INFECTIOUS DISEASE IN GRAMPIAN SINCE WW?2

The role of an infection unit evolves over time. Many infection units were originally set up as
isolation units predominantly for the control of infection of public health importance such as
pulmonary tuberculosis and typhoid. While this role as an “isolation unit” still remains
necessary, modern infection units have evolved into centres of expertise in dealing with
patients with infections, rather than just managing the potentially infectious patient.

The introduction of the NHS in 1948 moved the responsibility for the diagnosis and treatment
of infections from the Medical Officer of Health (MOH) to the general practitioner and
hospital service. The MOH remained responsible for the prevention and control of infection
in the community. Dr lan MacQueen was appointed MOH in 1952 and he together with Dr
Bill Walker, Consultant Physician, oversaw the Aberdeen Typhoid Outbreak in 1964 during
which the City Hospital returned to its earlier role as ‘The Epidemic Hospital’. During the
outbreak 540 patients including 86 children were admitted with suspected typhoid. The
diagnosis was confirmed bacteriologically in 403 cases and there were 3 deaths. Despite a
course of treatment 86 patients suffered a relapse requiring further treatment. The source of
these infections was shown to be a tin of corned beef sold at a local supermarket. Further
details on the typhoid outbreak can be found in ‘Epidemic Diseases in Aberdeen and the
History of the City Hospital’ published in 2001 by Aberdeen History of Medicine
Publications.

Dr Chris Smith (known as ‘CC’ to his junior staff and patients) was appointed as Consultant
Physician in December 1973. He replaced Dr Bill Walker and had a major interest in
infection. With great energy he set about developing an adult infection unit at Ward 9 at the
City Hospital which consisted of 26 beds (2 four-bedded wards and 14 isolation cubicles).
Each cubicle had a separate elbow-tap wash hand basin, an extractor fan and vinyl working
surfaces, making cleaning and disinfection easy. An analysis of 12 months admissions to the
Infection Unit between April 1980 and March 1981reported 605 admissions of which 134
(22%) had diarrhoea as their presenting symptom and 21 had viral hepatitis. Infection
outpatient facilities were opened within the Infection Unit in 1984. From 1973 to 1986 Dr
Smith covered the Unit single-handedly with the generosity of colleagues providing cover in
his absence. In July 1986 Dr Graham Douglas was appointed to a new post to work one third
of his time in infection and the remaining two-thirds in respiratory medicine.

Since the 1950s the population of Grampian had grown which mirrored an increase in
numbers of admissions to the Unit, leading to more pressure on beds and staff, despite shorter
lengths of stay. Between 1980 and 2001 there were major changes in the epidemiology of
infection. In particular, HIV and Hepatitis C were unknown in 1980, and laying chickens
were not routinely vaccinated against salmonella. Hospital admissions also changed with a
greater number of elderly patients, pressure to reduce length of stay and resulting increased
bed occupancy with the risk of cross-infection. Total admissions rose progressively from 605
in 1980-81 to 900 in 1991 and to 1,152 in 2001. Laboratory and other diagnostic services
improved and while 61% of admissions in 1980-81 were confirmed as having an infection
this rose to 72% in 1991 and to 83% in 2001. Mean length of stay fell from 9.6 days in 1980-
81 to 7.4 days in 1991 and to 5.5 days in 2001.

During the 1970s and 80s diarrhoea was the most common presenting symptom requiring
admission. Salmonella gastroenteritis was initially the most frequent confirmed diagnosis
accounting for 18% of cases in 1980-81 falling to 7% by 2001. In contrast campylobacter



became the prevalent cause of infective diarrhoea with positive stool cultures increasing from
5% in 1980-81 to 24% in 1991. Since then, several other causes of infective diarrhoea
requiring admission have been recognised including E coli O157 (which has a relatively high
incidence in Grampian) and antibiotic associated diarrhoea due to Clostridium difficile.

By 2001 admissions with “cellulitis” (now more correctly called skin and soft tissue
infection: SSTI) became relatively more common. There were 12 times as many admissions
with SSTI1 in 2001 compared to 1980-81. This increase is likely to have been due to several
factors including a reduced threshold for admission to the Infection Unit and a true increase
in incidence of the condition. In contrast brucellosis, which was one of the 10 most common
final diagnoses in 1980-81, was rarely seen after 1990 due to eradication of the disease from
local livestock. In 1973 the Scottish National Reference Laboratory for Brucellosis had been
set up at the City Hospital because of the spread of brucella abortus infection in dairy herds in
the North-East.

From the 1970s, Aberdeen became a major centre for the global offshore oil industry which
together with the expansion of international travel led to the import of greater numbers of
tropical infections. While only 38 cases of malaria were reported in Aberdeen from 1949 to
1972, between 1994 and 1998 the mean annual number of admissions with malaria to the
Infection Unit rose to 15 compared with 62 for the whole of Scotland. The Infection Unit
therefore was treating 23% of malaria patients while Grampian accounts for only 10% of the
Scottish population.

