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Rebif. Efficacite dependante de la dose dans 

Pas 
encore 

I n t e r f e r o n b e t a - l a 

CCPPI 

preremplie 

Les effets secondaires les plus frequemment observes sont les reactions au point d'injec-
tion et les symptomes pseudo-grippaux (asthenie, pyrexie, frissons, arthralgie, myalgie et 
cephalees). Leur frequence et leur intensite tend a diminuer avec la poursuite du traite­
ment. Veuillez consulter la monographic du produit pour les renseignements 
posologiques complets. Les donnees portant sur I'innocuite et I'efficacite proviennent 
d'observations sur 2 ans seulement. 

* Rebif" est indique pour le traitement de la sclerose en plaques remittente chez des 
patients dont la cote EDSS se situe entre 0 et 5,0, afin de reduire le nombre et la gravite 
des poussees cliniques, de ralentir la progression de l'invalidite physique, et de reduire 
les besoins de corticotherapie et le nombre de sejours a I'hopital pour le traitement de la 
sclerose en plaques. 

REFERENCE : 
1 Croupe d'etude PRISMS (Prevention of Relapses and Disability by Interferon 6-1 a Subcutaneously 

in Multiple Sclerosis), 1998. Randomised double-blind placebo-controlled study of Interferon 6-1 a 
in relapsing/remitting multiple sclerosis. Lancet, 352:1498-1 504 
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Introducing... 
New 

-Aggrenox 
Prevented twice 
as many strokes 
vs. ASA234* 

New American College of Chest Physician Stroke Guidelines state1: 

CHEST 

"Aggrenox is more effective than ASA alone for the 
prevention of [secondary] stroke" (grade 1A evidence) 

Consider switching your ASA patients to Aggrenox: 
• 22.1% additional stroke protection over ASA (/>=0.008)3t§ 

• 36.8% additional stroke protection over placebo (/KO.001)3 

• Proven safety and tolerability profile3 t t (Most common adverse events vs. ASA 

alone and vs. placebo: headache 39.2%, 33.8%, 32.9%; nausea 16.0%, 12.7%, 14.1%.) 

• One capsule B.I.D.3 

The overall discontinuation rate for Aggrenox was 27.8%, 23.2% for ASA and 23.7% for placebo.3 

Aggrenox is indicated for the prevention of stroke in patients who have had a previous stroke or transient ischemic attack (TIA).3 

Aggrenox is contraindicated in patients with hypersensitivity to dipyridamole, ASA, or any of the other product components. Due to the ASA content, Aggrenox is also 
contraindicated in patients with known allergy to nonsteroidal anti-inflammatory drug products and in patients with the syndrome of asthma, rhinitis and nasal polyps.3 

Due to the ASA component, Aggrenox should be avoided in patients with severe hepatic insufficiency or severe renal failure, used with caution in patients with 
inherited/acquired bleeding disorders or who consume three or more alcoholic drinks every day, and avoided in patients with a history of active peptic ulcer disease. 
Aggrenox should not be used in pediatric patients or during the third trimester of pregnancy.3 

Aggrenox has a vasodilatory effect and should be used with caution in patients with severe coronary artery disease (e.g., unstable angina or recentiy sustained 
myocardial infarction).3 

* For every 1,000 patients treated for two years, Aggrenox prevented 58 strokes vs. only 29 for ASA, compared to placebo.23 

t Percentage of patients experiencing a stroke within two years: Aggrenox 9.5%, ASA 12.5%, placebo 15.2%.3 

§ Randomised, double-blind, placebo-controlled trial, 6602 patients with history of TIA or ischemic stroke, mean age 66.7 

years, 58% male, 42% female.3 

t t When headache occurred, it was particularly evident in the first month of therapy. 8.9% of patients discontinued due to 
headache, 66% of these discontinued within the first month.3 

Full Product Monograph is available upon request 
"Aggrenox is a registered trademark of Boehringer Ingelheim (Canada) Ltd. 

/jjT\ Boehringer 
Mllllii/ Ingelheim diHD ^Ai j f 

^Aggrenox 
ASA/Extended Release Dipyridamole 

Helping to maximize stroke protection 

A-3 For brief prescribing information see pages A-39, A-40 
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E 
Lamotrigine 

Lamictal 
LAMICTAL is the first and only of the newer* 
antiepileptic drugs (AED) indicated as adjunctive 
therapy for pediatric and adult patients with 
Lennox-Gastaut syndrome (LGS).1 LAMICTAL is 
also the first and only of the newer* AEDs indicated 
for monotherapy after polytherapy in adults. 

