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Introduction 

I am writing this introduction 

after another major 

reorganisation of management 

arrangements within the NHS in 

Scotland. It is a good time to 
reflect, therefore, that the 

organisation of health serv ices 

should be invisible to the patient, 

who should only notice good 

quality, acces sible and responsive 
health services. In particular, 

pat ients should not be aware of 

any management boundaries. We 

are, after all, all part of the same 

organisation, the National Health 

Serv ice. 

I ho pe we are now at a po int in 

tim e wh ere maximum att en t ion 
can be focused o n pat ient s, o n 

health an d on ways of impro ving 

health. 

This year 's report has no single 
t heme , but reflects the major 

areas of work in Argyll and Clyde 

w he re t here are oppor t unities 

to improve health. I make no 

apologies for highlighting an area 

about w hich we can easily 
become complacent . I am 

speaking of immunisations , and , 

in particular , the dangers of a fall 

in the immunisation rate for 

measles , mumps and rubella 
(MMR). Each of these childhood 

diseases can have serious adverse 
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health effects and a drop in public 

confidence in the MMR vaccine 

could result in a resurgence of 

these diseases . 

The key role which the media 

can play in promoting health is 
obvious in several of the 

chapters. The Greenock Telegraph 
newspaper, for example, played an 

important role in assisting the 
Health Board tackle the hepatitis 

B outbreak in Inverclyde. Local 

media have also assisted in ra ising 

awareness about a number of 
oth er health issue s, such as 

meningitis and head lice. 

I wo uld like t o finish by 

highlight ing one of t he majo r 

oppo rtunities to impro ve the 
he alt h of people living in the 

Argyll and Clyde area . This is t he 

publicat ion of the White Paper 
'Towards a Healthie r Scotl and'. I 

think it is obvious from this 
W hite Paper that good health 

can only be achieved by healthy 

partnerships between all those 

committed to improving health ; 
between the NHS , local 

authorities, local statutor y and 

voluntary agencies and , in 

particular , all the residents of 

Argyll and Clyde . This is a major 

challenge for all concerned. 

Director of Public Health Annual 

Reports in the future will detail 
information covering life 

circumstances, lifestyles and 

health, thus giving a direct ion to 

the preparation of the Hea lt h 

Board's strategic plan (the Health 

Improv ement Programme) and 

the health asp ects of local 
authorities' Commun ity Plans.As 

well as this, the information will 

be available to all other 

inter ested parties. 

I would like to thank all the 
contrib utors to th e report, who 

are ack now ledge d bes ide t hei r 

con tr ibutio ns. I wou ld especi ally 

like to t hank N icholas Sco tt, 

Alison Burlison and Tina Marr fo r 
edi t ing the repo rt and Liz 

Livingstone for organising t he 

production of t he report . 

I hope all those reading the 
report find it of interest and I 

would be pleased to receive any 

comments or queries you may 
have . 

Lesley Wilkie 
Director of Public Health 

August 1999 
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Health 
Promotion 

The role of the Health 
Promotion Unit is to promote 
the health of the population of 
Argyll and Clyde. Its aim is to 
help create environments in 
which it is easier for people to 
make healthier lifestyle choices. 

In April 1997, the Health 
Promotion Unit re-organised to 
work on a locality basis. Staff 
who had previously worked in 
settings such as education and 
health services, changed to 
work targeted at one of the 
following four localities: 
Renfrewshire and East 
Renfrewshire.Argyll and Bute, 
West Dunbartonshire and 
Inverclyde. This re-organisation 
has resulted in improved local 
co-ordination and co-operation 
on a range of projects and 
health promoting work. 

A selection of the projects the 
Health Promotion Unit has 
been involved in during 1997 
and 1998 are outlined below. 
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Promoting Physical 
Activity 

GP Exercise Referral 
Programmes 

The health benefits of increasing 
physical activity levels are well 
established . Regular exercise 
can assist in the prevention and 
management of cardiovascular 
disease, obesity, hypertension , 
osteoporosis, diabetes, anxiety 
and depression. 

To promote physical activity, GP 
exercise referral programmes 
are being established 
throughout the Health Board 
area. These allow general 
practitioners (GPs) to refer 
suitable patients to identified 
leisure centres, to undertake a 
I O week programme of 
exercise, health topics and 
relaxation. The purpose of the 
programmes is to provide 
opportunities for individuals to 

increase physical activity levels 
and improve their health. 

The development of the 
exercise referral programmes 
within Argyll and Clyde is 
outlined below: 

• In November I 997, Inverclyde 
saw the official launch of 
'lnveractive' by Sam Galbraith, the 
Scottish Minister for Health. 

• In Renfrewshire, 'Living Plus' goes 
from strength to strength and now 
has GPs referring to six leisure 
centres. 

• Dumbarton was the pilot site for 
West Dunbartonshire, and there 
are plans to extend this pilot to 
include Alexandria later this year. 

• Smaller programmes are 
planned for Oban, Helensburgh, 
Islay and Rothesay in the near 
future. 

Quality of Life 
Programme 

This programme was set up 
some years ago at Renfrew 
High School to promote quality 
of life through physical activity. 
The aim is to encourage and 
support physical activity in 
schoolchildren in order to 
establish a habit of regular 
exercise. The programme has 
had a variety of sources of 
funding, including the school 
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itself, its associated primary 
schools, the Scottish Sports 
Council and Argyll and Clyde 
Health Board . 

As part of the programme, a 
physical educat ion specialist 
from Renfr ew High School 
works closely with its 
associat ed primary schools to 
ensure high quality daily PE in 
the Primary 6 and Pr imary 7 
classes. Enhanced PE time 
continu es at secondary school 
in SI and S2.Aft er school 
activity is carefully structured 
such that a different sport is 
offered each day. Primary school 
pupils can attend immediatel y 
after school, with more senior 
pup ils attending later, to be 
followed, in turn, by adult 
activities. 

During 1997 and 1998 the 
Renfrewshire Health Promotion 
Task Group funded an 
evaluation of the programme. 
The purpose of the evaluation 
was to identify areas for further 
development and to assess the 
programme's long-term 
sustainability. 

The results of the evaluation 
show a high degree of 
commitment to the programme 
from those involved. Both 
children and parents expressed 
satisfaction with the 
programme and a belief that it 
should continue. The evaluation 
concluded that there is a need 

4 

for all the agencies involved to 
work together to ensure the 
programme's long-term 
sustainability. 

A second school in 
Renfrewshire, Gleniffer High 
School, has recently started a 
similar programme, supported 
by Renfrewshire Council 
Education Depa rtment . 

Scotland's Health at 
Work (SHAW)Award 
Scheme 

Ar gyll and Clyde Health Board 
supports the Scotland's Health 
at Work award scheme and in 
November 1997 appointed a 
local co-ordinator to work with 
organisations with in Argyll and 
Clyd e.The co-ordinator 
provides advice and assistance 
to organisations of any type 
wishing to develop or improve 
health promotion initiatives 
within their workplace. 

Health Pro motion at 
Gateside Prison, 
Greenock 

The Health Promotion Unit 
works closely with Gateside 
Prison in Greenock to improve 
the health of its inmates and 
staff. 

The Health Promotion Unit has, 
for example, worked with the 
prison drugs worker to 
facilitate discussion groups in 

order to prioritise inmates' 
health needs .As a result of 
these groups, a pre-release 
course, consisting of six 
sessions covering drugs, alcohol, 
housing and money matters , 
blood-borne viruses, 
employment and relationships, 
is now delivered to inmates 
approaching release . There has 
been positive feedback from 
both inmates and staff about 
the benefits of this course. 

The Health Promotion Unit will 
continue to work in partnership 
with Gateside Prison to create 
a supportive, healthier 
environment for inmates and 
staff. 

Islay and Jura Health 
Promotion Project 

The aim of the Islay and Jura 
Health Promot ion Project is to 
increase the capacity for health 
promotion on the islands of 
Islay and Jura to achieve 
long-term health improvement. 

A thorough needs assessment 
was carried out during the first 
year of the project in 1996.This 
highlighted concerns about 
young people's issues, the high 
cost of living, drugs , alcohol, diet, 
mental health and safety. During 
1997 and 1998 a number of 
programmes were undertaken 
to tackle these issues. 



A selection of these are 
outlined below: 

• The project supported a group of 
young people at Islay High School 
in running a week long 
programme of art activities in 
February I 998, funded by 
Scotland Against Drugs. 

• An award from the Health 
Education Board for Scotland 
funded a roadshow on positive 
mental health for Mental Health 
Week I 997 . This visited four 
remote villages on the island of 
Jura. 

• The project supported a multi
agency project to establish a 
garden in Bowmore, on Islay, for 
general community use, with 
special regard for the needs of 
disabled people. 

• The project has worked in close 
co-operation with Argyll and Bute 
Council, the Corrom Trust, Argyll 
and Islands Enterprise and other 
business partners and community 
representatives, to develop a 
regeneration strategy for the 
islands. 

