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‘SWINE FLU’ HITSSCOTLAND

The phone call on the Saturday night was that we may have a
couple of people in the Infectious Disease Unit of our loca
hospital who had flu-like symptoms and had been in Mexico and
couldthisbe‘swineflu’ ?0nly thepreviousday | had beenreading
about the‘ swinefever’ or ‘ swineflu’” which wasaffecting Mexico
but notintheareawherethetwo peoplehad been. Of course, itwas
a few days before it began to make the media in a big way.*
Subsequently, on 27 April 2009 it was confirmed that the two
people admitted to our local hospital were the first 2 patients of
swineflu (or more correctly influenza A [HIN1]) inthe UK.2 As
the situation developed, there was evidence of person-to-person
spread of influenza A (HIN1) in the UK, and indeed in other
countries beyond Mexico.

Just to remind readers, influenzaA (HIN1) isanew influenza
virus. Itisspread directly to another person by largedropletswhen
a person infected with it coughs or sneezes, or by contact with
commonly touched surfaces that have been contaminated. The
usual personal hygiene rules apply of sneezing into atissue and
disposingit, washing handsfrequently, and cleaning surfacesthat
may be contaminated.

The virus originates from swine flu but is aso thought
to contain elements of flu viruses affecting birds and humans.
A paper fromthe Health Protection Agency and Health Protection
Scotland offers some early insights into the epidemiology of
influenza A (H1N1).® Obviously, the virus has adapted to
spread in humans. It apparently originated in Mexico and
produces the usual symptomsin people associated with seasonal
influenza including fever, cough, sore throat, runny nose, limb/
joint pain and headache. In addition, in North America some
patients have had vomiting and diarrhoea. It appears to affect
young people disproportionately. Being a new virus means
that people will not have immunity to it and, if it spreads
easily from person-to-person in many different countries, the
elementsof aninfluenzapandemicareinplace. Stedman’ sConcise
Medical Dictionary defines a pandemic as ‘denoting a disease
affecting or attacking the population of an extensive region,
country, continent’.* In the context of influenza the pandemic
isglobal.

At the end of April 2009, WHO twice increased its pandemic
alert phase—first from phase 3 to phase4, and thento phase 5. For
those unfamiliar with the terminology, the WHO alert phases are:

Phase 1: Nonewinfluenzavirusesdetectedin humansalthough

they may be present in animals.

Phase 2:  Nonewinfluenzavirusesdetectedinhumans. However,
acirculating animal influenzavirus posesasignificant
risk of human disease.

Phase 3: Human infections with anew virus, but no person-to-
person spread.

Phase 4. Small clusters with limited person-to-person trans-
mission but spread is highly localized.

Phase5: Large clusters but person-to-person spread is still
localized. Thereis asignificant pandemic risk.

Phase 6: Pandemic phase: Transmission of the virus in the

general population in many countries.
The UK aso hasitsown alert levelswhich reflect the fact that

there have been extensive preparations for pandemic flu in the
UK,® Scotland® and at local” levels.

At the present time, the strategy in Scotland (and the UK) is of
‘containment’, that is, toidentify thosewho arepossible, probable
and confirmed cases, and investigateand treat them appropriately.
In addition, contacts of probable and confirmed cases are given
prophylactic antiviral drugs. The definitions of cases being used
in Scotland are:

e Possible case: apersonwith ahistory of flu-like symptomsand
recent travel to an affected area(Mexico or the USA) or contact
with a probable or confirmed case.

e Probablecase: apersonwith ahistory of flu-like symptomsand
recent travel to an affected area(Mexico or the USA) or contact
with a probable or confirmed case and with laboratory
confirmation of influenza A.

e Confirmed case: a person with laboratory confirmation of the
new influenza A (HIN1).

Itisfortunate that, certainly in Europe, the symptoms appear to
be milder than seasonal influenza. Thevirusisalso sensitiveto the
antiviral drugs oseltamivir (Tamiflu®) and zanamivir (Relenza®).
Hence, thetreatment of casesand theuseof prophylaxisfor contacts
iswiththeseantiviral drugs. There havelong been plansto develop
avaccinefor any new pandemicinfluenzavirusbut thevaccinewill
take several months to develop.

As the situation has developed, so has there been intense
activity at all levels—UK, Scotland andlocal . Within Lanarkshire
we have been following up possible cases but also working in
hospitals and primary care to ensure that all parts of the health
service are prepared for a possible pandemic. We have been
working at a strategic level with other agencies such as local
government and the police, in amulti-agency group to preparefor
a possible pandemic. The issues which have come up are varied
and complex including antiviral supply and distribution,
prioritization of health and social services in a pandemic,
communication to the public and health staff, use of personal
protective equipment such as face masks, and how the whole
popul ation can bevaccinated against thenew influenzaA (HIN1).
TheUK Government hasdecided to vaccinatethewholepopul ation
against the new virus. The reasoning isto protect the population
from the anticipated second wave later in the year which may be
more severethan thefirst one. Thiswasthe case with the Spanish
influenza pandemic in 1918-19.

