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Many will find a more important lesson in a case report
from King's College Hospital.) A scan at 28 weeks showed
fetal ascites and cardiac enlargement. When the scan was
repeated at 34 weeks ascites was still present and the heart
showed gross dilatation of the left atrium and left ventricular
hypertrophy. The internal diameter of the aortic root,
measured by real-time scanning, was less than one-third of
normal. At delivery two weeks later the baby showed initial
cyanosis and cardiac failure within 24 hours, dying despite
supportive measures. Necropsy confirmed a small aortic root
with left ventricular hypertrophy. The baby was otherwise
normal. The case is unusual in that fetal ascites was due to a
single cardiac anomaly causing cardiac failure. The authors
postulate that the aortic root stenosis had increased left
ventricular pressure and caused hypertrophy. The hypertrophy
and subendocardial fibroelastosis increased left ventricular
stiffness, leading to lcft atrial hypertension and dilatation.
This in turn reduced the flow from the right to left atrium
through the foramen ovale. Consequently the cardiac output
was maintained predominantly by the right ventricle, and
volume overloading produced right atrial and right ventricular
dilatation, with subscquent cardiac failure and ascites.
When fetal ascites is seen on ultrasound examination an

associated cardiac defect should be suspected. Further
experience and development of the tcchnique may enable a
remediable defect to bc seen. Even now, when ascites is shown
and is apparently idiopathic the baby should if possible be
delivered in a hospital where immediate cardiac assessment
will permit early surgery in suitable cases.
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Acute viral encephalitis
Acute viral encephalitis poses difficulties both in the very real
problems of diagnosis and management and in complexities of
definition and categorisation. Even when the diagnosis has been
made or assumed, comparison between the severity of indi-
vidual cases is very difficult. One possibility might be a scoring
system, with points being allotted for various features: one for
neck stiffness, one for fever, two for cranial nerve abnormalities,
three for altered consciousness, four for coma, and so on. The
total score for an individual patient would then give some idea
of the severity of the illness and would facilitate comparison of
cases. W'ayne introduced a points system of this kind in the
diagnosis of thyroid disease.' Such a categorisation, however,
begs the question, for it depends on the certain identification
of virus infections and so-called postviral encephalitis.

At the bedside, then, the immediate problem is one of
diagnosis. The clinician has to work his way through a whole
range of acute or subacute neurological disorders with a
definite aetiology. The common forms of purulent meningitis
do not usually cause difficulties, but the differential diagnosis

must take account of tuberculous meningitis, and despite the
most refined laboratory techniques in some cases a trial of
antituberculosis chemotherapy will be justified. Cerebral
abscess, tumour, infarct, or haemorrhage all have to be ex-
cluded. Among the conditions that cause a lymphocytosis in
the cerebrospinal fluid are syphilis, fungal meningitis, lepto-
spirosis, brucellosis, Behcet's disease, cerebral sarcoidosis, and
acute demyelinating disorders.
The initial diagnostic objective is identification of any

condition which demands urgent treatment; in practice the
possibilities that cause real and common anxiety are tubercu-
losis, abscess, tumour, and perhaps some rare forms of menin-
gitis. In one series2 of 120 patients suspected of having viral
encephalitis seen in Glasgow over a four-year period nearly
half proved to have diseases other than encephalitis.
A more recent series of 60 patients from the London

Hospital3 included 12 patients with known viral infection, 29
with acute viral infection of undetermined type, and 19
patients in whom an encephalitic illness followed a viral
infection (postinfective encephalitis). The patients with post-
infective encephalitis had the best prognosis while those with
herpes simplex virus encephalitis had the worst, with two-
thirds dying. In England and Wales each year about 175 deaths
are attributed to encephalitis, of which perhaps 20 are proved
virologically,4 and herpes simplex virus has acquired a deserved
reputation for high morbidity and mortality: untreated the
mortality rate may be as high as 75 )4
The clinical dilemma is most acute in those patients in whom