Ann Kerr 
Senior Health Promo t ion 
Officer 
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Referral 
Feedback to 
GPs 

In 1997, in response to demand 
by GPs for information relating 
to their own practices, the 
Health Board's Public Health, 
Primary Care and Information 
Services departm ents 
collaborated in developing a GP 
Datapack.This was sent to all 
practices in the Health Board 
area and allowed comparisons 
of new outpatient refe rral rates 
to be made across anonymised 
practices. The aim was to 
stimulate debate on the 
appropriat eness and level of 
outpati ent referrals and ass ist in 
th e deve lo pment of 'm ode ls of 
goo d patien t car e '. It wa s also 
hoped tha t the GP Dat apack 
would lead t o improve d 
dialogue betw een GPs and t he 
Healt h Boar d. 

This led to the appointmen t, in 
Februar y 1998 , of a local GP to 
the new part- t ime post of 
Refer ral Adviser, the first such 
post in a Scottish Health Board. 
Since taking up this post , the 
Referral Adviser has initiated 
the development of a series of 
FEEDBACK documents and has 
visited individual practices to 
discuss referrals and related 
issues. 

FEEDBACK 
Documents 

FEEDBACK Issue I 

In April 1998, FEEDBACK Issue 
I was sent to every Argyll and 
Clyde GP and contained 
comparative outpatient referral 
rates for each practice. Referral 
rates were standardised to take 
into account differences in the 
age and sex profile of the 
popu lation of each practice. 
Only the particular GP's 
practice was identified, but it 
could be compared with the 
anonymised data for other 
pract ices in th e local area and in 
the whole of Argyll and Clyde. 
Figure I (next page) shows the 
anonymis ed new outpat ient 
refe rral rat es for ea ch pra ct ice 
in Argyll and C lyde in 1996. 

Hospi tal inpatient and day case 
discha rge rat es, for bot h 
emergenc y and arranged (also 
kno wn as 'elective') admissions, 
were also included by specialty 
and by diagnosis.A brief analysis 
of referral rates in relation to 
levels of deprivation prompted 
some discussion. This analysis 
ser ved to illustrate that factors 
other than the age and sex 
profile of practice populations, 
have to be considered when 
attempting to explain 
differences in referra l rates 
across practices. 
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Figure I: 
Age and Sex Standard ise d Ne w Outpat ient Referra l Rates for Argyll and C lyde Hea lth Boar d Ge ne ral Pract ices in 1996 
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FEEDBACK Level 2 

GPs were also offered furthe r 
data, which many took , 
including social indicators and 
informat ion on causes of death 
in their practice area.The 
future Local Health Care 
Co-operatives (LHCCs) were 
encouraged to look at statistics 
for their area by the offer of an 
LHCC Datapack. 

Newsletters 

Two newsletters have been 
published on the subjects of 
dermatology referrals and 
patients who do not turn up for 
outpatient appointments. These 
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inco rp orated resu lts from 
hospital and gene ral pract ice 
studies. These newslette rs have 
been distributed to GPs and 
hospital consultants t hroughou t 
the Health Board area . 

Accuracy and 
Completeness 

GPs levelled some criticisms at 
the completeness of the new 
outpatient referral data. In 
response to these criticisms, a 
study was set up with the 
Information and Statistics 
Division of the NHS in Scotland 
to examine the accuracy and 
completeness of the data. The 
results of this study will help to 

identify any are as of weakness 
and ensu re a highe r degree of 
accur acy in the futu re. 

New Developments 

March 1999 saw an expansion 
in the hours and remit of the 
post of GP Referral Adviser, the 
appointment of a full-time 
Information Assistant to provide 
support to the Referral Adviser 
and the start of the Refer ral 
Incentive Scheme. This scheme 
gives GPs the opportunity for 
attachment to outpatient clinics 
to increase their knowledge and 
skills in a particular specialty. It 
also provides GPs with the 
opportunity to review their 



pattern of patient referral to 
outpatient clinics. 

The Way Forward 

As the Health Board expands 
its co-ordinating and advisory 
rol e in workin g w ith t he 
restructur ed Trust s and new 
LHCCs, it is hoped that th e GP 
Refe rral Adviser function will 
provide both a fee dback 
mechanism and a reso urce to 
help maintain and enh anc e GP 
know ledge and skills. The 
process es invo lved will allow 
for an exam inat ion of the 
primary car e/h osp ital int erface 
and will help to cr eat e a more 
integrat ed and str eam lined 
serv ice for pat ients. In add ition, 
t he increased dialogue betw ee n 
GPs and the ir hospi ta l 
colle agues shou ld lead to mo re 
efficient use of resou rces , by 
avoiding duplication and 
focusing on areas of mos t need. 

lain Morton 
GP Referral Adviser 
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Clinical 
Effectiveness 

It seems that every day a new 
drug, medical breakthrough or 
advance in medical technology 
is brought to the publ ic's 
att ent ion which has the 
pote ntia l to prov ide significant 
benefits to patien ts. These 
major advanc es in medical 
tr eatm ent t end to increa se 
pub lic expectations about what 
can and shoul d be provid ed 
from, what will always be, a 
limited budget available to th e 
NHS. It is vital, th erefor e , that 
th e NHS continually strive s to 
ensure t hat exist ing resources 
ar e used to prov ide th e right 
car e for each pat ient , at th e 
r ight t ime and in the right place . 

W ithin Argyll and C lyde Health 
Boa rd, the Dep ar tment of 
Public Health has a role to play 
in ensuring that , as far as 
possible, the care and treatment 
chosen for each patient is based 
on sound evidence of clinical 
effectiveness. In other words, 
there is evidence that the 
treatment actually works.This 
will help to ensure that the best 
possible health outcomes are 
achieved for patients. 

In Scotland, a framework has 
been devised to involve health 
care professionals in thinking 
about the quality of care given 

to patients, by increasing 
awareness of the need to 
continually review and improve 
clinical procedures.The aim is 
to ensure that major advances 
in medical treatment are built 
into everyday practice. In order 
to ensure that up-to-date 
information on new 
developments and treatments is 
availab le to both health care 
profess iona ls and pat ients, 
nationa l guidelines are pub lished 
giving exp ert evidence on best 
practice for a ra nge of med ical 
tr eatm ents (th ese are known as 
SIGN guidelines). 

Argyll and Clyde Health Board 
is committ ed to encoura ging 
health care prof essionals to 
ensure that tr eatm ent follows 
prot oco ls base d o n th ese 
nat ional guide lines . Th is is 
achieved t hrough various 
educ ation initiatives , for 
example, seminars , education 
days and practice visits. These 
are designed to provide health 
care professionals with 
information and advice on best 
practice . The Health Board is 
also committed to ensuring that 
the use of protocols is 
monitored and their effect on 
the outcomes of patient care is 
measured.The aim is to ensure 
that good quality health care is 
delivered consistently to all 
Argyll and Clyde residents, 
regardless of where they live. 
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The thrust of the work relating 
to clinical effectiveness which is 
taking place within the 
Department of Public Health, is 
to provide better services in 
ways that are responsive to the 
needs and wishes of patients. It 
is hop ed that the on- going work 
and act ivit ies underpinning 
clinical effectiven ess will ensure 
t hat all patients in Argyll and 
Clyde rece ive the best possible 
quality of care and tr eatment. 

Jean Irvine 
Clinical Effectiveness 
Support Office r 
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Introduction 
of New 
Medicines 

The introduction of a new 
medicine is often accompanied 
by expectations that the drug 
will provide a significant 
advance in treatment. Two 
recent examples wh ich have 
received cons iderable med ia 
att ention are Viagra , for the 
treatm ent of male impotence, 
and beta-interferon, for the 
tr eatment of mu lt iple sclerosis. 
Some new medicines, however, 
are disappoint ing and do not 
fulfil initial expectations. 

New products fall into thr ee 
ma in cat egor ies: 

• Completely new drugs that are 
either members of a new class of 
drug or are used to treat a 
condition for which there was 
previously no effective treatment. 

• Drugs that are members of 
the same class as existing drugs 
('me too' drugs). 

• New formulations of existing 
drugs - for example, hormone 
patches for Hormone 
Replacement Therapy. 

There is par t icular inte rest in 
the first type of new product as 
it may offer a significant advance 
in treatmen t . 

N ew drugs, however, com e at a 
price. It may requ ire upwards of 
£ I 00 million and I O years to 
develop and mark et a product . 
Manufacturers, therefor e , 
promote a new drug intensively 
and have to price it at a leve l to 
recoup the deve lopment costs 
and provid e profit . 

The int ro duction of a new dr ug 
rep resen t s a significan t 
challenge for the N HS.At the 
t ime of launch only limited 
informatio n is available on the 
drug's effectiveness and safet y. 
C linicians need to weigh-up the 
potential benefits and r isks of 
prescribing the drug for their 
patients. Although clinical issues 
are always paramount , the 
financial implications for the 
NH S must also be considered. 

In order to facilitate these 
difficult decisions, Ar gyll and 
Clyde Health Board set up the 
The rapeutic Advisory Group 



(TAG).The TAG includes Trust 
medical directors, the Health 
Board's prescribing advisers, 
GPs, pharmacists, a health 
economist and the Director of 
Public Health . It can also co-opt 
specialists to provide expert 
advice on specific topics. 

