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CURRENT NOTES
TB in the UK: 2013 report

47/3501  The latest UK annual TB report shows that rates of tuberculosis (TB) have stabilised in 
the UK over the past seven years, following the the increase in incidence 1990 to 2005. However, 
despite considerable efforts to improve TB prevention, treatment and control, the incidence of TB 
in the UK remains high compared to most other Western European countries, with 8,751 cases 
reported in 2012, an incidence of 13.9 per 100,000 population.

The majority of TB cases occurred in large urban centres, amongst young adults, those from countries 
with high TB burdens, and those with social risk factors for TB. As in previous years, London 
accounted for the highest proportion of cases in the UK (39%) followed by the West Midlands 
PHE Centre area (12%).

Similarly to 2011, 73% of TB cases were born outside the UK and mainly originated from South 
Asia (60%) and sub-Saharan Africa (22%). The rate of TB among the non UK-born population 
was almost 20 times the rate in the UK-born, at 80 per 100,000 but has continued to decline over 
the last seven years. In the UK-born population, the incidence of TB has not declined in the past 
decade, with rates remaining stable at 4.1/100,000 per year. Within this population, those most at 
risk remain individuals from ethnic minority groups, those with social risk factors and the elderly.

The proportion of TB cases with resistance to any first line drug (7.4 %) was slightly lower in 2012 
than in 2011, while the proportion of multi-drug resistant (MDR) TB cases (1.6 %) remained stable. 
The majority of cases with MDR TB (89%) were born outside the UK. Although the total number 
of TB cases born in Eastern Europe remained low (69), a particularly high proportion of those that 
were culture confirmed (13/54, 24.1%) had MDR TB. Two cases of extensively drug resistant (XDR) 
TB were reported in 2012, compared with six in 2011. A total of 26 XDR cases have been reported 
by UK laboratories since 1995. [Source: PHE/HPA Publications, 21 August 2013. http://www.hpa.
org.uk/Publications/InfectiousDiseases/Tuberculosis/1308TBintheUK2013report/]

The last annual report on TB in Scotland (published October 2012 at http://www.hps.scot.nhs.uk/
ewr/redirect.aspx?id=53107) described TB rates for 2011and noted the first decrease in cases since 
2005 though it was not at that time possible to tell whether this was part of a downward trend. The 
next annual report for Scotland is due for publication on 30 October 2013.

Intensive care HAI rates – annual report for January 2012 to December 2012

47/3502  The third annual report from the Surveillance of Healthcare Associated Infection (HAI) 
in Scottish Intensive Care Units programme is being published on 28 August 2013. The report 
was written and produced by Health Protection Scotland and the Scottish Intensive Care Society 
Audit Group and will be accessible at http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.
aspx?id=55836.

The report details surveillance data from 5854 patients admitted to 22 adult general intensive care 
units (ICU) across Scotland during 2012. Data on bloodstream infections, pneumonia and central 
venous catheter-related infections were reported. 

A total of 217 infections were reported from 197 (3.4%) patients and of these infections 116 were 
pneumonia, 93 were bloodstream infections and eight were central venous catheter-related infections. 
The findings of this report indicate that the percentage of patients that developed an infection in ICU 
reduced significantly from 4.7% in 2011 to 3.4% in 2012. During the period 2010-2012, there have 
been significant decreasing year on year trends in the rates for ventilator-associated pneumonias 
(21.3% p<0.01) and bloodstream infections (25.2% p<0.01).

The findings of the report are extremely encouraging; there are many processes in place including the 
Scottish Patient Safety Programme, National Quality Improvement Measures and HAI surveillance 
to reduce infection in ICU. The findings of the report indicate that real progress is being made by 
clinical staff in reducing HAI in the intensive care setting.

mailto:NSS.HPSWReditor@nhs.net
http://www.hps.scot.nhs.uk/ewr/
http://www.hpa.org.uk/Publications/InfectiousDiseases/Tuberculosis/1308TBintheUK2013report/
http://www.hpa.org.uk/Publications/InfectiousDiseases/Tuberculosis/1308TBintheUK2013report/
http://www.hps.scot.nhs.uk/ewr/redirect.aspx?id=53107
http://www.hps.scot.nhs.uk/ewr/redirect.aspx?id=53107
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=55836
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=55836
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Malaria prevention in travellers from the UK

47/3503  The PHE Advisory Committee on Malaria Prevention (ACMP) has revised the guidelines for malaria prevention in 
travellers from the UK. This is the first full revision of the guidelines since there first appearance in 2007. They are primarily 
intended for use by healthcare workers who advise travellers, but may also be of interest to prospective travellers themselves. 
They cover crucial aspects of malaria prevention including the ABCD principles:

• Awareness of the risk at the traveller’s destination; 
• Bite prevention; 
• Chemoprophylaxis; 
• Diagnosis and treatment without delay.

The risk of malaria and preventative medicine recommendations for some countries and geographical areas have been revised, 
and some geographical areas of risk have been re-defined. 

The guidelines (available at http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1203496943523) also provide advice for 
the prevention of malaria in the presence of co-existing medical conditions as well as answers to frequently asked questions. 

Key revisions to the guidelines have been made with respect to malaria prevention in the following contexts: 

Anticoagulants, breastfeeding, children, emergency standby treatment, HIV and AIDS, the last minute traveller, liver disease, 
pregnancy, renal impairment, sickle cell disease and thalassaemia, and students and children at boarding schools. 

Anyone who is travelling to a country where malaria is present should seek pre-travel advice about appropriate malaria medication 
and other necessary measures to protect themselves. Malaria is a medical emergency and severe complications can be fatal. 
Anyone with symptoms (usually flu-like or a fever), either while abroad or when they return home, must get immediate medical 
help. [Source: PHE News Release, 23 August 2013. https://www.gov.uk/government/news/revised-guidelines-for-malaria-
prevention-in-travellers-from-the-uk]

HPS is represented on the ACMP committee and welcomes the new guidelines. Practitioners should note, however, that there 
may be some differences between the country specific recommendations on the ACMP tables and the advice disseminated by 
HPS. HPS, through the Scottish Malaria Advisory Group, produces country recommendations and accompanying malaria maps, 
updated on a continually ongoing basis, and accessed on the country pages of TRAVAX (http://www.travax.nhs.uk) for health 
professionals and fitfortravel (http://www.fitfortravel.nhs.uk) for the general public. Healthcare professionals are assured that if 
they follow either standard their travellers will be receiving expert advice based on evidence-based recommendations.

TRAVAX has published a review detailing the differences between the 2007 edition of the ACMP guidelines and the 2013 
version (at http://www.travax.nhs.uk/news/news-record-page.aspx?id=19091). 

Sexual transmission of HIV within migrant groups in the EU/EEA

47/3504  On 26 August, the European Centre for Disease Prevention and Control (ECDC) issued a report presenting the published 
evidence of sexual transmission of HIV among populations from countries with generalised HIV epidemics in the European 
Union/European Economic Area (EU/EEA). The implications of this evidence are summarised and recommendations provided 
for those member states wishing to improve their surveillance systems in order to assess the sexual transmission of HIV in their 
at-risk migrant populations. 

In a systematic review of the literature, the report examines the evidence for sexual transmission of HIV among persons from 
countries with generalised HIV epidemics after they have arrived in Europe. Additionally, a survey of EU/EEA member states 
on the subject of sexual transmission of HIV in populations of migrants was conducted.  