a diagnosis of herpes simplex virus encephalitis is likely on the
grounds of history, clinical examination, and the results of
readily accessible laboratory tests but in whom the diagnosis
has not been confirmed. Confirmation requires brain biopsy,
but treatment should be undertaken as soon as possible; how
soon, then, should brain biopsy be carried out ? A simple, rapid,
reliable, and preferably non-invasive method to confirm the
diagnosis of herpes simplex virus encephalitis is urgently
needed. The alternatives to brain biopsy are at best only
indirect and probably non-specific. In patients with acute viral
encephalitis the electroencephalogram may show a generalised
cerebral disorder with bilateral slowing in the delta and theta
frequencies; in herpes simplex virus the electroencephalogram
changes may be focal, but unfortunately they do not seem to be
pathognomonic and probably merely reflect the severity offocal
changes.) Air encephalography and cerebral angiography may
occasionally disclose a lesion in a patient who is eventually
shown to be suffering from herpes simplex virus encephalitis,
but these techniques are seldom indicated when computed
tomography is available. Computed tomography has shown
abnormalities in at least two series of patients,6 7 and in two of
the three patients in the recent London Hospital series with
herpes simplex virus encephalitis scanning showed decreased
attenuation on one temporal lobe in one case and in a parietal
lobe in another.3 These abnormalities occur early in the illness
and come close to providing specific diagnosis without histo-
pathological or viral confirmation.
The results of treatment of encephalitis are unpredictable-

which is scarcely surprising in a condition as variable as acute
viral encephalitis and including at least two pathological sub-
groups (viral and postinfective) in which diagnostic techniques
leave a lot to be desired. In herpes simplex virus encephalitis
the main approaches to treatment are to relieve the cerebral
oedema induced by the inflammatory response to the virus, and
to try to stop virus replication. Surgical decompression,8
dexamethasone,9 and mannitol'0 have all been used in attempts
to control cerebral oedema, but the results have been incon-
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clusive: Illis and Merry11 claimed that treatment with steroids
had reduced mortality from 700" to 4400 in all recorded cases
of simplex encephalitis; nevertheless, six patients in the
London Hospital series given dexamethasone showed little
effect.3
The antiviral agents used in herpes simplex virus encephalitis

have been mainly the pyrimidine analogues, idoxuridine,12-14
cytosine arabinoside,'0 15 and adenine arabinoside.16 17 All of
these compounds have the disadvantage that, despite an
undoubted antiviral effect in vitro, their action cannot easily be
concentrated at the site of the local brain lesion because of poor
solubility of the drug or inadequate penetration of the blood-
brain barrier. Few trials have been reported, but a placebo-
controlled study in the United States17 suggested that adenine
arabinoside may reduce mortality without toxicity.

HILLAS SMITH
Consultant Physician,
Coppetts Wood Hospital,
London NIO 1JN

Wayne EJ. Clinical and metabolic studies in thyroid disease. Br Med J
1960;i:1-1 1.

2 Miller JD, Ross CAC. Encephalitis. A four-year study. Lancet 1968;i:
1121-6.

3 Kennard C, Swash M. Acute viral encephalitis. Its diagnosis and outcome.
Brain 1981;104:129-48.

Longson M. The treatment of herpes encephalitis. 7 Antimicrob Cheuzother
1977;3, suppl A: 115-23.

Illis LS, Taylor FM. The electroencephalogram in herpes simplex
encephalitis. Lancet 1972 ;i :719-21.

6 Davis JM, Davis KR, Kleinman GM, Kirchner HS, Taveras JM. Com-
puted tomography of herpes simplex encephalitis with clinicopatho-
logical correlation. Radiology 1978;129:409-17.

7 Kaufmann DM, Zimmerman RD, Leeds NE. Computed tomography in
herpes simplex encephalitis. Neurology 1979 ;29:1392-6.

Discussants. "Clinical spectrum of herpes simplex virus infections."
Session 1 of symposium on acute necrotising encephalitis and other
herpes simplex virus infection held at University Hospital of South
Manchester on 19 and 20 January 1972. Postgrad MedJ 1973;49:390-2.

Longson M, Liversedge LA, Juel-Jensen BE. Treatment of meningitis
and encephalitis. Br MedJ3 1975;iv:578.

"Juel-Jensen BE, MacCallum FO. Herpes simplex varicella and zoster.
London: Heineman Medical, 1972.

" Illis LS, Merry RTG. Treatment of herpes simplex encephalitis. J7 R Coll
Physicians Lond 1972 ;7 :34-44.

