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Witnessing history: a personal view of half a
century in public health

History & Humanities
BP Bergman1, F Laing2, AS Chandler3, KC Calman4

Former Chief Medical Officer Sir Kenneth Calman recently celebrated 50
years in medicine. It was a period which saw the evolution of the public
agenda from communicable diseases to diseases of lifestyle, the
Abstract health
change from a hospital-orientated health service to one dominated by
community-based services, and the increasing recognition of inequalities as a
major determinant of health. This paper documents selected highlights from
his career including the Aberdeen typhoid outbreak, AIDS, bovine spongiform encephalopathy,
foot and mouth disease, radioactive fallout, the invention of computerised tomography and
magnetic resonance imaging, and draws parallels between the development of the modern
understanding of public health and the theoretical background to the science 100 years earlier.
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Introduction
There is an iconic phrase which states that if you can
remember the Sixties, you were not there.1 An alternative,
but untested, hypothesis is that preservation of an intact
memory of this period may have been occasioned by
working in public health. Beginning in the 1960s, this
paper examines ﬁve decades of developments in public
health, focusing on some of the most inﬂuential events
of the period, and was inspired by the 50th anniversary of
the graduation in medicine of one of the authors (KCC). It
commemorates selected highlights from his career and,
in so doing, documents a key period of challenges and
transformations, predominantly from a Scottish perspective.
It is illustrated by KCC’s personal reﬂections.

Historical background
The end of the Second World War saw Britain emerge
militarily and politically victorious but at enormous cost to
population, economy and infrastructure. Nearly 400,000
service personnel had lost their lives, together with over
65,000 civilians,2 two million homes had been destroyed
and much damage had been done to ports and industry.
Food rationing, introduced in the wake of disruption to
supply lines, continued up until as late as 1954. Rebuilding
of property was slow, and urban bomb sites persisted for
many years as a visual reminder of the destruction, some
eventually mutating into car parks.
Nonetheless, the post-war global economy proved buoyant and
in 1957 the then Prime Minister, Harold Macmillan, delivered

an optimistic speech promising ‘a state of prosperity such as
we have never had in my lifetime – nor indeed in the history of
this country…most of our people have never had it so good’.
After the post-Great War austerity of the 1920s and 1930s
that may have seemed true, but it was not to hold good for
the future. As early as 1961, Macmillan was forced to impose
spending cuts and a wage freeze as inﬂation began to rise.3
The Sixties had begun.
Outbreaks, epidemics and pandemics had dominated public
health practice during the 1950s – poliomyelitis, inﬂuenza,
and even smallpox. Other serious communicable diseases
such as dysentery, infectious hepatitis and measles were
so commonplace as to be accepted as a normal part of day
to day life. Although research published in 1950 had clearly
demonstrated the link between smoking and lung cancer,4
the recognition of the importance of lifestyle choices as
a determinant of health still lay many years in the future.
The next 50 years were to bring many hitherto unforeseen
changes, both led by and requiring an agile response by
public health.

The Sixties
The Macmillan speech took no cognisance of the appalling
poverty, overcrowding and living conditions that still
characterised many inner cities where the bulk of the working
population was concentrated. Slum clearance was already
under way, with the slums generally being replaced by highrise blocks, but the 1961 census showed that 11,000 homes
in Glasgow remained unﬁt for habitation (Figure 1).5
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Figure 1 Mother and baby, Glasgow slums, late 1960s. ©Nick
Hedges. Reproduced with permission

