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  The Birth and Evolution of Gastroenterology as a medical specialty in Aberdeen 

By Ashley Mowat, with the help of former colleagues, and proof reading of the final draft by Prof Emad 
El Omar and Dr Alastair McKinlay  

 

The Specialty 

Gastroenterology encompasses the study, diagnosis and treatment of diseases of the 
gastrointestinal tract (GI) including mouth, oesophagus, stomach, small and large intestine, 
liver, gall bladder and pancreas. Some of the diseases present with symptoms and signs out 
with the gastrointestinal tract making general medical training essential.  

To be effective in delivering progress requires the collaborative skills of trained medical and 
surgical clinicians, pathologists, physiologists, radiologists, nutritionists, basic scientists, 
epidemiologists and in the context of the NHS the political will to finance progress and survival. 
Much of the above is driven by teaching and academic institutions sharing knowledge and 
research through participation in national and international specialist societies and their 
specialist journals. The learning process starts in medical schools, universities and colleges with 
the end-product seen in the remarkable advances that have occurred over the last 5 decades. 

To understand the pathway to establishing the specialty of Gastroenterology in Aberdeen and 
its evolution it will help the reader to be aware of events internationally and within the UK. 

Background international and national progress 

Recognition of medical Gastroenterology as a specialty in the UK lagged behind others such as 
Respiratory Diseases, Cardiology and Rheumatology with clinical care provided by general 
physicians. Research presentations were included in the program of general medical societies 
such as the Association of Physicians of Great Britain and Ireland and reported in generalist 
journals such as the Lancet and the BMJ. 

In the USA and Europe specialist evolution was much faster.  

The American Gastroenterology Association was founded in 1897 and now has a membership 
of over 16,000, publishing quality research in the specialist journals of ‘’Gastroenterology’’ and 
‘’Clinical Gastroenterology and Hepatology’’. The first edition of the seminal Sleisenger and 
Fordtran’s textbook of ‘’Gastrointestinal Disease’’ was widely available in 1973 detailing 
pathophysiology, diagnosis and management of gastrointestinal diseases. The ‘’Digestive 
Diseases Week’’ rotating through the major USA centres became the largest gathering of 
physicians, researchers and academics featuring advances in understanding of, diagnosis and 
management of GI disorders. 

 

 

In later years the European Society of Gastroenterology and the World Congress of 
Gastroenterology became increasingly important contributors to progress. 
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In the UK the British Society of Gastroenterology (BSG) was not founded until 1937 when Sir 
Arthur Hurst established a select London GI Club of just 36 members which increased to 100 in 
two years, and he was appointed as first BSG President.  

 In 1952 Sir Francis Avery Jones realised the importance of international research. In 1956 he 
hosted a joint meeting of the BSG with the ‘’Association of National European and 
Mediterranean Societies of Gastroenterology’’ in London attracting over 800 delegates. The 
momentum for specialty recognition in the UK was building. He became BSG President in 1966 
with membership progressing to present numbers of over 4,000. He is credited as founding 
‘’GUT’’, the British rival of ''Gastroenterology'',  now publishing quality research data in 
‘’Frontline Gastroenterology’’ and later BMJ ‘’ Open Gastroenterology’’.  

 Charles C G Clark, Professor of Surgery at University College Hospital, London and a 
distinguished Aberdeen graduate, was Treasurer of the BSG for several years. 

Further Aberdeen connections were to emerge in later years. 

 Prof. Emad El-Omar, from the Aberdeen Unit, is the current Editor-in-Chief of ''GUT'' (now 
Professor of Medicine and Director of the Microbiome Research Centre at the University of 
South Wales, Sydney) with its international board achieving widespread academic and clinical 
recognition rivalling ''Gastroenterology'' in rankings. 

Throughout the Covid pandemic Alastair McKinlay from the Aberdeen Unit served as President 
of the BSG guiding the Society through a very challenging period. 

In the UK gastroenterology research and development was driven by a group of general 
physicians which included a few from Scotland who became active members of the BSG, which 
was then seen as the UK specialty forum for discussion and debate as well as research 
presentations, meeting originally once per year in London.  

In Scotland and the north of England (ancient Caledonia) the Caledonian Society of 
Gastroenterology provided a friendly but vigorous and constructive platform for aspiring young 
gastroenterologists to hone their presentation skills before submitting to national and 
international societies. Meetings were arranged twice a year and could be lively. 

Scottish Universities did not establish Chairs of Gastroenterology but entrusted academic 
development to their university Departments of Medicine and Surgery, with notable 
contributions from Sir Charles Illingworth, Sir Andrew Kay, Leslie Blumgart, Geoffrey Watkinson, 
Robin Russell and Anne Ferguson. 

The Scottish Devolution Referendum of 1997 and the subsequent enabling Act of 1999 
confirmed education and training as devolved powers with responsibilities well out with the 
sphere of the Caledonian Society of Gastroenterology. It was clear that planned development of 
clinical services in Scotland and England was divergent. An alternative to the Caledonian Society 
became necessary. 

The formation of the Scottish Society of Gastroenterology 2001 
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After prolonged discussions a small group was convened by the then secretary of the 
Caledonian Society, Stuart Hislop of the Royal Alexandra Hospital, Paisley. This included Ashley 
Mowat as Chair, representatives of each of the four Scottish teaching Hospitals including 
Alastair McKinlay from Aberdeen. Ashley Mowat and Alastair McKinlay played a major part in 
drafting the constitution of the Scottish Society of Gastroenterology and also writing an in-
depth analysis of resources and waiting times across Scotland to inform planning discussion. 
This ”Green Paper'' was accepted by the membership and after a national election in 2001 
Ashley Mowat became the First President of the Scottish Society of Gastroenterology, and 
Alastair McKinlay the first Secretary. The new Society had the approval of the Scottish Royal 
Colleges and was welcomed by the then Chair of the British Society, who chaired an annual 
meeting of the ''devolved societies'' thus preserving UK unity.  

The ''Green Paper'' was welcomed by the then Scottish Health Secretary when he met with the 
Chair shortly thereafter at St Andrews House. 

The aims of the Society are:  

to represent the diverse professions with a primary interest in Gastroenterology; physicians, 
surgeons, nurses, pathologists, radiologists, physiologists, nutritionists and basic scientists;  

to promote educational and training opportunities.  Two national meetings with research 
presentations with invited topic speakers rotating through centres in Scotland were to be 
organised by local members; 

 to promote collaboration and encourage those seeking a career in Gastroenterology;  

 to provide a professional voice and opinion to the Scottish Government and the Scottish NHS 
authorities. 

 

Gastroenterology in Aberdeen from the 1960s to 2008 

Woodend Hospital can reasonably claim to be the birthplace of the specialty in Aberdeen 
where two internationally recognised surgeons, Peter F Jones and James Kyle, based in ward 7, 
and a remarkable physician Charles Douglas Needham, based in Ward 3, established a 
Gastrointestinal team of clinical excellence.  

Peter Jones completed his preclinical studies in Cambridge before graduating from St 
Bartholomew’s. London in 1943. He served in the RAMC in the Middle East before training in 
surgery at the Central Middlesex Hospital where he was influenced by Avery Jones before 
arriving in Aberdeen in the early 1960's. Functioning as a skilled adult general surgeon he also 
set up the Department of Paediatric Surgery at the Royal Hospital for Sick children. A textbook 
author and enthusiastic researcher, his adult surgery interest was in the surgical management 
of inflammatory bowel disease, always in conjunction with a GI physician and with full 
explanation to the patient. Peter was a quiet, thoughtful, compassionate man who was a gifted 
teacher whose influence spread well beyond the surgical field. 
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Janes Kyle graduated from Queens University Belfast with a gold medal in surgery and 
undertook his surgical training under the tutelage of Harold Rogers at the Royal Victoria 
Hospital in Belfast. In 1950 he took a clinical post at the Mayo Clinic, Minnesota. He was 
encouraged to remain but was uncomfortable with the materialistic culture and opted to return 
to the UK as lecturer in Surgery at Liverpool. He was appointed in the early 1960s to the post of 
senior lecturer and Consultant in Aberdeen with beds initially in ward 10 Aberdeen Royal 
Infirmary (ARI} and ward 7 Woodend. James Kyle was a recognised authority in the 
management of Crohn's Disease (or more correctly ''Dalziel's Disease'' as he reminded 
students) with numerous publications. A genuine polymath his interests were widespread. He 
was politically active and chaired the BMA Representative Body, was a member of the GMC, 
and a well-known amateur radio operator.  