The introduct ion of donepezil 
for the treatment of Alzheime r's 
disease provides a good 
example of how the TAG 
funct ions. Donepezil was 
launched in the UK in April 
1997.Th ere was much 
excitement about this drug 
because it was the first to 
become available for the 
treatment of such a distressing 
disease.Although donepezil 
does not offer a cure for 
Alzheimer 's disease, it may delay 
the progression of the disease 
in some patients . 

Patients' and carers' 
expectations of donepezil were 
raised by the widespread 
coverage it received in the 
media. It was, therefore, 
expected that GPs would come 
under pressure to prescribe it. 
At the time of its launch, 
however, prescribers would 
have found it difficult to make 
informed decisions about who 
would benefit from the drug. 

Prior to its launch, a sub-group 
of the TAG, comprising geriatric 
psychiatrists and the Health 
Board's prescribing advisers, 
met to plan its introduction . 
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The difficulties were that the 
drug is only of benefit in a 
proportion of patients, it can 
have adverse effects and it is 
expensive.The aim, therefore, 
was to ensure that it was used 
appropriately . 

After several meetings a draft 
protocol for the use of 
donepez il was produced and 
distributed widely for 
consultation.The final protocol 
wa s endorsed by the TAG and 
approv ed by th e Health Board 
for implementation. 

The protocol advised GPs to 
refer patients with suspected 
Alzheime r's disease to specialist 
consultant clinics for assess
ment. If, after assessment, the 
patient was considered suitable 
for drug treatment, they were 
started on a trial of donepezil 
under the supervision of their 
consultant. Patients who were 
not considered suitable for drug 
treatment had alternative 
management plans drawn up. 

Patients started on donepezil 
were followed up at monthly 
outpatient clinics.At the end of 
three months the patient's 
response to the drug was 
assessed . Patients were only 
continued on donepezil if there 
was good evidence of 
improvement. If this was the 
case, responsibility for 
prescribing and routine 
monitoring was transferred to 
their GP, with the consultant 

continuing to see the patient 
once every three months. 

The protocol was introduced in 
May 1997. Since then 
approximately 230 patients have 
been referred for assessment , 
with only 40% of these 
considered suitable for a trial of 
th e drug .At th e three-month 
assessment about half of these 
patients were judged to have 
shown a respons e and were 
continued on the drug . 

Th e development and 
implementation of this protocol 
for the management of 
donepezil had several benefits: 

• All clinicians were well-informed 
about the drug and were able to 
respond to requests from patients 
and carers. 

• GPs were given guidance on the 
selection of suitable patients for 
referral. 

• Patients had the benefit of an 
expert assessment. 

• Only those patients considered 
suitable were given a trial of the 
drug and the treatment was only 
continued where benefit was 
demonstrated. 

• As a spin-off, it was reported that 
the general management of 
dementia improved, including a 
more informed doctor-patient 
relationship and enhanced 
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provision of information to patients 
and carers. 

In conclusion, the 
implementation of this protocol 
has ensured availability of this 
new drug to patients in Argyll 
and Clyde, but has avoided the 
financial cons equences of 
uncontroll ed and per haps 
inappropriat e prescri bing. In 
May 1998 nat iona l guidance on 
th e pre scr ibing of don epezil was 
issued by the Chief Medical 
Officer wh ich was in 
concorda nce with the local 
protoco l. 

The success of this proc ess is 
encoura ging and may show the 
way forward for the managed 
introduction of other new 
med icines. 

The Health Board gratefully 
acknowledges the invaluable 
contribution of Dr Alan Hughes, 
Consultant in Geriatric Psychiatry, 
who co-ordinated the protocol 
development. 

Robert Gill espie 
Pharmaceutical Prescribing 
Adviser 
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The Prioritisation Framework: 
A Tool for Allocating 
Resources in Argyll and Clyde 
Health Board 

Each year the NHS is allocated 
a fixed sum of money by the 
Government and is expected to 
operate within this budget. 
How ever, eve r-increas ing 
pressures are be ing placed on 
th e limited resourc es available 
to the NHS.This is a result of, 
amongst other things, increasing 
public exp ectations about the 
range and quality of health 
services which should be 
available and cont inuing 
advances in medical tec hnolo gy. 

In re sponse t o th ese press ures, 
recen t years have see n an 
increasingl y public debate abou t 
w hat the NH S can , and canno t, 
afford to provide. Underlying 
this debate is a growing 
recognition that there is a need 
for more explicit priority 
setting w ithin the N HS.The 
development of a Prioritisation 
Frame work is a local response 
to the gro w ing pressures being 
placed on the resources 
allocated to Argyll and Clyde 
Health Board. 

How It Works 

During 1997 and 1998 a group 
from the Health Board 
developed, piloted and 
succ essfully used a fram ework 
which is designed to rank 
exp licitly health care 
interv entions .This ranking is 
based on an assessment of th e 
likely ben efits to pat ients and 
the population as a whole of 
each intervention . The 
assessm ent is carr ied out by a 
pane l made up of healt h care 
profe ssionals, NHS managers 
and local represe ntatives. The 
cost of each intervention is 
also taken into account. 
Interventions might include 
cura t ive treatments, health 
promotion initiatives or 
preventative health care 
measures , such as screening 
programmes. 

N ine criteria concerning 
benefits to patients and the 
population as a whole are 
considered when ranking 
interventions. For each 
intervention a score is assigned 
for the various criteria. 



A number of questions, 
underlying these criteria, are 
considered when assigning 
these scores. 

These include: 

• How large is the expected health 
gain to a patient receiving each 
intervention? 

• To what extent is each 
intervention likely to prevent future 
ill-health? 

• To what extent is each 
intervention likely to improve a 
patient's quality of life? 

• To what extent is each 
intervention likely to reduce health 
status inequalities in the 
population of Argyll and Clyde 
(for example, between deprived 
and affluent areas)? 

The scores for the various 
criteria are summed to provide 
an overall score. Interventions 
are then ranked, from highest to 
lowest score, based on these 
overall scores. Interventions are 
also ranked according to cost 
per additional person treated. 
The average of these two 
rankings provides the overall 
ranking of interventions. Such a 
ranking could then be used to 
decide between competing bids 
for Health Board funding. 
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Using the Prioritisation 
Framework 

The Prioritisation Framework 
was used for the first time in 
the winter of 1997/98 to 
allocate additional funding made 
available to the Health Board to 
help meet 'winter peak' demand 
and reduce waiting lists.A total 
of 94 bids for funding, valued at 
£Sm, were scored and ranked 
by the Prioritisation 
Framework, and £2.6m in total 
was made available to bids 
coming above a certain ranking. 

During 1998 a second, larger, 
exercise was undertaken, with a 
total of 308 bids received under 
the broad headings of 'meeting 
pressures within existing 
services' and 'service 
developments'.These bids are 
currently being considered. 

The development and use of 
the Prioritisation Framework 
should help the Health Board 
improve the health of the 
population of Argyll and Clyde 
and provide value for money . It 
has received support from 
health care professionals and 
NHS managers working within 
the Health Board area. 

The Prioritisation Framework 
has been presented at various 
local, national and international 
conferences, including the 2nd 
World Conference on Priorities 
in Health Care run by the 

British Medical Association. It 
was also awarded a prize at 
the Faculty of Public Health 
Medicine of Ireland Conference 
held in Dublin in May 1998. 

Sheila Scott 
Consultant in 
Public Health Medicine 

Ann Lees 
Health Economist 

I I 
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Breast and 
Cervical 
Screening 

The breas t and ce rvical 
screening programmes have 
been in place nationally for 
around I O years. Over tha t time 
much has been learned and 
achieved. It is very clear that 
attention to quality assurance in 
all aspects of each screening 
programme is essential, 
particularly as the population 
bene fits from screening of this 
natu re will only be realised by 
systematic screening over many 
years. 

Breast Screening 

W omen in th e age range 50 
to 64 years o ld are rou t inely 
invited for breas t screening by 
mam mog raphy (X-ray 
ex aminat ion of t he breast s) 
ever y th ree years.Women aged 
65 yea rs old and over ar e no t 
routinel y invited for screening , 
but are encouraged to att end . 
This is in accordance wit h 
nat ional policy. The Argy I I and 
C lyde Health Board progr amm e 
is part of a wider W est of 
Scot land ser vice and is largely 
pro vided from mobile vans 
w hich visit various locat ions 
w it hin the Health Board area. 
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Since 1990, two cycles of 
screenin g have bee n completed 
and a third cycle is currently 
und erway. Table I (below) shows 
th e invitat ion acceptance rates 
for th e first two cycles of 
scr ee ning for th e var io us 
locations visit ed with in Argyll 
and Clyde . 

Table I: 

The programme seeks to detect 
br east cancer at the earliest 
possible stage when it can be 
more easily and effective ly 
tr eat ed.Th e aim of the 
scr ee ning pro gramm e is to 
reduce th e numb er of future 
death s fro m thi s cancer. 