Given the evidence for ongoing HIV transmission among at-risk migrant groups in some countries of the EU/EEA, the report 
considers the following actions to address current limitations in HIV surveillance and prevention interventions:

• Policy makers and programme implementers in those countries that identify migrants as important to their HIV epidemic 
need to:

 - be aware that transmission among migrants may be taking place in their countries; 
 - consider which surveillance variables to collect and analyse in order to better understand and monitor the degree to 

which sexual transmission of HIV occurs among migrant populations; 
 - consider developing an evidence-based, long-term strategic policy to reduce post-migration HIV-acquisition and 

transmission; 
 - direct additional attention and resources to improve primary prevention programmes targeted to the specific needs of 

migrants, and 
 - involve affected migrant communities in developing and delivering migrant-sensitive HIV prevention services.

• As migrant MSM are at particular risk of HIV acquisition and transmission after migrating to the EU/EEA, policies and 
programmes should be considered that place specific emphasis on this. 

[Source: ECDC News, 26 August 2013. http://ecdc.europa.eu/en/press/news/Lists/News/ECDC_DispForm.aspx?List=32e43e
e8%2De230%2D4424%2Da783%2D85742124029a&ID=972&RootFolder=%2Fen%2Fpress%2Fnews%2FLists%2FNews] 

http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1203496943523
https://www.gov.uk/government/news/revised-guidelines-for-malaria-prevention-in-travellers-from-the-uk
https://www.gov.uk/government/news/revised-guidelines-for-malaria-prevention-in-travellers-from-the-uk
http://www.travax.nhs.uk
http://www.fitfortravel.nhs.uk
http://www.travax.nhs.uk/news/news-record-page.aspx?id=19091
http://ecdc.europa.eu/en/press/news/Lists/News/ECDC_DispForm.aspx?List=32e43ee8%2De230%2D4424%2Da783%2D85742124029a&ID=972&RootFolder=%2Fen%2Fpress%2Fnews%2FLists%2FNews
http://ecdc.europa.eu/en/press/news/Lists/News/ECDC_DispForm.aspx?List=32e43ee8%2De230%2D4424%2Da783%2D85742124029a&ID=972&RootFolder=%2Fen%2Fpress%2Fnews%2FLists%2FNews
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Action over 2,4-Dinitrophenol

47/3505  The Scottish Chief Medical Officer has noted that 24 individual cases of illness associated with reported consumption 
of 2,4 -dinitrophenol (DNP) have been reported to the National Poisons Information Service (NPIS) across the UK since January 
2007 (five with a fatal outcome). Of these, 16 cases (three fatal) occurred in 2013 during the period up to 22 August. One non-
fatal case has been reported in Scotland and two possible cases are being investigated.

2,4-Dinitrophenol (DNP) increases the underlying metabolic rate of those who have been exposed to it, leading to an associated 
weight loss.  Unfortunately it is associated with an unacceptably high rate of significant adverse effects.  As such, it is only 
permitted for use as an industrial chemical and is classified as unfit for human consumption and illegal for use in foodstuffs 
in the UK. It is nonetheless still consumed either by some individuals seeking rapid fat loss including body builders and those 
with a history of eating disorder.  

DNP is potentially harmful to human health in any amount. Fatalities have occurred in those with eating disorders and body 
builders. Deaths from intentional overdoses and occupational exposures have also been reported. Symptoms and signs of acute 
toxicity may include: fever, dehydration, nausea, vomiting, restlessness, flushed skin, sweating, dizziness, headaches, rapid 
respiration and rapid or irregular heart-beat, possibly leading to coma and death. Chronic toxicity can result in cataracts, skin 
lesions and affect the heart, blood and/or nervous system.

Food Standards Agency (FSA) continues to work with Scottish Government and local authorities to enforce removal of this 
product as a foodstuff from the market. No specific product has yet been identified.

Recommendations
1. NHS boards are asked to inform HPS and the relevant local authority environmental health department of any cases of illness 

associated with consumption of DNP and any potential sources of DNP that you become aware of. HPS will continue to 
monitor the situation in conjunction with NPIS, NHS 24, Scottish Government and the FSA.  

2. NHS boards are asked to be aware of the CMO letter (http://www.sehd.scot.nhs.uk/cmo/CMO(2013)16.pdf) which has been 
cascaded to health professionals who have been advised to obtain advice on clinical management of symptomatic patients 
from NPIS by telephone (0844 892 0111) or via the TOXBASE® website (http://www.toxbase.org) and report cases to their 
local health protection unit.  

3. NHS boards are asked to consider cascading this briefing to any relevant local services or networks in contact with population 
subgroups at higher risk of exposure.

4. NHS boards are asked to liaise with and support their local authority partners in the investigation of any implicated foodstuffs 
consumed by actual or potential cases of DNP intoxication.

http://www.sehd.scot.nhs.uk/cmo/CMO(2013)16.pdf
http://www.toxbase.org
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Respiratory bacteria quarterly report 
Quarter two: 1 April to 30 June 2013

Prepared by: Eisin McDonald, Fiona Johnston, Barbara Denham (SHLMPRL), Alison Smith-Palmer and Claire Cameron

Surveillance Report

The following report describes the most recent quarterly 
surveillance data on meningococcal disease, invasive 
pneumococcal disease and Haemophilus influenzae in Scotland.  

Meningococcal disease

Meningococcal disease (MD) is a notifiable disease caused by 
infection with the bacterium Neisseria meningitidis. MD is a 
significant cause of morbidity and mortality in children and 
young people. Meningococcal Invasive Disease Augmented 
Surveillance (MIDAS)1 was introduced in 1999 to monitor 
the impact of the meningococcal C vaccine and data from this 
informs the following report. 

During the second quarter of 2013 (weeks 14-26), reports submitted 
to MIDAS indicate a provisional total of 18 meningococcal disease 
cases taking the total number of cases reported thus far in 2013 
to 46. This is similar to the number of cases reported in the same 
period of 2012 (47 cases) but lower than the number of cases 
reported in the same time period in 2011 (69 cases) (Figure 1). 
Meningococcal disease continues to occur more frequently in 
younger age groups: 45.7% (21 cases) of cases were aged under 
five years, 23.9% (11 cases) were aged 5-24 years and 30.4% (14 
cases) were aged 25 years and over (Figure 2). 
FIGURE 1: Cumulative number of meningococcal disease cases 
reported to MIDAS, 2008-2013*
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*2013 data to quarter two only

FIGURE 2: Meningococcal disease cases reported to MIDAS by 
age group and quarter, 2001-2013* 
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1 For more details on MIDAS and SPIDER, see HPS website at http://www.
hps.scot.nhs.uk/resp/surveillancesystems.aspx

Serogroups have been determinable for 30 cases (65.2%) 
reported thus far in 2013: 24 were infected with serogroup B 
and six with serogroup Y. There have been no serogroup C 
cases reported thus far in 2013 (Figure 3).  

FIGURE 3: Meningococcal disease cases reported to MIDAS by 
serogroup, 1999-2013* 
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Information on clinical presentation was available for the 
majority of cases (44/46; 95.7%): 20 cases (45.4%) had a 
recorded diagnosis of septicaemia, 16 cases (36.4%) had 
meningitis and eight cases (18.2%) had both meningitis and 
septicaemia.