Charles Douglas Needham came of Lincolnshire farming stock which explained his ''can do'' 
approach to life. He graduated from the Central Middlesex in London in1939, later with an MD 
in respiratory medicine. He served in the RAMC in N.W. Europe and India. He was appointed 
registrar (one of only three) in Aberdeen Royal Infirmary in 1948. He transferred his interest to 
the new ''exciting'' specialty of Gastroenterology and was appointed as consultant physician at 
Ward 3 Woodend. Ashely Mowat was a houseman at Ward 3 in 1966 and got introduced to all 
the then tests of gastric secretion, small bowel function test, tests of pancreatic function, stool 
testing and was expected to have checked the ESR, haemoglobin, white cell count, all urine 
tests, stool inspections and tests for occult GI blood loss. Setting up the Watson small bowel 
biopsy capsule and being able to guide it through the stomach and duodenum was a skill that 
had to be mastered. History taking and examination were only the start! Where indicated in 
general medicine patients a lumber puncture, with full documentation, CSF protein content had 
to be checked so there was no delay in reaching a diagnosis. Douglas had a very sharp intellect, 
an infectious enthusiasm, delightful eccentricity, and an appealing sense of humour. Rigid 
sigmoidoscopies were often carried out on Sunday mornings. Ashley Mowat was captured as a 
trainee gastroenterologist. 

Before the arrival of the oil industry the NE of Scotland had a remarkably stable population of 
around 150,000 served by one teaching hospital complex with single records system. This gave 
a unique opportunity for population study of the natural history of GI disease and recording 
clinical outcomes. The team of three set up a GI Research Office in ward 15 ARI where the very 
effective Mrs Amonoo searched out and recorded clinical data. A published study of the 
outcome of the management of gastrointestinal bleeding in Aberdeen general medical wards 
confirmed their suspicion of depressingly poor outcome and identified areas requiring 
improvement.  

In the same research office Douglas Needham and Ashley Mowat, by then a registrar, 
completed and published a study of natural history of gastric ulceration in the NE defined 
population. Statistical analysis packages were a thing of the future. Designed punch cards and a 
knitting needle served the purpose. 

James Kyle established a huge data base of all patients with Crohn's Disease in NE Scotland 
which formed the basis of his internationally respected published work. 
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Ashley Mowat, aided by Tom Sinclair as SR, followed James Kyle's example and later collected a 
large data base of patients with ulcerative colitis resulting in several well received society 
presentations and publications.  

Peter Brunt, on his arrival in 1970 also made use of the record system in his studies of alcoholic 
liver disease. 

Clinically based gastrointestinal research was firmly established in Aberdeen. 

 

Appointment of the first Consultant Physician with a specialist interest in Gastroenterology 
1970 

The need for such an appointment was recognised if the new specialty was to develop in the 
Aberdeen Teaching Hospitals. The new appointee was to be based at Ward 6 Woodend 
Hospital. 

Peter W Brunt arrived in Aberdeen in 1970. A Liverpool graduate, he completed his general 
medical training there, spent 2 years as research fellow at St John's Hospital in Baltimore, with 
subsequent Gastroenterology training in the Western Infirmary Edinburgh and the Royal Free 
Hospital Liver Unit in London with the iconic Professor Sheila Sherlock. 

His appointment was as a general physician and honorary clinical senior lecturer in medicine 
with teaching responsibilities. He inherited a sizeable general medical emergency load. At that 
time Ward 6 Woodend was paired with the Professorial medical Ward 1 at ARI, meaning an 
emergency take of 1 in 8, with 1 in 4 as ''second on call'' to Ward 1 ARI. In practice this often 
resulted in general emergency admissions every 4 days. The absence of surgical services at the 
City Hospital meant that patients with gastrointestinal bleeding admitted on emergency take 
were diverted to ward 6 Woodend Hospital. In addition, he inherited the Shetland general 
medical outpatient commitment which meant an absence of 3 days every month, which he 
regarded as a merciful break. The Shetland connection lasted for 20 years until the 
appointment of a consultant Physician at the Gilbert Bain Hospital, Lerwick. Ward 6 was known 
to the Islanders as the ''Shetland Ward''! Two general medical outpatient clinics at Woolmanhill 
Hospital added to the pressure. 

 Developing the Specialty interest had therefore to be a gradual evolution. 

Peter Brunt's arrival coincided with the appointment of Stuart Douglas as Aberdeen Regius 
Professor of Medicine, clinically based in Ward 1 ARI, which, for emergency receiving, was 
paired with ward 6 at Woodend. Prof Douglas shared responsibility for the general medicine 
emergency take at ward 6 Woodend. For the future development of specialty Gastroenterology 
this professional and personal relationship proved very important. 

Peter Brunt was welcomed at Woodend and enjoyed total support from his consultant 
colleagues. 

He was a catalyst for the establishment of the weekly joint clinical gastroenterology meeting of 
the surgical team from Ward 7, the Ward 3 and ward 6 medical teams and the radiologist Peter 



6 

 

Ward, and later Jamie Weir and Jeff Hussey. The nucleus for clinical co-operation was firmly 
established creating a culture which was accepted as the new norm by junior staff and nurses 
who really enjoyed these teaching experiences. 

There was not uniform acceptance of the need for the new specialty elsewhere in Aberdeen, 
but Peter was able to get the approval of Professor Stalker to set up a fortnightly histology 
review which initially Prof Stalker ran in the Pathology Department with fellow consultant 
pathologist John Carr. Stanley Ewan and Prof Graham Murray later took charge of the 
histopathology meetings. The clinical and pathology meetings were the first step towards multi-
disciplinary decision making, eventually rebranded as ''managed clinical networking''. 

The facilities at Ward 6 were Victorian with two nightingale wards situated on the first floor 
with stair access, no fire escape, but with an archaic lift which often failed, sometimes with a 
patient on board. The toilet facilities were primitive. These draw backs were offset by the 
proximity of the affiliated wards, theatres, Xray Department and the sense of belonging to a 
supportive clinical team. Specimens, blood tests, and blood transfusion depended on van 
transport to and from ARI. 

Ashley Mowat had completed his general medical training and joined Peter Brunt as registrar 
then as a clinical lecturer employed in the Department of Medicine. He learned the skill of liver 
biopsy and was rarely without a Menghini needle and biopsy kit for the next two years. He 
continued to help with the general medical takes as well as the diagnosis and treatment of 
gastrointestinal diseases, established an oesophageal  manometry service in conjunction with 
Peter Bennet from the University Department of Medicine. He also attended the Shetland 
clinics.  

Gastrointestinal endoscopy was just being developed in the UK. One of our surgical colleagues 
at ARI, Jimmy Phillip, donated funds to Lewis Gillanders, Head of Radiology at ARI, for the 
purchase of an endoscope to be used in the Xray Department. The instrument was a state-of-
the-art sleek side-viewing Olympus 'scope. We were then in the days of self-teaching with a 
definite pecking order, Gillanders, Brunt then Mowat. Although side-viewing, this instrument 
was adaptable giving adequate views of the oesophagus, and full views of the stomach but 
proved initially tricky to get through the pylorus into the duodenum. By good luck Mowat, 
when handed the instrument briefly, quickly recognised the jejunal folds and excitedly told his 
senior colleagues who, in reverse order, confirmed. 