Significantly superior control over the 
wide range of seizure types associated 
with Lennox-Gastaut syndromef 

• Add-on LAMICTAL significantly reduced the 
number of all major seizures, all drop attacks, 
and all tonic-clonk seizures in patients with LGS.1 

MEDIAN NUMBER OF 
ALL MAJOR SEIZURES/WEEK 

p=0.013 | Baseline (week 0) 

1 Treatment period 
(Weeks 1-16) 

16.4 

13.5 
1 4 . 2 

Lamictal 
(n=78; age 9.6 ± 5.2 years) 

Placebo 
(n=89; age 10.9 ± 5.9 years) 

rawmw^ 

low? CNS side-effect profile 
maintained in patients with 
Lennox-Gastaut syndrome 
aged 3-25 

• Low withdrawal rate compared to placebo:*1-2 

group taking LAMICTAL 3.8% (mostly due to 
rash§) vs. placebo group 7.8% (mostly due to 
deterioration of seizure control). 

• No significant difference in the incidence of 
adverse events between LAMICTAL and 
placebo except for cold or viral illness 
(LAMICTAL 5% vs placebo 0%; p^.05).11 

Improved neurological function 
and cognitive skills2 = 2,3 

A double-blind, randomised, placebo-controlled trial in patients from 
3 to 25 years of age 

• A greater proportion of LGS patients (age 3 to 
25 years) treated with add-on LAMICTAL (n=79) 
vs add-on placebo (n=90) had a clinically 
significant improvement in neurological 
findings across the 16 week treatment period 
for: behaviour (30.4% vs. 14.4%); speech (11.4% 
vs. 2.2%); and non-verbal communication 
(11.4% vs. 7.8%).*3 

LAMICTAL offers superior control over the seizure 
types associated with LGS and a low CNS side-
effect profile. You may also improve the neurological 
function and cognitive skills of your patients.2,3 

Add LAMICTAL** as soon as the diagnosis of LGS 
is suspected.4 

GlaxoWellcome 
Glaxo Wellcome Inc. 

trademark of The Wellcome Foundation Limited, Glaxo Wellcome Inc. licensed use. 

Lamotrigine 

Lamictal 
For & Br i fkt* 

(E3 

Fwtu r« 
A-5 For brief prescribing information see pages A-56, A-57, A-58, A-59 
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BETASERON delays disability progression' 

BETASERON reduces relapse rate in both 
relapsing-remitting2 and secondary progressive MS1 

jnof mean annual 
J J-,"l Ttelajp^ # ) * . m'KR patients* 

H O W H-JCC * ' • , «r * ) ! • « • >p 

•-•....PbRto*. IS', »jn»«-n - * . » . - . - » w. 

AMptWAsmMrPNPMSyiMlviiiuip SMi 

•<^SES Reduction pf meaty 
relapse rate in SP 

f*pa 

I WftfeXt", ( w i . fn_jtO! iRfMhr iffl-tttan 

Meter flim «^«S8llWMn(f9l(MM|M^„ 

BETASERON has a manageable side-effect profile1 

The most common side effects related to BETASERON in patients with SPMS are: 
flu-like syndrome (61%); fever (40%); chills (23%); 
injection-site inflammation (48%); injection-site reactions (46%); 
myalgia (23%); hypertonia (41%); rash (20%)' 

Flu-like symptoms and injection-site reactions are manageable 
and lessen markedly with time' 

ININOSANI) PRECAUTIONS. PLEASE REIll i 10 l i l t PRODUCT MUNUfiRA 
M'H AVAI1 Alii I. 10 HEALTH CARL PROFESSIONALS UPON REQUEST. 
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INFORMATION FOR AUTHORS 

The Canadian Journal of Neurological Sciences publishes original 
articles in neurology, neurosurgery and basic neurosciences. 
Manuscripts are considered for publication with the understanding 
that they, or the essence of their content, have not been published else­
where except in abstract form and are not under simultaneous consid­
eration by another journal. Articles undergo peer review. Manuscripts 
should be submitted to: Douglas Zochodne, M.D., Editor. Canadian 
Journal of Neurological Sciences, P.O. Box 5456, Station A, Calgary, 
AB, Canada T2H 1X8 

Manuscript Preparation 

• Submit five high quality copies of the manuscript and original illus­
trations. Papers will be accepted in English or French. Manuscripts 
must be double spaced throughout including references, tables and 
legends for illustrations. Margins of at least 25mm should be left on 
all sides. 

• After a paper has been reviewed, the author will be requested to sub­
mit four copies of the revised manuscript, including illustrations. 
Supply a computer diskette (3 1/2" size) containing the article saved 

in an RTF format. Identify clearly first author's name, file name, 
word processing program and version, and system (i.e. PC or Mac). 
Clearly indicate the order and importance of headings. 

• For detailed instructions regarding style and layout refer to 
"Uniform requirements for manuscripts submitted to biomedical 

journals". Copies of this document may be obtained by writing to the 
Journal office, but the main points are summarized here. Articles 
should be submitted under conventional headings of introduction, 

methods and materials, results, discussion, but other headings will be 
considered if more suitable. Clinical trials must be reported in 
Consort format (JAMA 1996; 276: 637-639). Pages of text should be 
numbered consecutively. 

• A title page should identify the title of the article which should be 
no more than 80 characters including spaces; name of institution(s) 
from which the work originated; and the name, address, telephone, 
and fax number of the corresponding author. 