The spending cuts and wage freeze led to public disillusionment
and industrial unrest, and overall national income declined
despite draconian measures aimed at boosting the economy.
The failed US-led Bay of Pigs invasion of Cuba in 1961 was
quickly followed by the 1962 Cuban missile crisis, while
ongoing nuclear tests in the Paciﬁc underlined the continuing
potential for global nuclear war. Rising levels of strontium-90
in milk, as the fallout from the nuclear tests was deposited on
calcium-poor soils by Scotland’s high rainfall, led to concerns
about the future health of infants.6 Racial tensions were
building up worldwide, leading to widespread race riots in
the USA in 1967. In the UK, immigration was increasing,
especially from Africa and the Indian subcontinent, and racial
tensions were beginning to emerge here too, culminating in
the controversial and damaging speech by Enoch Powell in
1968. Social unrest grew widely, and was quickly adopted by
the student population, resulting in mass protests throughout
the summer of 1968. As the decade drew to a close, tensions
within an increasingly divided Northern Ireland erupted into
what was to become known as The Troubles.
Against that background, societal norms were also changing.
Divorces rose steadily throughout the 1960s, even before
the legislative changes brought about by the Divorce Reform
Act 1969, leading to a rapid increase in the number of
single parent families and, of necessity, working mothers
and ‘latchkey kids’. The stress of coping unsupported by
a spouse increasingly led to reliance on a new generation
of psychotropic drugs, heavily promoted by industry as a
panacea not only for patients7 but for a medical profession
facing new challenges from a rising tide of social problems.
Despite these evolving problems, by the beginning of the
1960s, the fall in communicable disease rates since the
Second World War was becoming clear. In Scotland, for
example, diphtheria had already fallen from 517 cases in
1941 to 54 in 1960, but concerns were being expressed
about rising death rates from lung cancer, coronary heart
disease and chronic bronchitis. The main risk factors had
been recognised to be tobacco smoking and air pollution, but
achieving social change was to prove more of a challenge.
Typhoid was reported as ‘under control’ with around 15
cases per year, an assessment which was to prove overoptimistic when a major outbreak in Aberdeen in 1964, traced
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to contaminated corned beef imported from South America,
resulted in over 400 cases, but no fatalities. Although the
timely public health response is acknowledged to have
prevented a much larger outbreak,8 important lessons were
learned, especially in relation to the provision of information
to the public via the press. A well-intentioned campaign to
alert the public to the importance of good personal hygiene,
aimed at preventing a possible second wave of infection
due to the development of asymptomatic carriers, led to
a major over-reaction when places of entertainment were
closed, academic staff at the University were advised to
wear gloves when handling examination papers and the city
became widely known as the ‘Beleaguered City’.9 However,
clinical expertise developed at the University of Aberdeen in
the aftermath of that outbreak still continues to inform the
global management of this disease.10
In 1960, a review of long-term National Assistance
claimants was carried out; foreshadowing concerns about
the number of beneﬁt claimants 50 years later. Only 6%
were found unﬁt for any work although the majority had
some limitation, including mental ill-health in 36% and
gastrointestinal conditions in 12%. Many claimants were
found employment, or were recommended for admission to
an industrial rehabilitation unit.11,12

The Seventies
While the 1960s had been the decade of social change,
albeit not always beneﬁcial, and public health had been
focused largely on communicable disease and the growing
recognition of smoking-related disease, the 1970s were to
be dominated by far-reaching organisational reform in the
health services and local authorities. The National Health
Service (Scotland) Act 1972 repealed and updated much of
the original National Health Service (Scotland) Act 1947. It
set up Health Boards, which remain the foundation of the
structure of the NHS in Scotland, and established a number
of central bodies including the Scottish Health Service
Planning Council and the Common Services Agency (now
NHS National Services Scotland), which greatly increased the
role of management in the NHS. The relationship between
the Health Boards and local authorities was set out and,
while disestablishing the Medical Ofﬁcer of Health, the Act
made provision for the appointment of a ‘designated medical
ofﬁcer’ who would act on behalf of the local authority; this
was to become a key role for public health. The post of Health
Service Commissioner for Scotland was established, to be
appointed by The Queen. The Act also provided the legislative
framework for the provision of contraceptive services and,
two years later in 1974, free family planning services were
made available to everyone in Scotland, irrespective of age,
gender or marital status.
At the same time, local government itself was undergoing
major change with the implementation of the Local
Government (Scotland) Act 1973, resulting in the replacement
of a structure of counties, burghs and districts which had
largely been in place since the Middle Ages with a two-tier
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system of regional and district councils. Inevitably there were
implications for public health at a local level.
The 1972 Act was followed six years later by the National
Health Service (Scotland) Act 1978, which ﬁnally repealed the
whole of the 1947 Act. Whereas much of the 1972 Act had
been concerned with the management of hospitals, the new
Act concentrated on primary care including general practice,
dentistry, ophthalmic services and pharmaceutical services,
reﬂecting an overall shift in focus towards the community.
General practice services were to be managed by a Medical
Practices Committee established under each Health Board.
The positive trends in population health which had begun
in the 1960s continued. The birth rate continued to fall,
from 16.8 per 1000 population at the start of the decade
to 12.4 at the end, while stillbirths fell from 14 to 8 and
infant mortality dropped from 20 to 13 per 1000 live births.
In 1970 there were 59 cases of puerperal fever; by 1975
only 6 were recorded. However, annual acute psychiatric
inpatient admissions for alcohol intoxication and alcoholic
psychosis climbed inexorably from 3000 in 1970 to 5500 in
1975 before falling back slightly to 5000 in 1979. Clinical
practice was also changing rapidly. As part of a major
surgical unit, KCC recalled that each Monday morning and
afternoon was taken up with large peptic ulcer clinics, with
pre and post operation options being considered. Within a
few years this surgical approach was completely replaced by
drug treatment. Initially this was aimed at reducing gastric
acid secretion by blocking the histamine (H2) receptors
whose role as mediators of acid secretion had been ﬁrst
recognised by Sir James Black in 1971;13 the identiﬁcation
of the proton pump mechanism of gastric parietal cells
in the late 1970s 14 paved the way for the addition of
the proton pump inhibitors to this emerging therapeutic
armamentarium. However it was the key discovery by Warren
and Marshall in 1982 of the microorganism now known as
Helicobacter pylori,15 and the subsequent recognition that
its eradication could lead to ulcer healing,16 which gave rise
to the policy that all patients with gastric or duodenal ulcers
who are infected with H. pylori should receive treatment with
antimicrobial drugs.17
During this period, KCC’s special interest was oncology. Over
a 10-year period the ability to diagnose, treat and care for
patients with cancer changed signiﬁcantly. New drugs such
as the platinum-based antineoplastic agents appeared and
revolutionised the management of a number of cancers,18
and in particular, testicular tumours.19 Trial and error gave way
to clinical trials, involving a wide range of clinical staff, and
the importance of the team became paramount. The whole
process of care was reﬁned, putting patients at the heart of
the decision making. Palliative care became recognised as
a patient-driven specialty, and one which demonstrated the
importance of patient involvement and of communication.
A patient care group, Tak Tent (‘take care’ in Scots) was
established in Scotland and this put the patients ﬁrmly in the
process of care, representing a 180° shift from the traditional
clinician-driven approach.