With no other facilities Brunt and Mowat soon established upper GI endoscopy lists in the X-
Ray Department of ARI in1971, with a rapidly increasing demand.  The new scope allowed 
suction, biopsy of suspicious mucosa, and allowed photographs to be taken and could have a 
teaching adaptor attached. It was to take some years for barium meal investigations to be 
shelved and for endoscopy facilities to be provided. Emergency endoscopies in ARI were 
conducted in a side ward in the Professorial Ward 47.  

Professor Douglas facilitated joint research projects within his own Department and with 
Professor John Mallard's Department of Nuclear Medicine at ARI. The first was allocated to 
Ashley Mowat and involved borrowing the mobile total-body counter from East Kilbride which 
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arrived at Woodend in a huge and very heavy specially adapted furniture-style van which was 
too heavy to cross the bridge into the hospital and had to be escorted by an alternative route. 
This occupied the hospital car park for many weeks. The aim was to study loss of blood in distal 
ulcerative colitis, and whether this might respond to treatment with e-amino caproic acid 
(EACA). Much was discovered about undetectable blood loss in distal colitis, but EACA was not 
an effective treatment.  

This study confirmed the potential of using short half-life radioisotopes in studying human 
intestinal pathophysiology and was an important pointer to future GI research in Aberdeen.  

Appointment of second consultant in Gastroenterology in Aberdeen 1975 

The huge clinical load of general medicine and the rapidly expanding Specialty made it 
inevitable that a further senior appointment was needed.   

Mowat returned to Aberdeen on the 1st of Jan 1975 as a general physician with a specialist 
interest in Gastroenterology with honorary clinical senior lecturer status. 

He was fortunate to have had the opportunity to join the Gastroenterology Department at St 
Bartholomew’s London in 1973 as a lecturer/research Fellow. His supervisor was Sir Anthony 
Dawson, one of the then doyens of Gastroenterology. This was a world leading Department 
which attracted clinicians/academics from all over the world. For part of his time, he had the 
company of Prof Marvin Sleisenger who was on a year sabbatical from San Francisco! They 
became friends. The exposure to leading edge gastroenterology was intense with 3 monthly 
rotations between clinical and laboratory work. There were always 4 or 5 research fellows who 
became supportive colleagues. They were drilled in the art of research paper presentation and 
had to perform at national and international meetings. Collaboration with other departments 
was normal and his radioimmunoassay study of hormones and carrier proteins in liver disease 
brought him into contact with endocrinologist Prof. Mike Besser who gave him access to an 
analysis computer system with 56 different statistical packages! No punch cards and knitting 
needles needed! Joint clinical/research meetings with St Marks Hospital, the London, 
Hammersmith, and Great Ormond Street Hospitals were regular events allowing sharing of 
ideas. Pathology and radiology meetings, weekly GI journals club, Unit ward rounds and 
hospital Grand Rounds were all fitted into the training programme. 

Surprisingly there was no upper GI endoscopy service and Mowat was charged with setting this 
up in the Xray Department. Purchasing the necessary endoscopic equipment was not a problem 
at St Bartholomew’s! This service rapidly expanded. The London system allowed a few to 
become leading world experts in relatively narrow fields. Mowat visited Peter Cotton's unit and 
watched him perform endoscopic retrograde cholangio-pancreatography (ERCP) and 
sphincterotomy. Mowat performed the first ERCP at St Bartholomew’s. Christopher Williams 
was a pioneer of fibre-optic colonoscopy at St Marks. He joined the Bart's Group on 
secondment and Mowat introduced him to upper GI tract endoscopy. Williams later 
reciprocated with colonoscopy training for Mowat.  

Mowat loved his time at St Bartholomew’s with his mentors and friends and could have stayed 
with Welcome Fellowship funding. He was almost persuaded. The London lifestyle, however, 
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with a lifetime in suburbia and necessary involvement in private medicine did not appeal to 
either him or his wife Kathleen. 

The opportunity to return to the evolving Woodend team and allow his family to grow up in NE 
Scotland was too great. 

Ashley Mowat was educated at Fordyce Academy (Dux) and graduated in medicine in 1966. He 
was a gold medallist in Obstetrics. His interest however was in general medicine and his general 
medical training was as an SHO with Bill Gauld, a gifted clinician, at Ward 6 Woodend and then 
on the rotational registrar training circuit in ARI, the City Hospital and Woodend Hospital. His 
initial interest in Gastroenterology was kindled in Ward 3 Woodend when a house doctor with 
Douglas Needham and was fortified by working with the Woodend team as middle grade staff, 
as described above. 

He and Peter Brunt became close colleagues with an aspiration, shared by the rest of the 
Woodend team, to develop the specialty interest into a first class clinical and academic  unit, 
whilst still contributing significantly to general medicine. It was nevertheless clear that general 
medical and gastroenterology commitments needed to be re-balanced if the Unit was to 
achieve its full potential. 

General medicine involvement 

Responsibility for general medical emergency admissions was shared on the existing 1 in 8 rota, 
with 1 in 4 as back up to the Professorial ward 1 ARI. Professor Douglas acted as a back-up 
when required and helped considerably with student clinical teaching and especially at times of 
clinical examinations. 

Simultaneous development of other Aberdeen medical specialties meant that the shared 
outpatient clinics with Douglas Needham eventually comprised mostly GI referrals. 

The commitment to the Shetland general medicine outpatient clinic at the Gilbert Bain Hospital 
was individually reduced by sharing on a monthly 3-day basis. These clinics were not seen as a 
distraction. A very good working relationship with the long-serving and highly experienced 
general surgeon Ronald Cumming was welcomed and within a short time an upper GI 
endoscopy clinic was set up, obviating long patient journeys to Aberdeen. The two medical 
wards at the Gilbert Bain were run by experienced Lerwick general practitioners and any ward 
referrals were willingly seen in the evenings after the outpatient clinics. It became standard 
practice for a member of middle grade staff to help and benefit from the unique clinical 
exposure. It was a time of sadness when the Shetland connection inevitably ceased with the 
appointment of a consultant physician to the Gilbert Bain Hospital, some 20 years later. 

When the Association of Physicians of Great Britain and Ireland came to Kings College 
Aberdeen, Peter Brunt had the honour of being appointed President and Ashley Mowat the 
local secretary. 

Gastroenterology clinical teaching 
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Medical student clinical teaching at all stages was made easy by the large diversity of patient 
presentations. Short clinical courses were popular for those studying for Royal College 
Membership exams. Teaching facilities were then quite inadequate and new build was needed. 

As with any developing specialty regular case presentations at general clinical meetings helped 
disseminate the work of the Unit within the Aberdeen Teaching Hospitals. General practitioner 
clinical sessions were well attended, and a Gastroenterology lecture course was established for 
nurses in training. 

Several well-received high profile Gastroenterology conferences with international speakers 
were arranged at the Medical School in Aberdeen to coincide with local National GI and medical 
meetings. The Aberdeen Clinical Unit started to acquire national recognition. 

Medical staffing. NHS and Academic 

The two Consultants were supported by two RMOs on 6 monthly appointments as pre-
registration training, an SHO trainee and a general medical registrar on the training rotation. 

Prof. Douglas funded a clinical lecturer to develop the Unit's specialty research interests and 
raise the academic profile of the Unit.  Colleagues at the Rowett Institute had an established 
expertise in studying trace metal metabolism in animal nutrition which was transferable to 
human nutrition studies. The expertise of colleagues in the Nuclear Medicine Department 
complemented a project to study the role of Zinc in gastrointestinal disease. Richard Crofton, as 
clinical lecturer, was the main clinical contributor, helped by Ashley Mowat. Richard presented 
numerous papers of the results at national and international meetings, as well as 8 publications 
during his time in training. 

Chung Wo Mui joined the team on a two-year scholarship from the University of Hong Kong, 
quickly gaining his MRCP qualification. He immersed himself in all GI activities in the Unit before 
returning to Professor Todd's Department in Hong Kong. 

Peter Hamilton also joined the Unit as an NHS senior registrar as part of his training in 
haematology. 

