
But overreaction is as inappropriate as complacency. The
recent acute failures have occurred in well established and
widely used mechanical heart valves.56 For every reported
case of failure there are over 1000 patients with the same types
of valves who have not developed this acute complication.
Elective reoperation with its inherent mortality and morbidity
cannot be recommended. Unfortunately, this unjustifiable
course of action has been suggested, sometimes in strong
terms, by those who do not fully understand the problem.
World wide even worse reactions have been encountered. The
media has been used to promote controversy and to achieve
political or commercial advantage with no thought for the
effects on patients who have artificial heart valves. Similarly,
overaggressive legal activity may achieve high litigation
awards in the short term at the expense of forcing manu-
facturers to adopt a negative, defensive attitude to manufac-
turing and developing valves.
The doctor must report any incident of valve failure both to

the manufacturer and to the regulatory authority. Whenever
possible the failed valve should be returned for detailed
investigation of how it failed. Discussions between manu-
facturers and regulatory authorities should determine if and
when a type of valve should be recalled and should ensure that
the fullest information is provided to all cardiac surgeons who
implant valves.
The essential requirements are therefore good communica-

tion and detailed investigation, and the outcome should be
the development of better and safer valves. Certainly, the
experience with the failures of the Bjork-Shiley valve has led

to a new Bjork-Shiley valve (the Monostrut valve) that is
specifically designed to eliminate strut fracture.78 Better
recording of the performance of artificial valves is also widely
recognised as important in improving the design of heart
valves. Though reports from individual centres are useful, the
results may not be widely representative or capable of
extrapolation. An important initiative in Britain is the UK
Heart Valve Registry, which was established in 1986 by the
Department of Health and Social Security in conjunction with
the Society of Cardiothoracic Surgeons of Great Britain and
Ireland. This national registry receives data from all centres in
the National Health Service and may become the model on
which other national and international registries are based.
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Seeing the body after death
Little evidence available but seems to help grieving

After the war in the Falklands there was debate about whether
the bodies of dead servicemen should be returned to Britain.
Now attention is focused on retrieving the bodies of the men
who died on the Piper Alpha oil rig. Also in the news is the
case of Susy Lamplugh, the estate agent who disappeared
whose body has never been found. It has been claimed that
relatives are helped to grieve if they see the body, but evidence
on this is lacking.
The best evidence concerns perinatal deaths. Lewis em-

phasised the importance of parents seeing and holding a
stillborn baby, even if the baby was macerated or disfigured,'
and this is now a normal part of obstetric practice. A
photograph of the baby may be taken and retained in the case
notes so that, even if parents are too distressed to see the baby
at the time, they may have a reminder later. Savage argues
that parents should perhaps see the baby even if he or she is
disfigured because the disfigurement may be perceived as
greater by the staff than by the parents.2 Their fantasy may
be of something worse, and even if the child is severely dis-
figured the parents may be helped by holding the baby
wrapped in a blanket without seeing him or her.

In adult deaths the relatives are often advised not to see the
body if death has been violent or disfiguring but rather to
remember the person as he or she was in life. Raphael has
argued that "not being able to see the body may in itself
contribute to the difficulties the bereaved experiences after-
wards."3 Singh and Raphael interviewed 44 relatives of
people killed in a rail disaster: of the 36 who had not seen
the body despite being advised to do so, 22 regretted their
decision after 18 months compared with only one of the eight

who did see the body.4 It seems worth while for relatives to
view the body, but perhaps those who choose to do so are
different in their personalities and ability to cope from those
who do not. When the family finds it hard to decide it may be
helpful-as with stillbirths-to include a photograph of the
body in the case notes. Post-traumatic stress disorder might,
however, be precipitated by horrifying experiences of seeing
mutilated persons, and people should always be prepared as
much as possible for what they are to see.

Viewing the body may help not only by showing that the
reality is less horrific than the fantasy but also by providing
evidence that the dead are dead, giving a physical image of
death and giving the bereaved a chance to say "goodbye."
A particular problem arises with children, who used to see

bodies after death but now often do not in British culture.
Some children are naturally curious but hold back because
they sense distress in adults. A child who asks to see a body
should probably be allowed to do so, but problems may be
created by classmates asking about the experience. The
parents should prepare the child by asking questions like:
"Have any of your friends been to a funeral?" and "What will
you tell them about it?"

Stress also arises in staff who must cope with death, and
nurses report that they find dealing with death and dying a
major stress.5 Rescue workers at disasters may be affected by
the sheer scale of the tragedy, and Jones has described the
angry reactions of servicemen who recovered the bodies after
the mass suicide in Jonestown, Guyana.6 Those who give
emotional support to these workers experience their own
distress. Raphael, a psychiatrist who has contributed much to
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this subject, has written: "I remember clearly lying awake on
the third night of a disaster and feeling inside me the over-
whelming load of grief that was ahead for those people and
families we had met at the morgue. . . I felt a terrible sadness
and a sense of loss as well as a great burden."3

Student nurses and medical students generally receive little
training on dealing with death and dying,7 and there is rarely
time to visit a mortuary. Social workers, clinical psycholo-
gists, and counsellors who may be asked to provide psycho-
logical help after a tragedy have usually also had little training
for such a task. Training should be improved, but it will never
be a substitute for strong support from senior staff.