• Abstract Original Articles should be accompanied by an abstract of 
250 words or less on a separate page, preferably in English and 
French, although the Journal will provide translation if required. 
Abstracts of original articles should consist of four paragraphs head­
ed: Background (or objective), Methods, Results and Conclusions. 

Review articles should be accompanied by an abstract of 150 words 
or less. 

• Acknowledgements including recognition of financial support 

should be typed on a separate page at the end of the text. 

• The SI system (systeme international d'unites) should be used in 
reporting all laboratory data, even if originally reported in another 
system. Temperatures are reported in degrees Celsius. English lan­
guage text may use either British or American spelling, but should be 
consistent throughout. 

• References should be numbered in the order of their citation in the 
text. Those cited only in tables and legends for illustrations are num­
bered according to the sequence established by the first identification 
in the text of a particular table or illustration. Titles of journals should 
be abbreviated according to the style used in Index Medicus. 
References should list the names of up to five authors; if there are 
more, cite the first three, then et al. Provide the full title, year of pub­
lication, volume number and inclusive pagination for journal articles. 
For any reference cited as "in press", five copies of the article must 
accompany the author's manuscript. Do not reference unpublished or 
"submitted" papers; these can be mentioned in the body of the text 
and authors must provide five copies of "submitted" manuscripts. 

Avoid "personal communications" and, if necessary, include them in 
the body of the text, not among the references. Reference citations 
should not include unpublished presentations or other non-accessible 
material. Books or chapter references should also include the place of 
publication and the name of the publisher. Examples of correct forms 
of reference follow: 

Journals 

Yang JF, Fung M, Edamura R, et al. H-Reflex modulation during 
walking in spastic paretic subjects. Can J Neurol Sci 1991; 18: 443-
452. 

Chapter in a book 

McGeer PL, McGeer EG. Amino acid neurotransmitters. In: 

Siegel GJ, Albers RW, Agranoff BW, Katzman R, eds. Basic 
Neurochemistry. Boston: Little, Brown & Co., 1981: 233-254. 

• Illustrations Submit five original sets of illustrations. We will not 
return illustrations; therefore, authors should keep negatives for all 
photographs. Submit high quality glossy black and white photographs 
preferable 127 x 173 mm (5" x 7"). This includes graphs and dia­
grams. Do NOT send photocopies of illustrations. Original artwork 
and radiographs should not be submitted. The additional cost of 
coloured illustrations must be borne by the author; quotations are 
available upon request from the Journal office. Identify each figure 
with a label at the back indicating top, figure number and first author. 
Letters and arrows applied to the figures to identify particular find­
ings should be professional appliques suitable for publication. 
Photomicrographs should include a calibration bar with a scale indi­
cated on the figure or in the legend. Legends for illustrations should 
be typed on a separate page from the illustrations. 

• Tables Type tables double-spaced on pages separate from the text. 
Provide a table number and title for each. Particular care should be 
taken in the preparation of tables to ensure that the data are presented 
clearly and concisely. Each column should have a short or abbreviat­
ed heading. Place explanatory matter in footnotes, not in the heading. 
Do not submit tables as photographs. 

• Review articles on selected topics are also published. They are usu­
ally invited, but unsolicited reviews will be considered. It is recom­
mended that authors intending to submit review articles contact the 
Editor in advance. 

• Letters to the Editor concerning matters arising in recent articles are 
welcome. Letters should be limited to two double-spaced pages and 
may include one illustration and a maximum of four references. 

• Permissions and Releases Any non-original material (quotations, 
tables, figures) must be accompanied by written permission from the 
author and the copyright owner to reproduce the material in the 
Journal. Permission must be for print and electronic media. Photo­
graphs of recognizable persons must be accompanied by a signed 
release from the legal guardian or patient authorizing publication. 

• Conflict of Interest Authors who have non-scientific or non-academ­
ic gain whether it be financial or other from publishing their article are 
responsible for delaring it to the Editor. Any financial interest, research 
grant, material support, or consulting fee associated with the contents 
of the manuscript must be declared to the Editor. These guidelines 
apply to each author and their immediate families, conflicts of interest 
are not necessarily wrong nor do they necessarily change the scientific 
validity of research or opinion, but the Journal and readers should be 
aware of the conflict. If the Editor considers the conflict to compromise 
the validity of the paper, it will not be accepted for publication. Authors, 
editorial staff and reviewers are asked to declare any relationship that 
would be considered as a conflict of interest whether or not they believe 
that a conflict actually exists. Information that the Journal receives 
about conflict or potential conflict will be kept confidential unless the 
Editor or Associate Editor considers it to be important to readers. Such 
conflicts will be published in the author credits or as a footnote to the 
paper, with knowledge of the authors. 
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the beauty of relief. 
Zomig" provides consistent relief. 

gmoiaaw 

M 

• Rapid relief w i th in one hour.1 

• Significant headache response* after a single 2.5 mg dose.1 I fSfffiTXliSZ Ha 

• Consistent efficacy across mult iple attacks.2"4 

• Effective in a w ide variety of migraine subtypes.11 

• Effective when taken at any t ime during a migraine attack.2 

• Treats associated symptoms of photophobia, phonophobia and nausea.1 

• Proven safety profi le in over 5,500 patients treat ing more than 89,000 attacks.5,6tt 

• * > • 

X 

•Improvement from severe or moderate headache to mild or no pain at two hours, 

f Zomig* is indicated for the acute treatment of migraine with or without aura. 