David Clarke followed as an NHS senior registrar in Medicine and Gastroenterology. He had 
already completed his basic general medical training on the Aberdeen registrar rotation. He was 
an important member of the clinical team, becoming a skilled upper GI endoscopist whilst still 
helping with emergency general medicine and general medical clinics including the Shetland 
Clinic. His research interests included peptic ulcer disease and ulcerative colitis. He was 
appointed as the first medical consultant with a GI interest at Stirling Royal Infirmary. 

Tom Sinclair replaced David Clarke. An Aberdeen graduate he was the medical gold medallist of 
his year, He was a house physician in Ward 6 then completed his basic general medical registrar 
training in Aberdeen. As an NHS Senior Registrar, he started his specialist training and also 
attended the Shetland Clinic. His research interest, guided by Ashley Mowat, was in the 
epidemiology of Ulcerative colitis with conference presentations in the UK and in Europe, 
followed by publications. This brought recognition and he moved on to further training with Sir 
Anthony Dawson at St Bartholomew’s in London. 
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Arthur Dunk a Glasgow Graduate was then appointed NHS senior registrar, the first to join the 
Unit already with an MD qualification based on his liver research work in Queen Mary's 
Hospital, London. He was heavily involved in both general medicine and all aspects of the 
specialty. He had a keen mind and bent for clinical research. His research on sedation used in 
endoscopy was innovative with clinical relevance and was possible through a good working 
relationship with colleagues in Anaesthetics. He presented his work at national conferences and 
had several publications. He was successful in being appointed to a Consultant post in 
Eastbourne, a post sought after by many London based contemporaries. 

Nursing Staff 

Sisters ran the wards, and the long serving Betty Towns and Sister MacIntyre ran a tight ship 
helped by two staff nurses (''Pinkies')' and invaluable two-year-trained SENs (state enrolled 
nurses) who oozed commonsense and compassion. A large part of nurse training was ward-
acquired by a band of rotating student nurses with standards set by the Sisters. Nursing 
administration was then straight forward, supportive and constructive. 

Supporting staff 

Bob Sinclair had been ward orderly since his ''demob'' from the Army. A throw-back to previous 
times Bob was an institution in his own right, always friendly, knowledgeable and helpful. When 
the strikes of ancillary staff closed the hospital laundry and flying pickets manned the hospital 
gates Bob somehow succeeded in sneaking clean sheets to the Unit. This may have had 
something to do with the fact he was one of two union reps at Woodend and his wife worked in 
the laundry. The cleaning staff were an important and respected part of the team, and all were 
long serving. 

Unit secretary 

One secretary was shared with two consultants as well as with another Ward! With the rapidly 
increasing workload she was extremely busy. 

Re-design and expansion of Gastroenterology services at Woodend 

Administration, separate then from ARI, and clinical support at Woodend was crucial in 
upgrading accommodation to meet the clinical and academic requirements of the Specialty. 

Colleagues in Medicine for the Elderly adapted to allow Ward 6 to be decanted into Ward 22 for 
months as Ward 6 was brought up to standards of the time. The nightingale wards had piped 
oxygen and suction, each had a single isolation room, small side ward, adequate toilets, 
showers, a fire escape, and teaching facilities with a secretarial office in a separate new build. 
The old lift remained but had a new electric motor! 

A new-build endoscopy Unit was commissioned on the link corridor close to the surgical 
theatres. By late 1970s standards this was state-of-the art with endoscopy suite, waiting area, 
showers, toilets, consultant offices and examination rooms, a small lecture room as well as 
accommodation for the endoscopy nursing team led by sister Benton. The specialty nursing 
team and its training programme matched any elsewhere in the UK.  Endoscopy equipment was 
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then a rapidly developing technology, and the new facility allowed Aberdeen to remain at the 
forefront, making use of teaching aids. The companies competing in this field paid particular 
interest in the Unit's expansion and were eager to test their latest advances in Aberdeen. 

A grateful patient sponsored purchase of the latest in Laser technology which added an 
important additional approach to palliative endoscopic treatment of oesophageal cancer. 

Undergraduate teaching in Gastroenterology 

There was general recognition that evidence-based medicine had to underpin delivery of an 
evolving specialty service. Against that background it was accepted locally that a different 
method of delivery was required for undergraduate teaching. This included gastroenterology 
specialty input for the first time. The change was championed locally by Professor Douglas who 
persuaded academic colleagues that a collaborative approach was needed. A new integrated 
lecture course was agreed across the whole curriculum with topics being delivered in sequence 
by academic and NHS specialists covering pathophysiology, natural history clinical signs, 
diagnosis and treatment. Paediatric gastro enterology was included. This was a huge task, not 
without difficulties, co-ordinated by Ashley Mowat. This also had to evolve and be updated as 
evidence and personnel changed over the years. It proved popular with students who were 
encouraged to give feedback at the end of each year. Students thus felt empowered by being 
included in the appraisal process. 

Later, in1981, Professor George McNicol was appointed as Principal and Vice Chancellor of 
Aberdeen University. He led from the front and never courted popularity. He had been trained 
in medicine and surgery and very much favoured the integrated approach of learning. He set 
about producing a series of national specialty-based textbooks to accompany the collaborative 
approach to undergraduate learning. Peter Jones, Peter Brunt and Ashley Mowat contributed 
the Gastroenterology volume of ''Integrated Clinical Sciences’’. This systems-based integrated 
approach to learning was approved by the GMC and was adopted by many Universities in the 
UK. The current Clinical Skills Centre of the Aberdeen Medical School with modern facilities and 
latest simulation technology typifies the holistic approach to medical learning and patient care. 
It owes part of its origins to the integrated approach started many decades before in Aberdeen 
Medical School. 

 

The Transfer of Gastroenterology from Woodend Hospital to the Foresterhill Complex  

The late1970s and early 1980s marked a period of major reorganisation of medical services in 
Aberdeen. At Woodend the plan was to relocate acute wards to the Foresterhill site leaving 
Woodend to be the main centre for Medicine of the Elderly and Orthopaedic Surgery. 
Gynaecology, ophthalmology and Plastic Surgery moved first. Cardiology moved to Ward 3 ARI 
to link with the Coronary Care Unit, Douglas Needham retired, and Ward 3 was amalgamated 
into Ward 2 ARI. The ward 7 component of the original GI team was the next to be moved into 
the new ARI ''phase 2 building''' where new surgical theatres and clinical units were housed. 
Acute medical wards at the City Hospital were also relocated to ARI. This reorganisation led to a 
major reduction in available medical beds. 



12 

 

The relocation of acute surgical specialties into the new ''Phase 2''accomodation at ARI proved 
contentious but after much vigorous debate amongst surgical colleagues was eventually 
achieved. 

The reorganisation was inevitable and in principle was a very sound long-term strategy. Original 
plans included basing Gastroenterology on the ground floor of the old ARI surgical block in 
proximity to the Xray department. Plans had reached an advanced stage when they were 
suddenly changed, and the Gastroenterology service was left isolated at Woodend with no 
acute surgical cover. This was a very difficult period which caused unnecessary rancour, and lots 
of acrimonious meetings with administration before it was agreed that the GI service would be 
accommodated in the space vacated by the transfer of the Orthopaedic wards and theatre to 
Woodend. The accommodation was not in a good state and certainly not purpose-built. Initially 
it was proposed that little or no changes could be made to a building dating from the 1930s. 
The service was vacating a Woodend Unit that by comparison was modern with good patient 
accommodation. With persistence it was agreed that structural changes would take place. 

 With the retirement of Douglas Needham, Peter Jones and imminent retirement of James Kyle 
it was necessary not only to find a new clinical home but also develop existing professional 
relationships. The latter was more easily achieved with the new generation of GI surgeons 
already in place all of whom had trained with Peter Jones and James Kyle and were experienced 
and respected GI surgeons, including Ron Keenan, Matthew Koruth and Zygmunt Krukowski, 
and Tony Ah-See from the Department of Surgery. Pre-existing co-operation with Pathology 
and other laboratories, Nuclear Medicine, Radiology and Blood Transfusion became 
geographically easier. Teaching and research co-operation was also easier. 

