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follow-up, however, suggests that history may be repeated;
Ross and Gunning have now reported calcification extending
from the aortic wall on to the valve cusps, producing stenosis
of the graft.2 8 The present incidence of thrombosis and
embolism associated with prosthetic valves may, it seems, be
being avoided only at the cost of eventual stenosis of a graft.
A further development in this field is the use by Ross of

the patient's own pulmonary valve to replace his destroyed
mitral valve.2 Such an autograft should persist as living
tissue and so avoid the hazard of eventual calcification. The
problem then becomes how best to replace the excised
pulmonary valve.

It is not easy for a cardiac surgeon to decide which of the
artificial mitral valves he should use today, and this explains
his reluctance to advise mitral valve replacement unless the
patient's disability is severe. Time will probably narrow
his choice of valve to an improved prosthesis or a pulmonary
autograft.

Amines and Migraine
Like its predecessor,' the second migraine symposium, which
was held in London on 24 November, was a useful review
both of the clinical and of the biochemical and pharmaco-
logical aspects of the condition. Once again the role of
amines in migraine was one of the principal topics discussed.
Tyramine and dopamine, which are present in certain foods,
were reported to be able to induce severe headaches in patients
taking monoamine oxidase inhibitors.24 Moreover, it was
pointed out that many patients with migraine exclude from
their diet foods such as chocolate and cheese, which contain
varying amounts of tyramine and other amines. Patients
who were apt to develop migraine if they ate these foods had
been shown5 to develop a migrainous headache within 24
hours if given tyramine by mouth. Normally tyramine is
prevented from gaining access to the general circulation by
the action of monoamine oxidase in the gut and the liver.
Hence a possible explanation for the production of migraine
by dietary factors might be a relative lack of monoamine
oxidase in these sites. There is no evidence of this, however,
and histochemical staining of temporal artery biopsy speci-
mens in an attack of migraine show a normal content of
monoamine oxidase in the vascular wall.8 On the other hand,
in-vitro studies on the adventitial layer of temporal artery
taken from patients during an attack of migraine have shown
a greater uptake of catecholamines than with temporal artery

removed from other patients undergoing craniotomy for
cerebral tumours.
When catecholamines and ergotamines are added to human

cerebral arterioles removed at craniotomy there is no response,
though when either of these agents is added to somatic
arterioles definite vasoconstriction occurs. This finding does
not support the accepted idea that the aura of migraine is
due to ischaemia as a result of vasoconstriction7-unless
vasoconstriction is a property of migrainous cerebral arterioles
and not of normal ones. The therapeutic effect of ergot-
amine, however, is still thought to be due to its vasoconstrictor
activity on the extracranial arteries,8 and the development of
new compounds for the treatment of migraine is based on
their in-vitro effects on blood vessels. Other important pro-
perties of any new drug are that its effects on non-vascular
smooth muscle, such as the uterus, should be minimal and
that it should not induce nausea.'
The relationship of migraine to menstruation and to preg-

nancy suggests that hormones may also play a part in the
condition, directly or indirectly. The results of treatment
with oestrogens have been disappointing, 10-12 and androgenic
steroids have also been unsuccessful.12'16 Parenteral injec-
tions of progestogens are sometimes more effective, though
the effect is of short duration. Giving progestogens by mouth,
on the other hand, has had disappointing results,"7 despite
some benefit having been reported previously.18 Migraine
remains an enigma, but further work on these biochemical
and pharmacological aspects may help in its elucidation.
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Life after Death
Man's response to the approach of death has a perennial
fascination. In part this may rest in a false hope that by
understanding its immediate antecedents we may come to
know something of the nature of death. Sometimes the
threat comes from outside-for instance, earthquake, battle,
falls from great heights-and can be apprehended clearly.
Men vary in their response to these experiences': some remain
calm and can continue to perceive their predicament in
detail, while others develop fear of such intensity that aware-
ness becomes clouded and behaviour incoherent, and yet
others develop amnesia and other hysterical symptoms.

Illness is a threat to life which comes from within. The
patient who has a serious heart disease is in a psychological
as well as a physical predicament. He is aware of his heart
to a greater extent than any of his other vital organs; he is
aware of it as something which moves and thus epitomizes
life. This internal threat to life cannot be countered as can
many threats to life from outside, but at the same time the
patient has not the reassurance that matters are entirely out
of his hands, since he recognizes that intemperate activity
endangers him.

R. G. Druss and D. S. Kornfeld2 have recently described
the psychiatric sequelae of cardiac arrest and compared these
with the response of patients to other forms of heart disease.
The only difference found was that patients whose hearts had
stopped subsequently experienced nightmares of violence-as
do those who have been wounded in battle. The significance
of these nightmares is not yet known. They may be an

I Jaspers, K., in General Psychopathology, 1963, 7th ed., translated by
J. Hoenig and M. W. Hamilton. Manchester.

I Druss, R. G., and Kornfeld, D. S., 7. Amer. med. Ass., 1967, 201, 291.' The Times, 13 December 1967.
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adaptive process-a catharsis-which enables the patient to
adjust to his experience; or the distorted, fragmentary, and
purposeless appearance of recent memories which emerge
when repression is in abeyance during sleep ; or the result
of a subtle organic disturbance, with their content derived
from recent experience. Neurotic reactions were found in
almost all the patients with grave heart disease whether or not
they had suffered cardiac arrest, but as the criteria of abnor-
mality were not clearly defined any comparison with the
incidence found in other studies is difficult.