Breast Screening Invitation Acceptance Rates for Locations 
Visit ed in Argyll and Clyde, I st and 2nd Scr ee ning Cycles 

I st Cycl e 2nd Cycle 
1990 -93 1993-96 

Council Area Scr ee ning Site % Upt ake % Uptake 

Ar gyll & Bute Cam pbeltown 8 1 79 
Cowa l 70 81 
Dun oo n 71 74 
Helens burgh 77 74 
lnveraray 75 73 
Islay 71 71 
Lochgilphead 77 67 
Ob an/Mull 80 76 
Port Appin not visite d 76 
Rothes ay 76 73 
Str achu r 79 67 
Tar bert 74 75 
Tiree 73 59 

East Renfrewshire Barr head 72 70 
Inverclyde Gourock 75 64 

Greenock 62 64 
Kilmacolm 75 81 
Port Glasgo w 62 60 
Wemyss Bay 78 73 

Renfrewshire Ersk ine 69 73 
Johnstone 69 71 
Linwood 69 68 
Paisley 68 67 
Renfre w 72 73 

West Alexandr ia 65 63 
Dunbartonshire Dumb arton 61 60 

Argyll and Clyde Health Board 69 69 

Source:West of Scotland Breast Screening Programme 



Progress towards the national 
mortality target for breast 
cancer is shown in Figure 2 
(right). This sets a target of a 
2S% reduction in the 
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Figure 2: 
Breast Cancer (ICD9 174) Year 2000 Morta lity Target 

25% Reducti on in Morta lity Rate Between 1990 and 2000 
Women Aged SS-69Years Old in Argyll and Clyde Health Board 
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between 1990 and 2000 for 
women in the age range SS to 
69 years old . It can be seen 
from Figure 2 thatAr gyll and 
Clyde is curr ently on course to 
achieve this target . 
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Cervical Screening 

Women in the age range 20 to 
60 years old are routinely 
invited for cervical screening at 
least once every three years. 
The aim of both the cervical 
and breast screening 
programmes is to detect cancer 
at the earliest possible stage . In 
contrast to breast screening, 
however, cervical screening can 
also detect conditions which, if 
left untreated, might develop 
into cervical cancer in the 
future. 

Figure 3 (next page) shows the 
number of new cases of cervica l 
cancer in Argyll and Clyde for 
the years 1992 to 1998 by 
clinical stage at diagnosis. Stage 
I and Stage 2 cervical cancers 
( early stage cancers) are more 
easily and effectively treated. It 
can be seen from Figure 3 that 
the vast majority of cervical 
cancers presenting in Stage I 
are detected as a result of 
screening. These are cancers 
which, in the absence of 
screening, would most likely 
have been detected at a later 
clinical stage when treatment is 
less effective and outcomes are 
poorer . 

15 
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Figure 3: 
New Cases of Cervica l Cancer by Clinical Stage at Diagnosis, 

Argyll and Clyde Health Board Residents 1992-98 
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Screening by means of a cervical 
smear test has limitations, but it 
is currently the best available 
approach for detecting this 
cancer. Considerable attention 
is given to monitoring the 
quality of all parts of the 
screening process in order to 
ensure that the best possible 
outcomes are achieved. 
Nationally, work is underway to 
assess and evaluate new 
technologies and other 
screening approaches in order 
to ensure that the screening 
programme continues to 
achieve the best possible 
outcomes. 
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Lewis Reay 
Consultant in 
Public Health Medicine 

Diabetes 

Diabetes is a major health issue 
and can have a significant 
adverse effect on health. 
Diabetic coma is probably the 
most widely reco gnise d 
complication assoc iated with 
diabetes. There are, however, a 
number of other potentially 
serious complications. Diabetes 
is a common cause of blindness, 
can cause kidney failure and can 
lead to complications during 
pregnancy. It also contributes to 
serious illness and premature 
death from cardiovascular 
disease. 

Diabetes is characterised by 
raised blood sugar levels and is 
caused by a lack of insulin. 
Those with diabetes are 
currently classified as having 
either insulin dependent 
diabetes or non-insulin 
dependent diabetes . It is 
expected, however , that the UK 
will adopt the new international 
definitions of Type I' and 'Type 
2' diabetes in the near future . 

As at the 3 I st December 1998, 
there were 5,993 Argyll and 
Clyde residents recorded by 
their GPs on the Area Diabetic 
Register as having diabetes, 
representing 1.35% of the 
Health Board's population. 
Given that it is estimated that 
2% of the UK population have 
diabetes, it is considered that 
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there may be a shortfall in 
recording within Argyll and 
Clyde of up to 2,800 individuals. 
Local action is underway to 
address this apparent shortfall. 

The age distribution of each 
type of diabetes in Argyll and 
Clyde is shown in Figure 4 
(below) and is in line with the 
known ep idemiolo gy and 
natura l clinical history of 
diabetes . 

Screening for diabetic 
retinopathy has been shown 
to prevent loss of sight by 
increasing the likelihood of early 
diagnosis and treatment. 

In 1996, in line with national 
recommendations, a 
programme was set up in Argyll 
and Clyde to prov ide screening 
for diabet ic ret inopathy by 
spec ially train ed and accr edit ed 
optom etrists. Scree ning is also 

Figur e 4: 
Numb er of Argyll and Clyde Hea lth Board Residen t s W ith Diabetes 

By Age and Type of Diabetes at 3 I st Dece mber 1998 
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Diabetic Eye Disease 

One of t he complications of 
diabetes is diabetic retinopathy . 
This has no symptoms in its 
early stages, when it can be 
most eas ily and effectively 
treated , but if left untreated it 
can result in blindness. 

carried out in specialist hospital 
clinics and by GPs. Particular 
attention is being paid to quality 
assurance in this screening 
programme through, for 
example , clinical audits. 

Other Developments 

Work has been underway since 
1994 to review how patients 
with diabetes are managed in 
Argyll and Clyde and to ensure 
that the best treatment is 
readily available to th e Health 
Board's residents. In particular, 
pro gress is be ing made in 
developin g a 'mana ged clinical 
network' wher e health and 
oth er prof es sionals work 
clos ely and supportively 
to gether to provid e car e based 
upon best curr ent evidence of 
good pract ice. 

Much work is also be ing don e 
to deve lop information systems 
which assist in the proc es s of 
providin g car e for diabetics and 
assist in monito ring progress 
to war ds t he 'St Vincen t ' target s. 
These tar gets , which were set in 
1989, aim to imp rove ou tcomes 
fo r diabetic patien t s. The ta rgets 
include a reduction in new 
cases of blindness due to 
diabetes, a reduction in the 
number of people suffering 
kidney failure due to diabetes, a 
reduction in morbidity and 
mortality from coronary heart 
disease among diabetics , and 
improved pregnancy outcomes 
for diabetic women . 

Lewis Reay 
Consultant in 
Public Health Medicine 
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Alcohol and 
Drug Misuse 

Previous Annual Reports have 
highlighted the problems 
assoc iated with alcohol and 
drug misuse in Argyll and Clyde. 
Over rec ent years considerable 
work has been carried out in an 
attempt to assess the extent 
of these prob lems.Accurate 
record ing of both alcohol and 
drug misuse, how ever, is 
extrem ely difficult and statistics 
are like ly to underestimate the 
size of the problems . Despite 
these difficulties, it is clear that 
such misuse has a sign ificant 
adverse effect on the health of 
the population of Argyll and 
C lyde . 

The Argyll and Clyde 
Alcohol and Drug 
Action Team 

Unt il O ctober 1997, there were 
two parallel struc t ures in Argyll 
and C lyde w ith the aim of 
add ressing the problems of 
alcohol and drug misuse , an 
Alcohol Misuse Co -ordinating 
Committee and a Drug Action 
Team . It became clear, however, 
tha t separating t hese two issues 
can be counter producti ve and 
resul t in the duplication of 
work effort . Many of the issue s 
are common to both forms of 
substance misuse and a joint 
appro ach can be beneficial. 
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The decision was taken, 
therefore, to combine these 
two groups to form the Argyll 
and Clyde Alcohol and Drug 
Action Team, in order to 
provide a more co-ordinated 
approach to tackling these 
problems. The membership of 
this team, which is chaired by 
Inverclyde Council's Director 
of Social Work, includes 
representatives from the Health 
Board, NHS Trusts, education, 
Strathclyde Police, the Scottish 
Prison Service, the Scottish 
Drugs Forum and Argyll and 
Clyde's Councils on Alcohol. 
The chairmen of Argyll and 
Clyde's five local Addiction 
Forums are also members of 
the team. The local Addiction 
Forums provide an opportunity 
for local communities to 
expr ess th eir views . 

Th e overa ll aim of t he Alcohol 
and Dr ug Act ion Team is to 
red uce t he levels of alcohol and 
drug misuse in Argyll and C lyde , 
and the assoc iated harm caused 
by such misuse.The team is in 
the proces s of developing a 
st rategy to tackle t hese pro b
lems and will co-ordin ate and 
st imulate action to be taken 
locally. The local Addiction 
Forums in the five council areas 
w ithin Argyll and Clyde wi ll be 
the principal focus of activity.A 
review of current services, and 
t heir effecti veness , is also high 
on the agend a. 

The National Association of 
Drug Action Teams and the 
National Association of Alcohol 
Misuse Co-ordinating 
Committees ensure that a 
national perspective is brought 
to the work in Argyll and Clyde. 