Figure 2 Postcard images from the Lothian ‘Take Care’ campaign.
Lothian Health Service Archives. GD22/PD1.4/57 and GD22/
PD1.4/64, used with permission

The Eighties
The decade opened with the completion of the seminal
report Inequalities in Health, authored by Sir Douglas Black
(1913–2002), which highlighted for the ﬁrst time the excess
burden of ill-health and mortality faced by those living in
poverty20 and demonstrated that although overall health had
improved since the inception of the NHS, there had been no
reduction in social inequalities. The report, commissioned
by the Labour government, did not ﬁnd favour with the newlyelected Conservative government. Despite its subdued
launch (it was never ‘published’ although photocopies were
available to the public on request), it went on to make a
major political impact,21 although the need to tackle social
inequalities, poor housing and unemployment did not receive
widespread recognition and political acceptance in the UK
until the publication of the subsequent report, Independent
Inquiry into Inequalities in Health, by Sir Donald Acheson
(1926–2010) 18 years later.22
Meanwhile, a new and ultimately far-reaching communicable
disease challenge was on the horizon which would cut across
the traditional boundaries of socio-economic inequality;
AIDS. In 1981, unusual clusters of Pneumocystis carinii
pneumonia and Kaposi’s sarcoma in previously healthy
young men were ﬁrst reported in the USA, conditions which
were more commonly associated with immunosuppression
and older people, and in December of that year, the ﬁrst case
was reported in the UK. The AIDS pandemic, as it became,
was to become the leading cause of death in adults aged
under 60 years, and led to a global public health response
on an unprecedented scale.23 By 1983, the ﬁrst cases were
reported in Scotland, among intravenous drug users in
contrast to the earlier UK cases, particularly in the Greater
London area, which had predominantly affected homosexual
and bisexual men. The Scottish response was therefore
based initially around needle exchanges and substitution
of methadone for injected heroin, with measures aimed at
the gay community following somewhat later.24 This was
followed by a community-wide ‘Take Care’ campaign in 1989
which used a range of promotional materials to highlight
that HIV could affect anyone.25 With the passage of time
and an overall liberalisation of frank speech, it is easy to
underestimate the cultural shift which was required in the
1980s to overcome the societal taboos surrounding the
necessary open and public discussion of sexual matters
(Figure 2).
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In February 1985, a cow on a farm in Sussex died after
developing neurological symptoms and was found at
post-mortem to have a spongiform encephalopathy, a
hitherto unknown cattle disease named bovine spongiform
encephalopathy (BSE). It was quickly identiﬁed as a prion
disease and, drawing parallels with known prion diseases
such as kuru, a ban was imposed on the use of ruminant
proteins in sheep and cattle feed. A Government Working
Party concluded that it was unlikely to pose a threat to
humans and that beef remained safe to eat, although in
the next decade this would prove to have been an overoptimistic assessment.
In his book The Potential for Health,26 KCC recalls that three
important issues were becoming clear. The ﬁrst was that
of the potential for health; using the knowledge we have,
it should be possible to improve health. Issues such as
smoking, alcohol and obesity were just three of the most
obvious factors, in turn inextricably linked to the major
problem of inequalities in health which still exist. The second
issue was that of akrasia, the ability to know that something
is wrong, but still doing it. How do we get people to change
behaviour? The ﬁnal issue was that of risk, its recognition,
communication and the language used to discuss it.27 For
each of these issues, telling the right story at the right time
can certainly help, but there still remains a need to get much
better at doing it.
The second half of the 20th century saw major advances
in medical imaging which, in turn, were to revolutionise
non-invasive diagnosis. Although the principles of X-ray
tomography had been known for some time, it was the
advances in computing power in the 1960s which paved the
way for the development of computerised tomography (CT)
and for the ﬁrst commercial CT scanner, the EMI-Scanner, in
1971. However CT scanning involves exposure to substantial
radiation doses, and the development of magnetic resonance
imaging (MRI) in the 1970s represented a major advance in
patient safety. The world’s ﬁrst full-body MRI scanner was
developed at the University of Aberdeen and the ﬁrst clinical