Thus far in 2013, four deaths from meningococcal disease have 
been provisionally reported, equating to an 8.7% case fatality 
ratio (CFR). This compares with one death in the same period 
of 2012 (2.1% CFR) and two deaths in the same time period 
of 2011 (2.9% CFR). Of the four deaths, three were infected 
with serogroup B (all of which had different molecular profiles) 
and one had an unknown serogroup. The number of deaths 
reported by serogroup and case fatality ratio from 2002-2013 
is shown in Figure 4.

FIGURE 4: Meningococcal deaths by serotype reported to HPS 
2002-2013*
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http://www.hps.scot.nhs.uk/resp/surveillancesystems.aspx
http://www.hps.scot.nhs.uk/resp/surveillancesystems.aspx
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Invasive pneumococcal disease (IPD)

Invasive pneumococcal disease (IPD) is caused by infection 
of a normally sterile site (e.g. blood, cerebrospinal fluid) with 
the bacterium Streptococcus pneumoniae. IPD is a major cause 
of morbidity and mortality. It particularly affects the very 
young, the elderly and those with impaired or absent immunity. 
Streptococcus pneumoniae Invasive Disease Enhanced 
Reporting (SPIDER)1 was introduced in 1999. Pneumococcal 
conjugate vaccine (PCV-7) was introduced into the routine 
childhood immunisation schedule in September 2006. In spring 
2010, PCV-7 was replaced with PCV-13 to provide broader 
protection against more serotypes of S. pneumoniae. The new 
vaccine follows the same three-dose immunisation schedule 
at two and four months of age followed by a booster at 12-13 
months. PCV-13 offers protection against the following 13 
serotypes of S. pneumoniae; 1, 3, 4, 5, 14, 6A, 6B, 7F, 9V, 
18C, 19A, 19F and 23F. To coincide with the introduction of 
PCV-7, enhanced surveillance was established for paediatric 
cases aged under five years. Data from SPIDER informs the 
following report.  

During the second quarter of 2013 (weeks 14-26), a provisional 
total of 154 cases of IPD were reported to SPIDER taking the 
total number reported thus far in 2013 to 360. This is higher 
than the numbers reported in the same time period of 2010, 
2011 and 2012 (318, 306 and 275 cases respectively) (Figure 
5) but lower than that reported before the introduction of PCV-7 
when 481 cases were reported. 
FIGURE 5: Cumulative number of IPD cases reported to 
SPIDER 2008-2013*
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Information on cases reported thus far in 2013 indicates that 
IPD continues to occur more frequently in older age groups: 
46.4% (167 cases) were aged 65 years and older, 38.3% (138 
cases) were aged 35 to 64 years, 6.9% (25 cases) were aged 15 
to 34 years, 1.7% (6 cases) were aged 5 to 14 years and 6.7% 
(24 cases) were aged under five years (12 of whom were aged 
under two years). Figure 6 shows IPD cases reported to SPIDER 
by quarter and by age group from 1999 to 2013.  

Circulating serotypes of Streptococcus pneumoniae
Typing results were available for 85.8% (309/360) of cases 
reported thus far in 2013. The most common serotypes reported 
were serotypes 8 (40 cases), 7F (32 cases), 19A (27 cases), 15A 
(24 cases), 22F (19 cases) and 33F (19 cases). A total of 104 
cases (33.7%) were caused by serotypes included in PCV-13, 
the vast majority of which (102; 98.1%) were aged five years 
or older. 

FIGURE 6: Cases of IPD reported to SPIDER by quarter and by 
age group 1999-2013*
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IPD in children aged under five years
Of the IPD cases reported in 2013, 24 were in children under 
five years of age and eligible for PCV vaccination. This is 
comparable to the number of cases reported in this age group 
in the same period of 2010, 2011 and 2012 (20, 23 and 19 
cases respectively) but much less than the number of cases in 
the same period before the introduction of PCV when 40 cases 
were reported. Serotypes detected in children aged under five 
years in 2013 include serotypes 3, 10A, 15A (two cases), 15B 
(two cases), 15C, 19F, 33F, 35B and 35F (Table 1). 
TABLE 1: S. pneumoniae serotypes in paediatric IPD cases 
reported to SPIDER in 2013* (*2013 data to quarter two only)

 <=2 
months

3-11 
months 1 yr 2 yrs 3 yrs 4 yrs

Total 
<5 
yrs

Not 
known

 3 3 4 2 1 13

PNE003    1   1

PNE10A  1     1

PNE15A 1  1    2

PNE15B   1   1 2

PNE15C    1   1

PNE19F      1 1

PNE33F  1     1

PNE35B    1   1

PNE35F  1     1

Total 1 6 5 7 2 3 24

NB: Lines highlighted in blue indicate the 13 valent pneumococcal conjugate vaccine (PCV-
13) serotypes 

Information on clinical diagnosis was recorded for 18 (75%) 
of the cases under five years of age: six had a diagnosis of 
septicaemia, three had meningitis, three had pneumonia one had 
meningitis/septicaemia/pneumonia, one had bacteraemia, and 
four had other diagnoses. Fourteen cases were discharged alive, 
four cases were still recovering at the time of reporting and 
three cases died (outcome was unknown for three cases). Five 
cases were known to have an underlying medical condition. 
It is anticipated that more will be known about the outcome 
of these cases as surveillance forms continue to be received. 
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Vaccine failures
There were two cases of IPD in children aged under five years 
caused by IPD serotypes that are included in PCV-13 (one 
serotype 3, one serotype 19F). Both cases were known to 
have received all three doses of PCV-13 and were classified 
as vaccine failures. Only one of these cases had a known 
underlying medical condition. 

Haemophilus influenzae

During the second quarter of 2013 (weeks 14-26), HPS received 
reports on 12 cases of invasive Haemophilus influenzae taking 
the total reported thus far in 2013 to 33 cases. This is lower 
than the number of cases reported in the same time period of 
2012 (40 cases) but slightly higher than that reported in the 
preceding three years (range 25-31 cases) (Figure 7). Of the 
33 cases reported thus far in 2013, 25 cases were in adults 
aged over 16 years and eight were paediatric cases aged under 
five years. This compares with 36 cases in adults aged over 
16 years and four paediatric cases aged under five years in the 
same period of 2012. 
FIGURE 7: Cumulative number of H. influenzae cases reported 
to HPS 2008-2013*
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Information on clinical presentation was known for four 
(50.0%) of the paediatric cases aged under five years. Cases 
presented with meningitis (one case), pneumonia (one case), 
upper respiratory tract infection (one case) and bronchiolitis 
(one case). 

Thus far in 2013, one case was type b, four were type f, 18 were 
non-typeable and ten were not sent for typing. This compares 
with one type b, five type f, three type e, 21 non-typeable and 
ten isolates not sent for typing in the same period of 2012. The 
one case of invasive H. influenzae type b (Hib) reported to HPS 
thus far in 2013 was in an adult with no known underlying risk 
factors. Figure 8 shows the laboratory reports of invasive Hib 
disease in Scotland from 1999 to 2013.  