Relatives should thus, it seems, be encouraged to view

bodies, and photographs should be kept. But much more
research is needed, and reluctance by relatives to see a body
should always be respected.
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Ribavirin and acute bronchiolitis in infancy

Not neededfor those who were previously well

Acute bronchiolitis is by far the commonest lower respiratory
tract infection of infancy. During the winter epidemic up to
2% of the children born in the previous 12 months will
require inpatient care for this condition. Although the babies
often seem to be distressed in the short term, the mortality is
low-less than 1% of those admitted to hospital who were
previously healthy. Mortality as high as a third has, however,
been reported in those with pre-existing cardiopulmonary
disease -for example, bronchopulmonary dysplasia or severe
congenital heart disease.' In addition, in the three years after
the acute attack, four fifths of those admitted to hospital will
have attacks of coughing and wheezing,2 and even after 10
years the prevalence of asthmatic symptoms and abnormal
airway liability will be twice that of controls matched for age.3
Clinical trials have not shown any benefit from treatments
(P2 stimulants, anticholinergics, and systemic steroids) that
might reduce the obstruction of small airways in the acute
phase of the illness.46 The development of a drug, ribavirin,
that is effective in vitro against the respiratory syncytial virus,
the agent responsible for most cases, was thus welcomed
with excitement. This initial response is currently being
reassessed.

Ribavirin, which closely resembles guanosine and inosine,
is given as an aerosol mist. The manufacturers have provided
a mist generator that produces particles with a mean diameter
of about 1I3 [tm. The extent to which these particles penetrate
the small airways of infants with acute bronchiolitis is
unknown, and we are almost equally ignorant about the
optimal period of treatment. The manufacturers recommend
that treatment is given for about 20 hours a day, but the only
clinical data to support this are in a single study in which
treatment was given for only 12 hours.7 This produced less
satisfactory results than other studies in which treatment was
given for about 20 hours. Currently the mist is delivered into a
headbox in those who are breathing spontaneously. For
babies requiring ventilatory support the output of the particle
generator may be fed into the ventilator circuit.8 To what
extent this modifies the size of the particles is not known, but
the ventilator circuits have needed modification to prevent
malfunction of the expiratory valve because of a build up of
ribavirin.
No adverse side effects have been reported, but ribavirin

has been shown to be teratogenic in pregnant rodents when
given orally.9 Tests on nurses who have been caring for

children being treated with ribavirin have, however, failed to
show any of the drug in the blood or urine, making it
extremely unlikely that hospital staff or visitors in the early
stage of pregnancy are at risk. One problem with ribavirin is
its cost-£500 for a five day course. Because of this high cost
we must look closely at the evidence of efficacy.

Four published "double blind" clinical trials have examined
the effects of ribavirin or placebo on children with acute
bronchiolitis who had previously been well.7 10-12 All found
that clinical condition assessed either by scores of severity or
cardiorespiratory measurements tended to improve more
rapidly in those having treatment, with differences apparent
within 24-48 hours. There was a significant improvement in
oxygen saturation or transcutaneous oxygen tension in two
studies in which this was recorded.' 12 There was, however,
no evidence that the time to discharge was reduced; patterns
of viral excretion were unaltered in three of the studies7' 12;
and, as expected, none of the children died. Furthermore, the
methods of selecting patients and the techniques used to
assess the severity of symptoms in three of the four studies
have been criticised.'3
Two studies have examined infants with pre-existing

cardiorespiratory disease. In one study 26 babies, most of
whom had bronchopulmonary dysplasia, showed an improve-
ment in scores for symptoms within 24 hours and an
improvement in arterial oxygen pressure of 21-5 mm Hg
compared with 1-4 mm Hg among patients taking placebo.'4
Again, none of the babies died. The remaining study by
Conrad et al was not randomised but compared 33 patients
with either severe illness or pre-existing cardiorespiratory
disease who were treated with 97 patients admitted during the
same epidemic but not treated.'5 The authors claimed that
ribavirin was associated with a more rapid resolution of
symptoms, but as the groups were so different interpretation
is difficult.
At the moment there seems little to justify using ribavirin in

previously healthy babies admitted to hospital with bronchio-
litis caused by respiratory syncytial virus. This advice might
have to be changed, however, iftreatment in the acute phase is
shown to reduce dramatically long term morbidity, and
studies are now in hand to assess this. Although there is no
conclusive evidence that ribavirin saves lives in those with
pre-existing cardiopulmonary disease, these babies are at
considerable risk: a reasonable case may thus be made for
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