The new accommodation was based in what became Wards 13 female and 14 male ARI on the 
third floor. New build was constrained by the confines of the old building, but the new compact 
Unit fostered collaboration and was the envy of many other centres. The nightingale wards 
were each effectively sectioned into three areas separated by glass partition doors, and each 
with a pair of ''glasshouse'' cubicles giving privacy and/or isolation if required. New lighting and 
heating, wind-proof double glazing and piped oxygen and suction were installed, and new 
toilets and showers were centrally placed. The senior nursing staff transferred with the Unit 
were well trained to look after all acute specialty and general medical emergencies. There was 
also accommodation for consultant staff and secretaries on the same floor as well as a 
communal staff/coffee room. All staff felt contributors to the team effort and morale was good. 

The old theatre suite, on the same floor, was converted into 3 endoscopy rooms, one 
accommodating the laser equipment; a recovery area; consultant accommodation; an 
endoscopy recycling facility and endoscopy storage area; an oesophageal physiology lab. 
accommodating the technician responsible for oesophageal manometry and 24-hour Ph 
monitoring and later C14 Urea Breath Tests for H. Pylori; toilets; a reception area; and a large 
new-build teaching/lecture room which also housed the Registrars. 

A 6 bedded unisex purpose-built GI bleeding Unit was situated between the male and female 
wards. This was equipped to function as a high dependency unit with a well-trained and 
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dedicated nursing team. This was unique in Scotland and one similar was briefly in existence in 
Bath. 

The new facilities allowed all the previous teaching meetings with Radiology, Surgery and 
Pathology for postgraduates to continue. Regular weekly journal review meetings, monthly 
research in progress meetings, mortality reviews continued. The facilities for undergraduate 
teaching were much better. Closer proximity to the Medical School facilities, including the 
library, was a huge boon. Rooms for teaching and collaborative postgraduate meetings were 
also readily available in the medical school. 

Proximity to the Xray Department was important.  Rapidly developing interventional radiology 
experience included porto-caval stenting for variceal bleeding. A dedicated room with Xray 
screening facilitated the expansion of ERCP and sphincterotomy. Removing common bile duct 
stones no longer needed surgical exploration of the bile duct with lengthy in-patient recovery 
periods, with next day discharge now the norm. On-site availability of expanding new 
technologies of CAT and MRI scanning within the Nuclear Medicine and Xray Departments was 
crucial. 

On-site collaborative clinical research studies became logistically easier: in distal Ulcerative 
Colitis treatment with omega 3 fatty acids with colleagues from the University Dept of Surgery; 
and with Prof Forrester in Ophthalmology on the incidence of anterior uveitis in Ulcerative 
Colitis. Conference presentations and publications followed. 

The new facility allowed the specialty to evolve and develop markedly improving diagnostic and 
treatment options. Inevitably this led to ever increasing specialist referrals, whilst the Unit 
carried a heavy general medicine load. 

Appointment of Third Consultant in Medicine/ Gastroenterology 1984. 
  
Tom Sinclair returned from further specialist training at St Bartholomew’s as consultant 
physician/honorary senior lecturer with a specialist interest in Gastroenterology. He was a skilled 
endoscopist who incorporated ERCP/sphincterotomy, interventional endoscopy and colonoscopy into 
his workload. His specialist interest in inflammatory bowel disease (IBD) was already established and he 
was an experienced general physician. His contribution to colon cancer screening was later to be 
important. 
To better organise the outpatient commitment Ashley Mowat and Tom Sinclair established an 
Inflammatory Bowel Disease (IBD) clinic for the increasing referrals of patients with ulcerative colitis and 
Crohn's disease. 
  
Appointment of the Fourth Consultant in General Medicine with A Specialist Interest in 
Gastroenterology, 1992. 
  
Alastair McKinlay was appointed in 1992 with initially general medical beds in one of the general 
medical wards with outpatient commitments at Huntly and Keith. McKinlay had a developing interest in 
Nutrition and was encouraged to pursue this clinical area which was gaining recognition throughout the 
UK. He set up and developed endoscopic PEG feeding within the Unit and was later to play a national 
role in the development of hospital nutritional services. A skilled committee man, he later became 
President of both the Scottish Society of Gastroenterology and the British Society of Gastroenterology. 
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The Emergency Gastrointestinal Bleeding Unit 
  
Establishing this high dependency unit was supported by nursing and medical administration under the 
supervision of all 4 Consultants on a rotational basis. Ashely Mowat was the lead clinician who had the 
invaluable help of Peter Bramley, senior registrar replacing Alastair McKinlay, and John Masson 
specialist registrar. Welcome sponsorship was obtained from Glaxo Pharmaceuticals. The existing 
management algorithm for management of GI bleeding had not changed since the published work of 
Jones, Needham and Kyle two decades earlier. The aim was to create a management structure to 
improve clinical outcome. 
This Unit, unique in Scotland, was staffed by a dedicated team of specially trained nurses under the 
administrative control of Sister Towns in Ward 14. General practitioners in Grampian were able to refer 
patients presenting with acute upper or lower gastrointestinal bleeding directly to the Unit. 
Endoscopic equipment rapidly developed with fibreoptic technology being overtaken by video 
endoscopy and various additional adjuncts to aid teaching including a simulator for colonoscopy 
training. 
 

Appointment of Fifth Consultant in Gastroenterology with specialist interest 1998 

Perminder Phull, was appointed Senior Register when Peter Bramley was appointed Consultant 
in Stirling. He shared the emergency general medicine load, teaching and general 
gastroenterology work with his colleagues and assumed responsibility for local post graduate GI 
meetings. He also shared the monthly GI Banff clinic. He had a particular interest in developing 
luminal diagnostic and interventional endoscopy and teaching, taking part in numerous multi-
centre studies, including those on the diagnosis and management of Barrett’s oesophagus. 
When colon cancer screening was rolled out nationally in 2008, he followed Ashley Mowat as 
the screening lead in Aberdeen. His contribution to endoscopy development gained national 
recognition when in later years he was appointed to the Board of GUT as ''Endoscopy Guideline 
Editor.'' 

 

Colon Cancer Screening Program 2000 

The mortality from colon cancer was depressingly high in the UK. It was generally accepted that 
if pre- malignant polyps could be detected and removed and some more advanced but early 
localised tumours resected at colonoscopy then cancer mortality might fall. The Scottish 
Government agreed major funding for an initial study to test the feasibility of fitting such a 
screening program into the busy NHS. Success would depend on having sufficient adequately 
trained colonoscopists, a screening population of around 1.5million with a minimum uptake 
within the screened population of 60%. The lead team was Robert Steele, Prof of Surgery at 
Ninewells Hospital Dundee, Gordon Paterson Medical Director in Grampian and Ashley Mowat 
from the Aberdeen GI Unit. Grampian and Tayside did not have an adult population of sufficient 
size but the magic figure was reached when Angus Region joined the feasibility study with John 
Wilson as local lead. Robert Steele was lead clinician for Tayside and Ashley Mowat for 
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Grampian. This was a huge logistical exercise requiring safe postage of stool specimens and 
numerous meetings of all clinical, pathology and laboratory staff involved. 

 Entry into the program was through detection of blood in the stool as detected by the available 
Faecal Occult Blood test which had low specificity and variable sensitivity. Stool testing and the 
data collected were managed in Dundee, A detailed colonoscopy report was filed for each 
patient recording adequacy of bowel preparation, time taken, completeness of coloscopy with 
photo of ileocaecal valve, pathology found, any complications, patient's perception of the 
procedure and any complications. Histology reporting was standardised and the reports stored 
in the centre in Dundee. Feasibility and safety were confirmed although a considerable amount 
of endoscopist time was required. Predictably fairly high numbers of false positive tests led to 
normal colonoscopies, reassuring for the patient but, in reality, adding to the colonoscopy 
workload needed to record detectable polyps or early cancers. 