Needle Exchanges 

Needle exchanges have been 
set up in various parts of the 
Health Board area, although no 
services are available in Argyll 
and Bute. The aim of this 
service is to prevent the spread 
of blood-borne viruses, such as 
hepatitis B, by providing a 
supply of sterile injecting 
equipment to injecting drug 
users, reducing the likelihood of 
needle sharing . Needle 
exchange schemes also provide 
ind ividuals with advice and 
informat ion on safer sex and 
oth er health-relat ed issues. 

The Problem Drug 
Service 

The Pro blem Dr ug Ser vice is 
now in place in most parts of 
Argyll and Clyde and involves 
prescribing methadone to 
dependent individuals, w ith 
consumption supe rv ised by 
local pharmacists. The aims are 
to reduce t he use and sharing 
of drug inject ing equipment and 
to encourage individuals to 
change their behaviour by 
moving to wards abstinence .T he 
first yea r of t he ser vice saw 



1,394 new clients* and the 
largest group attending was the 
20 to 24 year old age group . 
An evaluation of this service is 
currently underway and a 
report will be published later 
this year . 

The probl ems associated with 
the misuse of alcohol and drugs 
are unlikely to diminish and a 
firm appr oach needs to be 
taken. The basis of this lies in 
having a multid isciplinary co
ordinat ed approach, and the 
many agencies involved are 
worki ng towards thi s with 
enthusia sm and commitm ent. 

*As recorded by the Scottish Drugs 
Misuse Database. 

Donna Reid 
Drug Developmen t Officer 

Janice Thomson 
Alcoho l Developmen t Officer 
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Oral and 
Dental Health 

Inequalities in the 
Dental Health of 
Children 

Previous Annual Reports have 
highlight ed the inequal itie s that 
ex ist in the dental health of 
ch ildren living in Argyll and 
Clyde. Childr en living in the 
more deprived ar eas of the 
Health Board t end to have 
mor e dental decay, and a lower 
proport ion ar e free from dental 
disease, than children living in 
the more affluent areas. 

Infor mation on ineq ualit ies in 
th e dental health of ch ildren 
relat es primari ly to 5 and 12 
year old children . Figure 5 (next 
page) sho ws, for 1996 , the 
percen tage of five yea r old 
children in Argyll and Clyde free 
from dental disease by Carstairs 
deprivation category . 

There are seven deprivation 
categories, or DEPCATs , 
ranging from DEPCAT I (the 
most affluent) to DEPCAT 7 
(the most deprived). These 
dep r ivation categories reflect 
access to material resources 
and are a summary measure of 
deprivation applied to 
populations at postcode sector 
level (rather than to individuals) . 

It can be seen from Figure 5, 
that a lower proportion of 
children in the more deprived 
deprivation categories are free 
from dental disease than in the 
more affluent deprivation 
categories. 

In 1991 a national target was 
set stating that 60% of five year 
old school entrants shou ld be 
free from dental disease by 
2000 . It can be see n from Figure 
5 that in Argyll and Clyde in 
1996, only one deprivat ion 
cat egory, DEPCAT I, met th is 
tar get. The Whit e Pape r 
'Towards a Healthier Scot land ', 
published in February 1999, has 
ext ended the tar get date to 
2010. 

Figure 6 (page 2 I) shows, for 
1997, t he ave rage num be r of 
decayed , missing and filled teet h 
for 12 yea r old children in 
Argyll and Clyde by Carstairs 
deprivation category. It can be 
seen from Figure 6, that 
children in the more deprived 
deprivation categories have, on 
average, a greater number of 
decayed, missing and filled teeth 
than children in the more 
affluent deprivation categories . 
Children in DEPCAT 7 (the 
most deprived) , for example , 
have, on average , almost three 
times as many decayed, missing 
and filled teeth than children in 
DEPCAT I (the most affluent) . 
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Figur e 5: 
Five Year O ld Ch ildren in Argyll and C lyde Hea lth Board 

Perce ntage Free From De nta l Disea se By Carsta irs Deprivat io n Catego ry in 1996 
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Th e nat ional t arget is for 12 
year o ld child ren to have, on 
average, no more than 1.5 
decayed, missing and filled tee th 
by 2005. It can be seen fr om 
Figure 6 that in A rgyll and Clyde 
in 1997, deprivation categor ies 
I to 3 met this target. Further 
progress, however, will need to 
be made if all deprivation 
categories are to meet this 

target . 

Action to Improve 
the Dental Health of 
Children 

Improving oral and dental 
health remains a national and 

local priority .A particular 
priority in Argyll and Clyde is to 
reduce the inequalities that 
exist in the dental health of 
children.The aim is to improve 
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th e denta l health of t hose liv ing 
in deprived areas, so t hat it 

mat ches the dent al health of 
t hose living in more affluen t 
areas. 

Dur ing 1997 and 1998 a 
number of projects we re 
undertaken in nurseries and 
primary schools in Argyll and 
Clyde aimed at improving the 
dental health of children, 
particularly in deprived areas. 
These projects involved 
improving dietary choices in 
tuck shops and canteens, by 
providing a wider choice of low 
sugar and low fat food and 
drink options, and the 
introduction of supervised 
toothbrushing using fluoride 
tooth pastes. 

Such inter ventions have been 
shown to be effective in 

reducing dental decay. Dietar y 
improvements in childhood 
also have the potential to 
improve significantly general 
health in later life .Adopting a 
healthier diet can, for example, 
help reduce the risk of 
develop ing various cancers and 
card iovascular disease. It is 
ant icipated t hat t hese pro jects 
w ill co ntin ue and expand into 
ot her schools w ith depriv ed 
catchment areas in th e near 
futu re. 

An issue of particular concern 
is the fact that only around a 
quarter of children in Argyll and 
Clyde aged under two years old 
are registered with a family 
dentist. Receiving regular dental 
check ups from an early age is 



important in order to prevent 
dental disease . It should also 
foster a positive attitude in 
children to visiting the dent ist, 
by ensuring that the first visit is 
not for invasive treatment or 
extractions (as is often the case 
at pres en t). It is this that helps 
perpetuat e a somewhat 
negative perception amongst 
children of visiting the dentist . 

It should be noted that NHS 
dental tr eatm ent is free for all 
children aged under 18 years 
old and regist rati on with a 
family dentist is very different 
to childr en being seen at school 
by the community dental 
servic e. A child will only 
rece ive approximat ely three 
school dental inspections during 
their school life. School dental 
inspections, therefore, should 
not be seen as a substitute for 
regularly visiting a family dentist. 
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Figure 6: 
12 Year O ld Children in Argy ll and C lyde Health Board 

Average Numb er of Dec ayed, Missing and Filled Teet h (DM FT) 
by Carsta irs Deprivation Category in 1997 
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Source: Scottish Health Boards' Dental Epidemiology Programme Survey 1996197 

Other Developments 

Whil e the main focus of the 
Health Board's strategy to 
improve oral and dental health 
is aimed at children and general 
dental services, considerable 
attention has also been focused 
on specialist dental services 
over recent years. Most 
significantly there has been a 
fundamental review of the 
provision of oral surgery 
services within Argyll and Clyde 
and a reconfiguration of 
services is currently under way. 
The reconfigured service will 
provide increased access to oral 
surgery outpatient clinics and 
minor oral surgery services. 
This will reduce the number of 
Health Board residents who will 
be required to travel to Glasgow 
for routine advice and treatment. 

Access to NHS dental services 
in Argyll and Bute has been 
improved substantially during 
1997 and 1998 with the 
appointment of a second dentist 
to serve the islands of Mull, 
Iona, Coll and Tiree.A full-time 
dentist has also been appointed 
to provide services to the 
islands of Islay and Jura. It is 
anticipated that a second full
time dentist will be appointed 
to serve Islay and Jura within 
the forthcoming year. 

Patrick Sweene y 
Consultant in 
Dental Public Health 
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Critical Incidents 

it ol:T '' 
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Infectious 
Diseases 

There is a statutory 
requirement for medical 
practitioners to not ify the Chief 
Administrative Medical Officer/ 
Director of Public Health of 
patients suspected of having 
certain infect ious diseases. The 
numbers of cases notified 
between 1994 and 1998 are 
shown in Table 2 (be/ow). 

Table 2: 

Meningococcal Infection 

Meningococcal infection can 
cause meningitis and 

septicaemia (blood poisoning) . 
Meningitis means inflammation 
of the meninges (the lining of 
the brain). It can be caused by 
several different germs, mainly 
bacteria and viruses.The main 
threat to public health, however, 
is associated with the form of 
bacterial meningitis caused by 
meningococcal infection. 

Annual Number of Notifications of Infectious Diseases 

Argyll and Clyde Health Board, 1994-1998 

There were substantially more 
suspected and confirmed cases 
of meningococcal meningitis and 
septicaemia during 1998 than in 
recent years. This reflects a 
similar trend observed in 
Scotland and the UK as a whole. 
In Argyll and Clyde there were 
34 notified cases in 1998, 
compared with 16 notified 
cases in 1997, and of these 18 
were confirmed by 
microbiological or serological 
tests. The majority of cases 
were isolated cases. 