Zomig8 is not intended for use prophylacticalty or in hemipiegjc, basilar; or ophthalmoplegic migraine, Safety and efficacy have not been 

established for cluster headache, which is present in an older, predominantly male population, 

f f The most common side effects reported with Zomig® compared to placebo were nausea (9% vs. 3,7%), head/face sensations (8.6% vs. 1.7%), 

dizziness (8.4% vs. 4%) and neck/throat/jaw sensations (7% vs. 3%). 

Zomig8 is contraindicated in patients with history, symptoms, or signs of ischemic cardiac, cerebrovascular or peripheral vascular syndromes, valvular heart 
disease or cardiac arrtiythmias (especially tachycardias), In addition, patients with other significarrt underlying cardiovascuiar disease should not receive Zomig®, 
Zomig8 is also contraindicated in patients with uncontrolled or severe hypertension. 

Please see Product Monograph. 

For more information about Zomig* please contact AstraZeneca Customer Relations by phone at I -800-668-6000 or fax at (905) 896-4745. 

The AstraZeneca logo is a trademark of AstraZeneca PLC and is used under iicense by Astra Pharma Inc. and Zeneca Pharma inc. 
Zomig* (zolmttriptan) is a registered trademark of the AstraZeneca group of companies. 

AstraZeneca 

BZomig 
zolmitriptan tablets 2.5 mg * ^ 
Consistent migraine relief. 
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Vincent Van Gogh Joan of Arc 

YESTERDAY, PEOPLE WITH EPILEPSY 
HAD TO BE EXTRAORDINARY TO SUCCEED. 

Sir Isaac Newton Charles Dickens 
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AS IN 

MS, 
SOME 

THINGS 

RE NOT 

ALWAYS 

OBVIOUS. 
4. 

NEX' 
beta-la) 

IM Injection ' 

with relapsing forms of MS 
with their lives. 

Danger can lurk behind 
the face of an apparently 
healthy MS patient. 
Progressive brain atrophy begins early in the course of MS and is likely 
irreversible.1 Cognitive disturbances begin early in the MS process, but 
are often subtle and easily overlooked by patient and clinician alike.24 

AVONEX® has shown a 55% reduction 
in brain atrophy progression.5 

The use of AVONEX® can help patients with relapsing forms of MS 
maintain both physical AND mental function longer. In a clinical 
trial, patients treated with AVONEX® showed a 55% reduction in 
brain atrophy progression versus placebo, during the second year of 
treatment.*5 AVONEX8 is proven to slow the progression of physical 
disability - patients treated with AVONEX® showed a 37% reduction 
in the risk of disability progression and a 32% reduction in annual 
exacerbation rate over two years.t6 AVONEX® also demonstrated a 
significant MRI effect showing an 89% reduction in gadolinium-
enhanced lesions in patients with enhancement at baseline.07 

Change in Brain Parenchymal Fraction5 

(Adapted from Rudick et al.) 

Interferon B-1a 
n = B8 

Placebo 
n = 72 

Change in brain 
parenchymal fraction 
(BPF) according to 
treatment arm in the 
interferon 8-la clinical 
trial. Significantly 
less brain atrophy in 
interferon 8-la patients 
during the second year. 

Once-a-Week AVONEX® is generally well tolerated.1 

The once-a-week intramuscular dosing regimen with AVONEX®, 
means few opportunities for injection-related side effects to disrupt 
patient's lifestyle.6 The most common side effects associated with 
treatment are flu-like symptoms and usually resolve within 24 hours 
after injection.6,8 Incidence of side effects decrease over time with 
continued treatment for most people.8 Please see product monograph 
for important patient selection and monitoring information. 

* It remains to be determined whether brain atrophy during the relapsing-remifting stage of MS will predict long-term 
disability progression better than clinical features in the majority of patients. Additional prospective studies are needed 
to determine the biologic factors associated with atrophy progression, the clinical significance of BPF change during 
the relapsing-remitting disease stage, and the impact and time course of therapeutic intervention. 

t Kaplan-Meier estimate of percentage progressing at two years for placebo patients: 34.9% (n=143); AVONEXMreated 
patients: 21.9% (n=158);(p=0.02). Placebo annual exacerbation rate: 0.90 (n=87); AVONEX* annual exacerbation rate: 
0.61{n=85);(p=0.002). 

