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Introduction

At the outset let. me thank the Armead Forces

Medical Services, particularly the Inatitute of Avia-
vion Medicine at Bangalore and the Air Force for
glecting me as your Distinguished Orator far 1984,

When | sae the men who have preceded me to
this Oration, outstanding parsonalities such as Dr
Raja Ramanna. Pral Ramalingaswamy, Dr C Gopalan,
Prof Baldev Singh, Ait Cammodore Peter Howard
of the Royal Air Force, Prof B Ramamuithi, and
Ganeral Hoon; | stand befare you with the utmost
humility for the honour you have done me, and tho
privilege you have accorded me. Among the distinc-
tions | have received, this will stand as onae, which

1 shall always cherish.

On my onward journay in bacoming the Meuro-
logist that | am, | would like to pay tribute to my
teachers in Meurology the Late Allan A Bailey,
Edward Ashenhurst and Donald W Baxter of Canada,
sir Wiley McLissock, Mr Lawrence Walsh, Dr Dennis
Williams, Sir John N Waltan and Dr JB Fostar, all

af the United Kingdom.

These men put me "'on the road’ initially, and 1o
them | owe my SUCCESS completaly. Finally | would
ke to remember Raymond Garcin whao inspirad me
to pursue Academic Meurology when 1 visited him
2t Paris in the Salpatriere in 1862.

at about the man in whose nama this Oration
rasts? My knowledge of the late Air Marshal Subroto
Mukeriee is only from hearsay and reading. It is
amazing how a single individual has influgnced the
thinking of our Air Force, and he must have been a
very special parson of greal distinction. Air Marshal
Subroto Mukerjee has been described as the Father
ot the Indian Air Force. and the Institute of Aviation
Medicine, which is ths first of its kind in Asia and
owss its exisience 10 his original patronage and
support. Therafore it 1s only apt that this Oration
should commemorata the life of such a great man.

Wh

Last | wish and hope that | have dona my job as
an QOrator in the manner in which it was pxpected of

me.
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The Bordarland of Episodic Unconsciousnass

The words consciousnass and unconsciousness
need definitions. They mean wvarious things 1o
various peopla. The word consciousness has several
cannotations. such as neurplegic. medical, psyche-
logic and of course philosophic. To the physician
and neurelegist the word consciousness means,
“tha =state of awareness of the individual about
limsell and the environment.” This awareness is
known subjectively as thoughts, feslings and mood
and can be expressed through language or behaviour
The Individual's awareness of the environment is
known through appropriateness of his response 10
environmental stimuli. To the psychiatrist the word
CONSCipUsneEss presents no problems. But the word
unconscipusness, from a psychoanalytic point of
view stands for the repaository of all those experi-
ances, symbols and images which form the psychic
background af tha individual but not reaching the
level of consciousness, To the philosopher the
whola business of consciousnass 15 puzzling. 'Not
only do | know,' says the philosopher, “but | also
know that | know.” This preblem of self-conscious-
ress, by natura of which a person feels himself as
8 separate entity with experiences, thoughts, and
feelings, and himselt as an experiencing continuous
self. raises: metaphysical preblems 1l Prefessor Sir
John Eccles, Mobe!| Laureate and Neuro-physiologist
considers this self-consciousness as unique to man,
and says that one has te be agnostic aboutths
[}re;sence of self-copsciousness in animals. Forlu-
nately | am a Neurclogist and not 2 philosophar, and
for ordinary day to day discussion. | will confine
myszelf 1o the first definition, i.e., "Consciousness
is awarsness of oneself and the environment.” The
word unconsciousness means just the oppozits, &
disturbance in the state of awarensss of oneself and
the environment.” Slesp is & physiologic stats of
uneansciousness and can be interrupted by states
of awareness called dreams. Sleep and dreams will
be sxcluded from this discussion.

Episodic disturbance of consciousness is a wvery
Important medical problem. It is one of the most
commeoen reasens for referral 1o a neurolegical clinic.
A soldler faints at a parade. a girl swooens at the
sight of blood: an old man gets a convulsion on the
road; and a boy of twalve drops to the ground at the
atchool prayer meeting. All thess people have dist.
urbances of consciousness, but the causes would

be entirely different in each case, When confronted
with such a problem the physician should ask him-
self—lsita fit?, a faint 7, atall? or & funny turn 77
The patient who presents with episodic unconscious-
ness can be put undar ona of tha following cate-
gories

1. Seizure disorder which includes all types of
apilepsy.

2. Syncope and its causes.”
3. Transmant ischaemic attacks.
4. Drop attacks.

5. Pasychoganic saizurs.

Maost cases will fall under the first two categories
and these can resemble one another very closely
and cause great diagnostic confuslon.