scan on a living patient was performed on 28 August 1980.
The prototype scanner has now been refurbished and is
displayed at Aberdeen Royal Inﬁrmary where it forms part of
the University Museums’ collection.28
During the 1980s there were several major industrial
accidents on the international stage, of which some had
implications for public health in the UK. In 1984, an explosion
at the Union Carbide India Limited pesticide plant in Bhopal,
India, led to a major release of methyl isocyanate and an
estimated initial death toll of nearly 4000, with over half
a million injuries. Since then, a further 8000 people are
estimated to have died from the effects of the incident, and
many thousands have been left permanently disabled. A
large-scale cohort study has been in progress since then to
follow up the survivors; methodological shortcomings in that
study have led to the identiﬁcation of important lessons for
the epidemiological follow-up of major incidents.29 Eighteen
months later, a catastrophic nuclear accident occurred at the
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Chernobyl Nuclear Power Plant near Pripyat, Ukraine. Although
there were few immediate deaths, and only 237 people
suffered acute radiation sickness, radioactive contamination
from the disaster affected a very wide area including much of
Russia, Scandinavia and western Europe. Monitoring by the
National Radiological Protection Board showed that hill areas
in Scotland were most affected, notably in the Central belt,
Dumfries and Galloway, Arran, and the Uists. In some areas,
levels of radioactive caesium-137 in sheep meat exceeded
permitted limits for human foodstuffs, and restrictions were
put in place. As with strontium-90 in the early 1960s, the
areas most affected were those with high rainfall where the
soil mineral content was low. Chernobyl-related monitoring
restrictions in Scotland were not ﬁnally lifted until 2010, 24
years after the incident, the last affected farms being in
the East Ayrshire and Stirling areas.30 KCC recalls that at
the time, he was an adviser to the Dounreay Nuclear Power
Station enquiry, which was investigating the safety of the
process. He spotted a whole body radioactive counter and
decided to test the process on himself. Having recently been
on the island of Arran he was alarmed to ﬁnd that his body
had a measurable level of caesium-137 although, almost 30
years on, he reports no adverse effects!
At the start of the decade, there had been early evidence that
both the incidence and the death rate from coronary heart
disease, which had been rising steadily since the 1950s,
had stabilised or possibly begun to fall, and by the end of
the decade it was clear it was indeed falling. Only part of the
trend in mortality could later be explained by improvements in
the management of cardiovascular disease.31 But admissions
to acute hospitals for alcohol-related conditions including
liver disease were now beginning to increase, in contrast to
the reduction in admissions to mental hospitals for acute
intoxication and psychosis which continued to fall, continuing
a trend observed throughout the previous decade and
suggesting that the longer-term impact of alcohol misuse
was now becoming manifest.
There were two further important developments in the
1980s. The ﬁrst concerns the emergence of medical ethics
as a recognised discipline. This was partly due to a greater
recognition of the practical implications of advances in
treatment and investigations. The issue of communication
was central to this. Related to this was the importance of
the teaching and learning in medicine about ethical issues.
This had been a bedside issue in the past, at the discretion
of individual clinical teachers, but formal courses were now
becoming established.32
The second development was that related to the arts
and humanities in clinical and public health practice. This
involved, at ﬁrst, the use of literature in the teaching of
medical students, but has since developed to encompass
dance, theatre, moving images and music. There have been
a number of resources developed for the arts including the
book Tools of the Trade from the Scottish Poetry Library, which
is now distributed to all new medical graduates in Scotland,33
and KCC’s own comprehensive review of 700 years of Scottish
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medicine as seen through contemporary Scottish literature, ‘A
Doctor’s Line’: Poetry and Prescriptions in Health and Healing.34
More recently, the critically-acclaimed dance performance 5
Soldiers has brought an understanding of the issues faced
by physically and psychologically injured veterans to a wide
audience,35 further illustrating the importance of the arts as
a medium for health communication.