These problems are likely to become more common as
apparatus is developed which can take over other vital func-
tions in patients who are seriously ill. Victims of accidents
can be maintained alive by respirators' until it becomes clear
whether or not the brain is going to recover. In these cases
the borderline between life and death is becoming blurred.
The atmosphere of an intensive care unit heightens suggesti-

bility. The patient is anxious, and he is in the presence of
others, both staff and fellow patients, who are also likely to
be anxious. He is surrounded by equipment to which contem-
porary mythology attributes magical powers. Druss and
Kornfeld advise that patients should be allowed as much
privacy as is feasible, that monitoring equipment should be
placed inconspicuously, and that patients should not be aware
of the monitor signal. Patients gain relief from talking about
their worries and they should be given the opportunity to do
this while they are in hospital and their experiences are still
fresh. Druss and Kornfeld also advocate that: " the patients
should be told that their bodies were alive during the time
their hearts had stopped." Many would disagree with this
advice. The fantasy of having been dead may arise spon-
taneously, but it may also be suggested by the doctor's atti-
tudes and by this type of comment. Confronting the patient
with the information that his heart stopped beating or that
he stopped breathing could do harm. The physician's detailed
understanding of the emergency has served its purpose if it
has helped the patient to get better ; it is not part of treat-
ment that this knowledge should be shared.

Doctors in Court
The protection of a doctor's professional confidence must
sometimes conflict with the interest of justice in discovering
the truth. The law resolves that conflict in all except a few
special cases by giving the trial judge power to use the
ultimate deterrent of committal for contempt to enforce
disclosure of the confidence, while enjoining the judge to
be sparing in the use of that deterrent.

In a report published last week the Law Reform Com-
mittee recommended' no change in the law so far as it affects
doctors in civil cases. The Criminal Law Revision Committee
is apparently thinking along similar lines in its consideration
of the criminal law. The only change at present envisaged
might arise out of the deliberations of Lord Justice Winn's
Committee on Personal Injury Litigation, which is considering
whether the " privilege in aid of litigation " should continue
to apply to certain classes of hospital and other medical
reports. At present a medical report prepared at the request
of the legal advisers of a litigant for the purpose of litigation
need not be disclosed to the court.
Much can be said in favour of the present state of the law.2

Difficulties of definition alone make it almost impossible to
set out the cases in which the professional man should
be permitted to refuse to answer questions. The Committee's
report shows how difficult it is to describe broad principles
to cover this point. When considering how the court should
exercise its discretion on the issue of compelling medical
witnesses the Committee states:

" Where a doctor is called, not in his capacity as a medical
adviser to testify as to the physical or mental condition of
his patient, but as a witness of another fact not related to the
health of his patient, we are confident that any judge would
protect him from being questioned upon information obtained
by him from his patient in his capacity of medical adviser."

The Committee suggests, for example, that a doctor should
not be compelled to give evidence of an admission of adultery
if the admission had no bearing on the patient's mental or
physical health. The reverse of this proposition is probably
more attractive to doctors. One can see the public interest in
preserving secrecy about disclosures which are of assistance
to a doctor in his care of his patient. There is much less (if
any) public interest in protecting those disclosures made as
incidental conversation at the time the patient sought
treatment.
What is plain is that if the law is to remain in its present

fluid state some better system of appeals from the ruling of
the court should be considered. Since the right of confidence
belongs to the patient and not to the doctor, the medical wit-
ness cannot be sure of his position until the patient's absence
of consent to disclosure and the mood of the judge are
revealed when the doctor is in the witness-box. It is not untE
the witness is in contempt of court by refusing to comply with
an order to answer that he acquires any standing before the
court to test the ruling on- appeal. An adjournment for an
immediate application to the Court of Appeal for a second
ruling could probably be obtained even under the present
Rules of Court, but it would require a firm advocate to per-
suade most judges to accede to such a course in the middle
of a trial. It is a pity that the Law Reform Committee did
not consider the procedural problems of ensuring that there
are adequate means of appeal from Lf exercise of the existing
wide judicial discretion.

Sixteenth Report of Law Reform Committee, 1967, Cmnd. 3472.
H.M.S.O., London.

' Brit. med. Y., 1964, 2, 955.

Foot-and-mouth Disease
Few can fail to be shocked at the slaughter of nearly 300,000
animals in the current outbreak of foot-and-mouth disease.
But this is the price that must be paid to keep Britain free
from endemic infection with it. The disease is endemic in
most countries of the world, and though Australia, New
Zealand, North America, and Britain are normally free from
it' the most rigorous measures of control must be employed
to prevent the introduction and establishment of infection.

Foot-and-mouth disease is an extremely infectious viral
disease of animals. Very rarely it also attacks man.2 I It
has a high attack rate in susceptible animals and a capacity
for rapid spread comparable to human influenza. It affects
cloven-footed animals such as cattle, sheep, pigs, and goats
The incubation period is from three to eight days, and the
main route of infection is the respiratory tract. The virus
causes a generalized infection, with vesicles on the tongue,
mouth, and hooves, so that affected animals have increased
salivation and lameness. Virus is excreted in large quantities
in the saliva, and is present-though not in such large amounts
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