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INFECTED BLOOD INQUIRY

WRITTEN STATEMENT OF JOANNE SEGASBY

| provide this statement on behalf of James Paget University Hospital NHS Foundation Trust,

in response to the request under Rule 9 of the Inquiry Rules 2006 22" September 2022.

I, Joanne Segasby, will say as follows: -

Section 1: Introduction

1. 1 am the Chief Executive at James Paget University Hospital NHS Foundation Trust
(the Trust), Lowestoft Road, Gorleston, Great Yarmouth, Norfolk, NR31 6LA. | took up
the position of Chief Executive in April 2022. | joined the Trust in October 2018 as
Associate Chief Operating Officer, becoming the Chief Operating Officer in May 2019
prior to securing the role of Chief Executive earlier this year. Prior to my time at the
Trust | held managerial roles in Cancer Services, Women and Children’s Services and
was Operational Director for Surgery at the Norfolk & Norwich University Hospital from
2014. | am a registered nurse and have worked in the NHS for over 30 years carrying
out clinical work in Accident and Emergency and Critical Care at Ipswich,
Addenbrooke’s and the Norfolk and Norwich University Hospitals. | am the
Accountable Officer of the Trust. | have a BSc in Nursing Practice and an MBA in
Business Administration Management, General both from the University of East

Anglia.

2. | wish to make clear both my own and James Paget University Hospital NHS
Foundation Trust's wish to assist in the Inquiry to meet its terms of reference. | would
also wish to confirm our commitment to candour, openness and transparency and to

assisting the Inquiry as far as possible.
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3 The events WhICh are the subject of the srgnlf cant cr|t|cusms to wh|ch I am asked toffk[‘l o
o j? respond occurred sometlme before | took up my post at the Trust and the response -
i :‘_whlch follows is based on the outcome of enqumes wnthln the Trust a rewew of the - o
:Epatlent notes held on our Patient Information System and consideration of the previous -

“ :ki{commumcatlons between the Trust and the Wltness Unfortunately | understand thatfl‘i -

f :ﬁthere are very few people who have relevant experlence or memory stlll workmg n the:jj ;Tj : - .
Trust and l am sorry that thls response ls therefore Ilmlted in lts nature ‘

‘ ft“4:.;iThe mformatlon I prowde in th|s statement |s true and accurate to the best of my L =
- fknowledge and bellef and is based upon responses to the enqumes that have been -

made

l note the cr|t|0|sm that has been made by a W|tness with Inqulry reference numberst:fif: -

‘ k\ 1:W4069 |n relatlon to her |ate grandfathers treatment at James Paget Unrversntyiﬁ‘

. Hospltal between 1982 and 2013 and was lnfected W|th Hepatltls C around 1990 as a -
Tv;f}result of recelvmg contammated blood products L ~ ‘

- _kf:kf:6:.~‘;Atparagraphs 8 to 15 of the wutness statement wntness W4069 states that her Iate;‘;fii ‘ .

U":'iﬁigrancfather Mr W, found out in 2011 he had contracted Hepatltls C(HPV) that th|sfif‘~‘:ff ~ f ‘

. was mentloned casually as the doctors. presumed that he already knew and that no 5 -

- o :|n;formatron on how to manage the cond tlon was prov1ded to hlm

. - 7 Wltness W4069 conﬁrms that commumcatlons wuth the Trust were ongolng throughout: ‘:L

that he was belng tested for HCV in 2007 and why |t was never ensured that he was -

‘ - ﬁ;\faware of the outcome Wltness W4069 feels that Iack of commumcatlon from the Trust -
- ;;placed famlly members at rlsk and that counselllng was not offered to Mr W

. 8 W|tness W4069 expresses concern that there were no fallsafe systems m place |n -
Lu‘relatlon to follow up appomtments that Mr W who had Von Wlllebrand dlsease was}
‘j:fdnot called ln for testlng before 2007 and that the Trust were treatlng h|m as |f he was :

- termlnally il . - -
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9 Th|s was. mvestlgated when the wrtness ralsed concerns W|th the Trust |n 2012 Thatfi - =

