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general practitioners not to have become pregnant again within the
year of follow up, although one attended for contraceptive advice.

Kaltreider et al reported on the feelings of doctors and nurses
towards second trimester abortions done in theatre by dilatation and
evacuation or in the ward using intra-amniotic methods and found
that doctors and theatre nurses preferred the second method and
ward nurses the first.6 In Tower Hamlets not all the ward staff or
duty medical team felt able to take part in these late abortions, and
this adds to the stress of those who do participate and may also be a
factor in the consistently low proportion of very late abortions done
in England and Wales.
Women requesting late abortions are, then, an atypical group

with many social and psychological problems. A change in the law
restricting legal abortion to 24 weeks' gestation or less would have
prevented 78 abortions in 1982 and 87 in 1983, about a fifth ofwhich
were for fetal abnormality,7 and in Tower Hamlets would have
prevented at least three deprived teenagers from ending their
pregnancies and starting afresh. The close cooperation of a child
psychiatrist has helped these vulnerable teenagers to cope.
My policy has been to assess each case on its merits and to try to

minimise the psychological trauma to the mothers. I recognise that,
regrettably, in some cases this has meant termination of pregnancy
when the fetus was nearing natural viability.

I do not believe that the answer lies in a change in the law.
Abortions at over 20 weeks are often associated with delay in the
system as documented by many workers in this country8l'0 and could
be reduced in number by the provision of NHS day care facilities.
Since the day care abortion service opened in July 1977 the

proportion of abortions done at 17 weeks or more has fallen from 9%
in 1975 to 1-8% in 1982. In the small numbers of very late cases
parents, teachers, and doctors are often in contact with the women
concerned, and awareness of the possibility of pregnancy might
enable an earlier diagnosis to be made.

I thank the Spencer Ward nurses, led by Sister Heyes, without whose
humanity and unstinting support this work would not have been possible;
my psychiatric colleagues Dr Alyson Hall and Dr Gillian Waldron for advice
and after care; and Professor Cohn Berry for providing pathology back up.
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Measles matters, but do parents know?

S BLAIR, N SHAVE, J McKAY

Abstract

Two hundred and one parents attending three child health
clinics were questioned about both measles and immunisation
against measles. Most parents were unaware of the symptoms
and possible complications of measles and did not believe
immunisation to be effective in preventing measles. They did not
remember having talked to health professionals about immunisa-
tion.

Introduction

Britain has failed to immunise its population effectively against
measles.I Members of the Riverside Child Health Project were
concerned about this and asked parents who were attending child
health clinics for their views on measles and on immunisation
against measles to see why many parents did not have their children
immunised against measles.
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The Riverside Child Health Project is based in an inner city area
of Newcastle upon Tyne. The project team is responsible for
developing community child health services in the area. Forty five
per cent ofchildren born in 1982 who attended the three child health
clinics at Riverside were immunised against measles.2 The clinical
experiences of the project's doctors in hospitals and the community
had brought to their attention the suffering caused by measles and
its more serious complications, particularly pneumonia and
encephalitis.

Subjects and methods

A questionnaire was produced by the project team and used to ask
parents their views about measles and its complications. They were also
asked their views on the effectiveness of immunisation against measles and
about any harmful effects or side effects and whether they had observed
measles in their family or elsewhere. The parents' recollections of conversa-
tions with health professionals about measles were recorded. At the end of
the interview parents were shown a flash card with a picture and description
of three infectious diseases-namely, measles, chicken pox, and rubella.
They were asked to identify which one they thought was measles.
The interviews were carried out by two medical students (JM, NS) over

two and a half months. After each interview any issues raised by the
interviewee were discussed with one of the two interviewers with reference
to an information leaflet that the parents had received.3 The aim of this
discussion was to improve parents' understanding of measles and measles
immunisation and to overcome any misconceptions brought up in the
interviews.
Two hundred and one parents, one for each child attending the clinics,

were interviewed. Equal numbers of parents were seen at each clinic, and
almost all of those asked agreed to participate: only six declined. The
children attending the clinic at the time of this study were aged as follows: 0-
3 months, 55 children; 4-6 months, 43; 7-11 months, 42; over 11 months, 61.
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Results

We asked the parents whether they knew of anything serious that could
happen, either during or after the illness, to a child with measles. Eighty
eight said that they knew of serious events; of these, 40 named complications
that were important and medically correct-that is, ear infection or
deafness, bronchitis, pneumonia, fits, brain infection, and death.4 Fifty nine
parents mentioned eye complications-namely, blindness (20 parents),
terms suggesting refractive errors (for example, a squint, will need glasses)
(nine), and non-specific disorders (30). When shown the flash cards with
illustrations of measles, rubella, and chicken pox 133 parents identified
measles correctly.

