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Reviewing the Abortion Act

SIR,-The recent announcemente by the
Secretary of State for Social Services that
he is considering whether to set up a review
of the Abortion Act emphasizes the impor-
tance of the report by the council of the
Royal College of Obstetricians and
Gynaecologists (30 May, p. 529). It is to be
hoped that a wide range of doctors will par-
ticipate in the discussion of the report dur-
ing these next few weeks. The contributions
of survey experts would also be helpful-
though I suspect they might draw different
conclusions from the council of the College
about the finding that no less than 30% of
the consultant gynaecologists who returned
questionnaires thought that the present Act
should not be restricted and a further 9%
did not answer the relevant question (this
was in addition to the one in five who did
not return their questionnaires). If a review
is subsequendy set up, thorough discussion
by the profession at the present time will
maximize the chances of a balanced review.

It is possible that the council has infor-
mation about the morbidity and mortality
associated with abortions for different
groups of patients and for the different
procedures for carrying out terminations,
and if so it would be helpful if this could
be published. As the report points out,
information about the outcome of women
refused abortions would also be valuable. At
first sight it is puzzling that the council
suggests that terminations cause only extra
work until one remembers that the decrease
in work, in terms of prenatal care and
deliveries, occurs in obstetrics rather than
gynaecology. It would be helpful if the
council could comment on the best ways of
re-organizing work loads. It is possible that
the reduction in the work of obstetric
departments has not been as widely felt as
it might have been because a quite separate
change is taking place concurrently-
namely, the increasing hospitalization of
childbirth.

Two aspects of the report give cause for
disquiet. The first is that the council con-
tinues to assert categorically that abortion
on social grounds alone is unethical. This
widely circulated and authoritative
statement appears to be saying that at least
30% of gynaecologists and many general
practitioners, paediatricians, and other
doctors are socially irresponsible. Is it wise
for the council of a royal college to con-
demn those who have special experience of,
and concern about, the problems of the
unwanted child and who judge the situation
differently? Does this not devalue profes-
sional ethics and raise some thorny
problems for the Central Ethical Committee
and the medical defence organizations?
The second cause for disquiet is that

those who supported abortion law reform,
unhappily described in the report as
"ardent pro-abortionists," are said to be
"beginning to express the view that preven-
tion of an unwanted pregnancy is better
than its removal." As a former member of
the executive committee of the Abortion
Law Reform Association I strongly resent
the word "beginning" and can produce a
wealth of evidence to show that it is untrue.
Many supporters of the present law have
worked for years to improve family plan-
ning services and to encourage responsible
parenthood.

I would appeal to the profession to
acknowledge the existence of differences of
moral judgement on this complex issue, and
I would further urge that the wider aspects
of abortion, including the present uncertain-
ties about oral contraception, are given full
weight in our discussions.-I am, etc.,

PETER DRAPER
Department of Community Medicine,
Guy's Hospital Medical School,
London S.E. 1.
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Epidemiology and Pathogenesis
of Influenza

SIR,-We must all welcome the latest of
the excellent investigations of respiratory
infection in general practice by the
enterprising Dr. R. E. Hope-Simpson (11
July, p. 74). These studies are particularly
appropriate not only because of the massive
contribution of respiratory infections to the
work of general practitioners, but also
because the epidemiology of these infections
cannot be fully elucidated by studies limited
to the selected minority of severer illnesses
reaching hospital. Indeed, some remaining
paradoxes may not be resolved until we can
explore more effectively the numerous
minor illnesses and silent infections which
do not come to the attention even of gen-
eral practitioners, but which may neverthe-
less be epidemiologically significant.
Dr. Hope-Simpson comments pertinently

on the anomalous age-distribution of the epi-
demic "febrile respiratory disease" which was
equated with Hong Kong influenza. I am
particularly interested in the lack of serious
impact of influenza on infants and young
children to which attention has been drawn
elsewhere,l 2 and which is illustrated by the
absence of increased morbidity under the
age of 10 in Dr. Hope-Simpson's study. I
have recently speculated that the low
clinical attack rate of influenza in very
young children may reflect the minimal
response of unsensitized individuals.2
By analogy with respiratory syncytial virus,

it is conceivable that in most cases an
individual's first encounter with influenza
virus may cause trivial illness. This single
infective episode, normally in early childhood,
may not result in solid immunity to a second
encounter with the same virus a few years
later. This second infection, however, occurs
in a host sensitized by the initial experience
so that the illness-response is likely to be
modified and increased, and the immuno-
logical "boost" of this second antigenic
stimulus is likely to produce good immunity
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against re-exposure to the same virus in
later years. Approximately every decade a
major antigenic variant of influenza A virus
appears which can infect those immunized by
experience of the previous subtype; these
individuals have also been sensitized by their
previous exposure to the many antigens
shared by the new variant with its pre-
decessors of the same type.
Thus an allergic element in the response to

infection of the older cohort may be respon-
sible for the typically febrile "influenzal"
illness and for the fulminating haemorrhagic
pneumonias and encephalitis found particu-
larly in later childhood and early adult
years. Most older adults may have acqiiired
sufficient protective immunity from a series
of infections with sequential new influenza
A subtypes to inhibit the more damaging
cross-sensitization effects of infection with
the latest subtype.-I am, etc.,

