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Plight of One-parent Families
If present trends continue, one in four marriages begun in
1972 will break up irretrievably before the children of that
marriage have left school. Doctors accustomed to seeing
some of the childhood casualties must wince at the thought
and wonder what to do. Some salve their conscience by
signing petitions for more nursery schools; others claim that
the social and economic difficulties of one-parent families
are not a medical problem. We turn away from unpleasant-
ness that makes us feel ignorant and impotent, and from
conclusions we fear.
Two years ago the Government established a committee

under the chairmanship of Mr. Morris Finer, Q.C., to
suggest ways of helping one-parent families. Among the
evidence presented was a report from the Council for Child-
ren's Welfare, which has recently been published as a
pamphlet.' It is a brief and frightening document. The
council appealed through local newspapers throughout
Britain for letters from single parents with children about
their problems. The information obtained is therefore selec-
tive and anecdotal, but none the less impressive. Nearly all
the letters were from mothers. We must await the publica-
tion of a survey being carried out at Nottingham University
to learn about single fathers. Two-thirds of the mothers
were separated, divorced, or deserted.
The economic problems of the one-parent family are con-

siderable. They are often the poorest of the poor.2 3 In
Britain only a quarter of women work in skilled employ-
ment, so that when the mother has to resume work she
rarely earns enough to support the family and hardly ever
can afford adequate child-minding facilities.

Despite recent changes in the laws relating to matrimonial
property, maintenance payments from ex-husbands are
irregular and rarely enforceable. The procedure for collect-
ing the payment is both humiliating and laborious, so that
the mother may have to make a long journey each week
during working hours to an office where after a long wait
an unsympathetic clerk tells her that no money is available.
If maintenance money is received it is taxed.
The situation with regard to both tax and supplementary

benefits is idiosyncratic. The single woman with a family is
taxed more heavily than the married woman. Last year the
earnings rule on w;dowed mothers was relaxed so that they
could earn up to £9.50 before the dependant's benefit was
reduced. The divorced or deserted mother can earn only
£2 a week before pro-rata loss of benefit occurs. It is a
bizarre situation, which cannot be justified.
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Housing is particularly difficult, some local authorities do
not give one-parent families a place on the house waiting
list.4 Even if there is a house its upkeep is difficult without
adequate finance and practical help from a "neo-husband"
(a neo-husband is a man who spends every weekend with
hammer, screwdriver, and tube of glue mending all that has
been broken during the previous week). Until girls are
taught to be handymen, and boys to cook, one-parent
families will suffer needlessly.
The personal and social problems of the single mothers

are harrowing. Much of their trouble results from poverty.
They can neither afford entertainment nor the expense of a
baby sitter. They are imprisoned with their children and
very lonely. Sometimes the mothers have a severely handi-
capped child, and it is noteworthy that the divorce rate of
parents of children with cerebral palsy has been reported as
higher than that of parents of children with any other com-
parable disease.5 These mothers, often friendless and help-
less, have excessive problems that are apt to be beyond our
health and welfare services.

It is true that there are too few day nurseries and nursery
classes for the children of single parents, but false to imagine
that the problems stop when the children reach school age.
School hours do not fit in with the mother's hours of work,
and few schools have occupational or play centres where
children can be safe and happy after school hours or during
school holidays. The older school child is thus likely to be
emotionally and physically deprived in a poor home with a
parent who can neither afford to buy the clothes nor subsi-
dize the same hobbies as the school friends.
The reports of these mothers point clearly to the sort of

arrangements that are needed for one-parent families.
Irrespective of whether the Hall proposals6 for family courts
are implemented, the State will have to underwrite main-
tenance payments and make them readily available-for in-
stance, from post offices. The tax and family benefit
anomalies must be corrected. The Council for Children's
Welfare emphasizes the need for local information services
and leaflets giving details of welfare benefits and services,
and stresses also the families' need for an advocate and
friend who will provide continuing advice and support.
Local authorities should be required to provide day care
for all children, not just those under 5, but unless financial
assistance is given to the single parents they will not be
able to use it.

Physicians are aware of shortcomings in their manage-
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ment of patients with chronic illness or handicap. These
shortcomings are as nothing compared with the shortcom-
ings in the services provided for children handicapped by
the loss of a parent. If the present permissive climate per-
sists, broken marriages and unmarried mothers will bereave
increasing numbers of children and create problems which
must affect the future national health.
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Acute Infective
Gastroenteritis
As regards both treatment and prevention acute infective
gastroenteritisl 2 presents one of the most intractable prob-
lems of all infectious diseases of young children. The term
is used to denote those cases which are considered to be
primarily infectious in nature in contrast to cases of
diarrhoea associated with respiratory, urinary-tract, and
other infections, but admittedly differentiation on clinical
grounds may be difficult. The principal causes of infective
gastroenteritis are the enteropathogenic strains of
Escherichia coli, the salmonellae, and shigellae.