Figure 3 Birth and death rates per 1000 population, Scotland
1960-2016. Contains public sector information licensed under the
Open Government Licence v3.0

The Nineties
As the second millennium entered its last decade, the shape
of Scotland’s population was becoming dominated by older
people. In 1991, the number of people aged over 90 now
equated to the number who had been aged over 75 just 30
years earlier, despite no change in the overall size of the
population. The number of over-90s was to almost double
again in the next 20 years, by which time the number of
people aged over 65 exceeded the number aged under 15,
the low birth rate of 11 per 1000 population at the end of
the 1990s reﬂecting a trend of reducing numbers of children
per family throughout the preceding 100 years, with major
implications for the dependency ratio underpinning support
for the elderly. The very rapid fall during the 1960s may
have reﬂected increasing uptake of the oral contraceptive
pill. By the end of the decade, the birth rate had fallen
below the death rate (Figure 3), resulting in a net reduction
in the population, although in subsequent years increasing
immigration was to offset the fall. The rising numbers of
older people brought an increasing burden of dementia,
contributing to care needs, with over 30% of the over-90s
estimated to be affected.36
During the early part of the decade, evidence began to
accumulate that BSE was transmissible not only from cow to
cow but also between species. In 1995 the ﬁrst human death
from variant Creutzfeldt-Jakob disease (vCJD) was reported,
and in 1996 the Spongiform Encephalopathy Advisory
Committee, which had previously issued reassurances that
transmission to humans was unlikely, announced there was
a probable link between BSE and vCJD. The National CJD
Research and Surveillance Unit was established at the
University of Edinburgh to monitor the characteristics of the
disease, identify trends, study risk factors and improve care
of those affected, with close links to a wide range of other
UK agencies. The initially alarming predictions of a major
epidemic have proved unfounded to date; the peak year of
onset was 1999, with 29 cases, and no UK cases have been
reported in people born after 1989. Of the 178 UK cases of
vCJD, 24 have been in those resident in Scotland, of whom
the majority have been in the west.37
These incidents demonstrated a further factor in improving
public health; the media. While a free press is highly valued
in democratic societies,38 there is also a commercial element
that may lead to distortion of coverage,39 which in turn may
impact on the accuracy of scientiﬁc reporting. Although in
general terms the media are a force for good in telling stories
of health and illness, it is important to always remember that
the ‘good story’ is the main driver and that to be ahead of

the game and pre-empt that diversion is always a good ploy,
as described by KCC in A Study of Storytelling, Humour and
Learning in Medicine.40 The power of the media to inﬂuence
public opinion and behaviour was to be well illustrated by the
1998 ‘vaccine scare’.
Ever since the anti-vaccination movement graphically
portrayed by the cartoonist James Gillray in 1802,41 such
scares have threatened the widespread uptake of vaccines
necessary to achieve herd immunity. In the 1970s, media
reports of neurological reactions to the widely-used pertussis
component of the ‘triple’ DTP vaccine had led to a rapid
decline in coverage, from 77% to 33% or lower, and three
major epidemics of pertussis ensued, the ﬁrst affecting
over 100,000 people. Although a government compensation
scheme for alleged vaccine damage was established, the
aetiological role of the vaccine remained controversial and
the eventual legal judgement in 1988 was that there was
no evidence it caused permanent neurological sequelae.42
Nonetheless, both media commentators and the public were
by now well-rehearsed in the arguments against vaccination
when the ﬁres were re-ignited by the publication in The Lancet
in 1998 of a paper by Andrew Wakeﬁeld, later discredited
and retracted in full, claiming to have demonstrated a link
between the measles, mumps and rubella (MMR) vaccination,
inflammatory bowel disease and autism.43 Predictably,
MMR vaccination coverage fell (Figure 4) and there was a
resurgence in incidence of all three diseases, especially
mumps (Figure 5). It was some 10 years before coverage
rates returned to ‘pre-Wakeﬁeld’ levels, and a substantial
cohort of children never received the vaccine. Fortunately,
despite these children having now reached childbearing age,
there has been no evidence of a resurgence of congenital
rubella syndrome.44
Another aspect of the improvement of health is in the
development of policy at government level, and the
implementation of the resulting written reports. Those of
particular interest in KCC’s career were Hospital Doctors:
Training for the Future,45 A Policy Framework for Commissioning
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Figure 4 Vaccine coverage
rates in Scotland 1995-2016.78
©Health Protection Scotland
2017. Contains public sector
information licensed under the
Open Government Licence v3.0