Number of Notifications 
Disease 1994 1995 1996 1997 

Bacillary Dysente ry 35 13 10 8 
Chickenpox 2,718 2,771 2,386 2,441 
Erysipelas 23 14 3 10 
Legionellosis I I - -

Lyme Disease 2 - - -

Malaria 8 2 3 -

Measles 783 I 5 I 127 91 
Meningococcal Infection 19 17 13 16 
Mumps 61 30 32 20 
Puerperal Fever I - 2 -

Rubella 324 105 218 113 
Scarlet Fever 300 31 41 SI 

T oxoplasmosis - - - I 
Tuberculosis (respiratory) 60 41 38 48 
Tuberculosis (non-respiratory) 9 12 7 8 
Viral Hepatitis 12 17 7 49 
Whooping Cough 63 31 25 60 
Food Poisoning (all reports): 567 634 736* 696 

Including the following from laboratory reports: 
Salmonella sp. /77 

Campylobacter 439 

* The 1996 food poisoning number has been corrected (increased) following the discovery of a recording error. 
Source: ISO and SIDSS (Data collated from returns from General Practitioners and Laboratories in Argyll and 
Clyde Health Board) 
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Some Facts About 
Meningococcal 
Meningitis 

• The germs that cause 
meningococcal meningitis are 
commonly carried in the nose and 
throat without harm to the 
individual. Occasionally, however, 
these germs overcome the body's 
defences and cause meningitis. 

• The germs can be spread 
between people by coughing, 
sneezing and intimate kissing, 
although they have a very short 
life outside the body. 

• The symptoms of meningitis 
include vomiting, very high 
temperature, severe headache, 
stiff neck, dislike of bright lights, 
drowsiness and lack of energy, 
painful joints and fits. These 
symptoms may not all appear at 
the same time. 

• Early medical intervention is 
essential for suspected cases. 
Recognising the symptoms early 
enough could mean the difference 
between life and death. 

• If you think someone might have 
meningitis contact your doctor 
immediately. Explain why you are 
concerned, describe the symptoms 
carefully and ask for advice. If it is 
bacterial meningitis, early 
treatment with antibiotics is vital. 
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• There are three main strains of 
meningococca/ meningitis -A, B 
and C. There are currently vaccines 
available for groups A and C. 

Cluster of Coses of 
Meningococcal Infection, 
March 1998 

In March 1998, there were a 
series of suspected cases of 
meningococcal infection in 
primary school children in the 
Elderslie area of Renfrewshire. 
This led to a locally 
unprecedented antibiotic and 
vaccination programme in one 
primary school class.A multi
agency incident team was 
quickly set up and a range of 
control measures were put in 
place. 

These measures are outlined 
below: 

• Over a three hour period on a 
Friday a~ernoon, 61 children in 
Primary I and six staff were 
vaccinated and given rifampicin 
(this is an antibiotic and is given to 
close contacts of suspected cases 
to help prevent spread of the 
infection). 

• The National Meningitis Trust set 
up a stall at the school and their 
support line received many calls. 

• Approximately 90 parents saw 
the Health Advisory Team of 
doctors and nurses in one-to-one 
meetings at the school. 

• Press coverage was encouraged 
and there were daily press 
releases and updates, with a 
question and answer article about 
meningitis. 

In total, there were five 
suspected cases, four of which 
were primary school children 
and the other case was a 
younger sibling of one of the 
four .Two of the five cases were 
confirmed as group C infection . 
There · were no further linked 
cases after the early control 
measures were put in place. 
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Measles, Mumps and 
Rubella 

Table 2 shows that the number 
of notified cases of measles, 
mumps and rubella (MMR) 
continued to fall in 1997 and 
1998.There is, however, 
considerable concern over a fall 
in the immunisation uptake rate 
for MMR in Argyll and Clyde . 
Only a decade ago, prior to the 
introduction of the national 
MMR immunisation programme, 
each of these childhood 
diseases caused ill-health in 
many childr en and in some they 
had long term disabling effects. 

In 1998, the immunisation 
uptake rate for children aged 
two years old fell below 95% to 
92.2 % (compared to 95.2% in 
1997). It is necessa ry, howeve r, 
for 95% of two year aids to be 
vaccinated to ensure there are 
not enough susceptible children 
in the population for an 
outbreak of these diseases to 
take hold. When the 
immunisation uptake rate falls 
below this level, the potential 
for a resurgence of these 
diseases should not be 
underestimated . 

It is thought that the fall was a 
result of adverse publicity .about 
the safety of the three-in-one 
MMR vaccine. However, the 
World Health Organisation, 
and other expert groups, have 
stressed that scientific 
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information continues to 
support the safety of the three
in-one vaccine. Unless there is a 
return in public confidence, and 
an increase in the immunisation 
uptake rate to above 95%, it is 
possible that clusters of cases 
will reappear. 

Food Poisoning 

Table 2 shows that the upward 
trend in the number of notified 
cases of food poisoning has 
slowed in recent years. Of 
those cases confirmed by 
laboratory testing, the 
commonest infection remains 
campylobacter followed by 
salmonellosis, with, respectively, 
471 and 154 cases in 1998. 
Food poisoning outbreaks are 
discussed in a later chapter. 

Tuberculosis 

It can be seen from Table 2, 
that the number of cases of 
respiratory tuberculosis 
increased in 1997 (48 cases), 
compared to 1996 (38 cases), 
but fell again in 1998 (32 cases) . 
The majority of these cases 
were among residents of the 
Inverclyde and Renfrewshire 
Council areas. There were eight 
new cases of non-respiratory 
tuberculosis in 1997, with a 
further eight in 1998. 

There have still not been any 
cases of multi-antibiotic 
resistant tuberculosis in Argyll 

and Clyde. However, resistance 
to one antibiotic, isonazid, has 
been demonstrated in some 
Renfrewshire patients. 
New guidelines for the control 
of tuberculosis in Scotland were 
issued by the Scottish Office at 
the end of 1998 and are 
currently being implemented in 
Argyll and Clyde. 

Scarlet Fever Outbreak 
in Ohan 

Scarlet fever is caused by 
streptococcus bacteria. It is 
characterised by a fine skin rash, 
that spreads from the neck and 
upper chest to cover the whole 
body, and by 'strawberry 
tongue' (the tongue has a white 
coating with red spots, this 
coating then disappears leaving 
the tongue red in appearance). 
Symptoms include sore throat , 
headache and fever. If infection 
is severe there may also be 
nausea and vomiting.A prompt 
diagnosis and completion of a 
full course of antibiotics 
reduces the likelihood of 
complications requiring 
hospital admission or further 
treatment. 

It can be seen from Table 2, that 
there was a large increase in the 
number of notified cases of 
scarlet fever in 1998 compared 
to previous years. This increase 
can be largely accounted for by 
an outbreak in Argyll. During 
the spring of 1998, there was a 



sudden surge in the number of 
cases of scarlet fever being seen 
by GPs in the Lorn Medical 
Centre in Oban. In response to 
this, a letter was sent by the 
Departm ent of Public Health to 
all Argyll practices informing 
them of this increase . 
Subsequently, the outbreak 
extended to adjacent areas 
includin g nearby islands . 

In total, 185 cases were notified 
from the area between January 
and July of 1998. I 02 cases (55% 
of the total) were in t he 6 to 15 
year old age gro up and 65 cases 
(35% of the total) wer e aged 
five years old or less. The 
symptoms were of a classic 
presentation of rash and 
'strawb erry t ongue'.Th ere were 
also many t ee nage rs, who did 
not have scar let fever but were 
infect ed wit h t he same 
st re ptococcus bacteri a, w it h 
so re t hroats and tons illitis. The 
pat ient s were advised to take a 
full I O day cou rse of penicillin, 
as some had recur rence of their 
sym ptoms after sho rter 
cou rses . 

Mariann e Vinson 
C onsultant in 
Public Health Medic ine 
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Environmental 

Health and 

Emergency 
Incidents 

Legionnaires' Disease 
Associated With a 
Cruise Ship 

During 1998, the cruise ship SS 
Edinbur gh Castl e regularly left 
Gr ee nock and Liverpool to visit 
Scand inavia and the 
Medit e rran ean. In June 1998, 
Inverclyde Council, who have 
port health respon sibilities for 
Gr een ock , and the Depar tment 
of Public Health were inform ed 
by colleag ues in Liverpoo l that 
tw o people w ho had been on 
board t he ship, on differen t 
cruises , were t hought t o have 
Legionnaires ' disease.The sh ip 
was due to dock in Greenocl< 
about a week later . 

In response to this information , 
an incident control team was 
established in Greenocl< 
comprising officers from 
Inverclyde Council , the 
Department of Public Health, 
the Scottish Centre for 
Infection and Environmental 
Health and the Maritime and 
Coastguard Agency . Expe rt 
advice was also on hand from 
staff of the Scottish Legionella 

Reference Laboratory and the 
Communicable Disease 
Surveillance Centre in London . 

The typical age and health 
profiles of the Edinburgh 
Castle's passengers suggested 
there was the potential for a 
serious health problem. 
Passengers t end to be elderly 
or have existing medical 
conditions and are, therefore, 
more like ly to succumb to 
Legionnaires' disease, if exposed 
to the Legione lla bacter ia.Also, 
the ship (und e r a diffe rent 
nam e) had previou sly been 
associat ed with a number of 
cases of Legionnaires' disease. 

