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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unpublished, showed that a single injection induced a satis-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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collected electrocardiographic traces from patients at rest in the
last trimester of pregnancy, taking no clinical action on the
results. Freeman, on the other hand, used oxytocin to induce
uterine contractions in an attempt to simulate the stress of
spontaneous labour, and took clinical action if the trace was
abnormal. Though their results differed in detail the major
conclusion was essentially the same: despite a variable inci-
dence of false-positive results (which amounted to 25% in
Freeman's study), a normal trace was nearly always indicative
of fetal health.

In the Heidelberg study the method failed only once in
1000 cases. There have been a few reports of a misleading
normal trace associated with stillbirth,11 12 but in these cases
the trace was either misread or done insufficiently frequently
to detect a decline in the condition of the fetus. The evidence
suggests that at last obstetricians have a reliable test of fetal
wellbeing. The clinical implications are enormous, for many
women in whom labour would have been induced or delivery
even effected by caesarean section may soon be allowed to
continue their pregnancy until they go into spontaneous
labour. Nevertheless, we must sound a note of caution. What
must be avoided is any tendency to overdiagnose fetal distress,
which would inevitably widen the criteria for caesarean section.

Only further experience will tell whether or not antenatal
fetal heart rate monitoring will prove to be as helpful in
discriminating between the healthy and compromised fetus as
recent studies have suggested. Undoubtedly, however, tests
will be available soon to give more reliable information about
the baby than can be obtained from present routine antenatal
care. Before much longer an unexpected stillbirth in late
pregnancy will no longer be explainable to a mother who has
attended the clinic regularly as being "just one ofthose things."
Eventually pregnant women will want to be assured for certain
that their baby is well each time they attend the clinic, and
similarly they will accept hospital admission or premature
delivery of the baby only for a good reason.

Perhaps the everyday antenatal care of a pregnant woman
will eventually include a fetal heart recording and abdominal
scan each time she comes to the clinic, so that the results are
available to the obstetrician when he sees the patient. The cost
of introducing and organising such a service must, of course,
be- considered, but our first essential is to re-evaluate current
antenatal practices. Some may have to be abandoned to make
way for new ones that have proved their value. That is the
question that obstetricians should be examining; for if they
do not their enthusiasm for new technological development
may make chaos of antenatal care.

Douglas, J W B, Maternity in Great Britain. London, Oxford University
Press, 1948.

2 Butler, N R, and Bonham, D G, Perinatal Mortality. The First Report of
the British Perinatal Mortality Survey under the Auspices of the National
Birthday Trust Fund. Edinburgh, Livingstone, 1963.

3 Butler, N R, and Alberman, E D, Perinatal Problems. The Second Report of
the British Perinatal Mortality Survey under the Auspices of the National
Birthday Trust Fund. Edinburgh, Livingstone, 1969.

4 Mathews, D D, Shuttleworth, T P, and Hamilton, E F B, British Medical
J'ournal, 1978, 2, 623.

5 Brinsden, P R S, and Clark, A D, British Medical Journal, 1978, 2, 855.
6 Newcombe, R, and Chalmers, I, British Medical Journal, 1977, 2, 925.
7 Pinkerton, J H M, Martin, D H, and Thompson, W, Lancet, 1975, 1, 197.
8 Hammacher, K, Geburtshilfe und Frauenheilkunde, 1962, 22, 1542.
9 Kubli, F, in The Current Status of Fetal Heart Rate Monitoring and

Ultrasound in Obstetrics. Proceedings of a Scientific Meeting of the Royal
College of Obstetricians and Gynaecologists, December 1977, p 28. London,
RCOG, 1978.

10 Freeman, R K, lecture presented at the World Symposium of Perinatal
Medicine, Montreal, August 1978.

1 Baskett, T F, and Sandy, E, American3Journal of Obstetrics and Gynecology,
1975, 123, 106.

12 McCranie,W M, and Niebyl, J R, Obstetrics and Gynecology, 1977, 49, 241.

Eugenic approach to sex
Members of the Eugenics Society and their guests who
attended the symposium last month on changing patterns of
sexual behaviour cannot have been surprised to hear that
sexual intercourse among teenagers is increasing. This is,
however, only one of the recent changes. In his Galton lecture
Professor Paul H Gebhard of the Institute of Sex Research at
Indiana University also discussed the greater emphasis on
marital sexuality associated with the emancipation of women,
the concentration on the particular sexual problems of minority
groups, and finally the development of social and govern-
mental response to these changes. Possibly these changes may
have been too rapid, he suggested; we may now be seeing an
increasing "backlash" movement which will lead to a period
of strife and litigation.

In developing these topics, other speakers paid particular
attention to the methodological problems of research into such
a sensitive area of human behaviour.Sexual intercourse among
teenagers is increasing. Whether teenagers' greater sexual
experience makes them happier we do not know, and there is
probably no way of finding out. The teenagers themselves take
the view that reasonably wide experience will help in the choice
of marital partner and so increase the chance of a happy
marriage. One boy told his interviewer: "If you are buying
some boots, you try them on first, don't you ?" Will he have
an equally wise comment when his boots are old and worn?
It is disappointing but not surprising that teenagers are not
making full use of available methods to deal with unwanted
pregnancies and venereal disease; and many of them strongly
disapprove of abortion. In the delightful but illogical geometry
of adolescent thinking, the belief that "it won't happen to me"
parallels the wish to come as a virgin to marriage after a rich
premarital experience.
Turning to marital sex, the symposium heard views on the

sociology and even the politics of the orgasm, and it is the
female orgasm that is still the focus of interest. Robert Chester,
the Hull sociologist, described his exploration of Freud's "dark
continent of female sexuality," which he had found to be
scarcely virginal but still not well charted. His companions on
safari were 10 000 readers of Woman's Own, a third of whom
rarely or never experienced orgasm during the pelvic thrusting
component of coitus; an equal proportion (not always the same
women) were dissatisfied with their experience of intercourse;
half had regular orgasm during masturbation apart from their
regular sex partners; and a quarter were in the habit of faking
orgasm in order to please their partners. Mr Chester had to
defend his method of using a non-random sample ofwomen-
at least his 10 000 volunteers were keen to describe their sexual
experience and often did so in great detail; this has advantage
over intrusion into the privacy of randomly selected women,
or, as someone suggested from the floor, adding a couple of
questions about sex on to a market research survey on the use
of vacuum cleaners. Even with willing women the collection
of useful information is not easy. There is no language of sex
which is appropriate for communication between a pro-
fessional and a lay person. The words for the sexual parts, the
components of intercourse, and the ancillary activities which
accompany it have been developed in the laboratory and the
saloon bar, and they are generated in the intimacy of each
sexual relationship, but there is no "drawing room" or "BBC"
sexual vocabulary by which, for instance, the researcher can
inquire into oral sexual experience or into the component of
intercourse during which a woman experiences orgasm. It
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