FIGURE 8: Laboratory reports of invasive Hib disease in 
Scotland 1988 to 2013*
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Of the invasive cases reported in 2013, 31 had H. influenzae 
isolated from blood and two from pleural fluid.  There have 
been no deaths among H. influenzae cases reported thus far in 
2013. This compares with one death reported in the same time 
period of 2012 (2.5% CFR); a non-typeable case in an adult 
aged over 65 years with a known underlying health condition.
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1. For more details on MIDAS and SPIDER, see HPS website at http://www.
hps.scot.nhs.uk/resp/surveillancesystems.aspx

The last Respiratory bacteria quarterly report Surveillance Report was in Issue 13/23 
The next Respiratory bacteria quarterly report Surveillance Report will be in Issue 13/44

http://www.hps.scot.nhs.uk/resp/surveillancesystems.aspx
http://www.hps.scot.nhs.uk/resp/surveillancesystems.aspx
http://www.documents.hps.scot.nhs.uk/ewr/pdf2013/1323.pdf
http://www.documents.hps.scot.nhs.uk/ewr/pdf2013/1344.pdf
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Surveillance Report

Legionellosis in Scotland in 2011 and 2012
Prepared by Health Protection Scotland* in collaboration with the Scottish Haemophilus Legionella  

Meningococcus Pneumococcus Reference Laboratory#

Alison Potts*, John Love*, Katy Sinka*, Kevin Pollock*, Martin Donaghy*, Diane Lindsay#, Alistair Brown#, and Giles Edwards# 

1  Introduction

1.1  Description of disease
Legionellosis is associated with two clinically and 
epidemiologically distinct illnesses:

• Legionnaires’ disease (characterised by pneumonia and 
fever, myalgia, cough); and

• Pontiac fever (a milder flu-like illness without pneumonia).

Legionnaires’ disease is an uncommon and potentially fatal 
form of pneumonia caused by Legionella bacteria. Legionella 
bacteria are distributed widely in both natural and artificial 
water supplies and in soil. In most cases, disease is caused 
by the inhalation of aerosolised water containing Legionella 
bacteria. Sources include showers, air conditioning, cooling 
towers, humidifiers, whirlpool spas and fountains. 

Legionella bacteria are fastidious gram-negative rods. They 
grow best in warm water (25-45ºC), but have been found to 
survive in temperatures ranging from 6oC to 60oC. They prefer 
water which is stagnant and are associated with bio-films and 
amoebae. 

The majority of cases of Legionnaires’ disease are caused by 
Legionella pneumophila. There are 16 recognised serogroups 
of L. pneumophila, of which serogroup 1 (Sg1) is the most 
common, causing more than 80% of cases of Legionnaires’ 
disease.1 In addition there are over 50 other species of 
Legionella, more than 20 of which have been shown to cause 
human disease. There is evidence of previous exposure to 
Legionella species in a high proportion of the population, as 
determined in seroprevalence studies in blood-donor blood. 
However, evidence of previous exposure to L. pneumophila 
Sg1 is more uncommon. 

The incidence of Legionnaires’ disease in Scotland is low and 
there are usually between 20 and 40 cases per year, the majority 
of which are contracted overseas. Older age and male gender 
are both associated with increased risk, as is smoking and 
underlying respiratory disease. 

1.2  Legionellosis surveillance in Scotland
Health Protection Scotland (HPS) has undertaken enhanced 
surveillance of Legionella infections in conjunction with 
the Scottish Haemophilus Legionella Meningococcus 
Pneumococcus Reference Laboratory (SHLMPRL) since 1994. 
The purpose of this enhanced surveillance is to characterise the 
Legionella species causing illness, identify the likely source 
of infection and inform measures to reduce the public health 
risk. This involves characterising, identifying and monitoring 
trends. Surveillance in Scotland is integrated with the rest of 
the UK and with Europe.

The majority of cases of Legionnaires’ disease are admitted to 
hospital and the disease is detected during tests run whilst in 
hospital. Cases of Pontiac fever are not usually detected unless 
they are part of an outbreak when awareness amongst primary 
care staff and potential cases is raised. Patient samples are tested 
locally, but are normally confirmed as positive by re-testing at 
the reference laboratory. Once cases are confirmed, the NHS 
board where the patient has been residing will undertake an 
investigation which aims to define any risks for exposure and 
to put in place any control measures to prevent others being 
exposed. The NHS board is requested to complete an enhanced 
surveillance report form and return it to HPS. This collects 
demographic data, information on the clinical presentation and 
risk factors for each patient, and detailed information on travel 
away from home during the incubation period of the illness 
(2-10 days prior to onset of symptoms). All cases suspected 
to be travel-related are immediately reported to the European 
Legionnaires’ Disease Surveillance Network (ELDSNet), 
which aims to quickly identify clusters of cases across Europe 
and prompt source identification. 

HPS publishes summaries every two years of legionellosis in 
Scotland. Readers are referred to previous reports for more 
detailed information about past years.2 This report provides an 
update on cases of legionellosis in Scotland between January 
2011 and December 2012. 

Under Scottish Government / Health Protection Network 
guidance on the Management of Public Health Incidents,3 
NHS boards should notify HPS of the occurrence of actual or 
potential Legionnaires’ disease cases. Management of outbreaks 
which affect more than one NHS board is co-ordinated by HPS. 
This report provides a summary of those outbreaks reported to 
HPS in the period 2011-12.

1.3  Legionnaires’ disease surveillance in Europe
Only the severe form of legionellosis, Legionnaires’ disease, is 
monitored at a European level. This monitoring is administered 
by the European Centre for Disease Control (ECDC), through 
ELDSNet.4,5 

Legionnaires’ disease is monitored in two ways:

1. annual submission of datasets of all Legionnaires’ disease 
cases in member states;1,6,7

2. immediate reporting of travel-related cases of Legionnaires’ 
disease as they are diagnosed by member states.8 This 
aims to improve knowledge and information on the 
epidemiological and microbiological (both clinical and 
environmental) aspects of Legionnaires’ disease, to locate 
sources of infection and to prevent further cases of infection.

*Health Protection Scotland, Meridian Court, 5 Cadogan Street, Glasgow. G2 6QE 
# The Scottish Haemophilus Legionella Meningococcus Pneumococcus Reference Laboratory, Stobhill Hospital, Glasgow. G21 3UW
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In addition, ECDC member states are required to notify ECDC 
of outbreaks or other significant events which may present a 
risk to European citizens travelling to that country.

ECDC provides case definitions for Legionnaires’ disease, 
which all member states use. In local outbreaks these definitions 
may be modified to be more inclusive, to allow more rapid 
identification of the infection source. For the purposes of routine 
surveillance and reporting to ECDC, HPS and SHLMPRL use 
the following definitions (taken from ECDC).9

A confirmed case of Legionnaires’ disease must have clinically 
defined pneumonia and at least one of the following three 
laboratory criteria:

• isolation of Legionella species from respiratory secretions 
or any normally sterile site;

• detection of Legionella pneumophila antigen in urine;

• Legionella pneumophila serogroup 1 specific antibody 
response.

Probable cases of Legionnaires’ disease must have clinically 
defined pneumonia and at least one of the following laboratory 
criteria:

• detection of Legionella pneumophila antigen in respiratory 
secretions or lung tissue;

• detection of Legionella species nucleic acid in a clinical 
specimen; 

• specific antibody response to Legionella pneumophila 
non-serogroup 1 or other Legionella species;

• single high titre of specific antibody for Legionella 
pneumophila serogroup 1, other Legionella pneumophila 
serogroups or other Legionella species.

Cases are linked epidemiologically if at least one of the 
following criteria is met:

• environmental exposure;

• exposure to the same common source.

