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Influenza 1978-9
On present evidence three different viruses may cause influenza
this winter. Firstly, there are strains resembling A/Texas/1/77
(H3N2), the most recent of the variants which have evolved
by progressive antigenic drift from the A/Hong Kong/68
(H3N2) virus, which first caused severe outbreaks in Britain
in 1969-70. During the intervening years most of the British
population will have been infected with an H3N2 virus so
that a single injection ofvaccine incorporating an A/Texas/ 1/77-
like component should ensure a good antibody response in
most people. Second is the B/Hong Kong,18/73 virus, which is
representative of the influenza B viruses prevalent over the
last six years; again a single injection of the corresponding
antigen is thought to provide a useful measure of protection.

Finally, influenza may be caused by strains related to the
A/USSR/92/77 (H1N1) virus, which, after an interval of 20
years, reappeared last winter in China and spread to most
other countries including Britain.' People over about 24 years
of age will have encountered similar viruses before 1957, the
year when HlNl strains were replaced throughout the world
by the H2N2 "Asian" virus-which in turn was replaced in
1968 by the Hong Kong virus. Last winter the HINI virus
mostly caused illness only in people under the age of 24,
indicating that the immunity derived from natural infection
had persisted for at least 20 years. The results of serological
studies carried out during the summer suggest that most young
people remain susceptible to HlNl viruses, only a small
proportion having acquired antibodies as a result of infection
last winter. Recent clinical trials of HINI vaccines, as yet
unpublished, showed that a single injection induced a satis-
factory antibody response in those over 24 years. Nevertheless,
in younger people who had no experience of HlNl viruses
two spaced injections were needed to ensure a reliable response,
and it is partly for this reason that immunisation recommenda-
tions for this winter are a little more complicated than usual
(see p 1237.) Additionally, the available vaccines include
both trivalent preparations containing antigens of the three
influenza viruses and a monovalent vaccine which has only
HiNi antigens.
There is one turther tactor to be taken into account. As well

as high quality, zonally purified, whole virus vaccines, a new
surface antigen vaccine is available. This preparation, Fluvirin,
contains only the protective haemagglutinin and neuraminidase
antigens of the virus, adsorbed with aluminium hydroxide,
with virtually none of the other viral components. Surface
antigen vaccines seem to cause fewer minor side effects, such
as sore arms and febrile reactions, than zonally purified whole-
virus vaccines, and in the view of many they are, therefore,
preferable-especially for children and when two doses have
to be given.

Recommendations for use of these vaccines in Britain are
based on the DHSS guidelines: influenza vaccination is advised
in the main for the protection of those at special risk from the
consequences ofinfection-sufferers from chronic chest or heart
disease and elderly people in hospitals and geriatric homes-
and also for those particularly apt to acquire the infection,
such as nurses and, possibly, older children and adults in
residential schools and institutions. Against this background,
the use of the available vaccines will depend on age. In people
over about 24 a single injection should be given of a trivalent
vaccine-that is, one containing H3N2, HlNl, and influenza
B antigens. For this purpose a surface antigen vaccine may
be preferred, but a zonally purified, whole virus vaccine will

be perfectly adequate, giving rise to a similar antibody response,
but possibly at the expense of a few more minor reactions. In
people under 24 years an injection of trivalent vaccine should
be followed about four weeks later by a second dose-to ensure
an adequate response to the A/USSR'77 (H1N1) antigens.
For this second injection a monovalent HlNl vaccine is
appropriate, but if this is not available a trivalent vaccine may
be given. Again a surface antigen vaccine may be preferred to
keep minor side effects to a minimum.

1 British Medical Journal, 1978, 2, 230.
2 British Medical Journal, 1977, 2, 1435.

Rethinking antenatal care
The success of the recent World Congress of Perinatal
Medicine in Montreal has shown that fetal medicine is no
longer an academic concept: it has become a reality. Our
knowledge of fetal life, which started with the results of early
studies in animals by Barcroft at Cambridge, has spread to
human pregnancy. The apparently impenetrable barriers to
human investigation have yielded to technological advances
such as ultrasound, electronic fetal heart monitoring, feto-
scopy, and amniocentesis. Of especial practical importance is
the reliability of assessments of the condition of the fetus at
any time in the last trimester of pregnancy.
The impact of the advances in fetal medicine will be greatest

on that central concept-antenatal care. Successive national
perinatal mortality surveys'-3 have shown that fetal and
neonatal morbidity and mortality are reduced progressively as
the number of clinic visits increases. What is responsible for
this improvement is not known. The form that antenatal care
takes has remained the same for many years-abdominal
palpation, measuring the blood pressure, and testing the
mother's urine and blood, together with admission to hospital
if complications develop. This essentially epidemiological
approach is, however, relatively non-specific: it may be good
for some women but it proves inconvenient for many and
harmful for the occasional individual.
A recent review of the management of women with hyper-

tension in pregnancy4 has cast real doubt on the value of
admission to hospital for one of the most common complica-
tions. Obstetricians have also had to accept that the full use of
induction of labour has been creating more problems than it
has solved.5-7 That is not to say that bed rest and induction
of labour have no merit; but increasingly it is becoming clear
that the detection of hazards to the fetus need to be more
specific if treatment is to be selective and effective.

Antenatal cardiotocography shows promise of giving
reliable information on the immediate condition of the fetus.
The test has been available since 1962, when Hammacher8
published his first paper, but evaluation has taken a long time,
chiefly because of the technical difficulty of recording the fetal
heart rate accurately. Wide-beam ultrasonography does not
provide a signal that gives a true reading of short-term
variability ofthe fetal heart rate, while with phonocardiography
it may be difficult to obtain a signal, particularly in obese
women. The development of the external fetal electrocardio-
graph and narrow-beam ultrasound has meant that even
relatively untrained staff can usually obtain a readable record
without difficulty. Recently Kubli9 from Heidelberg and
Freeman10 from California have independently reported two
thought-provoking studies. Kubli used an unstressed test and
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