The first description of HIVV/AIDS was reported in 1981 and the first patient treated in
Grampian was in 1985 at the City Hospital. In contrast to other parts of the UK, many
patients had acquired their HIV infection through heterosexual contacts whilst working
overseas in the Oil and Gas industry. By 1991 HIV formed a significant inpatient workload,
as although only 35 HIV patients were admitted throughout the year, these cases were
associated with extended stays and high mortality (8 out of the 35 died during admission).
Annual HIV/AIDS admissions peaked at 94 in 1996 but over subsequent years this fell due to
improved treatment and by 2001there were 23 admissions with only one death. The success
of highly active antiretroviral therapy (HAART) moved the main workload of HIV care to
outpatients.

Many viral infections have declined over the past 60 years while other virus disorders have
been newly recognised. In 1970 there was an outbreak of measles in Aberdeen involving
1,199 cases. The incidence thereafter steadily declined as supplies of an effective vaccine
became available in 1969. Viral hepatitis was made notifiable in 1968 and there was a
marked increase in incidence after 1982 in part due to the introduction of specific testing for
‘infectious hepatitis’ now known as Hepatitis A. Hepatitis B was discovered in 1966 and
cases amongst 1V drug users and those with frequent sexual contacts were often admitted to
the Infection Unit. The incidence of Hepatitis B infection fell considerably in 1984 due to the
publicity surrounding the AIDS epidemic and the dangers of needle sharing. In 1988
Hepatitis C, previous known as ‘non-A, non-B virus’, was discovered and found to be
prevalent in those who had used IV drugs. Over the past 10 years new viruses such as
Influenza HIN1 (Swine Flu), SARS (Severe Acute Respiratory Syndrome)-associated
coronavirus (SARS-CoV), MERS (Middle East Respiratory Syndrome)-associated
coronavirus (MERS-CoV) and, most recently, SARS-CoV?2 also known as Covid-19 have
increased the requirement for isolation facilities in the Unit.



The relocation of the Infection Unit from the City Hospital to Foresterhill took place in 1995.
It was the first Unit in Scotland to relocate from a traditional “isolation hospital” and the new
unit offered a number of major benefits. The department was able to accept patients requiring
input from other specialities, including critical care, in the knowledge that these needs could
be met without the requirement to transfer to another site. Similarly, patients with complex
infections, being managed by other specialities in ARI could be relocated to the new
Infection Unit for speciality care. Located over two floors the Unit had 20 beds comprising
14 single rooms, with en-suite facilities, and two three-bedded areas. In 1998, Dr. Robert
Laing was appointed as a third 1D consultant and in 2000 Dr. CC Smith retired and was
replaced by Dr. Sandy MacKenzie.

In 2012, the Emergency Care Centre opened on Foresterhill site and the Infection Unit
relocated once again. The new department, based in ward 111, was designed with input from
medical and nursing staff with the resulting facility being one of the first of its kind in
Scotland. Alongside two four-bedded areas, the ward has 18 single rooms. Four of the rooms
are fitted with negative-pressure facilities to care for patients with highly contagious airborne
infections. The latter have proven invaluable in the management of (amongst others) patients
with drug resistant TB, suspected viral haemorrhagic fevers and, most recently, Covid-19
patients requiring ventilatory support.

As well as inpatient facilities, the ward has two outpatient clinic rooms and a room for the
administration of intravenous antimicrobials— part of the outpatient parenteral antimicrobial
therapy (OPAT) service.

Whilst it is never possible to completely “future-proof” facilities to be ready for any new or
emerging infection, it is clear that the current department is much better placed to cope with
modern ID challenges including multi-drug resistant pathogens and high consequence
infectious diseases. The growth of the speciality has been reflected in further consultant
appointments over the last 10 years — Dr. lvan Tonna (ID and GIM), Dr. Robin Brittain-Long
(ID, GIM and TB) Dr. Lukman Hakeem (ID and Acute Medicine) and Dr. Vhairi Bateman
(ID and Medical Microbiology). Speciality nurses supporting the management of bacteraemic
patients across Foresterhill site and the treatment of outpatients with iv antibiotics have also
been appointed in recent years with the resulting “team” being more diverse than ever before.

1981 1991 2001
Infective gastroenteritis 58 115 170
Soft tissue infection 17 88 206
Malaria 10 21 15
HIV/AIDS - 35 23
Herpes Zoster 23 29 19
Total admissions 605 900 1152
Aged >70 yrs 108 167 147




(no. & % of total) (17.9%) | (18.6%) | (12.8%)

Mean length of stay (days) 9.6 7.4 55

No. of beds 22 25 20

Bed occupancy (annual %) | 72.3 73.4 87.1

Infection proven 60% 2% 83%

Mortality 19 28 11
(no. & % of admissions) (3.1%) | (3.1%) | (1.0%)

This Regional Infection Unit relocated from the City Hospital to Aberdeen Royal Infirmary
in February 1995. This new unit comprised 20 beds on 2 floors; 14 single rooms with ensuite
facilities and two 3-bedded bays.
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