The case definition detailed above is the latest version available 
on the ELDSNet web pages, taken from the Commission 
Decision of 28 April 2008, when ECDC case definitions were 
reviewed and revised.9 This differs from the case definitions 
in the current Health Protection Network guidance,10 which 
incorporates the old ECDC case definitions. This update in 
definitions reflects changes to laboratory methods for detection 
of Legionella bacteria. HPS and SHLMPRL use the revised 
ECDC definitions for normal surveillance activities.

2  Descriptive Epidemiology

2.1  Characteristics of cases
The trend in the annual number of reference laboratory-
confirmed cases of Legionnaires’ disease diagnosed in Scotland 
between 2000 and 2012 is shown in Figure 1. In 2011 there were 
32 cases, of which 28 were confirmed and four were probable 
cases (using the case definitions detailed in the section 1.3). In 
2012 there were 104 cases of Legionnaires’ disease, of which 
81 were confirmed and 23 were probable. This unexpectedly 
high number includes 56 confirmed cases which were linked 
with an outbreak in south-west Edinburgh in May/June 2012. 

All of these cases reported in 2011 and 2012 were in Scottish 
residents.

In 2011 there were three cases of Legionnaires’ disease in 
Scottish residents which were exposed, diagnosed and treated 
overseas. In 2012 there was one additional case of Legionnaires’ 
disease in a Scottish resident, who was exposed, diagnosed and 
treated overseas. Data for those cases which were exposed, 
diagnosed and treated overseas are not included in this report.
FIGURE 1: Enhanced surveillance of legionellosis in Scotland: 
Annual total of cases reported to HPS 2000-2012
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2.2  Incidence
The annual incidence rate of Legionnaires’ disease in Scotland 
was 6.0 cases per million population in 2011 and 19.6 cases per 
million in 2012. The incidence in 2011 continues the trend of 
relatively low incidence in Scotland when compared to the rest 
of Europe, which had an average incidence of 11.0 per million 
population in 2009,7 12.4 in 20107 and 9.7 in 2011.1 In 2012, 
the incidence in Scotland was much higher than the rate for 
Europe due to the outbreak in Edinburgh. 

Cases of Legionnaires’ disease were diagnosed in all quarters in 
2011 and 2012. The highest numbers of cases were diagnosed 
in quarter 2 (April to June) and quarter 3 (July to September) in 
both years (Figure 2).. This is in line with patterns at a European 
level where the largest number of cases were diagnosed in June 
to September in 2011.1

FIGURE 2: Number of cases of legionellosis in Scotland by 
quarters, in 2011-12
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2.3  Sex
Table 1 shows the breakdown by sex of cases in Scotland from 
2000 to 2012. In 2011 72% of cases were male and in 2012 67% 
of cases were male. The general pattern of more cases in males 
than females is typical for Legionnaires’ disease, with on average 
twice as many males cases in Scotland than female cases. In 
Europe in 2011, 71% of cases were male and 29% were female.1
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TABLE 1: Cases of Legionnaires’ disease reported by SHLMPRL to HPS 2000-2012

Year Cases Male cases Percentage male Female cases Percentage female

2000 32 22 68.8% 10 31.3%

2001 20 14 70.0% 6 30.0%

2002 36 24 66.7% 12 33.3%

2003 29 17 58.6% 12 41.4%

2004 32 23 71.9% 9 28.1%

2005 33 18 54.5% 15 45.5%

2006 42 32 76.2% 10 23.8%

2007 43 28 65.1% 15 34.9%

2008 25 16 64.0% 9 36.0%

2009 25 17 68.0% 8 32.0%

2010 16 8 50.0% 8 50.0%

2011 32 23 71.9% 9 28.1%

2012 104 70 67.3% 34 32.7%

Total 469 312 66.5% 157 33.5%

2.4  Age 
Legionnaires’ disease is more common in older age groups. 
Figure 3 shows the age band distribution of cases in the years 
2000-2012. In 2011, all cases were older than 40 years and in 
2012 more than 94% of cases were older than 40 years. Across 
2011 and 2012, the most common age range of cases was 60-69 
years (52 cases, 38%).  
FIGURE 3: Cases of Legionnaires’ disease reported to HPS by 
age group, 2000-2012
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2.5  Risk factors
Smoking and lung disease are known risk factors for 
legionellosis. For the case of Legionnaires’ disease in 2011 
and 2012, 61% were smokers, 31% did not smoke and for 8% 
of cases smoking status was not know or not recorded. This 
compares with 54% smokers in 2009-10 (27% did not smoke 
and 19% of cases smoking status was not known) and 44% 
smokers in 2007-08 (35% not smokers, 21% smoking status 
not known).

Immunocompromised individuals have increased risk of 
infection with a variety of pathogens. For cases of Legionnaires’ 
disease in 2011 and 2012, 29% were immunocompromised, 64% 
were not immunocompromised and for 7% this was not known 
or not recorded. This compares with 20% immunocompromised 
in 2009-10 (75% not immunocompromised and 5% not known 
or not recorded) and 24% immunocompromised in 2007-08 
(63% not immunocompromised and 13% not known or not 
recorded).

2.6  Clinical presentation
Epidemiological data presented in this report describes cases 
of Legionnaires’ disease in 2011-12. In addition to these 
Legionnaires’ disease cases some cases of Pontiac fever were 
reported to HPS. In 2011 there was one case of Pontiac fever 
linked to a cluster of Legionnaires’ disease in holiday makers 
who visited Corfu, Greece and 156 cases of Pontiac fever 
linked to an outbreak of legionellosis in Tayside (see section 
5.1 and 6.3.1). In 2012, cases of Pontiac fever were linked to 
the outbreak in Edinburgh (see section 5.4 and 6.3.3). 

For cases of Legionnaires’ disease, in 2011 91% cases presented 
with pneumonia and in 2012 98% cases presented with 
pneumonia. Other clinical symptoms for these cases included 
(in no particular order) fever, shortness of breath, dry cough, 
headache, muscle pain, lethargy, confusion, nausea, vomiting, 
diarrhoea, dizziness, shivers, thoracic pain, pleuritic pain, chest 
pain and collapse. It is not uncommon for cases of Legionnaires’ 
disease to be admitted to intensive care facilities.
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2.7  Mortality
There were six recorded deaths among cases of Legionnaires’ 
disease reported in 2011 and six in 2012 (four of these were 
linked with the outbreak in Edinburgh) (Table 2). Mortality 
data captured through this surveillance scheme does not imply 
Legionella as the cause of death recorded on the death certificate. 
TABLE 2: Number of deaths caused by Legionella in Scotland 
reported to HPS 2000-2012 

Year Deaths

2000 3

2001 2

2002 2

2003 2

2004 4

2005 1

2006 3

2007 1

2008 6

2009 3

2010 0

2011 6

2012 6

For 2011 and 2012 the mean case fatality rate was 8.8%. This 
is similar to the rates seen in Scotland in previous years: 7.3% 
in 2009-10; 10.3% in 2007-08; 7.5% in 2004-06. The rate for 
2011-12 remains below the European mean case fatality rate 
which was 10% in 2011 (which is similar to previous years). The 
small number of annual deaths in Scotland makes case fatality 
rates subject to large variation and therefore difficult to interpret. 