On its arrival in Greenock, a 
t horou gh inspect io n of th e ship 
t ook place and samp les wer e 
ta ken from t he wat er 
distr ibut ion syst em.The ship 
t hen left Greenocl< for a 
week-long cruise to Nor way, 
after which it was due to ret urn 
t o Greenock. 

After the ship 's departure, the 
results of the inspection 
reported that there were 
concerning levels of Legionella 
bacteria contaminating five out 
of the six samples taken . The 
ship's inspection also identified 
electrical and plumbing 
problems , malfunctioning 
chlorine dosing equipment 
( chlorine is a disinfecting agent 
which is added to water to 
control bacterial growth , 
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including Legionella) and 
practical difficulties in 
maintaining 'safe' temperatures 
in both the hot and cold water 
systems. 

While the ship was on the 
cruise to Norway, a (third) 
passenger became unwell whilst 
on board the ship, and was 
subsequently diagnosed as 
suffering from Legionnaires' 
disease. 

On th e ship's return to 
Gr ee nocl< from Norway, a 
supervised high temperature 
and chlorine dioxide cleansing 
of the hot and cold water 
systems took place. Monitoring 
of wat er chlorine levels was 
also car r ied out to ensu re that 
th ese were adequate.This 
delayed the ship's departure 
from Greenocl<, on its next 
cruise , by two days. The 
objectives of these actions were 
to minimise the health risks to 
passengers and crew and 
reduce the environmental 
hazards posed by the situation . 

The incident control team met 
regularly throughout the period 
between being made aware of 
the problem and the ship's final 
departure from Greenock.A 
joint Scottish and English 
Legionella incident committee 
was established thereafter to 
continue monitoring the 
situation, with the departure 
port for the rest of the season 
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being Liverpool. Subsequent 
water samples have been 
uncontaminated and no further 
cases have been identified . The 
three passengers diagnosed as 
suffering from Legionnaires' 
disease subsequently recovered. 

Chlorine Gas Release in 
a Dunoon Swimming 
Pool 

On a Saturday evening in August 
1998, a swimming pool in 
Dunoon had to be evacuated 
suddenly following the 
inadvertent mixing of pool 
chemicals. The resulting cloud 
of chlorine gas was rapidly 
distributed into the swimming 
pool area and caused some of 
the swimmers to experience 
breathing problems. The 
emergency services were called 
and ultimately 26 people , mostly 
children, were taken to hospital, 
some requiring an overnight 
stay for observation . 

Chlorine gas can be corrosive 
to the eyes, skin, and linings of 
the nose, mouth, throat and 
lungs. Symptoms of exposure 
include burning and watering of 
the eyes , burning of the nose 
and mouth, nausea and vomiting, 
headache, dizziness, fainting and 
skin rashes . Coughing, choking, 
wheeze and pulmonary oedema 
(fluid in the lungs) may result. 
Moderate or severe exposure 
can result in long-term damage 

to the lungs and severe 
exposure can be lethal. 

It was impossible to calculate 
the concentration of chlorine 
inhaled by those affected since 
the cloud dispersed before 
measurements could be taken. 
The main complaints were of 
wheeze, smarting eyes and 
cou ghing, suggesting exposure 
to a relatively low 
concentration. The staff at the 
local hosp ital immediately set 
up a system to receive the 
casualt ies and the ferry to 
Gourock was held back to 
transport some children to 
Inverclyde Royal Hosp ital for 
treatment. Subsequently, a 
health and safety investigation 
was undertaken by Argyll and 
Bute Council and public health 
doctors summarised the 
medical effects of the event. 

Marianne Vinson 
Consultant in 
Public Health Medicine 



Food Poisoning 
Outbreaks 

Vir al G astroenteritis 
Outbreaks 

Dur ing 1997 and 1998, 
outbr eaks of viral 
gastr oen ter it is continu ed to 
cause pro blems in coac h part ies, 
and in hospital and comm unity 
settin gs in Argyll and C lyde. 
Viral gastro ent er it is out breaks 
are difficult t o prevent as th e 
virus es responsi ble ar e very 
hardy in t he environm ent. 
Spread is regularly see n in close 
communit ies such as schools , 
coac h part ies, hot e ls and long 
stay hosp ital war ds. The 
sympt o ms of diarrh oe a and 
vom it ing t end to be sho rt -lived. 

To pre vent furthe r sp read of 
infection du r ing an outb reak, it 
is advised that, for example , 
affected children stay off school 
and hospital wards are 
temporarily closed. In addition, 
it is advised that there is 
rigorous cleaning of 
accommodation connected with 
an outbreak (for example, 
schools, hospital wards and 
coaches) .The importance of 
good personal hygiene cannot 
be over-emphasised in 
preventing these unpleasant 
illnesses . 
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Wedding Reception 
Salmonella Outbreak 

A major investigation of three 
simultaneous food poisoning 
outbreaks, associated with one 
catering company, was 
undertaken jointly by Argyll and 
Clyde Health Board, Greater 
Glasgow Hea lth Board and 
env ironm ental health office rs 
from Glasgow City and 
Renfrewshire Counc ils. The 
local investigat ion fo llowed the 
wed ding of a Renfrewshir e 
cou ple held at th e end of May 
1998. Many of th e guests at this 
funct ion, and two other 
funct ions the same week end, 
repo rt ed t he onse t of diarrho ea 
and vom it ing within thr ee days 
of t he respec tive even ts. 

In respo nse, the Dep art men t of 
Public Health dist r ibuted a 
ques t ionnaire to all 88 guests 
who attended the wedding of 
the Renfrewshire couple .This 
asked for details of food 
consumption at the wedding 
reception, any subsequent 
ill-health and other relevant 
information. Stool samples were 
also taken from those reporting 
the onset of gastrointestinal 
symptoms . 

A rare Salmonella infection 
(Salmonella enteritidis PT 28) 
was isolated from the stool 
samples taken from guests at all 
three functions . Responses to 
the questionnaire suggested 

mayonnaise, used in several 
food items served at the 
functions, was very likely to 
have been the source of 
infection. This had been made 
with raw shell eggs.Also, a 
chicken dish and cooked rice 
both tested pos itive for the 
sam e organism, possibly a result 
of cross-contamination .All 
three functi o ns had bee n 
cat ered for by the sam e 
cat ering compa ny. 

All th e investigation res ults 
po inted to th e use of raw shel l 
eggs, cros s-con ta minat ion of 
foods and inappro priate food 
storage as be ing to blame for 
th e out breaks. In total, th ere 
were 78 cases identified out of 
around 170 peop le at tending 
th e thr ee functi ons. 

Outbreak of Salmonella 
in Erskine Hospital 

Erskine Hospital has a history , 
dat ing back to the First World 
War, of providing high quality 
long-term care for those who 
have been in the armed forces 
or wartime merchant navy. The 
hospital and residential care 
area has over 220 residents 
who are , in the main, frail and 
sometimes confused elderly. 
They are, therefore , vulnerable 
to infection . Erskine Hospital is 
the residents' home, far from 
its origins as an institutional 
hospital. 
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In late October 1998, the 
Department of Public Health 
were alerted to a number of 
cases of diarrhoeal illness in the 
hospital.An outbreak control 
team was establ ished and 
control measures implemented. 
Microbiolo gy of early stool 
sampl es appeared highly 
suspicious of Salmon ella 
infect ion. In all, 29 patients and 
staff were infected with a 
relatively rare Salmon e lla 
organ ism (Salmonella enteritidis 
PT 13A). Sadly, three frail 
patients who had this infection 
died. 

As is typical in long-term care 
facilities, in particular, for the 
frail elderly, individual food 
history investigation was not 
easy. The number of people at 
risk added to the complexity of 
the inquiry. In addition to all 
residents, there were 300 
food-handling nursing and 
catering staff. 

Environmental health officers 
from Renfrewshire Council 
made a detailed investigation of 
catering practices and nursing 
procedures were examined.A 
complex statistical analysis of 
the food histories took place. It 
was agreed that it was probable 
the infection had come from 
shell eggs, although the results 
were not statistically significant. 

Two weeks following the 
preliminary meeting, the 
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outbreak was declared over. 
This typical food-borne 
outbreak highlights the care 
needed in preparing food 
especially in institutions, but 
also at home, where shell eggs 
or poultry are being used. 

Ten Point Plan for 
Reducing the Risk of 
Food Poisoning 

• Wash hands thoroughly before 
preparing food, a~er going to the 
toilet or handling pets. 

• Prepare and store all uncooked 
food separately from cooked food -
keep raw meat and fish at the 
bottom of your fridge. 

• Keep the coldest part of your 
fridge below 5 °C. Keep eggs in 
the fridge. 

• Keep your kitchen clean. Wash 
worktops, chopping boards and 
utensils between handling food 
which is to be cooked and food 
which is not. 

• Defrost meats and poultry fully 
(in the fridge or microwave) before 
cooking, unless the cooking 
instructions state otherwise. 

• Cook food thoroughly following 
the instructions on the pack. If you 
reheat food make sure it is piping 
hot, in particular if you are using a 
microwave. 

• Undercooked meat, particularly 

burgers, sausages and poultry, can 
cause illness. Take extra care to 
cook these foods thoroughly, until 
the juices run clear and no pink 
bits remain. Do not eat food 
containing uncooked eggs. 