Despite the obvious difficulties the initial round of screening was sufficiently encouraging to 
persuade the Scottish Government to finance two further screening rounds to assess 
prevalence then incidence of detectable pre- malignant tumours and early cancers in the 
screened population. To fully confirm the impact of the screening programme will take years of 
follow up but all the initial analyses are positive, and the screening program was extended to all 
Scottish hospital regions in 2008. 

A similarly expensive screening feasibility programme was initiated in England, based in 
Nottingham, but did not proceed to further evaluation. 

An important spin-off of from this programme was a successful drive to improve safe 
colonoscopic skills throughout Scotland with the aim to achieve complete colonoscopy in over 
96% of examinations. The later introduction of the more specific FIT test for occult bleeding 
dramatically reduced the number of negative colonoscopies so reducing the workload. 
Standardised bowel preparation and sedation techniques improved patient acceptability. The 
collaborative colon cancer program generated many research presentations at national 
conferences and journal publications and is now a permanent feature of Scottish NHS provision. 

Aberdeen contributed to national collaborative clinical research with Zygmunt Krukowski, 
Ashley Mowat and Tom Sinclair taking the lead in a prospective long-term UK follow-up study 
comparing effectiveness of surgical laparoscopic hiatus hernia repair with standard medical 
anti-reflux treatment. 

A similar multi-centre Scottish study with colleagues in Edinburgh was set up to assess clinical 
efficacy of azathioprine in the treatment of Crohn’s disease. 

This was perhaps the most productive period in the evolution of the clinical Specialty of 
Gastroenterology in Aberdeen. The workload for all was high and was possible only because of 
the motivation and goodwill of all concerned.  

Morale was further increased when the Principal of the University, Duncan Rice, supported the 
request for the appointment of an academic Chair in Gastroenterology to develop the teaching 
and laboratory opportunities the established Aberdeen clinical base provided. Ashley Mowat 
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facilitated his inclusion into the clinical GI Team. For Gastroenterology in Aberdeen this was a 
huge development of enormous strategic importance. 

University Appointment of Chair in Gastroenterology 2000 

Emad El Omar arrived in 2000 to the first specialist university Chair in Scotland. A distinguished 
graduate of Glasgow University he completed his general medical, gastroenterology and 
research training in the Western Infirmary Glasgow before moving as visiting scholar/scientist 
to Vanderbilt University and the National Cancer Institute in the USA. His work in unravelling 
the mechanisms by which H. pylori influenced not only peptic ulceration but also gastric cancer 
had already made him internationally recognised. His arrival totally transformed the ethos of 
the specialty in Aberdeen. The laboratory facility had to start literally from scratch, partly aided 
by funds from the McLeod Trust. Under his leadership the new facility became a powerhouse of 
innovation, aided by the arrival of Georgina Hold from the Rowett Institute. His appointment 
personified the importance of the overlap between basic science and clinical medicine, and the 
practical application of laboratory research in improving clinical care. Collaboration between all 
concerned was essential locally, nationally and internationally. His developing research 
interests included all aspects of the gut microbiome and inflammation driven gastrointestinal 
cancer and inflammatory bowel disease. The laboratory activities generated many postgraduate 
degrees and greatly enhanced the Unit by providing an essential adjunct to clinical specialist 
gastroenterology training. The beneficiaries included several Aberdeen registrar trainees in 
Gastroenterology. Mairi McLean later was appointed as senior lecturer in gastroenterology but 
retained clinical duties including the IBD clinic. Paul Lochhead was another who was mentored 
from junior doctor stage to trainee in Gastroenterology, a PhD and scholarship at Harvard 
University, where he stayed for a few more years.   

Prof El-Omar was an accomplished endoscopist, a respected clinician much loved by his 
patients. Despite his challenging and time-consuming laboratory commitments he continued to 
share clinics, teaching commitments and played a large role in the colon cancer screening 
program. 

At a national level he became Editor-in -Chief of ''GUT'' in 2010, which under his leadership 
came to rival the American research journal ''Gastroenterology'' in research rankings. 

Meanwhile Aberdeen was able to compete and contribute to the growing national need to 
increase the specialist consultant work force and provide trained specialist care.  

Appointment of Further consultants with a specialist interest in Gastro enterology 

Derek Gillen was appointed in 2001.   

A Glasgow graduate who trained in medicine and gastroenterology at the Western Infirmary 
where his postgraduate research in peptic ulceration led to his MD. He made a significant 
contribution to clinical care of patients with upper GI pathology before being tempted to return 
to his native Glasgow in 2005. 

Andrew Fraser was appointed Consultant physician when Peter Brunt retired in 2001. 
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As a follow-up to an experienced and respected Gastroenterologist with a national reputation 
and a founder member of the Aberdeen team Peter Brunt's replacement had a difficult act to 
follow. Hepatology, for which Peter Brunt was the local lead, was increasingly regarded as a 
sub-specialty in its own right.  Major advances in the treatment of viral hepatitis, with the 
burgeoning numbers of patients with hepatitis C in particular, needed realignment of specialist 
clinics. The increasing acceptance that liver transplant became the accepted treatment for end-
stage liver disease required experience to evolve with clinical collaboration between Scottish 
centres. 

Also a Glasgow graduate, the very down to earth Andrew Fraser completed his general 
medicine and gastroenterology training in Aberdeen with a period of secondment to the liver 
unit in Edinburgh. The Scottish Liver Transplant Unit opened in Edinburgh in 1992 so referral to 
the London and Birmingham transplant units was no longer necessary. He established a good 
working relationship with colleagues in Edinburgh and was well placed to expand and develop 
hepatology as a sub-specialty in Aberdeen. Although not then fully formalised the evolving 
national specialist training programme mirrored his own training.  With his local knowledge of 
the social challenges as well as organisational skills his appointment was a good fit. 

 

In 2005 Derek Gillen resigned to take up a consultant post in his native Glasgow. A well-
respected colleague, his sudden premature death 8 years later deprived Scotland of a talented 
colleague. 

Deirdre McNamara was appointed in 2005 as a replacement appointment following the 
departure of Derek Gillen to Glasgow.  A Dublin graduate she arrived in Aberdeen from a 
previous appointment in Germany. She was the first female consultant in the unit. Delightfully 
feisty, enthusiastic and innovative she quickly had a positive impact on the provision of 
gastroenterology in Aberdeen. A skilled upper GI endoscopist she contributed to the ERCP 
team, and as a skilled colonoscopist made a positive contribution to the colonoscopy load, 
including the colon cancer screening program. She introduced capsule endoscopy to Aberdeen. 
She also modernised the equipment within the physiology lab and was soon presenting her 
data at national and international conferences. 

The treatment of inflammatory bowel disease was fundamentally changed by the arrival of the 
first commercially available anti-TNF monoclonal antibody, ''Infliximab'' in1999 and the 
Aberdeen Unit was amongst the first to experience the dramatic improvement in a patient with 
Crohn’s disease. An expensive new drug, its appropriate use was resisted by a minority in 
administration. It was however clear that the new generation of biologics would alter the 
algorithm for IBD treatment with a national move towards specialist IBD clinics and training of 
specialist nurses. Such a clinic was already established by Ashley Mowat and Tom Sinclair so the 
basic infrastructure was already in place to allow adaptive changes. 

 With the imminent retirement of Ashley Mowat in 2008,  it was agreed by Administration that 
a replacement would be required and a proleptic appointment was approved. 

Appointment of Malcolm Smith 2007 as specialist gastroenterologist 
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Malcolm Smith, an Aberdeen graduate, had completed his general medicine and 
gastroenterology training in Aberdeen and was familiar with the evolving changes in 
Gastroenterology. Already an accomplished colonoscopist and nationally accredited trainer, he 
joined Tom Sinclair at the IBD clinics to help with the evolution of the specialty IBD provision. 
He also assumed responsibility for the care of the increasing number of patients with Irritable 
Bowel Syndrome.  