The emergence of influenza A (H1IN1) has meant a huge
increaseinwork in Scotland for public health, theNational Health
Service(NHS) and other agencies. And that work isongoing aswe
preparefor apossible second and subsequent waves. It has meant
that we have had to pull out our Pandemic Influenza Plans and
develop many of the details, some of which were mere outlines.
All this work will be worthwhile—even if the pandemic is less
severe than envisaged—in ensuring that robust and reliable
arrangements have been devel oped. In addition, at thelocal level,
organizations and individuals will be working closely together
and be much better prepared to meet the challenges ahead.
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THEFLYING DOCTOR

Australia is a vast continent with huge arid areas supporting a
sparserural population. Providing medical servicestoeveryoneis
agreat challenge. The Royal Flying Doctor Service (RFDS) of
Australiahasbeen proudly providing excellent servicestoisol ated
communities in remote parts of Australiasince 1928. Australian
schoolchildren of my era were raised on dramatic stories about
station-owners in the outback who, when faced with medical
conditions or injuries requiring urgent assessment by a doctor,
would call the RFDS by pedal-operated radio and be advised on
what was necessary. Today, each remote cattle station or small
community has not only aradio, but also a standardized medical
chest and the advice might be about what medicinefrom the chest
should be given. If adoctor is needed on the spot, he or she can
arrivewithinhours, onalight planethat |andson the station’ sown
airstrip, and retrieve the patient.

Y oung doctors at the level of resident or registrar in Australia
areoftencalledupontotravel ontheair ambulanceand escort very
sick patients requiring urgent transfer from aregional hospital to
a major centre for speciaized care. | well remember my own
experiences of doing this. The cramped conditions on a small
aircraft, the noise and the needs of very sick patients made it an
experience not easily forgotten. The air ambulance is part of the
regular ambulance service, which is funded by the government
and by subscriptions. In Victoria, where live, the air ambulance
has 4 aeroplanes, which provide not only a primary emergency
response but also transfers of patientswith particular needsto and
from rural hospitals. It also runs 3 emergency helicopters. All
major metropolitan hospitals have helipads. (The ear-shattering
noise caused by a helicopter landing in the park next to my
hospital can be guaranteed to disrupt every lunchtime clinical
meeting.) Weal so haveaPaediatric Emergency Transport System
(PETS) and a Neonatal Emergency Transport System (NETS),
which send either specially equipped fixed wing aircraft or
helicopters, staffed by paediatricintensivistsor neonatol ogists, to
retrieve patients needing intensive care. All of these services
operate 24 hours aday, 7 days aweek.

Asafrequent flyer myself, | am called into service asadoctor
all too often. Thecall ‘ A passenger onthisaircraft requiresurgent
medical attention. Isthere adoctor on board? usually causes me
to sink down in my seat, hoping that some eager young person
with vast intensive care or emergency department experiencewill

leap forth to therescue and spare me the embarrassment of having
to reveal my fast diminishing knowledge of emergency care. But
such is not always the case and, | have on occasions, faced some
interesting situations. Last year, 20 minutes into a flight from
Melbourneto Singapore, the dreaded call cameand | wastheonly
doctor on board. The patient was, as it happened, a 40-year-old
Indian gentleman who had had a grand mal seizure. His mother,
sitting with him, quickly gave the history that he was an alcoholic
who had been drinking very heavily up until the day of departure
and that she wastrying to get him back to South Africawhere he
wasbooked into arehabilitation centrefor alcoholics. Onedid not
haveto be Einstein to diagnose deleriumtremens. My training as
a paediatric endocrinologist did not equip me in an ideal way to
deal withthissituation and | probably did not do avery good job,
but | had no choice. | ended up sitting next to the patient for the
entire 7-hour trip, during which he hallucinated, clutched at my
clothinginaterrified manner, and had 4 moresei zures. Fortunately
for the patient and for me, anurse from the intensive care unit of
a large hospital came to assist me, and the aircrew were most
helpful. One of them wastrained to use a pulse oximeter and was
most keen to use it at every opportunity. The nurse and | were
shown the two medical chests that were kept on board and were
impressed with the range of equipment and medications they
contained. We gave several doses of diazepam to the patient and
thesehad atransient effect. | later learnedthat | could havetrebled
thedoses| gave. Thecrew did offer to call inanother doctor onthe
radio, but | declined this, thinking there was not much they could
do to help me. | did request the airline to have emergency people
waiting at theairport to receive the patient. By thetimewe started
the descent into Singapore, the patient was extremely drowsy
from the effects of diazepam and several grand mal fits, but the
crew deemed it necessary to make him sit up and put on his seat
belt. As the plane touched down (with a thump), our patient
started fitting again. When we were able to come to a complete
stop, the nurse and | bodily picked up this rather heavy man and
carried himto thedoor of theaircraft. It opened, and therewas not
asoul insight! No emergency workers, no one. We had no option
but to continuecarrying theunconsci ouspatient up the passageway
andintotheairport, where, to theamazement of all passers-by, we
laid him on abench. After what seemed likean interminabletime,
a young airport doctor appeared and we were relieved of our
duties. The man was admitted to ahospital in Singapore and what