OThe exact relationship between MRI findings and clinical status is unknown (n=44). 
AVONEX" is indicated for the treatment of relapsing forms of MS. 
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25 Years Ago in the 
Canadian Journal of Neurological Sciences 

THE POSSIBLE LOCAL SYNTHESIS OF ANTIBODIES TO 
HERPES SIMPLEX VIRUS IN NORMAL CEREBROSPINAL FLUID 

Anthony Science Russell 

SUMMARY: We have used the technique of antibody mediated cell dependent immune lysis to examine paired 
samples of serum and CSF for antibody to herpes simplex virus. The 40 patients studied had no inflammatory disease 
of the nervous system, yet 20 of the CSF specimens did have antiviral antibody. This is an extremely sensitive 
technique for the detection of at least one type of antiviral antibody and "in vitro" is a very effective way of killing 
virus infected cells. There is no correlation between the level of antiviral antibody in the CSF with total protein 
content, but the high CSF: serum antibody ratio in some subjects who are particularly susceptible to recurrent herpes 
infection raises the possibility that local stimulation and production of this antibody may occur. 

Can. J. Neurol. Sci. 1976;4:219 

A THEORY OF THE MECHANISM OF CEREBRAL VASOSPASM AND ITS 
REVERSAL, THE ROLE OF CALCIUM AND CYCLIC AMP 

Eric W. Peterson and Richard Leblanc 

SUMMARY: It is proposed that the basic mechanism of vasospasm which sometimes follows subarachnoid 
hemorrhage is dependent on increased free intracellular calcium ion produced by spasmogens from closely applied 
extravasated blood. Relaxation of this spasm occurs when the intracellular cyclic AMP levels are raised, resulting in 
sequestration of calcium ion by the vascular smooth muscle cell sarcoplasmic reticulum. 

Can. J. Neurol. Sci. 1976:4:223 

NEUROFIBRILLARY TANGLES IN THE DEMENTIA OF 
"NORMAL PRESSURE" HYDROCEPHALUS 

Melvyn J. Ball 

SUMMARY: Routine neuropathological examination could not explain the dramatic improvement exhibited by 
one patient with "normal pressure" hydrocephalus after shunting. The improved patient contrasted remarkably with 
the unchanged condition of four others also shunted successfully. The five brains were analyzed by quantitative 
morphometry to determine the degree of neurofibrillary tangle formation in mesial temporal neurons. The density of 
tangle-bearing nerve cells in the four unimproved cases was markedly greater than in age-matched control brains from 
nineteen normal subjects, and fell in the same range as that of eight dements with neuropathologically confirmed 
Alzheimer's disease. The density of the one who recovered was within normal limits. 

The duration of dementia before shunting, and the total duration of dementia in these five patients rank in the same 
order as their degree of neurofibrillary formation. Furthermore, a positive linear correlation exists between the Tangle 
Indices and the total duration of dementia. The data suggest that early diagnosis may improve the chances of reversing 
the dementia of normal pressure hydrocephalus before histological alterations prove too severe. 

Can. J. Neurol. Sci. 1976;4:227 

Continued on page A-20 
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Introd ucincj ^ i c i r i c i 
A new option in the treatment of spasticity 

Start fro m 
• . • 

osition 

Zanaflex is effective first-line therapy for patients with 

spasticity associated with disorders and conditions such 

as Multiple Sclerosis, stroke, cerebral palsy, spinal cord 

injury and traumatic brain injury?2'3 The dual mechanism 

of action, targeting both the locus ceruleus and 

polysynaptic pathways, reduces hyperactivity of spinal 

motor neurons.2,4 

Reduces muscle tone. Preserves muscle strength. 

DRAXIS 
DRAXIS HEALTH INC. 
6870 Goreway Drive, 
Mississauga, Ontario L4V 1P1 

® Zanaflex is a registered trademark of Elan Pharmaceuticals Inc. 

DRAXIS HEALTH INC. is the Canadian distributor of Zanaflex. PAABJ 

In multiple-dose, placebo-controlled studies, the most frequently reported adverse events included 
dry mouth (49%), sedation/somnolence {48%), asthenia (weakness, fatigue and/or tiredness) (41%) 
and dizziness (16%).4 The most common adverse events leading to discontinuation of therapy were 
asthenia (3%), somnolence (3%) and dry mouth (3%).5 

Sedation may be additive when Zanaflex is taken in conjunction with drugs or substances that act as 
CNS depressants. Caution is advised when treatment is used in patients who have a history of 
orthostatic hypotension or are receiving concurrent antihypertensive therapy. Monitoring of 
aminotransferase levels is recommended during the first six months of treatment, and periodically 
thereafter, based on clinical status. 

For more information, 
call 1-800-563-7546. 

Relief. Strength. Flexibility. 
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0 
lamotrigine 

Lamictal 
LAMICTAL est le premier et le seul parmi les 
nouveaux antiepileptiques* qui soit indique comme 
traitement d'appoint chez les enfants et les adultes 
atteints du syndrome de Lennox-Gastaut (SLG)1. 
LAMICTAL est egalement le premier et le seul 
parmi les antiepileptiques recents* qui soit indique 
comme monotherapie apres polytherapie chez 
l'adulte. 