Appointment of Vijayan Balasubramaniam as Consultant Hepatologist 2008 

Vijayan (''VJ'') graduated from the University of Madras, India, and completed his foundation 
year in1991. He then entered primary care for 3 years before training in internal medicine in 
Madras. He was sponsored by RCPE for overseas training and became an SHO in Lanarkshire 
in1997 before starting on his LAT training in gastroenterology in Aberdeen from 2001 to 2006. 
He then served as a locum Consultant in Raigmore before being appointed Consultant 
Hepatologist in Aberdeen joining Andrew Fraser in the evolving sub-specialty of hepatology.   

 

The Royal connection 

Both Peter Brunt and Ashley Mowat were appointed as Scottish Physicians to Queen Elizabeth. 
This duty placed some personal restrictions on both. Peter served from 1983 to his retirement 
in 2001 and was awarded a CVO in recognition of his long service. Ashley served from 2001 till 
his retirement in 2008 and was awarded an LVO for his services. 

University recognition 

Both Peter Brunt and Ashely Mowat were awarded honorary personal Chairs in 
Medicine/Gastroenterology by the University of Aberdeen 

 

At a time of rapid changes in medical training and delivery of care in the NHS it is of interest to 
reflect on colleagues who passed through the Unit as Senior Registrars or specialist registrars 
and gained senior posts in gastroenterology in Aberdeen and elsewhere, many before the 
national training scheme was established in 2001-2 and became fully operational. 

Tom Sinclair, Aberdeen; David Clarke, Stirling Royal Infirmary; Richard Crofton, Monklands; 
Arthur Dunk, Eastbourne; Peter Bramley, Stirling Royal Infirmary; Chung wo Mui, Hong Kong; 
Professor  Kulwinder Dua, University of Wisconsin USA; Mark Hudson, Newcastle; David 
Williams, Dr Gray’s Hospital Elgin; Cho Cho Khin Chelmsford, Essex; Alistair McKinlay, Aberdeen; 
John Masson, Townsville University Hospital Australia; Umesh Prabu, Nova Scotia, Canada; 
Gillian McKnight, Townsville University Hospital Australia; Helen Dallal, Glasgow; David 
Coomansingh, Trinidad; Paul Lochhead, Harvard University USA; Mairie McLean, Dundee 
University; Andrew Fraser, Aberdeen; Malcolm Smith Aberdeen, Balasubramaniam Vijayan, 
Aberdeen 

Gastroenterology in Aberdeen 2008 to 2023 
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The evolution of the specialty in the next 15 years was influenced by inevitable changes in the 
organisation of the NHS and training systems which were centrally driven through central 
governments' agencies, all claiming to be the saviours of the NHS. These included a huge 
extension of the administrative machinery which included rotating paid Clinical Heads of 
Service. A minority declined extra payment. 

Clinicians had little influence in the roll-out of the changes and the few who predicted problems 
were sadly demonised by some in administration. Those who helped deliver changes both 
locally and nationally genuinely believed these were for the better and in some areas were 
shown to be correct. Strong headwinds lay ahead some of which, but not all, were totally 
unpredictable. 

With previous local NHS reorganisations referred to above Aberdeen had lost the equivalent of 
4 medical wards, the closure of 2 convalescent hospitals, and the closure of many cottage 
hospitals and geriatric beds in the community. The population in Aberdeen rapidly increased in 
the 70s and 80s but the demographics remained unchanged with an aging population, 
especially in rural communities, The inevitable introduction of the medical emergency unit 
(AMAU) did not include a sizeable decanting or step-down area which meant that frequently 
sick patients had to be accommodated wherever a bed could be found, however inappropriate. 
The model upon which the changes were based seemed to ignore the reduced bed capacity. 
This inevitably led to clinical tensions, agitation with administrative staff and sadly deteriorating 
standards of care despite the best efforts of medical and nursing staff. This certainly impinged 
on specialist care of patients with acute GI disorders requiring urgent hospital admission. 

Initially all was manageable. The number of specialist IBD nurses and nurse endoscopists 
increased in keeping with national trends, and clinical care had to adapt to the national trend of 
increasing sub-specialisation. Major redevelopment of the existing Gastroenterology facilities 
was undertaken to fit with the UK Joint Accreditation Group (JAG) recommendations necessary 
to attract trainees to Aberdeen. 

Further redevelopment of Gastroenterology facilities 2008 to 2013 

This happened in stages. 

As in previous years the Department had outgrown the facilities, and the existing building had 
to be reconfigured. The endoscopy suite was redesigned to increase the patient recovery area 
and to provide a patient preparation room to facilitate flexible sigmoidoscopy. The consultant 
offices on Wards 13 and 14 were converted into accommodation for the GI physiology service. 

An outpatient suite was housed on the first floor of the contiguous ''Rotunda'' block and 
included an office for the specialist liver service and also accommodated other GI outpatient 
clinics. 

This new outpatient facility and endoscopy suite was named the Peter Brunt Centre and was 
opened in November 2010. 

Secretarial staff were relocated from Ward13 to Ashgrove House along with the bowel 
screening team and the IBD nurses. The formerly cohesive gastroenterology group had of 
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necessity to translocate to more distant accommodation. This change was consistent with the 
Scottish Government's policy of keeping administrative office space separate from clinical 
areas. Consultant staff each had a room in the same building close to secretaries. For the first 
time senior medical staff were no longer accommodated close to their patients. An unexpected 
benefit was later to appear during the Covid epidemic (2020 -2022) when remote consultation 
and the administrative work of the Department continued despite necessary restrictive 
measures imposed on the clinical areas. 

In 2010 it was accepted that the GI service could no longer participate in both general medical 
emergency receiving, and specialist on-call and Gastroenterology withdrew from the 
emergency ''General Medicine'' take. Because of the shortage of hospital beds this did not 
mean that all GI referrals could be admitted to the new home in ward 104.  

In 2013 the Gastroenterology beds moved from the previously restyled nightingale wards 13 
and 14 to Ward 104 in the new Emergency Care Centre in the Queen Elizabeth building, 
creating modern accommodation but with fewer beds. The specialist GI Bleeding Unit was 
incorporated into the new Medical High Dependency Unit on ward 106. This arrangement 
worked well until staffing pressures and eventually the Covid Pandemic sadly led to the closure 
of the Medical HDU Unit on ward 106. 

National changes in specialist training 

It was clear nationally that the transition into the 21st Century would lead to major training 
changes with the abandonment of the former Unit system where training was less formal with 
long hours.  Hands-on experience was acquired, sometimes without the same degree of senior 
supervision that was the backbone of training in Aberdeen. Perhaps this was one reason for the 
Aberdeen training system attracting many applicants. To provide for the increasing national 
need for more trained specialists a national structured training program was devised to deliver 
this over a more defined time scale with nationally appointed specialist registrars (SpRs). 
Clinical and academic training were to be combined in larger teaching hospitals where 
laboratory training would be attractive to those academically inclined.  

Assessment criteria favoured laboratory research with timescales determined by financial 
constraints, whereas clinical research, often based on multi-centre cooperation, is long scale 
and was less attractive. With Prof El Omar's internationally recognised thriving research 
laboratory Aberdeen was ideally placed to provide for the former. Longer scale clinical research 
became less attractive. 

 

Medical Staff changes 

2008 Andrew Fraser sadly resigned to take up a consultant hepatologist post in Glasgow. 

2009 Ashis Mukhopadhya replaced Andrew Fraser as a hepatologist but also had general 
Gastroenterology roles. 
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Lindsay McLeman returned from postgraduate training in hepatology at the Royal Free Hospital 
in London and assumed a consultant role as Lead Clinician for the Managed Clinical Network for 
blood borne viruses, and Shirley English from within the Unit became a staff grade doctor and 
later an Associate Specialist. 

2009 Tom Sinclair retired. 

The rapidly expanded IBD workload was taken on by in-house trainees who, like many others in 
basic sciences, had benefited from laboratory training in the Academic Department under the 
guidance of Prof El Omar and Georgina Hold. Having completed their clinical training four new 
NHS consultant were appointed all of whom had completed research programmes and been 
awarded PhD's. Three joined the NHS IBD team. 