As with all elinical problems, the first step is to
get a good history, An eye-wiltiass account is par-
haps the maost important single step in the ladder
towards diagnosis. Friends, relatives aor the person
who saw the episaode must be closely questioned
g5 Lo the circumstances under which the incident
occurred. |If necessary a written account must be
ahtained. The history /5 so important, that we have
at our Departments of Neurclogy at the Voluntary
Hezlth Sarvices Medical Centte, and The Public
Health Centre in Madras, designed a special seizura
case sheat in which all the relevant information
nesded is printad ina questionnaire form so Lhat no
impartant paint is overlooked. (See Table 1) We
have found this method so helpful that only raraely
has our provisional diagnosis been challenged by
spacial Investigations. The importance of a good
kistory and initial clinical assessment is borne out |
by two important studies, one at Beston and the
second at Pittsburg.

In the Boston study® a diagnosis was established
on the basis of initial assessment in 172 of 198
consecutive patients. OF the remainirg 26 paliants
no diagnosis could be established despite intensive
investigation,

* The reader is efuiend Lo the excellent Paper by H,J M.
Barnett, M. 0., callod HEART in [schaamic Stroke A Chang-
ing Emphasis, appearing in Meurologle Clinics Vol 1 Mo 1,
Fubruaiy 1983, Published by W.B: Saundars Ca,, LS4,
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Table |

The T S Srinivasan Department of Clinical
MNeurclogy & Research

EPILEPSY CLINIC

Statistics for the year 1983

Total No of cases ; 100
Males . 53
Femalas 4 47

Typa of Epilepsy

Grand mial : BO
Simple pantial with

Secondary generalisation : 16
Complex partial : 14
Petit mal : 1
Fubrila Fits : 3
Fartlal simple : 2
Payehogenic Seizure : s 2
Syncope 2

Tatal 100

In the study done at Pittsburg® the cause of
syncope was evident from the initial history and
physical examination in 89 of 210 patients admitted
1o the wards: Of the remaining 127 patients on
firther Investigation, the diagnosis could be fairly
éﬁ_tab!iéh&d in another 13 patients only, 8t an avar-
sge-costof 2463 dollars per patient. Sophisticated
Invastigations thereiore do not nacessarily aid in
the final disgnosis.

Histony® should includs datails about the actusl
attack, the prodromal symptoms and the post-
pisoda phenomena. Syncope related to cough,
ﬁ-lsr.turit'run.' defascation® and pain® can be easily
recognised. Pre-synconpal astivity like effort, postural
phange, mavements of the neck, or use of the anm
mey help in the ditferential diagnosis. A history of
heart dismase of diabetss, or intpke of drogs likely
10 cause orthostatic hypotension must be sought

The physical examination must be thorough and
spacial allention miust be paid to the nervous systam
and the cardiovascular system. One should look for
abnormal cardiac rhythm. absent pulses, bruit owver

the neck wvessels, and postural hypotension. Aus-
cultation of the heart must be done thoroughly. A
datailad neurological examination must ba carried
QuUT.

As a neuralogist, | am wvery interested in the
problem of epilepsy and hava found that & good
hustary from sn intalfigant observer has often provid-
ed the diagnosis at the first consuitation, The termi-
nology in seizure disorder is becoming maora and
more complicated but a working knowledge of tha
classification of apilepsy is important both for the
rational therapy and prognostication.

After a good history and a tharough physical
gxamination, some hasic investigations can he dans,
These should include a complate blood count, pack-
ed call volume and sedimentation rate to sxclude
anaemia and blood dyscrasia. A plain X-rav of the
chest and an electrocardiogram must be teken, A
complete elsctroencephalogram must be done.
Echocardiogram can be obtained” in special situa-
tions, whara Mitral valve disease, atrial myxoma or
hypestrophic cardiomyopathy are suspected.

One of the most Important causes for syncope
{5 a cardiac arrhythmia. Many cardiac arrhythmias
ara transient and may be missad on a routine electo-
cardiogram. One of the most important advances in
the study of the cardiac rhythm is continuous
ambuiatory electrocardiographic maonitoring. This
method is simpie and very ussful in the diagrosis
ol suspected arrhythmias which might be the cause
of an unexplained syncopal aftack. Sometimes a
cardiac cause can be found for conditions masau-
erading as epilepsy.” However interpratation of
electrocardiographic data requires astute judgemeant.
Even in healthy people complax arrhythmias can be
dutected during a 24  hour ambulatery monitor-
ing.® % '® Though this is 8 valuable technique!! the
arthythmias datected by ambulatory mionitoring may
not correlate with symptoms.)'? GD Schott? &t al
stress the importance of cardiac arrhythmias causing
transient carsbral symptams. Thay discovared cardiace
arrhythmias in 20 per cent {10 out of 55) of patients
raferrad to the neurologic department as possible