NoRMAN R. GRIST.
University Department of Infectious Diseases,

Ruchill Hospital,
Glasgow N.W.
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Body Contour for Radiotherapy
SIR,-To compute isodose plans (Fig. 1)

for radiographers to give treatment to a
patient with a tumour, the physicist
requires an outline of the body contour in
the plane of the tumour. For many years
these outlines have been recorded with the
help of flexible metal strips' or jigs cut
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laboriously in cardboard. Recently, there
have been described elaborate electrical
devices for achieving this end, using either
a moving "dip-stick"2 or a light and tele-
vision arrangement.3
The Temco Formulator is designed to

record shapes or outlines, and is a rather
simpler and more portable instrument for
recording these outlines than these other
devices (Fig. 2). It consists of a 12in.
(30-5 cm.) row of 93 parallel free-moving
aluminium sensing needles; each 9 in.
(22-8 cm.) needle is mounted between rollers
in such a way that it moves independently
and does not influence its neighbours. A
wing-nut tightens the needles between bars
so that the recorded contour can readily be
transferred to paper.
The Formulator is held in one hand over

the desired plane of the patient; it is then
brought down on to the skin when the pins
either slide accordingly or can be gently
pushed with the other hand to touch the

surface. The wing-nut is tightened, and
the Formulator removed to a table or board,
where the outline is traced on to paper

behind the instrument by a peiicil following
the tips of the pins As can be seen., the
outline can be read at either end of the
needles. One Formulator is adequate for
outlines of the head, neck, or limbs, but for
most trunk outlines two or three Formu-
lators can be damped together, the increased
weight being carried on a bridge.
The Formulator can be obtained from Temco

Tools Ltd., 14 Liverpool Gardens, Worthing,
Sussex. The photograph was taken by Geoffrey
Morris, and the isodose plan prepared by Ann
Radzins of this Radiotherapy Centre in Stoke-
on-Trent, whose valued help is hereby ack-
nowledged.-I am, etc.,

D. E. MEREDITH BROWN.
North Staffordshire Regional

Radiotherapy Centre,
Stoke-on-Trent.
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Diagnosis of Pulmonary Embolism

SIR,-In her article on the diagnosis of pul-
monary embolism (27 June, p. 773) Dr.
Celia M. Oakley states that lung scanning
cannot be used in the diagnosis of the sud-
den emergency. The first reason given is
that the time taken to prepare the radio-
isotope labelled macroaggregates of human
serum albumin (H.S.A.) is half to one hour.
This is true for technetium but not where
1311 is used. Because of its slower half-life, it
is possible to have supplies of 1311-labelled
macroaggregates of H.S.A. available for
immediate use in any centre where routine
lung scans are being regularly performed.
The second reason given is the need for
posturing and co-operation of the patient.
Ideally he should be lying flat at the time
of injection and during the scanning
procedure, but this is not essential in the
detection of gross abnormalities such as are
found following massive pulmonary
embolism. However, it is necessary to use a
scanner, the scanning plane of which can be
tilted.

In this hospital we use a Scintiscanner
(NE 8270, Nuclear Enterprises Ltd.), which
is mounted on wheels and can be easily
moved to the patient's bed-side within five
minutes. A formal anterior lung scan can be
done in ten minutes, but where the patient
is restless or there is extreme urgency gross
impairment of perfusion can be detected
within two to three minutes by manually
operated passage of the scanner over both
lung fields. Hence it is possible to obtain a
result within 15-20 minutes.
Lung scanning can thus be used as a

preliminary screening investigation in the
diagnosis of massive pulmonary embolism,
especially in circumstances where pulmo-
nary angiography is not readily available.
Its diagnostic value has already been
established by Wagner et al.1-I am, etc.,

B. H. R. STACKc.
Chest Unit,

City Hospital,
Edinburgh.
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Family Planning Counselling

SIR,-Your leading article and middle
article about the Abortion Act (30 May, pp.
491 and 529) are interesting and valuable to
those of us in New York studying the
effects of our even more liberal abortion
law.

Abortions are largely the result of three
failures of the health professions and
governments-that is, failure to provide all
women of child-bearing age and their con-
sorts with detailed accurate information
about methods of conception control; failure
to provide free and readily available concep-
tion control methods for all women of child-
bearing age and their consorts; and failure
to devise methods of conception control
which are both failure proof and fully
acceptable to sexually active partners.

Since such a Utopia of conception control
is in the far distant future, we have sought
new ways of reaching large numbers of
women with conception control methods at
minimal cost. The New York City Depart-
ment of Health in the past year has
selected, trained, and assigned 75 women
who are the peers in every way of those
they counsel as family planning counsellors
to 26 voluntary and municipal hospitals.
These counsellors discuss family planning
methods with women of childbearing age
hospitalized for delivery, abortion, or other
reasons. Over 3,000 women per month are
currently interviewed, and 91 %/,, request initia-
tion of a conception control method prior
to hospital discharge. Most of the women
state that they have not previously dis-
cussed family planning except with neigh-
bours or friends. The Pill, the I.U.D., and
tubal ligation are the methods desired by
86%. Follow-up family planning appoint-
ments are made in the hospital family plan-
ning clinic or in one of the 28 Department
of Health family planning clinics. We
believe these intensive in-hospital efforts
will prevent many future unwanted preg-
nancies.
We endeavour to counsel abortion patients

during the medical evaluation visit prior to