• Keep hot food hot and cold food 
cold - do not /eave it standing 
around. Take chilled and frozen 
food home quickly then put it in 
your fridge or freezer at once. 

• Check the 'use by' date - use 
food only within the recommended 
period. 

• Keep pets away from food, 
dishes and worktops. 

If you handle food at work, 
you must stay off work if you 
have diarrhoea. Report your 
illness to your employer. 

Marianne Vinson 
Consultant in 
Public Health Medicine 

John Bryden 
Consultant in 
Public Health Medicine 
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Blood-Borne 
Viruses 

Hepatitis B Outbreak in 
Inverclyde 

Hepatitis B is a blood-borne 
virus which can affect the liver 
and can cause yellowing of the 
skin ('jaundice'). Most people 
with hepatitis B infection 
eventually recover, but in some 
it can lead to liver failure, other 
long-term probl ems and death . 
Hepatitis B can be contracted 
through sharing contaminated 
drug use equipment (for 
example, needles and syringes) 
and by unprotected sex 
(without a condom) with an 
infected person . 

During 1997, ther e was a rapid 
and mark ed increase in th e 
number of cases of acute 

hepatitis B in Inverclyde , 
particularly in the Port Glasgow 
area . The Department of Public 
Health first noted the increase 
in June 1997 through its routine 
surveillance systems. Those 
affected were mainly young men 
with a history of intravenous 
drug use. On further 
investigation, this group were 
found to share intravenous drug 
use equipment. 

Immediate control measures 
were put in place. These 
included contact tracing, a 
screening and vaccination 
programme for contacts, and 
the development of information 
leaflets on how to prevent the 
transmission of hepatitis B. 
These measures involved the 
work of local drug teams, GPs, 
community nur ses, the Scottish 
Ce ntre for Infection and 
Enviro nmenta l Health and the 
Sco ttish Office Departm ent of 
Health . 
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It was considered that the most 
effective long-term control 
measure would be to expand 
local needle exchange facilities 
into Port Glasgow.Very detailed 
public consultation about 
setting up a needle exchan ge 
to o k place in early 1998. The 
Health Board rece ived 
cons iderable suppo rt in its 
consul tat ion from t he Greenock 
Telegraph newspape r. 

O n 2nd June 1998 a need le 
exchange wa s opened in t he 
Boglestone C linic in Por t 
Glasgow and it s co-o rdinat ing 
nurse has been in post since 
August 1998 . Encou raging 
numbe rs of attendances are 
t aking place and , of the syringes 
and needles being given out , 
ove r 90% are being ret urned 
(one of the highest return rates 
in Scotland ). 
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Due to heightened public and 
patient awareness, more cases 
of hepatitis B have been found 
in Inverclyde. Over the period 
January 1997 to December 
1998, 48 patients with acute 
hepatitis B infection were 
identified.Although there 
continues to be a high local 
level of hepatitis B infection, it is 
considered that the outbreak is 
now under control. 

Hepatitis C 

The hepatitis C virus was 
discovered in 1989 and 
widespread testing to diagnose 
those infected with the virus 
began in the early 1990s. The 
main way in which people 
become infected with the virus 
is by sharing drug use 
equipment (for example, 
needles and syr inges) with an 
infected person.The virus can 
also be contracted through 

unprotected sex with an 
infected person and can be 
passed from mother to baby 
during pregnancy . 

Approximately 95% of those 
infected with the virus do not 
show any symptoms when they 
first become infected. The other 
5% may experience 'flu-like 
symptoms, vomiting, fever and 
jaundice. There is a 20-50% 
chance that a person infected 
with the virus will become a 
chronic carrier. Up to 50% of 
chronic carriers may go on to 
develop liver cirrhosis, which 
can lead to liver cancer.At 
present there is no vaccine 
against hepatitis C. 

In the year ending 31 st March 
1998, 47 new cases of antibody 
confirmed hepatitis C infection 
were reported in Argyll and 
Clyde. Res idents of Argyll and 

Figur e 7: 

Clyde who are carriers of the 
hepatitis C virus receive 
on-going support from clinicians 
at Inverclyde Royal Hospital in 
Greenock and from the 
Brownlee Centre at Gartnavel 
General Hospital in Glasgow. 
Local initiatives aimed at 
preventing further spread of the 
virus will continue to receive 
support from Argyll and Clyde 
Health Board. 

HIV and AIDS 

In the year ending 31 st March 
1998, there were I 3 new cases 
of HIV infection reported 
among Argyll and Clyde Health 
Board residents.This is a sharp 
increase on the previous year 
when four new cases were 
reported.The (cumulative) total 
number of known HIV infected 
cases in Argyll and Clyde is now 
80. Of these, at least 34 are 
known to have died. 

Prob able Sourc e of Infect ion of Known HIV Infec ted Pe rsons in Argy ll and Clyde and Scotland , 
Cumulati ve Tot al to 31 st March 1998 
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Argyll and Clyde Health Boar d (Total Number= 80) 

Sexual intercourse 
between me n 
and women 

18% 

Sexual intercourse 
between men 

48% 

Source: Scottish Centre for Infection ond Environmental Health 

Injecting 
drug use 

42% 

Scotland (Total Numbe r = 2, 775) 

Other 
9% 

Sexual intercourse between 
men and women 

17% 

Sexual intercourse 
between men 

32% 



The probable source of 
infection of Argyll and Clyde 
residents known to be HIV 
infected, as compared with 
Scotland as a whole, is shown 
in Figure ?(previous page).This 
shows that in Argyll and Clyde, 
48% of cases are likely to 
have resulted from sexual 
intercourse between men, 18% 
of cases are likely to have 
resulted from sexual 
intercourse between men and 
women, and 18% of cases are 
likely to be a result of injecting 
drug use.This local picture 
contrasts with that for Scotland 
as a whole, where injecting drug 
use (42% of cases) constitutes 
the major source of HIV 
infection. 

The pattern of infection in 
Argyll and Clyde has led to a 
reappraisal of local priorities for 
HIV prevention initiatives .The 
Health Board, in association 
with the voluntary organisation 
PHACEWest, is, for example, 
funding a pilot Gay Men's 
Outreach Worker post to work 
in the Hea lth Board area.The 
aim of this post is to provide 
gay and bisexual men in Argyll 
and Clyde with information on 
how to practice safer sex and 
how to reduce the risk of HIV 
infection. 

A major recent development 
for Argyll and Clyde residents 
with HIV/ Al DS, has been the 
relocation of the Infectious 

Report of the Director of Public Health 1997-98 

Diseases Unit from Ruchill 
Hospital in Glasgow to the new 
Brownlee Centre at Gartnavel 
General Hospital, also in 
Glasgow. Inverclyde Royal 
Hospital also provides a local 
service for Argyll and Clyde 
residents with HIV/AIDS. 

Janet Stevenson 
Consultant in 
Public Health Medicine 

John Bryden 
Consultant in 
Public Health Medicine 

lmogen Stephens 
Consultant in 
Public Health Medicine 

Phil Eaglesham 
AIDS/HIV Counselling 
Co-ordinator 
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Head Lice 

During 1997, two working 
groups were formed in the 
Renfrewshire and Helensburgh 
areas to develop a pilot head 
lice policy for Argyll and Clyde 
Health Board. These working 
groups comprised 
representatives from education, 
school health and public health. 
The pilot policy was issued to 
schools in Renfrewshire and 
Helensburgh in September 
1997. It consisted of an 
educational package for health 
and education professionals, 
leaflets, suggested responses to 
different scenarios and 
corresponding parental letters 
giving guidance for head
checking and treatment . 

The key messages contained in 
the policy are: 

• Regular weekly checking of 
children's hair by parents/ 
guardians. Hair-checking is a 
parental/guardian responsibility. 

• If live lice are found hair should 
be treated with a recommended 
insecticide lotion. The currently 
recommended lotions are Full 
Marks and Lye/ear. 

• A course of head lice treatment 
should involve two applications of 
a recommended product seven 
days apart. The second application 
is to kill lice emerging from any 
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eggs that survive the first 
application. 

• If this fails, a different type of 
insecticide lotion should be tried. 
Carbary/, which can only be 
obtained on prescription, is very 
effective. 

• A contact time of 12 hours 
or overnight treatment is 
recommended for insecticide 
lotions. 

• Water-based solutions are 
recommended for children with 
asthma. 

A head louse (magnified!) 

Image from the EM and FACS Lab, School of 
Biological Sciences, University of Sussex. 
Courtesy of David Randall 

In January 1998, a co-ordinated 
week long programme took 
place in primary schools in 
Ferguslie Park with the aim of 
raising community awareness 
and identifying and treating 
children with head lice. This was 
deemed to be a great success 
and is likely to be repeated on a 
regular basis. 

Throughout 1998, local media, 
displays in local libraries, 
telephone helplines and two 
new information leaflets have 
been used to raise awareness 
about head lice and how to 
treat them.A 'fact pack' for 
schools and health 
professionals, based on local 
experience , anticipated new 
national guidance and detailing 
successful local strategies, 
is to be developed by the 
Department of Public Health . 

Margaret Tannahill 
Public Health Infection 
Control Adviser 

Marianne Vinson 
Consultant in 
Public Health Medicine 