* A very careful cardiac invaestigation includes twao dimgngiosal

acho cardiography, 48 haurs Holter manitoring and  cacio
nutisad angiagraphy, andd =earch far platelot or |'.(_|:=|”|;]|||_||,.-|
disonlol —HBarnetl, 1983



idiopathic epilepsy. Eight (8) of these ten (10)
patients became asymptomatic with either -a pace-
maker or enti-arrhythmic drugs. To ovaercome this
difficulty of interpretation of electrocardiographic
data some authors advocate the use of detailed
intracardiac slectrophysiologic studies.®® The studies
include programmed pacing maasuremeani of sinus
noda recovery time. sino-atrial conduction time,
gtrio=ventricular conduation and His-Bundle electio-
cardiograms: But even with such detailed electio-
physiologic studies the diagnostic yield 15 often
low, In a study of 34 patients with unexplained
syncope Sajad Gulamhusein et al** could dstect
disgnostic abnormalities in only four (4) patients.
The authors concluded that the diaynostic yiald of
alecirophysiologic testing is low in & patient popula-
tion that has no elecirocardiographic abnormality
or clinical evidence of hear routine
examination. Hence, continuous ambulatory electro-
cardiographic monitoring is an axcellent investiga-
tion 1o syvaluate episodic unexplained syncope. But
detailed electrophysiclogic studies of the heart to
detect rhythm abnormalities are not recommended.

dissase on

It by history and the detailed examinations man-
tioned above &n sbrpormality of the heart can be
ruled out the quaestion arises: it it is ot in the
heart is il in the head™” 4%

If syncope can be ruled out, one is faced with
the problam of seizure disorders. It is important to
know the Internationsl -Classification of Epilepsy™
suggested by the International Lsagus Against
Epilepsy. The histary is the most important first
step in the diagnosis of seizure disorders. The
histary iz followed by a reutine electroencephalo-
gram. Special investigations like sphenocidal EEG
and computerised Axial Tomography sre indicated
in special situations.

¥ one rules out syncope and spilepsy by investi-
gafion, there remains a group of rare disorders
which need to be considsred by the neurclogist. Of
these conditions perhaps psychogenic seizures merit
gpacial attention. This is & vary interasting field and
the confusion that can erise is revealed by confu-
gion in terminology itself.'®, 17 The varicus terms
used are hysterical seieures, psychogenic sefzures,

T % oThe New England Journal of Meadicing” Vol 308, No : 25
Juneg 1883 Page 1503,

hysterical conversion reaction and pseudo-epilepsy,
The term hysterical seizures is not an appropriate
onae, as many of these patients may not, and often
do not have hysterical persanalities. Wea prefaer the
term psychogenic seizufes to undarscore the tact
that the apparent seizure has a psychogenic basis,
This should not be confused with true epilepsy
precipitated by emotional factors.

The dizanosis of psychogenic saizures and thairt
diffarantistion from true epilepsy can ohten be made
on clinical grounds alone. In paychogenic selzures
thera is usually no physical injury, tongue biting or
incoantinence. The selzure pattern is bizerre and may
not correspond to one of the classical types of
epilepsy. But this is not true in evary case.

More oftan than not the differentiation betwean
true and psychogenie seizures is so diflicult, that
the maost accomplished Clinician would feel frustrat-
ed. When such a situation arizes tha physician asks
for an alactroencephalogram. This has the following
obvious limitations.

1. A normal EEG does not rule out epilepsy nor
does it canfirm psychogenic seizures,

2. An abnormal EEG does not prove thal a
patient |s suffering from trus epilepsy as &
patiant suffering from psychogenic seizure
may show EEG abrormalities that are unrelated
to the primary problem.

Hence an inter-ictal EEG has got severe [imita-
tions. The disgnosis of psychogenic seizures are
best decumentad by demonstrating that the EEGE
done during the clinical episode does not show any
abnormalities.

This is now possible by the new technique l:rfg
Telemetric EEG and video monitoring.® With the!
advent of this technique it has been possible to
study the EEG correlates of various type of selzures,

Various autharst?, 2. %, have stressed the Impaort-
ance-of Telemetric EEG and Video monitoring i
diffgrantiating  between true and psychogeni
scizures. An important obsarvation that is of clinica
ralsvsnce, is that an epileptic patient can also sutfe
from psychogenic seizures and this type of secizuig
can often be facilitated by anticonvulsant tharapy,
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| shall illustrate the problem of psychogenic
gpizures with two (2) cases we have evaluated
recently.

Gase I3 This concerns a girl aged 18 years who
was rafarred to our Neurology Clinic as 8 case of
grandmal cpllepsy., The routine EEG showed minor
abnormalities which could aasily have basn intar-
praled ps compatible with epilepsy. However when
tha questionnaire on epilepsy  waes  used 0 ou
seizure clinlc, we were not convinced about the
penuine nature of the seizures and hence she was

admitted for observations. She was ohserved closely

by'a Medical Ofticer who clearly witnessed what
was a typical and unmistakalile psychogehic seizure

episodi. Subsequent evaluation revealed that there
ware 8 lot of intra-familial conflicts and her fathaer

was found to be a peranocid schizophrenic.

