN 4UT 

Patient's
Rh

rr AA pGroup vSi ~tZ gl UN 18 16 :22 
Date Donation No. ABO and Rh ' Matched Cross-matching Tests 

Group by Saline Enzyme FAG Follow-up 

1f, -'CC ., [
!fi

t ~1r•~ 

. . . . . . . . . . . . .  . . . . _ 

F0Lt. rr U S 
....... ... - " .... . ........ ••- 

........ .. . . .. . . . . . ........... 
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IMPORTAPH. please give ALL the information request, 

Diagnosis and reason for transfusion _ . Iwo t

Haernoglobin Level and date tested. . ... . . . Is the patient s blood group known? 
~ • ' ' • • ' ' ' • - • • 

. .. . . .. • • • • • . . . f Give a reference number if Possible) .. . . . .....Have any atypical blood group antibodies been reported? .... . . 
Has the patient previously had a tra 

paten
.. ...... . ... .. . . .... . ... .. ... . . ... . .

..
nsfusion or received any other injections of blood? {if so,give details) . .... . .. .. . . .

Did any reactions occur?(e.g. 
. . . .... . . . .... ... ...... 

..pyrexia, haernoglobinuria, urticaria, etc.) . . . ... . .. . . . . ... . . . .. ...... ..... . . . .

For female patients, tea 

... . . . . . .. . . . . . . .... .. .... ........... .. . .. ..... . ....... ... .. P se state if r P egnant . . . ...... . . . . ... IVumberofprevious rOther relevant information , P egnancles • • , , 

Date .1. /i/ / ... ... .... . ..... .... ...... I ... ... 

3= 

Time . , ...~
N 

Signature GRO-C 

For BTS use; 
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--. nOD TRANSFUSION SERVICE 
L 287- e3o ,uttatti 

I 
987

9 

H -EAST 
OFSCOTLAND BLOOD TRANSFUSION SERVICE 

(FOR GROUPING AND BLOOb FOR TRANSFUSION 1 For BTS use only: 

----- ---- 179 418 3 

Maiden Name 
GRO-C ' r

_•__ Y,•~ : ' .. 
- -_•_• ........... Under care of 

. .. . . . ... . 

~'- - GRO-C !. . . Date of Birth  r GRO-C `j ' 

WARD .... ~.. - _ - - • - - - i
-. 

months 

. . . .. ................. . 

J patient is a baby under 4 `' ' • ' • • • HOSPITAL .   
! 1"Iof age a 5 ml, sample from the MOTHER is also neces ry Please 9 sa • . rye' ,ther's first Name 

Wifh this form Date of Birth . . . • 8TS Ref. 
A~ 

SURNAM 
shtwld sent a Semple of at feast 5 m1. of Ct07TEp blood accurate label 

No. .(yC 1 E, FIRST NAME and ~. ' •""' • request form must be sent for 
DATE OF BIRTH Unlabep t lY led with the each s ate vansle , hwles CANNOT ba accepted. A fresh 

bent's pa usitx,, sample and 
REQUEST: Group and cross•merch: Whole Wood . . . . . . 3... . _ . . 

units, Fa (6me,... p 1 J 
M /kns. on Nate) • , s /7- 2 9T , 

Concentrated cells . r .. •units, For lti 
[ ~ Mh 

mel ..fib [stn /per on (dale)... .. r 2 Stood Group only . . . . . . . . . . . . . h 

Other investigations lanlrglobuWr

PLEASE ANSWER THE QUESTIONS OVERLEAF Tent's 

Follow. up 

. ...................... ..I. .... . .r 
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IMPORTANT: Please give ALL the Information requested. 

Diagnosis and reason for transfusion . . ..'!. 1. . 
• (?j h . ► tri .. . Haemoglobin Level and date tested .. . . . ? • • • % f;h. -/!• = .7, 

Is the patient's blood group known? . . . . .- . . _ _ . _ .. . . . (Give a reference number if possibleI . . . . . . .... . . . . . . . .

Have any atypical blood group antibodies been reported? . . . . . . . ..... . . ... ... .. . . . . . . . . .. . . . . .. . .. .. . . . . . . 

Has the patient previously had a transfusion or received any other injections of blood? (if so, please 

give details) . .. . . . . . . ... .. ..- . . . .. . . .. - . . . . .. . . . _ ... . .... . . . ... ..... . .. ....... . . . . . . . . . . . . . .. . . . . . . . 

Did any reactions occur? (e.g. pyfexia, haemoglobinuria, urticaria, etc.) . ......... ... . . .... . . . . . ... .. . . ... . . 

U 

For female patients, please state if pregnant. . . . . . . . . ..... . . Number of previous pregnancies ... . ... . .... ..... . . . 

Other relevant information . . . . .. . . . ..... .. . . . . ... . . .......... . ... . . . ... . . . .. . . .... . . ....... . . ... . . . ... . .. 

Date. . -3J.f2/. .... . .

.

:

. . . . . . . .

Time.... .f. 3QQ>/ 
],.. . . . . . . .... . 

For BIS use: 

Signature . - - ' UKU-L ; . .. . . . .... , . 
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