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but they may pose insuperable barriers for parents with a child
in a wheelchair. They seldom stay at stops long enough for the
child to be lifted out of the chair and the chair folded up. Only
very occasionally will conductors assist the child, parent, and
chair on and off the bus. Even if the chair is taken on the bus,
there is seldom anywhere for it to be placed. Two hundred and
eighteen families wanted to make frequent and regular use of
buses but only 37 were able to do so; the other 181 reported
severe limitations.

It is somewhat easier to use a train, but train services are
much less universally available as compared with buses. Only
37 cases of the 104 families who wanted to use train services
could do so. In the other 67 cases the transport problems of
chair and child were just too great.

Travelling by underground train with a wheelchair is almost
impossible. The difficulties of negotiating steps, escalators, and
closing doors may be imagined. All but two of the 43 families
who wanted to use the underground found it impossible. Even
in these two cases, we marvel at the personal efforts of the parents
in overcoming all the difficulties.

WHEELCHAIRS IN DIFFERENT PLACES AND FOR DIFFERENT
PURPOSES

Wheelchairs provide personal mobility over short distances.
The most suitable type of wheelchair depends on the environ-
ment as well as the occupant (child). Within the home, most
children need neat, lightweight, highly manoeuvreable models.
In school a more robust model that fits the desk may be needed,
while out of doors a sturdy chair, able to withstand bumping
up and down stairs, but lightweight and easily folded for lifting,
or even a powered chair may be needed.

Because different types of chairs may be needed in different
places, and because the transport of chairs by car, bus, and
train is so difficult, consideration must be given to supplying
children with more than one wheelchair. As shown in table I
this provision is made in some cases, but it was clear on reading
the comments on the questionnaires that it is a provision that
could be made more often with considerable advantages to the
children and their parents.

GETTING THE PRESCRIPTION RIGHT

Prescribing a wheelchair is not simple and is best referred to
a team in a paediatric wheelchair clinic. Practitioners who have
to prescribe chairs either because there is no clinic available or
because they wish to do so should remember the following
points.
The correct prescription is that which satisfies everyone

concerned and is also the best fit and the most appropriate chair
in the circumstances. If the child or the parents have turned
against a particular chair they will not use it however much the
doctor may insist that it is the correct one.
To achieve the best fit a knowledge of available chairs is

needed. Chairs are designed for use indoors or outdoors, or
both. They may be propelled by the occupant, an attendant, or
by some form of power (usually battery), or by a combination of
methods. It is not easy to prescribe just from a catalogue, but
reference to the handbook showing the chairs available from the
DHSS and to the catalogues of commercial vehicles will show
at least the range available and permit the more suitable ones to
be selected. Knowledge of the many accessories that may be
obtained and of the modifications and adaptations that are
feasible then helps to get the best fit.
To find the most appropriate chair consider how and where

it will be used. The ease of use-pushing, propelling, and
turning as well as folding, lifting, and maintaining-must be
considered. Environmental modifications-for example, in the
home, widening of doorways, replacing steps with ramps, and
altering the heights of tables and lavatory seats-may be
required.
Even when the best chair is chosen and all the modifications

attended to, success will depend on the guidance and training
given to the child and parents in the use and maintenance of
the wheelchair.
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Do you know anything of the Estrindex method of detecting ovulation
or where I can get information about it ?

"Estrindex" is one of an increasing number of tests available that are
designed to enable a woman to identify for herself when she is
entering the fertile period. They can clearly be used to facilitate either
contraception or conception. This test is based on the increasing
chloride content in cervical mucus during the late follicular phase of
the cycle. A tampon is inserted until the cervix is touched and the
mucus reacts with reagents incorporated in the tampon. It is then
compared with a reference card, a white spot indicating that the woman
is entering the fertile period. Doubts about its reliability have limited
its contraceptive use, and it does not appear to be available in Britain,
although it has been widely used in the United States and Japan. The
manufacturer is Colab Soc, via Manzoni 41A, Milan, Italy, and the
kit is sold as a pack of 20 tampons with an instruction leaflet and a
reference card.

When a patient has received an injection ofgammaglobulin is it true that
antibodies from previous immunisations are neutralised and that further
courses of inoculation are necessary ?

Gammaglobulin-that is, passively administered antibody-is usually
given to patients with one of two clinical conditions. The first group
is those patients exposed to infectious agents such as rubella virus.
Generally such patients will not already be immune to the agent in
question, so passive antibody will not interfere with previous immunity.
Depending on the clinical circumstances active immunisation with
live virus may be undertaken at a later date, and it is generally
advisable to wait at least three months to avoid the theoretical
possibility that the passively administered antibody may interfere

with active immunisation. Obviously active immunisation would not
be contemplated in some immunodeficient patients whose disorder
necessitated the injection of specific antibody. The second, rarer,
condition concerns the timing of active immunisation with killed
vaccines in patients who have been passively immunised. An example
is tetanus infection. There is little evidence that in these circumstances
passive immunisation interferes with the induction of active immunity.'
There are cases in which passive immunisation, albeit not given by
injection, has been considered likely to interfere with the acquisition
of active immunity. IgG antibodies acquired transplacentally by the
infant interfere with parenteral immunisation by live viruses so that
such procedures should be delayed to 12-15 months of age. More
controversial is the possibility that IgA antibodies in human milk may
neutralise poliovirus given by mouth.2 The usual compromise is to
delay immunisation until 6 months of age. Gammaglobulin is also
given to patients with various antibody deficiencies, but in these
individuals passive immunisation has no additional effect on the
underlying defects in humoral immunity.
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Correction

Letter from ... Chicago
In Dr George Dunea's article "Writing about dying" (21 June 1980, p 1520)
the title of the book mentioned in the first line of the third paragraph should
be A Private Battle.
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