Casge |12 This relates 1o a 45 vear old man who
had sulfered from classical temporal lobe epilepsy,
Recently his seizures had increased in frequency
and duration and increase of drug dosage 1o toxic
levels did not benetit him. He was thouaht to ba a
therapeutic challange until the pessibility of psycho-

“genic seizures superadded to the original temporal

lobe epllepsy was entertained. Finally one day an
attack could be precipitated by autosuggsstion and
.-_;!_uifing an electroencephalegraphic recording he
had a-seizure, but the EEG recorded was absolutely

normal, This case reprasants the class of patients

who: have true epilepsy but who owing 1o socio-
eponomic slresses have also supsradded psycho-

genic seizures; and in our experience theseare the

most difficult clinical problems to resolva. The
patient is now doing well with reduction ot the
anticonvulsant dosage and peychotherapy.

The technigue of Telemetric EEG and video moni-
toring in epilepsy has opensd up a new field of
gciting research. This technigue will hepefully be

a fitting answer to many of the criticisms levalled

against, the EEG being a rational disgnostic tool in
the investigation of epilepsy. In this technique the
patient s allewed to move sboul in a room which
has facilities for ordinary day-to-day activities. The
patient can be monitored by electrodes attached
{0 higsscalp: and ‘& camerg can beeswitchad on 85

‘and whan necessary and the patient can be watch
&d from the control room. Special technigues make

it possible to synchronize the video recording so

that the clinical attack and the EEG correlates can
be compared simultanmously, By this technigue It
has baen found possible to not only differantiate
the psychogenic seizures from true epilepsy, but also
1o study the electroencephalographic correlates ot
rare Iypas of apilepsy.

In any patient presenting with episodic disturb-
ance of consciousness the possibility of transient
iIschaemic attacks must be cansidernd. By definition
the tarm ‘transient ischaemic attack’ means, a
transient neurological deficit that elears up within
24 hours. Hence by the time the patient is scen, ha
may have completely recovered. A detailed neuro-
logical exemination must be carried out in every
patient! prasanting with apisodic disturbance of
consciousness to identify neurological signs which
will point out the anatomical area affactad and the
vascular territory involved,

Transient disturbances in  consciousness may
result dus to reduced cercbral blood flow. The
reduction in cerebral blood flow can be caused by B
variety of hasmodynamic factors of which ortho-
static hypotension is one of the commonsst and
gasiest conditions to disgnose. Every patient who
prazanis with thae history of episodic unconscious-
ness must have his blood pressure checked in the
supinge and the erect postures. A history of intake
of drugs liable to cause hypotension s.g. antihyper-
tensives, must be obtained. Rarer causes of ortho-
static hypotension  include idiopathic orthostatic
mypotension, familial dysautonomia and the Shy-
Drager svndrome.

We will not elaborate upon conditions like
cataplexy, infantile masturbation and day-dreaming
which are by and large rare. Howsver we must add
that avery human brain has the inhsrent capacity to
vorvulse and all convulsions are not "epilepsies”.
Metabolic conditions like hypoglycemia, hypo-
calcemia and electrolyte imhalance can all cause a
convulsion. It is o be repoatedly stressed that the
resolution of the problem of episodic unconscious-
ness requires & thorough history, a8 good clinical
examination and a finished clinical expertise.
Special investigations have a usetul but limited role
to play 3
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Special problems in the Servicas—I|s
the crew fit to {ly ?

Special problems arize in the Services and the
Army Medical Corps has to generally deal with them
quite differently from similar problems in the civilian
population. IT & member of the Air crew has even a
single episode of disturbance of consciousness,
what should any Doctor do ? This is not a mere
academic question. Both in the Services, in Civil
Aviation, and In civilian practice the pringiple goals
are the same. We make reference 1o the papers by
Harding et al in the British Medical Journal®, 2%, In
our opinion & Pilot who has had even a single
episode of disturbance of consciousness must be
arounded immediately. He should be evaluatad
thoroughly and except in a case of proven unmistak-
able vasodapressor syncope the grounding must be
reconsidered only under exceptional cirumstances.

The impressions that are recorded here are my
own clinical observations based on exparisnce given
to me as the Hony, Consultant in Neurology to the
Armed Forces of India and they are peraonal views,
Itis our belief that these are sound guide-posts to
be followed in any kind of medical practice, be it
civilian, Service. or otherwise.

Conclusions

An overview of the Bordeirland of Epizodic Un-
conscinusnass is presented and the literature review-
ed briefly.
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