Une superiorite significative pour 
tnaitriser les divers types de crises 
liees au syndrome de Lennox-Gastaut* 
• L'adjonction de LAMICTAL reduit, de facon 

significative, le nombre de crises majeures, les 
effondrements epileptiques et les crises tonico-
cloniques chez les patients atteints de SLG1. 

NOMBRE MEDIAN 
DES CRISES MAJEURES/SEMAINE 

p = 0,013 I Valeur initiale (semaine 0) 

I Periode de traitement 
• (semaines 1 a 16) 

16,4 

13,5 
14,2 

Lamictal 
(n = 78; age 9,6 ± 5,2 ans) 

Placebo 
(n = 89; age 10,9 ± 5,9 ans) 

Essai a double insu, a repartition aleatoire et a controle placebo chez des patients 
de 3 a 25 ans 

Maintien d'\m faible profit d'effets 
indesirables touchant le SNC chez 
les patients de 3 a 25 ans atteints 
du syndrome de Lennox-Gastaut 
• Faible taux d'abandons comparativement au 

placebo*1-2: 3,8 % pour le groupe LAMICTAL 
(principalement relies aux eruptions cutaneess) 
contre 7,8 % pour le groupe placebo (principale­
ment relies a une deterioration de la maitrise 
des crises). 

• Aucune difference significative dans la frequence 
des effets indesirables entre LAMICTAL et le 
placebo, sauf pour le rhume ou des maladies 
virales (LAMICTAL, 5 % contre placebo, 0 %; 
p = 0,05)*\ 

Amelioration de la fonction neuro-
logique et des facultes cognitives2 3 

• Une plus forte proportion de patients (de 3 a 25 ans) 
atteints de SLG, traites a l'aide de LAMICTAL 
comme traitement d'appoint (n = 79) c. un placebo 
d'appoint (n = 90), ont connu une amelioration 
cliniquement significative des symptomes neu-
rologiques durant la periode de traitement de 
16 semaines : comportement (30,4 % c. 14,4 %), 
parole (11,4 % c. 2,2 %) et communication non 
verbale (11,4 %c. 7,8 %)t3. 

LAMICTAL offre une plus grand maitrise des 
divers types de crises liees au SLG, avec faible profil 
d'effets indesirables touchant le SNC. Vous pouvez 
aussi ameliorer la fonction neurologique et les 
facultes cognitives de vos patients2-3. Ajoutez 
LAMICTAL** des que l'on soupconne un SLG4. 

GlaxoWellcome 
Glaxo Wellcome Inc. 

deposes de The Wellcome Foundation Limited, utilisee sous licence par Glaxo Wellcome Inc. 

lamotrigine 

Lamictal 
L'&v«i\ir <i\ t«t« 

CED 
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BETASERON retarde la progression de I'lncapaclte' 

BETASERON reduit le taux de poussees dans la 
SEP remlttente2 et dans la SEP progressive-secondaire1 

,78 !;[; WBWim °'57 9 

•ill^llli 

Effets indesirables pouvant etre pris en charge1 

Chez les patients atteints de SEP progressive-secondaire, les effets indesirables 
les plus frequents de BETASERON sont: syndrome pseudo-grippal (61 %), 
fievre (40 °/o), frissons (23 °/o), inflammation au point d'injection (48 °/o), 
reactions au point d'injection (46 %), myalgie (23 %), hypertonic (41 °/o) 
et eruption cutanee (20 °/o}1. 

Les symptomes pseudo-grippaux et les reactions au point d'injection 
peuvent etre pris en charge et diminuent de facon marquee avec le temps'. 

it dan:; la SEP rerniiienle au-dela i 
i SEP progressive! secondare au-dela r 
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BERLEX CANADA INC 

Retarde 
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BETASERON 
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25 Years Ago in the 
Canadian Journal of Neurological Sciences 

SOME NEUROPHYSIOLOGICAL EFFECTS OF 

CEREBELLAR STIMULATION IN MAN 

Adrian R.M. Upton and Irving S. Cooper 

SUMMARY: This paper presents the results of neurophysiological studies of the effects of cerebellar stimulation 
on H reflexes, late reflexes, blind reflexes, evoked potentials and EEG patterns in 18 human subjects (male 13, female 
5, age 25.8±10.0, epileptic 9, cerebral palsy 9). 

In addition to the effects of cerebellar stimulation on the H reflex studies on soleus we assessed V, and V2 "late" 
responses (Upton et al, 1971), cortical somatosensory evoked potentials (SSEP) after median nerve stimulation, and 
visual evoked response (VER) after flash stimulation. Experiments were extended to assess recovery curves of all the 
potentials and we examined the effects of changes on the rate or voltage of cerebellar stimulation. 

Cerebellar stimulation was inhibitory to all the responses except the visual evoked potentials. Serial studies in five 
patients produced consistent results. Preoperative and postoperative results were compared in two patients with no 
significant difference in the results in the absence of cerebellar stimulation. 