- mvestlgatlon conllrmed that the practrce in place wrthln the Haematology Departmentui -

at the tlme was that followmg the C|InlC appomtment the cIrn|C|an would prowde thefs
- :~irpat|ent wrth a sllp of paper and dlrect them to the receptlonlst to book the next
"‘ appomtment The system worked extremely well and on the rare occasron a patlent e
‘ "ﬂ;may have walked out of the department W|thout maklng an appomtment the patlent
. would at a later stage have phoned the department to enqulre about the|r follow up -
- Unfortunately lfa patlent falled to present the slip of paperto the outpatlent receptlomst: -
‘ \they would not have been glven another appomtment . -

- :d‘_10.‘ At the tlme MrW attended the cl|n|c the apporntment system was paper based as was:i -
- the case with many medlcal records However since then technology has developed

= and we now have a more sophlstlcated system ln place lcan ~°°nf'rm that Slnqe the‘; Sl

. mtroductlon of the Trust's lnformatlon Patient System there is an outcome for every

o patlent which has to be completed and as a result of th|s the Trust now has a way off*” ‘

- :ldentlfylng any outcomes that have not been completed wh|ch makes sure that;‘iifi;} o

. patlents are not Iost to follow up ‘ ‘ \ ‘ .

11 Unfortunately |n 2007 the Trust d|d not have its current hospltal patlent |nformat|onj\ -
- management system in place and therefore |t |s not possrble to |dent|fy the exactﬁﬁ:‘ -
f reason for the follow up appomtment not occurrlng I can see from the mvestlgatlon
c arned out prewously that foIIowrng the cImrc appomtment in 2007 Dr Bralthwalte wrote‘: - ;
‘ f to the GP fo conflrm that the Hepatltls C status was belng checked and that a furtherfs‘ ‘
. ‘_::apporntment was due |n srx months Unfortunately it is not possmle to establlsh\‘ j: -
= ;whether this mformatlon was relayed to Mr W durlng the appomtment ln the event ofdtf e
‘ a posmve test result the patlent should be notlfled as soon as possnble Mr W should =
‘have been recalled to hospltal when h|s posrtrve test result was recelved 1 slncerelyi\: o
- apologlse that this dld not happen o ‘ - k

12 Mr W had a mllder form of Von Wlllebrands dlsease Such patlents are srmply =
tﬁ reglstered W|th the hospltal and only need consultant and chmcal mput when they are -
: :due to have a clrnlcal intervention i.e. dental extract|on or surgery In l|ne W|th this, Mr
:W attended the Sandra Chapman Centre (the Trust‘s haematology and oncology day ‘ -
; ;centre) in 2007 2008 and 2010 for treatment in preparatlon for mlnor procedures Any }5“‘
‘ ;hlstory of a coagulatlon drsorder sh0uld form part of the cllmcnans overall assessment : ‘: f :
‘5 and would be a flag that a patlent may have had blood products ‘ : ‘
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13

Dr Wllllams Consultant Gastroenterologlst has conflrmed that Merlrst came to the :

:5 attentlon of the Gastroenterologlsts in 2006 when he was found to have |ron deflclency -

= ‘janaemla No causes were found on |n|t|al |nvest|gat|on and he was agaln admltted e

‘ftowards the end of 2006 W|th anaemla and further |nvest|gat|ons were planned He had -

L 5recurrent anaemla due fo smalI blood vessel abnormalrtles |n the large bowel (vascular .

- fectaS|a and anglodysp asra) These had been treated repeatedly by endoscoplc: .

‘ “;\:therapy A capsula endoscopy carrled outin Aprll 2008 suggested there was also small -

- bowel angrodysplasra Mr w became anaemlc agaln in 2009 and Dr Wllllams was\~

| ;asked to rewew him on the ward Dr Wllllams mforms that MrW had done weII for qulte o
- ‘some tlme up to that pornt but had obwously had further bleedlng and two admrssrons -

14.0r

= |n qU|ck successmn Dr Wllllams feellng then was that Mr W had anglodyspla5|a andﬂ:;f: |
f;‘,assocrated Von erlebrand s Dlsease as before but they had trled treatrng everythmg;: -
= ! they could see endoscoplcally ‘ - ~

. itreatment T halldomlde and Octreotrde treatment It was agreed that he would tryf

“C|II"IIC in March 2011 as he had gone some conS|derabIe tlme W|thout requrrlngff‘ .