3  Suspected settings for exposure to Legionella

Of the 136 cases reported in 2011 and 2012, 25% were 
travel-related; 73% were community-acquired; and 1% were 
hospital-acquired. This distribution is shown in Figure 4 and 
shows an increase in the number of community-acquired 
cases from the previous reporting period 2009-10 (66% travel 
related, 27% community-acquired; 2% hospital-acquired, 5% 
unknown origin). This increase in community acquired cases 
is principally due to the large outbreak in Edinburgh in 2012.
FIGURE 4: Likely exposure of Legionella infection reported to 
HPS, 2011-12
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3.1  Travel-associated cases
The countries associated with travel-acquired cases are listed 
in Table 3. For 2011 and 2012 the majority of travel-related 
cases were associated with stays in accommodation sites within 
Europe - with travel to Spain, Greece, UK (including Scotland), 
Italy and Turkey accounting for the most travel-related cases. 

In 2011, 10 cases were reported to ELDSNet, four cases have 
been attributed to clusters – these are defined as cases from 

TABLE 3: Legionella cases associated with travel (within UK or abroad) 2004-2012

By continent

Continent 2004 2005 2006 2007 2008 2009 2010 2011 2012

Europe 13 21 30 32 12 12 8 8 19

North America 0 0 0 1 0 0 2 1 0

South America 1 0 1 0 1 0 0 1 0

Africa 0 1 0 1 1 2 1 0 1

Asia 2 2 4 1 1 1 1 1 0

Australasia 0 0 0 0 0 0 0 0 1

Not known 0 0 0 0 1 0 0 0 1

Cruise Ship 0 0 1 1 1 0 0 0 0

By destinations within Europe

European destinations 2004 2005 2006 2007 2008 2009 2010 2011 2012

UK 3 3 4 6 2 2 2 1 2

Spain 3 10 11 8 6 4 1 3 4

Italy 4 4 3 7 1 0 0 1 2

Greece 0 1 3 2 0 0 3 1 6

France 1 1 4 1 0 1 1 0 0

Turkey 0 1 1 1 3 1 1 1 2

Portugal 0 0 0 3 0 1 0 0 1

Bulgaria 1 0 3 1 0 1 0 0 0

Austria 1 0 1 1 0 0 0 0 0

Other 0 1 0 2 0 2 0 1 2
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different countries that are suspected as having contracted 
Legionnaires’ disease from the same accommodation site in a 
two-year period. In 2012, of the 17 cases which were reported 
to ELDSNet, five cases were linked with four different clusters. 

3.2  Community-acquired cases
Of the 100 community-acquired cases in 2011 and 2012, 
56 confirmed cases were associated with the outbreak in 
Edinburgh in 2012. One case was associated with in an outbreak 
of legionellosis in Tayside in 2011. For the remaining non-
outbreak cases, environmental investigations were undertaken 
but no source could be identified. Due to the widespread and 
ubiquitous environmental distribution of Legionella bacteria, a 
specific source for most sporadic cases of community-acquired 
disease is never identified.

3.3  Hospital-acquired cases
Only one case of suspected hospital-acquired legionellosis was 
reported in 2011-12. For this case investigation of possible 
exposure within hospital was undertaken, but no source could 
be identified. 

4  Cases of Legionnaires’ disease in travellers to 
Scotland

In 2011-12, ELDSNet received a report of one case of 
Legionnaires’ disease in a visitor to Scotland, linked to a single 
accommodation site within Scotland. On the basis of this single 
notification this accommodation site was investigated by local 
environmental health officers and given a clean bill of health. 

5  Outbreaks

During the period 2011-2012, four actual or potential outbreaks 
were notified to HPS. These were:

1. Outbreak of legionellosis in Tayside; 

2. Cluster of cases in Glasgow/Lanarkshire;

3. Cases of Legionella longbeachae occurring throughout 
Scotland;

4. Outbreak of legionellosis in Edinburgh.

5.1  Legionellosis in Tayside
In 2011, NHS Tayside investigated an outbreak of legionellosis 
linked to a hotel. This outbreak resulted in one case of 
Legionnaires’ disease and 156 cases of Pontiac fever in staff 
and visitors to the hotel. This outbreak was widely reported 
in the media. 

5.2  Cluster of cases Glasgow/Lanarkshire
NHS Greater Glasgow & Clyde led an investigation into 11 
cases of Legionnaires’ disease which occurred over a two- 
month period in 2011. Cases all had links to the east-end of 
Glasgow/Lanarkshire region and the unusually high number 
of cases during this period prompted further investigation. 
There was no common strain of Legionella associated with 
all or a high proportion of the cases. Extensive environmental 
investigations did not identify a likely source. The incident 
management team concluded that there was no strong evidence 
of a common exposure, and that, although occurring during a 
short time period, the cases were probably not directly linked. 

5.3  National investigation into cases of Legionella 
longbeachae
In 2012, following nine cases reported in Scotland over a 
five-year period, HPS undertook an investigation into cases 
of Legionella longbeachae, linked with plant growing media 
(potting compost) exposure. The group reviewed clinical, 
microbiological and environmental information to identify 
possible explanations as to why cases were being reported in 
Scotland but not elsewhere in the UK. Additional information 
was sought from Australia and New Zealand where many cases 
of Legionella longbeachae are reported every year. The group 
concluded that most likely this difference in ascertainment 
was due to microbiological services in Scotland tending to 
investigate this type of Legionella and therefore detecting it 
more so than the rest of the UK. No differences could be found 
in production and transport of growing media for public sale. 
National standards are in place to quality control composted 
material which is included in growing media.

5.4  Outbreak of legionellosis in Edinburgh
NHS Lothian led the management of an outbreak of 
Legionnaires’ disease and associated cases of milder illness in 
May/June 2012.11 This outbreak resulted in 56 confirmed cases 
of Legionnaires’ disease of whom four died. It is likely that 
exposure was as a result of outdoor air polution, released close 
to the affected area in south-west Edinburgh. This outbreak 
was widely reported in the media. Health and Safety enforcing 
authorities are investigating the circumstances of the deaths 
under the direction of the Crown Office and Procurator Fiscal 
Service Health and Safety Division. NHS Lothian released an 
interim report on the outbreak in July 2013.12

6  SHLMPRL testing for Legionella in 2011 and 2012

A total of 3,501 specimens for the diagnosis of legionellosis 
were submitted to SHLMPRL in 2011, an increase of 30% on 
2010. In 2012, 4,931 specimens were submitted, an increase of 
41% on 2011, see Table 4. This increase in specimen numbers 
in both years is largely due to two large outbreaks occurring in 
Tayside and Lothian in 2011 and 2012 respectively.

As always, SHLMPRL would encourage all laboratories to 
send any positive samples for confirmation before reporting 
to local public health departments. 

6.1  Characteristics of laboratory confirmed cases of 
Legionella infection
In 2011 and 2012, 108 (40%) of all positive samples were 
confirmed by urinary antigen test, 85 (31%) by PCR, 8 (3%) 
by sero-conversion, 29 (11%) by single high antibody titre and 
42 (15%) by culture isolation (Table 5). 

A total of 42 cultured isolates were obtained from human illness 
in 2011 and 2012, see Table 6. Of these, 40 were confirmed as 
L. pneumophila Sg 1, one as L. pneumophila Sg 3, one as L. 
pneumophila Sg 10 and one as L. longbeachae. The breakdown 
of L. pneumophila Sg 1 isolates by monoclonal subtype was 
Knoxville (26), Philadelphia (7), Benidorm (6) and Allentown/
France (1), see Table 6. 