Fifty three of the parents had had at least one child with measles;
altogether 73 children had had measles. Of these, 23 were said to have
suffered it in the first year of life.
Symptoms of measles described by parents were spots (179 parents),

temperature (61), bad behaviour (37), sickness and diarrhoea (32), eyes
affected (32), cold (19), and ears affected (five). Ninety three parents could
not describe any symptoms or could describe only one, 59 described two,
and 49 described three or more. A higher proportion of parents who had had
a child with measles than of those who had not had immediate experience of
the disease named three or more symptoms (p<0002) and correctly
identified measles from flashcards (42/53 parents correct v 91/145; x2=
5 0563, p<005).
The parents were asked whether they thought that measles immunisation

stopped children catching measles always, usually, sometimes, or never.
Twelve thought always, 58 usually, 99 sometimes, and 28 never; four did not
know. Twenty three parents had heard of children being ill after measles
immunisation. The illnesses they mentioned were a slight attack of measles
(six); "off colour" (five); fever (four); sickness and diarrhoea (four); fits with
temperature (one); and others (three). Thirty one parents thought that
immunisation resulted in harmful effects. Twelve of them said that
"everything has a risk," six said that it depended on the child's health, and
five spoke of a a high temperature, three of brain damage, two of allergy, and
three of other effects.

Sixty four parents said that they would not have their child immunised if
he had measles before the immunisation was due; 112 would still have their
child immunised; and 25 did not know and would ask for professional
advice.

Ninety two parents said that they had talked to one or more of a health
visitor, a doctor at a clinic, or a general practitioner about immunisation
against measles. About half (105) did not remember talking to any
professional. The proportions of parents with children of various ages who
had spoken to professionals were 32 of the 55 (58%) with children aged 0-3
months; 13 of the 43 (30%) with children aged 4-6 months; 16 of the 42 (38%)
with children aged 7-11 months; and 31 of the 61 (51%) with children aged
over 11 months. Previous discussion with a professional did not show any
significant correlation with parents' views of measles or the effectiveness or
side effects of immunisation.

Discussion

Analysis of parental views of measles and immunisation against
measles shows that there are many areas of doubt and serious

misconceptions about the disease. Many parents in our study
thought that the only feature of measles was spots. Only 40 (20%) of
them named serious problems caused by measles that corresponded
with the problems that health professionals were aiming to prevent
by immunisation. Worse still, 127 (63%) parents thought that
immunisation was only sometimes or never effective. In fact, it is
extremely effective and when used on a whole population can
eradicate the disease.'
We were reassured to learn that most parents did not consider

immunisation against measles to be harmful and were not concerned
about its side effects.6 Thus these factors were not limiting the
uptake of immunisation in our community. Our immunisation
programme may have failed because parents were unaware of the
nature of the illness and its potential complications. They did not
appreciate the importance and effectiveness of immunisation
against measles. Health professionals have an important part to play
here. Half of our parents (105) did not remember having talked to a
health professional about immunisation, and many had learnt about
the illness only by seeing it within their own families. More effective
communication with parents at an appropriate time in their child's
life is needed. Local initiatives are vital, and we intend to produce an
information leaflet discussing measles and immunisation against it
based on the issues raised by this study. The leaflet will be used to
augment professional advice. It will be given to parents on
individual contact and at parent discussion groups. Our aim is that
all parents will remember having talked to a health professional
about immunisation by the time their child is a year old.

All children should be immunised against measles by the age of 2
whether or not they have been diagnosed as having had measles
earlier in life.7 Such a programme would not only be extremely cost
effective but would also reduce the misery of measles.8

We thank the members of the Riverside Child Health Project, clinic staff,
and all the parents who participated in this study for their help.
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Is it true that young women whose mothers were treated with diethylstilboestrol
during pregnancy face an increased risk ofmalignant disease or lowerfertility?

Between the late 1940s and 1971 diethylstilboestrol was used, particularly in
the United States, to treat various pregnancy disorders, and it is estimated
that over one million women were exposed to diethylstilboestrol in utero. '
Structural abnormalities of the cervix and upper vagina are common among
these women, and in 1974 a project was set up by the National Cancer
Institute in the United States to investigate the incidence of these abnormali-
ties. Of subjects identified by review of prenatal records, 25% had structural
abnormalities, and among those referred to the project the figure was 43%-
49%.2 These women are at risk of clear cell adenocarcinoma of the vagina or
cervix, and the incidence of this condition has been estimated at 0 14 to 1 4
per 1000 diethylstilboestrol exposed women, with the peak incidence at 19
years of age.3 There have been isolated reports of other malignancies in both
men and women exposed to diethylstilboestrol in utero, but there is no
evidence that other malignancies are more common. The question of
whether squamous carcinoma of the cervix is more common is unproved,

and the incidence of cervical intraepithelial neoplasia is controversial.4
There is a wide variety of benign structural changes: cervical and vaginal
abnormalities are markers for abnormalities of the fundus, which are
associated with poor pregnancy outcome5 in the form of first and second
trimester miscarriages, ectopic pregnancy, and premature labour.' It has
been suggested that women who have been exposed to diethylstilboestrol
may be infertile because of cervical stenosis, ovulatory dysfunction, or
endometriosis, but it remains uncertain whether they do have an increased
incidence of infertility. '-JAMES OWEN DRIFE, senior lecturer in obstetrics
and gynaecology, Leicester.
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