15D
‘i:{‘: symptomatrc treatment would have Just been Simply‘giVing him blbdd ‘transfusions 1as;:~::i -

. 6
= :hlm in October 2011 and had a Iong chat wrth h|m about the dlagn05l5 The notes also -

7.8
= g‘Transfusmn (NHSBT) carry out testing on donors and notlfy Trusts of problems it -

- j Octreotlde and Dr W|Il|ams conﬂrms he d|d very weII on |t Mr W was dlscharged from

- endoscopy or b ood transfusnon

Dr Wllllams conflrms that Mr W was nottreat:ed‘fas“iaﬁterm:inallyfill patient, and .

“‘:l}tftreated:and Drwllllams is of the opmlon he beneﬂted from that treatment - f;: - -

I can also see from Mr W s notes that Dr Shelkh Consultant Gastroenterologlst. sawE}:

:f‘*?conflrm he con5|dered the treatment optlons in conjunctlon w1th the patlent‘ . L

‘;“:Tpresentatron mcludlng age gender advanced flbl’OSlS and genotype | am assured .
_i“f:f}from the patlent records that Dr Shelkh conS|dered the pros and cons of treatmentﬁ“ -

; ‘:optlons and dlscussed thls W|th MrW o - ‘

fs'“ce this happened there have been srgmflcant changes in. how NHS BIood\ﬁ -

- forms part of Blood Safety and Qualrty Regulatlons

Dr Wllllams dlscussed several treatments wnth Mr W lncludlng surgery, hormonal ;“5 -
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18 The Trust has a Hospltal Transfu5|on Team that convenes each month Part of the -

f;fwork of thls group is to monltor all notlflcatlons from NHSBT |nc udlng recalls of‘f‘:;ﬂf .

“Li‘donated blood NHSBT wnll notrfy as soon as there isa potentlal issue with a donor, .

il‘ichecks are carned out to determlne whether any patlents have recelved the LInItS‘T‘: -
o ‘affected and gather aII of the detalls to ensure that follow-up takes pIace

19 There is a process in place for managlng recalls of donated umts as follows
o ;‘If the unrt has not been |ssued the laboratory complete an entry |nto the error Iog 1

- ~If the unlt has been |ssued then the Transfusmn Practrtnonerwnll completeapatlentj -

- ‘safety mmdent on the Ulysses system (Trust incident reportlng system) ‘which IS f
: :_a permanent and a VISIble record that we have taken the correct actlon Ulyssesﬁfi ‘
mmdents are momtored by the rlsk and governance staff WIthln each D|V|$|on

E 20 If a donor has developed an mfectlon the Trust wrll speak to the patlent (duty of -

candour) and do an |n1t|al test the patlent w1|l then be retested as adwsed by ant f

‘ : NHSBT Mlcroblologlerology Consultant untll we are happy they are clear lf the -
- ; ?;patrent tests posmve at. any time thls is dlsclosed and any treatmentglven This testlng;_f
- is done under the Haematology umbrella W|th the consultant Iead for transfuswn and: -

. the Transfusnon Practltloner performlng the Duty of Candour dlscussron W|th the patlent ‘

- :and carrymg out any further monltorrng reqmred (mcludmg test results etc)

- 21.‘The Hosp|tal Transfuswn Team are accountable to the Hospltal Transfuswn .
o Commlttee who are m turn accountable to the Patlent Safety and Executlvef -

Commrttee

. 22 1y would like to apologlse snncerely on behalf of the Trust to wntness W4069 and thelr

‘ffamlly for the dlstress these events must have caused to them Th|s clearly fell belowf - L

= 3the hlgh standard that we set ourselves in patlent care at the Trust and | am very sorryz - ‘
. ‘that we Iet thls patlent and hIS famlly down in thls way l hope the famlly and the Inqu1ryi .
f‘are reassured that the systems and processes |n place to manage appomtments and; -

= g:blood transfusmns have changed slgnrflcantly smce 201 3 and that there are now more -

:fsafeguards in place to protect and support patlents
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. StatementofTruth

I believe that the facts stated in this witness statement are true.
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