Gastroenteritis due to E. coli is probably the most im-
portant in paediatric practice and also the most difficult to
treat. Altogether about eighteen strains have now been identi-
fied, of which eight serotypes occur with greater frequency
than others. They can usually be detected by conventional
bacteriological techniques with specific antisera, but some
of the polyvalent sera used for identification do not contain
antisera against strain 0114, which has caused severe out-
breaks in recent years, or a recently identified potentially
pathogenic strain 0142. These antisera are available in
monovalent form. But in many cases of sporadic or epidemic
gastroenteritis no pathogen can be isolated. They may vary
from 20 to 60% in different outbreaks.3 Often a growth of
E. coli is obtained, but there is no agglutination with the
typing sera. If this should happen in cases which clinically
appear to be typical of infective gastroenteritis, and especi-
ally if they are found in an outbreak, then it is advisable
to investigate further the E. coli strains so isolated.
The first to recognize the pathogenicity of Bacterium coli,

as it was then called, was J. Bray4 in 1945. Now 18 strains
are known and probably others are unrecognized. Further-
more, the identification of the causative agent in several out-
breaks in 1968-9 was delayed because the antiserum against
the epidemic strain 0114 was not generally available. On
the whole it is more profitable to look for E. coli strains
than for viruses. There is no reliable evidence that any
virus is responsible for this severe type of gastroenteritis.
Though a number of virupes (enteroviruses and adeno-
viruses) have been isolated from cases of diarrhoea in child-
ren,3 particularly in warm climates, they are not generally
found in very young children with infective gastroenteritis
or in the type of case with severe dehydration.

Gastroenteritis due to E. coli is much more severe in
infancy, particularly in premature babies and in those under
6 months. It is also more severe in infants with congenital
malformations and those requiring surgery in the newborn
period. The reason for susceptibility to more severe disease
in the infant is not clearly understood, but it may be re-
lated to a physiological immunodeficiency. For example,
agglutinins from infections with Gram-negative bacteria,
which are contained in IgM globulin, are not transferred
across the placenta. There may also be a deficiency of
secretory IgA in the intestine.
A number of severe outbreaks in the past few years have

caused deaths in Teesside, Manchester, London, and else-
where, where strains 0128, 0114, and 0126 were predomi-
nantly responsible. Epidemics are more frequent in winter
months, and often when the same epidemic strains are
isolated from sporadic cases at other times of the year they
do not spread, or do not appear to do so. Thus there are
probably complex host-parasite and environmental factors
determining the course of events.
The symptoms vary considerably in different cases. Some

are so mild that the patient does not require treatment or
admission to hospital. In others the onset may be so in-
sidious that it is not recognized for a day or two, so that
the child is not particularly ill when advice is first sought.
In other cases the onset of diarrhoea is explosive and de-
hydration rapid. The old term "cholera infantum" is not a
bad name for this type of case.
The management of cases of infective gastroenteritis de-

pends on rehydration where necessary, good nursing, and
a sound administrative system to control cross-infection.
The cornerstone of treatment is the assessment of the fluid
and electrolyte imbalance caused by fluid loss and its cor-
rection by means of intravenous therapy. Care must be
taken to recognize cases of hypernatraemic dehydration and
the possible cerebral damage which may result from it or
from the incorrect use of fluids and electrolytes in its treat-
ment.

In a recent study reported from Manchester by A. G.
Ironside and his colleagues5 several interesting facts
emerged. It was clearly shown, as has been done in other
studies, that cross-infection with different E. coli strains
occurred from infant to infant in isolation cubicles even
where there were good facilities and an experienced nursing
staff. The original strains isolated were 055, 026, 0114,
086, and Salmonella typhimurium. Cross-infection occurred
in 10 cases with 0119 and later in seven with strain 0126.
Another interesting observation was the transient appear-
ance of agglutinins to 0119, whereas none were detected to
0126.

This report also raises the controversial question of the
role of antibiotics in the management of gastroenteritis.
There is still no general agreement on the subject. Ironside
and his colleagues comment that antibiotics are not given
as a routine but only when some respiratory or other com-
plication is present. This is the policy of many centres, but
opinion is sharply divided for,68 and against,' 9-11 antibiotic
treatment. Though antibiotics appeal on theoretical grounds
because of their success against bacterial disease in general,
there is no conclusive evidence that they are effective against
this type of gastroenteritis. A verdict of "Not Proven"
would appear justifiable in the light of our present know-
ledge. Two important points need to be considered about
the use of antibiotics: firstly, are they likely to be of bene-
fit to the individual patient in affecting the severity of the
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