Sequence-based typing (SBT) was performed on all L. 
pneumophila isolates. This technique amplifies seven genes 
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TABLE 4: Distribution and nature of request for clinical samples submitted to SHLMPRL in 2011 and 2012

NHS board
Serology Urinary Respiratory Total % Change on 

Previous year

2011 2012 2011 2012 2011 2012 2011 2012 2011 2012

Ayrshire & Arran 68 100 5 0 0 1 73 101 -4% 38%

Borders 11 29 45 71 0 3 56 103 -52% 84%

Dumfries & Galloway 20 33 0 3 0 1 20 37 -57% 85%

Fife 24 50 4 47 0 13 28 110 -47% 293%

Forth Valley 193 231 131 228 94 128 418 587 65% 40%

Grampian 46 12 7 7 1 4 54 23 116% -57%

Greater Glasgow & Clyde 345 427 1302 1346 97 87 1744 1860 32% 7%

Highland 115 138 113 160 1 3 229 301 -19% 31%

Lanarkshire 157 203 172 143 25 52 354 398 7% 12%

Lothian 15 613 3 125 2 100 20 838 -81% 4090%

Orkney 0 0 0 0 0 0 0 0 0% 0%

Shetland 0 0 0 0 0 0 0 0 0% 0%

Tayside 443 556 23 3 39 14 505 573 487% 13%

Western Isles 0 0 0 0 0 0 0 0 -100% 0%

TOTAL 1437 2392 1805 2133 259 406 3501 4931 30% 41%

TABLE 5: Main diagnostic techniques employed for clinical samples by species and serogroup 2011-2012

Organism Isolation Sero-
conversion

Single High 
Titre

Urinary 
antigen PCR Total #

L. pneumophila serogroup 1 40 7 13 108 1 169

L. pneumophila serogroup 3 1 1 2

L. pneumophila serogroup 10 1 1 2

L. pneumophila serogroup 12 1 1

L. pneumophila 4 83 87

L. longbeachae 1 1

L. longbeachae serogroup 1 1 1 2

L.anisa 3 3

L.hackeliae Sg1 1 1 2

L.micdadei 3 3

Total 42 8 29 108 85 272

# More than one test may have been positive in each case

to give a genotype profile. This can be used to match a patient 
isolate to a possible environmental source. The introduction 
of nested SBT has allowed for further characterisation of PCR 
positive/culture negative cases. Nested SBT was an invaluable 
technique in the outbreaks that occurred in 2011 and 2012. 

6.2  Environmental samples
A total of 83 environmental cultures were received in 2011 
and 48 in 2012. This compares with 168, 252, 90, 183 and 207 
in years 2010, 2009, 2008, 2007 and 2006 respectively. The 
species, serotypes and subtypes are shown in Table 6. 

L. anisa was the most common species confirmed with 34 of 
131 (26%), followed by L. pneumophila Sg 4 with 23 of 131 
(17.5%), L. pneumophila Sg 6 with 16 of 131 (12%) and L. 
pneumophila Sg 1 was also 16 of 131 (12%). L. pneumophila 
Sg 1 consisted of monoclonal subtypes OLDA with 8 of 16 
(50%), Bellingham with 5 of 16 (31%) and Benidorm with 3 of 
16 (19%). Of the other species, two were L. steelei which to our 
knowledge is the first environmental isolation of this species. L 
longbeachae also continues to appear in environmental samples 

with two isolates in 2011 which were associated with a case of 
L. longbeachae Legionnaires’ disease. 

SHLMPRL encourages all labs to send Legionella species for 
confirmation as the mip gene sequencing identifies all Legionella 
species and was used to identify the first isolation of L. steelei. 

6.3  Laboratory investigations

6.3.1  Tayside, 2011
An outbreak of legionellosis in Tayside in March 2011 resulted 
in a full microbiological and epidemiological investigation. The 
outbreak consisted mostly of cases of Pontiac fever. Diagnosis 
of cases of Pontiac fever is normally difficult and tends to rely 
on a specific antibody response. In the past, the proportion of 
Pontiac fever cases with elevated antibodies to environmentally 
isolated Legionella species has varied between 30-85%. In 
Tayside, investigations showed that the antibody response 
in this particular outbreak was much lower than expected. 
However, on further testing with antibodies raised against the 
particular strain of L. pneumophila isolated from the suspected 



 H
P

S
 W

E
E

K
LY R

E
P

O
R

T  
Volum

e 47  N
o.2013/35 

      
 

                          28 A
ugust 2013

312

TABLE 6: Identity of cultures examined by SHLMPRL in 2011 and 2012

Species Serogroup Subgroup
Human Environmental Total Isolates

2011 2012 2011 2012 2011 2012

L. pneumophila

1

Allentown/France 1 1

Benidorm 3 3 3 6 3

Knoxville 3 23 3 23

Olda 3 5 3 5

Philadelphia 5 2 5 2

Bellingham 5 5

2 2 2

3 1 1 2 2 2

4 8 15 8 15

5 2 9 2 9

6 13 3 13 3

8 3 3

10 1 1

12 10 10

13 2 2

L. longbeachae 1 2 2 1

L. feelei 1 2 1 2

L.micdadeii 1 2 1

L. steeleii 2 2 2

L. anisa 32 2 32 2

L.bozemanii 2 2

L.birminhamensis 1 1

TOTAL 13 30 83 48 96 78

environmental source, 156 cases were identified. Laboratory 
testing identified one case of Legionnaires’ disease and 21 
confirmed, 37 probable and 97 possible cases of Pontiac fever.

6.3.2  Glasgow/Lanarkshire cluster, 2011 
Eleven cases of Legionnaires’ disease were identified in the 
Glasgow area between April and June 2011. Urinary antigen 
tests were performed on all cases and serum serology was 
performed where possible. Isolates of L. pneumophila Sg 1 were 
obtained in three cases with sequence-based typing showing 
three different SBT types. The infecting strain in a fourth case 
was identified by nested SBT. The presence of four different 
strains was considered to decrease the possibility of a single 
common source. A further three cases were positive by urinary 
antigen with a further case also likely to be L. pneumophila 
from a partial nested SBT results. Four cases gave unusual 
urinary antigen results, although three of these had other 
microbiological evidence of Legionella infection and may 
represent infection with non- L. pneumophila species. 

6.3.3  Edinburgh, 2012
In the large outbreak in south west Edinburgh in 2012, 
positive cultures were obtained from 15 patients and the 
causative organism was identified as L. pneumophila Sg1, 
monoclonal subtype Knoxville, sequence-based type ST 191 
(6,10,19,28,19,4,6). Urinary antigen detection was the main 
diagnostic tool applied during this outbreak. However, PCR 

and culture were also invaluable and any PCR positive, culture 
negative cases were further sub-typed by nested SBT. All 
culture positive samples were typed using Dresden monoclonal 
antibodies. Fifty-six cases were confirmed by urinary antigen 
and/or culture. Ten probable and twenty-six possible cases 
were identified by PCR, serology and/or clinical diagnosis of 
pneumonia and association with the outbreak area. To date the 
environmental source has not been identified by culture. 