 2009 

Mairie McLean was appointed senior lecturer/ honorary Consultant pursuing an academic 
career focusing on the immunology of IBD and bowel cancer. 

Gillian Bain      Gastroenterologist with specialist interest in IBD. 

John Thomson Gastroenterologist with specialist interest in IBD. 

Umesh Basavaraju Gastroenterologist with special interest in IBD and interest in complex 
endoscopy. 

Two staff grade doctors, Becky McKay and Emma Metcalf, were appointed to help develop the 
nutrition service including the on-going PEG service, and resuscitate the joint dietetic/coeliac 
clinic of former years. 

Becky McKay and Alastair McKinlay collaborated with colleagues in Psychiatry to develop the 
unique North of Scotland Eating Disorders team and the Eden Unit, a specialist multi-
disciplinary inpatient Eating Disorder Unit.  Management protocols were shared with Ward 104 
for managing severely ill patients with anorexia nervosa. This development was recognised with 
a SAGE award in 2015.  

Becky Mckay left for Leeds in 2014. 

2012  Deirdre McNamara resigned and took up a post in Dublin. 

2013 John Leeds, who trained in Sheffield, was appointed Consultant to the hepatology team 
and helped develop close links with the Department of Hepatobiliary Surgery at ARI, including 
an MDT for ''benign'' pancreatic disease. 

2016  Prof Emad El Omar resigned from his post of Professor of Gastroenterology at Aberdeen 
University, as did Georgina Hold. Emad El-Omar already played a huge local, national and 
international role in academic Gastroenterology as well as a pivotal role in student teaching, 
staff training and had a significant input into patient care in Aberdeen.   

Prof El Omar was appointed as Chair of Medicine at St George and Sutherland School of 
Medicine, University of New South Wales, Sydney, Australia. He remains as the Chief Editor of 
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Gut. He is also director of the UNSW Microbiome Centre (MRC). The Australian MRC currently 
collaborates with over 100 research projects worldwide. 

Prof. El-Omar was not replaced by Aberdeen University leading to the loss of an entire 
University Department. The effect was devastating for both clinical and academic 
gastroenterology in Aberdeen. 

 Mairie McLean resigned her post as senior Lecturer/ honorary consultant and was appointed to 
an academic post of Reader in Dundee University Medical School. 

2017 John Leeds resigned and moved to Newcastle. 

2018 Emma Metcalfe was promoted from staff grade to consultant Gastroenterologist grade 

2023 Alastair McKinlay retired. 

Hospital services were under increasing pressure both locally and throughout Scotland. Bed 
occupancy rates in ARI were often over 100%, nurses were working very long shifts and clinical 
standards were deteriorating despite the best efforts of all involved. The numbers of hospital 
doctors and nurses had increased nationally, and Scottish Government funding had also 
increased following UK Barnett consequentials. The level of funding was however not sufficient 
to cope with increasing demand. A new specialist training scheme had been successfully 
introduced. Despite all of the above the NHS system was clearly failing. 

 

What has gone wrong? A personal appraisal 

In the NHS locally and nationally 

In the UK, and therefore inevitably also in the Scottish NHS, government policy has been to 
reduce bed numbers in the belief that this would shorten hospital stays and in industrial 
parlance ''drive-up efficiency'', with a one-for-all strategic plan which did not suit large parts of 
Scotland. 

Reduced medical bed capacity was a predictable serious impediment to effective hospital 
reform from the first decade of the 21st century. The NHS has always depended on the goodwill 
of those serving on the frontline in all health service areas, with interdependence of primary 
care, hospitals, and care in the community a fundamental requirement. This was no more 
critical than during the Covid Pandemic when the drastic reduction in medical bed capacity 
highlighted severe deficiencies in long-term capacity planning.  

Undoubtedly the system of delivery is now seriously broken. Fortunately for patients those still 
serving remain resilient but under increasing pressure. The NHS is still able to deal extremely 
well with complex serious medical problems requiring in-patient care but no longer is an 
effective care system for those needing outpatient services.  

The culture withing the NHS has also changed. The good-will factor is seriously strained as 
manifest by the strikes of hospital medical staff in England. As in any failing system tensions 
develop between those at the clinical face, who witness deteriorating standards, and 



23 

 

Administration obliged to deliver for their political masters. This certainly has been the case in 
Aberdeen and no more so than in the Surgical Division. The effects on morale and recruitment 
are predictable. 

In retrospect, despite all the administrative and training changes over several decades the NHS 
management and delivery of clinical care is no longer able to cope with the ever- increasing 
demands created by an ageing population, and the welcome improvement in diagnostic 
facilities and new effective treatments which paradoxically have increased demand. Waiting 
times for diagnosis and treatment get longer. The negative impact is national but is especially 
true for the smaller hospital complexes which in rural Scotland can no longer operate as 
effective DGHs. 

Primary care vacancies have increased, and entire practices have been forced to close. 

This has added to serious diagnostic and emergency pressures within specialist services, 
including gastroenterology in the larger teaching hospitals. Ambulance queues of several hours 
with patients waiting emergency admission to hospital are now the national norm, creating 
major problems for the nationally organised ambulance service. The gravity of the situation is 
reflected by a recent need to divert all emergency ambulance referrals from ARI to Ninewells in 
Dundee or Raigmore in Inverness. 

Some Contributary factors  

Opinions vary on their relative importance and how they have interacted. 

Progressive reduction in the number of hospital beds and of beds in the community. Reduced 
capacity is a crucial factor. 

Changes in the primary care contracts and funding. Colleagues in primary care were in reality 
the gate keepers of the hospital system. With the current emergency regulations this is no 
longer possible, and hospital practice is overwhelmed. 

Care in the community is seriously under-funded with again major unaddressed capacity 
problems, and now much dependent on private facilities. The hospital discharge system is 
paralysed as a consequence of ''bed blocking''. Palliative care and hospice provision have not 
been seen as priorities. 

Changes in hospital consultant contracts were introduced, with changed pension arrangements 
in particular.  In Scotland the Consultant Merit Award Scheme, not beloved by all, was 
abandoned. It was retained in England with an extension in the bandings. This had the effect of 
driving younger consultants in teaching hospitals and elsewhere into private practice, an aim 
which to some might be seen to be common to all shades of political opinion. 

The financial crash of 2008, Brexit, the Covid Pandemic of 2020 to 2022 for which the UK was ill- 
prepared, the global financial crash of 2008, followed by the self- inflicted financial policies of 
the UK Truss Government all had serious consequences for public services, including the NHS. 
Progressive under-funding of the NHS had however been a feature of UK politics for at least 20 
years irrespective of which Party was in power and will need to be addressed. 
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Failure of medical advisory bodies including the BMA and Royal Colleges to present a united 
front to influence Government policies on necessary reforms and directed funding allocations. 
No amount of increased funding will repair the existing structures without reform which may 
need a structure independent of the current 5-year political cycle with numerous short-term 
Health Minister appointments. To get the NHS back to its former glory, sadly, will take years. 

 

University organisation and funding in Aberdeen 

Reduction in funding to universities in the UK has been a consequence of many of the factors 
summarised above but Brexit and subsequent Government policies have resulted in a 
significant reduction in funding provided by students from overseas. These and the continuing 
national austerity programs have resulted in a significant reduction in university funding 
throughout Scotland and the UK.  Aberdeen University has not escaped. Much of the innovative 
reorganisation of the academic community into one of the largest medical and biological 
research centres in Europe is under threat.  

The loss of the academic Department of Gastroenterology will be recognised as the most 
devastating blow for Gastroenterology in Aberdeen.   

The failure by the University to fill the vacant post of Regius Professor in Medicine, one of the 
earliest Academic Chairs in the UK, is not a welcome development and is partly a reflection of 
current financial pressures. 

Whoever has the task of reviewing the next decades of Gastroenterology in Aberdeen will 
hopefully record the details of necessary and successful solutions for future planners. 