Ipsilateral cerebellar stimulation (CS) had the greatest inhibitory effects on H, V, and V2 responses in the arm and 
leg, whereas contralateral CS produced the greatest effects on cortical SSEPs. There was a greater bilateral effect on 
SSEPs and reflex responses after right CS than left CS and this may be the first indication of "dominance" in the 
cerebellar hemispheres. Cerebellar stimulation in patients on diphenylhydantoin produced minimal effects on SSEPs 
and this observation has led to further studies in patients taking diphenylhydantoin. 

Recovery of amplitude of the reflex and cortical responses took eight to 30 minutes after one minute of cerebellar 
stimulation. Serial CS of one minute on and one minute off produced increasing inhibition of SSEPs and reflexes for 
up to five stimulations. Recovery after cessation of cerebellar stimulation was associated with rebound excitation in 
six patients, the rebound being noted in the amplitude of H reflexes and SSEPs as well as in the frequency of 
paroxysmal spike and wave discharges in the EEG. 

The correlation of the results of such quantitative neurophysiological tests with clinical improvement may allow 
prediction of clinical results after cerebellar stimulation. These techniques have already been used to measure the 
threshold of stimulation and may allow optimal stimulation characteristics to be assessed. The prolonged 
neurophysiological effects of stimulation may allow the use of maximum effective intervals between optimal epochs 
of stimulation so that any cerebellar damage can be minimized. 

Can. J. Neurol. Sci. 1976;4:237 

THE REACTIVITY OF CANINE CEREBRAL ARTERIES TO 

0 2 AND C 0 2 IN VITRO 

P. Steinbok, M J. Kendall, R.J. Clarke and S.J. Peerless 

SUMMARY: The responses of canine middle cerebral arteries to change in pC02 and p02 were tested in vitro. It 
was found that there was no response to changes in pC02 from 38.1 mmHg to 26.6 mmHg, but there was some 
constriction of vessels with lowering of the pC02 below 26.6 mmHg and there was minimal dilatation of the vessels 
when the pC02 was increased from 38.1 mmHg to 87.2 mmHg. There was no response to changes in p02 from more 
than 500 mmHg to 59.6 mmHg, but when p02 was lowered below 50 mmHg there was a sudden, massive constriction 
of the arteries tested. It is postulated that this constriction is due to build-up of a substance (substances) during a period 
of hypoxia (p02 <50 mmHg). The significance of the results obtained are discussed. 

Can. J. Neurol. Sci. 1976;4:255 
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A new twist in 
migraine relief 

_ . n« Available in packages of 

Can be taken anytime, anywhere. * 2 or 6 orally disperse 

Excellent choice for patients experiencing nausea and unable to drink water. tab,ets 2-5 ms 

Dissolves on the tongue. 

Effective migraine relieff demonstrated as early as 30 minutes.1 

Orange flavoured, orally dispersible tablets. 
Side effect profile consistent with Zomig8 2.5 mg tablet2* 

AstraZeneca 

* Zomig® is indicated for the acute treatment of migraine with or without aura. Zomig® is not intended for use prophylactfcally and is contraindicated in hemiplegia basilar?* 

or ophthalmoplegic migraine, Safety and efficacy have not been established for cluster headache, which is present in an older; predominantly male population, 

t t The most common side effects reported wrth Zomig® compared to placebo were nausea (9% vs, 3.7%), head/face sensations (8.6% vs. 1.7%), dizziness (8.4% vs. 4%) and neck/ 

throat/jaw sensations (7% vs. 3%),2 

t Improvement in headache pain (a I point drop in headache intensity, 22% vs 15%, p=00385) Double-blind, placebo-controlled, parallel group. Adapted from PurdyAet al.1 n=470 
Zomig* ts contraindicated in patients with history, symptoms or signs of ischemic cardiac, cerebrovascular or peripheral vascuiar syndromes, valvular heart disease or cardiac arrhythmias (especially tachycardias). 
In addition, patients wrth other significant underlying cardiovascular disease, cerebrovascular syndromes or peripheral vascular disease should not receive Zomig™. Zomig* is also contraindicated in patients with 
uncontrolled or severe hypertension. 

Zomig* should not be used within 24 hours of treatment with another 5-HT| agonist, or an ergotamine-containing or ergot-type medication like dihydroergotamine or methysergide. 
Concurrent administration of MAO inhibitors or use of zolmitriptan within 2 weeks of discontinuation of MAO inhibitor therapy is contraindicated. 

3'ZomigRapime/t 
* - - ^ zolmitriptan #orally dispersible tablets 2,5 mg 

Convenient migraine relief ® ® 
The AstraZeneca logo is a trademark of AstraZeneca 
PLC and is used under license by AstraZeneca 
Canada Inc. Zomig® and Zomig Rapimett™ 
(zolmitriptan) are trademarks, the property of 
the AstraZeneca group of companies. 
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SINCE 1997, COPAXONE 
HAS BEEN AVAILABLE TO 
HELP MEET YOUR NEEDS AND 
THOSE OF YOUR RRMS PATIENTS. 
For the reduction of relapse frequency in ambulatory patients 
wi th relapsing-remitting multiple sclerosis... 