Figure 5 Mumps in Scotland
1989-2013.79 ©Health
Protection Scotland 2013.
Contains public sector
information licensed under the
Open Government Licence v3.0

Cancer Services,46 and Developing Emergency Services in the
Community.47 These were all implemented but could not have
been achieved without the cooperation and full input from the
medical royal colleges and postgraduate deans. Patients were
also involved in two of these policy areas and contributed
signiﬁcantly. One of these, on Cancer Services, took time
to implement because its issue coincided with a period of
change in the NHS itself.
This raises the issue of how best to implement major new
policies. Four things seem to matter. The ﬁrst is that there
needs to be signiﬁcant political will to make it happen.
The second is to have a clear and agreed strategy. There
then needs to be people on the ground to implement the
policy. This is a key aspect of the process and the changes
in postgraduate medical education could not have occurred
without effective local input. The ﬁnal strand is the resources
required to take things forward. This could be ﬁnance, but
could also include people and buildings. In looking back at
policy implementations, and cross referencing them to these
four factors, it is usually possible to determine why the policy
has been implemented successfully or, conversely, failed.

186

The new millennium
With the beneﬁt of hindsight, it is easy to overlook the level of
health service resources which were devoted to preparations
for the predicted impending ‘millennium bug’, a computer
problem resulting from early programming use of a two-digit
year date format which, it was predicted, would result in
systems rolling back to a notional ‘year 1900’ at the turn
of the millennium and would lead to widespread disruption.
The fears proved to be largely unfounded, although one of
the few serious healthcare-related incidents occurred in
Shefﬁeld where incorrect Down’s syndrome test results were
sent to 154 women as a result of incorrect calculation of the
mother’s age. Two inappropriate terminations were carried
out, and four affected babies were born after their mothers
had been informed that they were low-risk.48
Epizootic diseases continued their dominance, with a major
UK-wide outbreak of foot and mouth disease in 2001 which
led to the slaughter of over 10 million sheep and cows.
Movement of farm animals was restricted, as was access
to the countryside, and all animal carcases in the vicinity of
affected farms were burned, an operation which required the
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Figure 6 Alcohol-related
morbidity and mortality
in Scotland 1961-2015.
Compiled from various archive
sources. Contains public
sector information licensed
under the Open Government
Licence v3.0

assistance of the Army. The outbreak left a legacy of both
economic and emotional damage,49 while several soldiers
involved in carcase disposal contracted Q fever.50 With
hindsight, while the disease was managed in accordance
with extant protocols, there was a failure to fully appreciate
the psychological effect on those involved,51 not only among
the affected farmers but also those who took part in the
cull. Although psychological impact was noted in the Scottish
Government response and funding was made available for
local counselling, there was no mention in the ‘lessons
learned’ of any requirement to include speciﬁc support in
future plans.52 Continuing the epizootic theme, in 2000 the
ﬁrst case of anthrax in an injecting drug user was reported
from Norway, 53 and in 2009–2010 a serious outbreak
occurred among the drug-using population of Scotland,
ultimately involving 82 conﬁrmed or probable cases.54 The
source was postulated to have been a contaminated goat or
other animal hide used to transport a batch of heroin between
Afghanistan or Pakistan and Scotland.55
In the global arena, 2009 saw the ﬁrst inﬂuenza pandemic
since 1968–1969. Nicknamed ‘swine ﬂu’ in recognition of
its origin as a re-assortment of bird, swine and human ﬂu
viruses, its antigenic similarity to the 1918 pandemic virus
led to widespread alarm, not entirely unjustiﬁably in view
of the estimated 284,500 fatalities worldwide.56 The public
health response in Scotland was swift, moving from an initial
containment phase to a treatment phase as cases became
more widespread, with an immunisation programme being
rolled out as a speciﬁc vaccine became available. Over 1500
people were hospitalised in Scotland, including 54 pregnant
women, and there were 69 deaths including three pregnant
women.57 Several patients required extracorporeal membrane
oxygenation for profound respiratory failure.58
Communicable disease challenges continued to dominate
public health as the new millennium progressed. The highly
transmissible Ebola virus, which had ﬁrst been identiﬁed in
1976 and had been causing sporadic outbreaks in Africa,
now gave rise to the largest-ever outbreak which ran from
2013–2016 in West Africa, resulting in a reported 28,616

