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Ideal relaxed posinion for immunising infants

streptomycmn, bismuth, and quinine. Of course, none
of this applies today. Needles of only 16 mm long are
used, which cannot reach the sciatic nerve, and
diphtheria, tetanus, and pertussis vaccine is not
neurotoxic.

General practitioners know best
This experience taught us important lessons. Vacci-

nation is an area in which general practitioners have
most experience and they should be heeded as the best
judges of events. The primary health care team, when
well integrated by shared experience, -should not be
threatened lightly on such issues. The one practice that
conformed to the ruling has now found fairly serious
local reactions never previously experienced, and in

two of the cases we had difficulty in dissuading the
parents from taking legal action against the local health
authority. A neighbouring practitioner has sent me the
results of his study of reactions at different injection
sites, in which reactions in the upper arm considerably
exceed those in the buttock area (C B Floyd et al,
unpublished results).

Finally, ifwe are to help Lord Skelmersdale achieve
his aim of a 90% target we must tell him that bad
technique is the main obstacle preventing the achieve-
ment. It is now time for the chief medical officer
to recommend that the buttock, once avoided on
tangential evidence 27 years ago, is now the optimum
site. Such observations are made at the grass roots but
are not always collated. We have learnt from mothers
in a working class practice that it is pain, distress, and
struggle that are the main reasons for failing to return
'for reinforcement. Facial puckering and crying are
signs of bad technique. Placed across the mother's lap
and held by her, an infant does not witness any assault
and should not cry even when the injection is intro-
duced. I suggest that the panic we commonly see,
even in girls aged 10-14 attending for rubella vaccine,
is due to a resurgence of infantile fear experienced
before intellectual resources to control it were
developed. In my opinion national hopes need to rely
on generally applying the best techniques.
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Measles, mumps, and rubella vaccine

Thefollowing guidelines on
the use ofthe measles,
mumps, and rubella
vaccine have been sent by
the Department ofHealth
to all general practitioners.

Vaccination schedule
Children of both sexes aged 1-2 years-Measles,

mumps, and rubella (MMR) vaccine will replace
measles vaccine in the second year of life, or after this
age if appointments have been missed. For children
whose parents refuse MMR vaccine single antigen
measles vaccine will be available.

Children of both sexes aged 4-5 years before starting
primary school-MMR vaccine will be given to children
whose parents consent, unless there is one of the
following: (a) a documented record ofMMR vaccina-
tion; (b) a valid contraindication; (c) laboratory
evidence ofimmunity to measles, mumps, and rubella.
MMR vaccine should be given irrespective of previous
measles vaccine or a history of measles, mumps, or
rubella infection. MMR vaccine can be given at the
time of the booster dose of diphtheria-tetanus and
poliomyelitis vaccines. Because the diphtheria-tetanus
injection can be more painful MMR vaccine should be
injected first. The diphtheria-tetanus booster should
be given with a separate syringe and needle in the
opposite limb; alternatively a second appointment can
be made.

Other children and adults-MMR vaccine can be
given to children of any age whose parents request
it and also to non-immune adults. However, since
measles, mumps, and rubella are most commonly
acquired before entry to secondary school mass
vaccination after the age of 11, when 80-90% have

already acquired antibody, would have little effect on
the incidence. For maximum effect vaccine must be
given soon after the first birthday and certainly before
the age of 5 years. HIV positive individuals may
be given MMR vaccine in the absence of contra-
indications.

Rubella vaccination for girls aged 10-14 years-This
will continue unchanged, with single antigen rubella
vaccine and the present target of 95%. When a high
uptake of MMR vaccine in young children has been
achieved and maintained and the elimination of rubella
has been demonstrated the decision may be taken to
stop the vaccination of schoolgirls. Vaccination ofboys
at this age is not proposed for reasons given above.
There is evidence that vaccine induced antibody is
longlasting even in the absence ofendemic rubella; it is
not therefore envisaged that booster injections of
rubella vaccine will be necessary.

Rubella vaccination of non-immune women before
pregnancy and after delivery-This will continue
unchanged with single antigen rubella vaccine; every
effort should be made to ensure the vaccination of all
non-immune women before and after pregnancy.

MMR vaccine
MMR vaccine is a freeze dried preparation supplied

with separate ampoules of diluent. It should be stored
in a refrigerator at 2-8°C and protected from light. It
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should be reconstituted with the diluent supplied by
the manufacturer and used within one hour. The
dose of 0 5 ml is given by intramuscular or deep
subcutaneous injection. The vaccine will be available
from two manufacturers, Smith Kline and French and
Merieux UK; both vaccines contain the same strains of
virus:

Measles; Schwartz strain, as in Mevilin and Rimevax
measles vaccine.

Rubella; RA 27/3, as in Almevax rubella vaccine.

Mumps; Urabe AMI9. This has been in use in the
Smith Kline and French vaccine in Europe and Asia
for three to four years.