12 Buckley TF, MacCallum FO. Herpes simplex virus encephalitis treated
with idoxuridine. Br MedJ7 1967;ii:419-20.

I Panitch HS, Baringer JR. Experimental herpes simplex encephalitis.
Treatment with pyrimidine nucleosides. Arch Neurol 1973;28:371-5.

" Bellanti JA, Guin GH, Grassi RM, Olson LC. Herpes simplex encephalitis:
brain biopsy and treatment with 5-iodo-2-deoxyuridine. 7 Pediatr 1968;
72:266-75.

t Lagerkvist B, Ekelund H. Cytarabine treatment of herpes simplex en-
cephalitis in infants and small children. A report on three cases with a
short review of the literature. ScandJ3 Infect Dis 1975;7:81-4.

16 Pavan-Langston D, Buchanan RA, Alford CA, eds. Adenine arabinoside:
an antiviral agent. Amsterdam: North-Holland, 1974.

17 Whitley RJ, Soong SJ, Dolin R, Galasso GJ, Chien LT, Alford CA.
Adenine arabinoside therapy of biopsy-proved herpes simplex encephali-
tis. National Institute of Allergy and Infectious Diseases collaborative
antiviral study. N EnglJ3 Med 1977;297:289-94.

Consent to treatment
Like it or not, doctors have to accept that nowadays many of
their decisions have become the subject of public debate.
One specially contentious 'issue is the treatment of patients
with mental disorders. At present decisions on the confinement
of such patients in hospital against their will are made on the
basis of medical opinions backed up by consents from patients'
relatives, social workers, or review tribunals; but the treatment
of the mentally sick is decided by their doctors alone.
How far, if at all, current practice needs reform has been

examined by the Council for Science and Society, an inde-
pendent group of scientists which tries to stimulate informed
public discussion of difficult contemporary problems.' Its
report starts with the proposition that most people believe
that the brain is the citadel of the mind and the personality
and that "to pierce the brain with surgical instruments or to
pass an electric current through it provokes in many people a
horror of a quite primitive kind." Other widespread beliefs
are that a brain operation may change a man's personality
and that electric convulsion therapy may reduce him to a
zombie-like state. Nevertheless, the report concludes that
both treatments-and the other physical and psychological
treatments for mental disease-are useful for selected patients:
none of the current techniques should be banned absolutely.
Such treatments should, however, be given only to patients
with medically recognised disorders and not extended to
individuals whose behaviour is simply disruptive or antisocial.

It is on the issue of consent that the Council for Science
and Society argues the need for a new approach. Whenever
the patient is incapable of giving fully informed consent-or
when a patient compulsorily detained refuses consent-treat-
ment may be imposed on him; but a second medical opinion is
usuallysought as an ethicaland legal precaution. In these circum-
stances, says the report, consent should also be obtained from
a non-medical "patient's advocate." He might be a relative or

friend or might be drawn from a panel of lay members and
lawyers. Such a change in practice would not need legislation:
a firm recommendation from the appropriate professional
bodies could make lay consent a requirement that no doctor
could afford to ignore, except in an extreme emergency. Some
means would, however, need to be found to provide the patient's
advocates with insurance or indemnity against legal action.

Clearly the success or failure of such a scheme would
depend on the selection of the panel of patients' friends. If
they were too closely identified with medical opinion they
would not provide the reassurance that sceptical public
opinion demands. If, on the other hand, they included
individuals deeply opposed to orthodox psychiatric treatments
then doctors would simply become irritated and frustrated
and the patient's interests might be harmed. Medical folklore
already includes many examples of social workers who have
refused to recommend patients for admission under the
Mental Health Act 1959 on the grounds that they "did not
believe in mental illness." Provided, however, that the lay
opinion comes from individuals as knowledgeable, compas-
sionate, and independent as were most old-style mental
welfare officers doctors would generally be content to co-
operate. Indeed, a panel of informed referees might prove
helpful to psychiatrists-as well as forcing them to re-examine
the clinical evidence for controversial treatments such as the
use of electric convulsion therapy in schizophrenia. In the past
decade some very effective propaganda against orthodox
psychiatric treatments has sown doubts in many peoples'
minds. When a doctor is seeking consent from relatives an
outside, non-medical opinion could, perhaps, convince the
bewildered and unhappy family that the treatment proposed
was indeed in the patient's best interests.
Council for Science and Society. Treating the trou4blesome. Report of a

working party. London: Council for Science and Society, 1981.
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