cases and 11,310 deaths.59 Novel diseases continued to
emerge, while others changed their character. A large cluster
of cases of microcephaly in Brazil in 2015–2016 marked
the evolution of Zika virus, known for over 60 years as a
mild mosquito-borne disease, to a condition having profound
implications for pregnant women and their fetuses. Cases
associated with Guillain-Barré syndrome were also identiﬁed,
both in Brazil and in an outbreak in French Polynesia, and
global spread of the virus was reported, causing considerable
anxiety to travellers.
Sixty-ﬁve years on from the publication of the ﬁrst conclusive
evidence of the link between smoking and lung cancer,4
Scotland led the way for a UK-wide ban on smoking in
indoor public places with the publication of an Act of the
Scottish Parliament,60 which came into force on 26 March
2006. By now, the case against smoking was compelling;
in 2004 Richard Doll had published a 50-year follow-up on
his original study of doctors’ mortality in relation to smoking
which showed that on average, smokers died 10 years earlier
than non-smokers and had up to a three-fold increase in the
risk of dying in middle age.61 The beneﬁcial impact of the
ban on acute coronary events quickly became apparent;62
the beneﬁts to lung cancer incidence and mortality will take
longer to realise. The Scottish Government’s tobacco control
strategy was published in 2013 and set an ambitious target
to reduce smoking prevalence in Scotland to 5% or less in 20
years.63,64 Although the overall prevalence of adult smoking in
Scotland had fallen to 21% by 2015, major challenges remain
in the lower socio-economic groups, with the prevalence
ranging from 35% in the most deprived communities, to 11%
in the least deprived.65
Drug and alcohol problems continued unabated. Admissions
and deaths due to alcohol-related conditions rose to a peak
around 2005–2007 and have since fallen back, perhaps a
late legacy of very heavy drinking some 30 years earlier, while
liver disease has plateaued, possibly reﬂecting an overlap
from the growing number of cases of obesity-related liver
disease (Figure 6).66 Drug-related deaths in Scotland rose
from an annual average of 260 in 1996–2000 to 659 in
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Figure 7 Life expectancy at birth, Scotland 1960-2012.80 Contains
public sector information licensed under the Open Government
Licence v3.0

2012–2016, but with a shift towards the older age-groups;
the average of 83 per year for under-25s in 1996–2000
fell to 39 per year in 2012–2016, while for the 35–44 age
group, the number rose from 46 per year to 234 over the
same period,67 also suggesting legacy problems affecting
long-term drug users. Comparison with earlier years (1995
and earlier) is problematic owing to changes in coding and
the method of recording.68
Obesity was identiﬁed as a major emerging public health
problem, in Scotland as elsewhere in the developed world,
with the proportion of people aged 16–64 recorded as
overweight (BMI 25 and over) increasing from 52% in 1995
to 62% in 2015. The proportion recorded as obese (BMI 30
and over) rose from 17% to 28% over the same period, while
the proportion of morbidly obese (BMI 40 and over) rose from
1% to 3%. The greatest numbers of obese men in 2015 were
in the 55–64 age group (40%), whereas for women it was
45–54 (34%). A raised waist circumference was recorded
in 34% of men aged 16–64 in 2015, compared with 14% in
1995, while for women it was 48% in 2015 compared with
19% in 1995. By the end of the 10 years to 2015, 52% of
men were identiﬁed as being at increased health risk based
on BMI and waist circumference, compared with 19% at the
start of the period; for women, the proportion had increased
from 40% to 66%. However the proportion of children outwith
the healthy range has been falling since 2011, providing
guarded optimism that the peak may have passed.69 On a
positive note, life expectancy has continued to rise, although
at a slower rate than some European countries,70 and there
was evidence that the gap between men and women was
starting to narrow (Figure 7).
Thirty years on from Sir Douglas Black’s report, Sir Michael
Marmot presented a further review of inequalities and health
in England.71 This painted a dismal picture of the premature
loss of up to 2.5 million years of life, and 2.8 million years of
limiting illness or disability, as a result of health inequalities
stemming from social inequalities. There were major
geographical disparities, with the greatest impact falling
in the north-east, especially in the lowest socio-economic
groups. The cost to society was estimated at up to £70
billion per year in lost productivity, welfare and healthcare
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costs. A framework for action was proposed to improve
health and wellbeing for all and reduce inequalities, based
on a wide-ranging portfolio of priority objectives and policy
recommendations extending across the spectrum of national,
local and third sector involvement. Crucially, the review
identiﬁed the major threats to health as smoking, alcohol,
obesity and drug use, and the major social determinants
of health as the early years, education, work, income, and
communities.
Five years later, a report by the King’s Fund72 painted a
more optimistic picture. Analysing data from 2006–2010,
in comparison with 1999–2003, there was clear evidence
that income-related inequalities had improved since
Marmot’s ‘call to action’, with a ﬂattening of the gradient.
The report also noted geographical variations, with some
parts of the UK doing better than the average, while others
experienced poorer outcomes, highlighting the importance of
taking local knowledge, history and experience into account
when translating strategy into action. The King’s Fund had
previously identiﬁed that a lack of community and networks
was more damaging to the health of older people than either
moderate smoking or obesity;73 now there was clear evidence
that communities could be a powerful force in inﬂuencing
health behaviours, and hence addressing inequalities. In
Scotland, this work was being taken forward by a Ministerial
Task Force as the Equally Well policy,70 and delivered through
a network of Community Planning Partnerships.