7  New and planned developments over the next 
two years

7.1  Guideline on the management of Legionella 
outbreaks and clusters
Scottish guidance on Legionella outbreak management was 
produced by the Health Protection Network in March 2009 and is 
available on the HPN website.10 This evidence-based guidance is 
aimed at professionals of the wider health protection community 
in Scotland, considering issues around initial management 
response; epidemiological investigations; environmental 
investigations; sampling; risk assessment; communication; 
reporting and control. This guidance was due for review in 
2012 but, due to the outbreak in Edinburgh in 2012, this was 
postponed so that any lessons learned during this outbreak could 
be incorporated into the revised guidance. The guideline review 
process has now commenced and should be completed in 2014. 
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7.2  Laboratory developments – new detection techniques
An RT PCR assay for detection of Legionella in respiratory 
samples is currently being validated. Initial results show that it 
can identify L. pneumophila Sg 1 strains of L. pneumophila and it 
is hoped to incorporate a Legionella species specific component 
to ensure that SHLMPRL continue to identify Legionella 
infections other than those caused by L. pneumophila Sg 1.

7.3  Legionella longbeachae recommendations
HPS has written a report on the investigation undertaken into 
the recent cases of L. longbeachae in Scotland. This report is 
currently under review by key stakeholders. Following this 
review process, HPS plans to publish this report.

7.4  Recent epidemiological investigations
HPS, together with lead NHS boards, plans to ensure that 
scientific evidence from collaborations in outbreak situations 
is used to help prevent further similar outbreaks and to enhance 
knowledge. This will be achieved by publication of outbreak 
investigation findings in the scientific literature.

7.5  Epidemiological methods for outbreak investigation
HPS is in the process of introducing new epidemiological 
methods for surveillance and outbreak investigation. These 
include new software that can be adapted quickly to establish 
outbreak databases; revised and specialised surveillance forms; 
and participation in studies utilising modern technologies. 
Specifically for legionellosis outbreak investigation, HPS 
continues to collaborate with the Met Office for wind flow 
data and advice on plumes and dispersal, and the Emergency 
Response Unit in Public Health England for mathematical 
modelling, including cluster analysis and release windows. 
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Notifiable diseases 

Part 2 (Notifiable Diseases, Organisms and Health Risk States) of the Public Health etc.(Scotland) Act came into effect on 1 
January 2010 and sets out new duties for registered medical practitioners, NHS boards and directors of diagnostic laboratories. 
GP practices should familiarise themselves with the Scottish Government guidance on the new notification requirements at: 
http://www.scotland.gov.uk/Topics/Health/Policy/Public-Health-Act.

Registered medical practitioners report notifiable diseases based on ‘clinical suspicion’. As such, notifications may not be subject 
to laboratory report confirmation. The published figures will record therefore how many diseases have been clinically suspected.  

Patient notifications can, however, be reclassified. When, for example, a suspected (and notified) tuberculosis case is subsequently 
reported as negative by a laboratory (and found not to be a health protection risk) it would subsequently be removed from the 
disease totals.

Diseases to be notified by registered medical practitioners with effect from 1 January 2010: 

Notifiable Diseases which come into effect on 1 January 2010 
*Anthrax *Meningococcal disease *Severe Acute Respiratory Syndrome (SARS) 
*Botulism Mumps  *Smallpox 
Brucellosis *Necrotising fasciitis Tetanus 

*Cholera *Paratyphoid Tuberculosis (respiratory or non-respiratory) 
(see Note 2)

*Clinical syndrome due to E. coli O157  
infection (see note 1) *Pertussis (Whooping Cough) *Tularemia 

*Diphtheria *Plague *Typhoid 
*Haemolytic Uraemic Syndrome (HUS) *Poliomyelitis *Viral haemorrhagic fevers
*Haemophilus influenzae Type b (Hib) *Rabies *West Nile fever
*Measles Rubella Yellow Fever

It is recommended that those diseases above marked with an * require urgent notification, i.e. within the same working day.  

Note 1: Escherichia coli O157
Clinical suspicion should be aroused by (i) likely infectious bloody diarrhoea or (ii) acute onset non-bloody diarrhoea with a 
biologically plausible exposure and no alternative explanation. Examples of biologically plausible exposures include:

• contact with farm animals, their faeces or environment;

• drinking privately supplied or raw water;

• eating foods such as undercooked burgers or unpasteurised dairy products; 

• contact with a confirmed or suspected case of VTEC infection.

Further guidance is available at: http://www.hps.scot.nhs.uk/giz/e.coli0157.aspx.

Where a case is notified as HUS (Haemolytic Uraemic Syndrome) it should NOT also be notified as ‘Clinical syndrome due to 
E. coli O157 infection’.

Note 2: Tuberculosis
For the purposes of notification, respiratory TB or non-respiratory TB should be taken to have the same meanings as the World 
Health Organisation definitions of pulmonary TB and non-pulmonary TB respectively:

Pulmonary TB is tuberculosis of the lung parenchyma and/or the tracheobronchial tree.

Non-pulmonary TB is tuberculosis of any other site.

Where tuberculosis is clinically diagnosed in both pulmonary and non-pulmonary sites, this should be treated as pulmonary TB.

Registered medical practitioners have been advised to contact their local NHS Board Health Protection Team for advice should 
they have any doubts about the diagnosis of suspected cases.

Non-notifiable diseases
Registered medical practitioners are no longer required to notify the diseases listed below.

• Bacillary dysentery 
• Chickenpox 
• Food poisoning 
• Scarlet fever 
• Viral hepatitis

These diseases are now covered by a list of notifiable organisms details of which will be reported by laboratories to health 
protection teams.

http://www.scotland.gov.uk/Topics/Health/Policy/Public-Health-Act
http://www.hps.scot.nhs.uk/giz/e.coli0157.aspx
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Statutory Notification of Infectious Diseases 
Week ended 16 August 2013

A National Statistics release

Infectious Disease Current 
week

Previous 
week

Current 
week last 

year

Total from first  
week of year

2012 2013

Anthrax - - - 1 1

Botulism - - - - -

Brucellosis - - - - -

Cholera - - - - 1

Clinical Syndrome E. coli O157 - - 3 9 -

Diphtheria - - - - -

Haemolytic Uraemic Syndrome (HUS) - - - 1 1

Haemophilus Influenzae Type B (Hib) - - - - -

Measles - 3 1 55 145

Meningococcal Infection - - 2 55 50

Mumps 8 10 16 727 389

Necrotizing Fasciitis - - - - 6

Paratyphoid Fever - - - - -

Pertussis 10 8 36 974 923

Plague - - - - -

Poliomyelitis - - - - -

Rabies - - - - -

Rubella - - - 32 16

Severe Acute Respiratory Syndrome (SARS) - - - - -

Smallpox - - - - -

Tetanus - - - - -

Tuberculosis: Respiratory 1 3 4 144 135

Tuberculosis: Non-respiratory 3 4 1 88 95

Tularemia - - - - -

Typhoid Fever - - - - 6

Viral Haemorrhagic Fevers - - - 1 -

West Nile Fever - - - - -

Yellow Fever - - - - -

TOTAL 22 28 63 2087 1768
Amendments: Delete 1 Haemphilus influenza Type B (Hb) (1 x wk 31) 
Add 1 Measles (1 x wk 32); 4 Pertussis (4 x wk 32); 2 Tuberculosis : non-respiratory (2 x wk 32)

Source: Health Protection Scotland, NHS National Services Scotland

NHS BOARD ABBREVIATIONS
AA Ayrshire & Arran GG Greater Glasgow & Clyde LN Lanarkshire SH Shetland  TY Tayside
BR Borders FF  Fife  GR Grampian  LO Lothian WI Western Isles
DG  Dumfries & Galloway FV Forth Valley HG Highland   OR Orkney  