Adverse reactions
As with measles vaccine, malaise, fever and/or a

rash may occur, most commonly about a week after
vaccination and lasting about two to three days.
Parotid swelling occasionally occurs, usually in the
third week; children with postvaccination symptoms
are not infectious. Parents will be given information
and advice for reducing fever, including the use of
paracetamol in the period 5-10 days after vaccination.
Serious reactions should be reported to the Committee
on Safety of Medicines using the yellow card system.

Contraindications
(1) Children with untreated malignant disease or

altered immunity; those receiving immunosuppressive
or x ray therapy or high dose steroids.

(2) Children who have received another live vaccine
by injection within three weeks.

(3) Children with allergies to neomycin or kana-
mycin or a history of anaphylaxis due to any cause.

(4) Children with acute febrile illness when they
present for vaccination; this should be deferred.

(5) If MMR vaccine is given to adult women
pregnancy should be avoided for one month, as for
rubella vaccine.

(6) MMR vaccine should not be given within three
months of an injection of immunoglobulin.

Children with a personal or close family history of
convulsions should be given MMR vaccine, provided
the parents understand that there may be a febrile
response. As for all children, advice for reducing fever
will be given. Immunoglobulin as previously used with
measles vaccine must not be given with MMR vaccine
since the immune response to rubella and mumps may
be inhibited. Doctors should seek specialist advice
rather than refuse vaccination.

Allergy to egg-This is a contraindication only if the
child has had an anaphylactic reaction (generalised
urticaria, swelling of the mouth and throat, difficulty
in breathing, hypotension or shock) after food
containing egg. Dislike of egg or refusal to eat it is not a
contraindication.

Postexposure prophylaxis for measles
Either single antigen measles vaccine or MMR

vaccine can be used for prophylaxis after exposure
to measles; to be effective it must be given within
72 hours of contact. The antibody response to the
rubella and mumps components is too slow for
effective prophylaxis after exposure to these infections.

Surveillance
The effect of the addition of mass MMR vaccine to

selective rubella vaccination of girls and non-immune
women will be monitored by the following methods.

(1) A continuing study to monitor the proportion of
antenatal women susceptible to rubella by age and
parity.

(2) Continued monitoring of the number and
outcome of rubella infections in pregnancy, termina-
tions caused by rubella infection, and notified cases of
congenital rubella syndrome.

(3) Surveillance of antibody to measles, mumps,
and rubella by age.

(4) Uptake of vaccine at each age by district.

Inter Care: help for rural African hospitals

Inter Care is a Leicester based charity serving the needs of 120 small
rural African hospitals. With a paid staff of one and two halves-the
administrator, Margaret Greiff, Joan, the secretary, Philip, the packer,
and a host ofanonymous voluntary workers, mostly retired state registered
nurses, it has sent over £1 *Sm worth of goods overseas.
These goods, mostly drugs but also medical supplies and low cost

educational books, are harvested from all parts of the United Kingdom.
Some are donated by drug firms, but mostly they come from individuals
and groups, who collect samples or recently dispensed items of known
provenance. They may be delivered to the door by the donors or brought
by registered collectors, who carry identification cards signed by the
medical director and renewed every six months. But the bulk of the
supplies are delivered by Securicor free of charge.
The headquarters is a large house on the outskirts of Leicester. Here the

contributions are first inspected by a doctor, and those unsuitable because
they are too old or inappropriate for the rural projects are discarded. The
drugs are then repacked by volunteers, into the original containers when
possible, and scheduled drugs are removed and stored in a safe, from
where they are periodically collected by the drug squad. The contents of
each consignment are then selected: hospitals with a doctor receive
appropriate drugs of any category, those clinics and rural health centres in
the charge of a medical assistant or registered nurse equivalent a more
limited range, and small rural clinics iron and vitamin tablets. Only
genuine non-profit making projects are supported, and most are run by
African religious sisters, who have an established place in the community

and a tradition of long service. The parcels are processed by the local
subpostmaster-no queueing, no hassle-and he also buys returned
stamps at a fair price. All items dispatched to Africa are meticulously
recorded by another volunteer. Safe arrival is confirmed by the return of a
simple form together with any stamps for the obliging postmaster.

Education is not neglected. A recent copy of the British National
Formulary is included in every parcel of drugs, and books, such as David
Werner's Where There is no Doctor, have been sent to every project. At
various times over the years funding has been arranged for short training
courses for overseas workers so that they themselves may be equipped to
set up training schools or take over the running of a hospital.
Those who have suffered the heartbreaking frustration of trying to treat

simple medical conditions in the absence of even basic necessities will
appreciate the value of this enterprise. The recipients have no doubt.

Inter Care is the creation of two general practitioners, David Rosenberg
and Patricia Keefe, who conceived the idea 20 years ago after they had been
gently chided by an African priest for throwing away a couple of penicillin
tablets, an unwanted sample. They have recently celebrated the dispatch
of their 1000th consignment, each of which contains an average of four 10
kg cartons. Nevertheless, David Rosenberg estimates that this represents
only 1-2% of the samples and drugs received-the rest are thrown away. If
you would like to help reduce this wastage and give aid to those who so
badly need it please contact Inter Care at 49 Melton Road, Leicester
(0533 667326).

ANNE SAVAGE, London
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