Conclusion
From these selected personal highlights of half a century
in medicine, a number of themes have emerged. There
have been known diseases which have occurred on an
unprecedented scale, for example the 1964 Aberdeen typhoid
and the 2001 foot and mouth disease outbreaks, where
the protocols for management were well established and a
timely response was put in place to cope with the scale and
severity of the problem although, with the beneﬁt of hindsight,
aspects such as media involvement or psychological support
could have been better managed. Greater challenges have
been presented by newly-recognised conditions such as
HIV and BSE, where an understanding of the disease, its
epidemiology and, most importantly, its prevention, has
emerged only slowly, giving rise to a perception of the delivery
of mixed messages to the public. Although unavoidable, this
uncertainty and changes in advice are poorly understood by
the target audience, and the role of public health in managing
the public-facing response to any major incident is crucial.
There have been a number of major transitions, from a
largely hospital-based care system to one in which care
in the community predominates, and from communicable
diseases amenable to public health solutions to the diseases
of lifestyle which will require individual behavioural change
to address; the falls in perinatal mortality and childhood
morbidity of the 1960s may yet prove to be counterbalanced
by rising lifestyle-related morbidity in the same generation.
These changes have taken place against a background
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of rapid technological evolution which has seen, at a
clinical level, the development of high-quality non-invasive
diagnostic procedures such as MRI, and at a population
level, an increase in both the speed and pervasiveness
of communication and increasing critical scrutiny and
accountability of every aspect of public life, combined
with budgetary constraints. While undoubtedly driving up
standards, this has created new pressures for the health
professions and the challenge for the next generation will be
to maintain an environment in which innovation in healthcare
and health protection can still ﬂourish.
This year marks the centenary of the end of the First World War,
a conﬂict which cost over 750,000 British lives. In contrast to
the Crimean War 60 years earlier, when an estimated 16,000
(73%) of the 22,000 deaths had been the result of largely
preventable disease, only 19% of deaths in the First World
War were due to illness,74 despite the extremely austere
conditions prevailing in theatres such as the Western Front
and Gallipoli. The turning point had been the advancement
from the late 19th century theoretical formulation of the
science of ‘hygiene’, being an understanding of the physical
effect of the environment on populations,75 to the early 20th
century practical application of ‘sanitary science’, which
reﬂected the art of accommodating to the surroundings,76
however challenging or austere those may be. Although
overarching health strategy could be developed centrally, it was
recognised that its implementation could only be achieved by

the individual military units, supported by embedded specially
trained staff, who could work with the knowledge of local
issues to enable local solutions to be developed based on
the ‘art of the possible’. One hundred years later, there is a
clear parallel with the development of an understanding of
inequalities, progressing from a recognition of the issues,20,22
to a clear understanding of the strategy that would be needed
to achieve change,71 and to acknowledgement that central
strategy is at its most effective when translated into local
delivery through community engagement.73 Only then can
local barriers to change be overcome to enable the ‘art of
the possible’ and move towards the ultimate goal of public
health, Salus populi suprema lex esto.77
It is clear that overall health has improved over the last 50
years. However, there is much still to do and the objectives
are obvious. A reduction in cigarette smoking, alcohol
consumption and the use of illegal drugs, are ongoing issues.
Obesity has now become a major threat to public health
and needs urgent attention. At the heart of this are the
remaining inequalities in health which have shifted a little
but still remain a major health issue. Let us hope that the
next 50 years will see a signiﬁcant change in this aspect of
the health of the nation.
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In memoriam

In memoriam brings to the attention of Fellows and
Collegiate Members the deaths of colleagues and friends.
Obituaries paying tribute to the life and work of those whose
deaths have been reported in In memoriam can be found on
the College website: www.rcpe.ac.uk/obituaries

Fellows and Collegiate Members are invited to provide the
College (editorial@rcpe.ac.uk) with information that will
enable us to write obituaries. Self-written obituaries to be
held in readiness will always be welcome.
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