0&& 
•0 s& 

Hi 
tt'l* 

COPAXONE* is an excellent choice for early treatment. 
COPAXONE* has a side effect profile that compares to placebo and is an excellent choice to start with. 

In clinical trials, only 8% of 844 patients discontinued treatment due to an adverse event.1 The most 
commonly observed adverse events associated with the use of COPAXONE* in controlled clinical trials 
which occurred at a higher frequency than placebo were1: 

Adverse Event 
Injection Site Reactions* 
Asthenia 
Hypertonia 
Vasodilatation 
Back Pain 
Chest Pain 
Arthralgia 
Nausea 
Pain (Neck) 
Infection (Vaginal Moniliasis) 
Agitation (Anxiety) 

Non-interferon 

COPAXONE* 
2.4%-66,4% 

64.8% 
35.2% 
27.2% 
26.4% 
26.4% 
24.8% 
23,2% 
12.8% 
12.8% 
5.6% 

Placebo 
0.0%-36.5% 

61.9% 
2SM% 
11.1% 
22.2% 
103% 
1 7.5% 
1 7.5% 
7.1% 
7.1% 
3.2% t Depending on reaction. 
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COPAXONE® is an excellent choice for the long-term (2 years), too. 
COPAXONE® is supported by long-term evidence of up to 2 years and efficacy that's been demonstrated in 
6 clinical studies.2 7 A correlation between a reduction in attack frequency and a decreased risk of future 
disability remains to be established. The safety and efficacy of COPAXONE® beyond two years have not 
been adequately studied in placebo-controlled trials. 

COPAXONE* is an antigenic substance and thus, it is possible detrimental host responses can occur with its use. 

Only COPAXONE' has Shared Solutions™. 
Shared Solutions™ helps support patients through early treatment and in the long-term 
(January 1999-March 2000 data)." With Shared Solutions™, r

K . 
93% of COPAXONE'patients stayed on therapy.' XOPAXONI* + u^S^m,,, 
" n = i 3 7 7 ^atiramer acetate for ir^ection) vf *s 

'COPAXONE 

1 800 283-0034 

Shared Solutions™ is a trademark of Teva Marion Partners Canada™. COPAXONE® is a 
registered trademark of Teva Pharmaceuticals Ltd. and is used under licence. TEVA and 
the design version thereof are trademarks of Teva Pharmaceutical Industries Ltd. and 
are usedunder licence. MARION and the design version thereof are trademarks of the /-s.l„ j.:..«~,„.. n»<a»4>. JU» :„ :»«4.:^-, \ are usea under licence. MARION and the design version there 

(Q 31 R imSr 3C6lcll6 TOr n 6 C I OH Aventis Croup and are used under licence by Aventis Pharma Inc. _ _ _ 
\yiumwi IV/I uwuw IVI ijwuvi y @ 2 0 Q 1 T e v / M a r i o n P a r t n e r s C a n a d a ™ . t'gfflMARTON-

EFFICACY BACKED BY EVIDENCE Product Monograph available on request. 'f*w& management 5 muWpKirosis. 
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physician or resident? 
If so, you should become a member of one of these: 

• Canadian Neurological Society 

• Canadian Neurosurgical Society 
A 

• Canadian Society of Clinical Neurophysiofbgists 
• Canadian Association of Clild Neurologists 

•„iS*" 

i s 

':€ i 

^ 

i J. *, 

M, EMBERSHIPlBENEFITS i 

• Annual Membership Directpry £ - • I Education Opportunities 
• The Canadian Journal of NeSir^iogical \ ^ • ^rb/essiowal Development Initiatives 

Sciences . . . 
• Newsletters andCoTjtmunications 
• Manpower Information " "• 

:; • f[n|brrnation and Services through the 
jSecretaria't-'' 
tAdvocacy 

A2 

^URJHElfjNf'ORMATION 
For further information,^ to Join one of thê CCNS societies, please call the secretariat office or 

complete the form onlhie website* www.ccns.org. 
Courier Address: 709 - 7015 Macleod Trail SW, Calgary, AB, T2H 2K6 Canada f 

Postal Address: P.O. Box 5456, Station A, Calgary, AB, T2H 1X8 Canada 
Tel: (403) 229-9544;. fax: (403) 229-1661; E-mail: brains@ccns.org; Web: www.ccns.org 

*V 
K * * * 
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Neurontin: 
Therapeutically 

user friendly* 
s«,2 Uncomplicated pharmacokinetics profile* 

"...[Neurontin] is remarkably user friendly in that it is not metabolized by the liver, 
is not protein bound, is excreted unchanged in the urine... has no significant drug 
interactions."2 

Generally well-tolerated513 

•Safety and tolerability of gabapentin were assessed as excellent or good for 78.5% 
of patients receiving gabapentin as adjunctive therapy (n=281)*3 

An excellent drug interaction profile14 

•No cytochrome P450 drug interactions 
reported1 

• No clinically significant interactions 
with other AEDs or other frequently 
used concomitant medications1-4 

Sample of commonly 
" 'medications 

Interactions with Neurontin'' 

' .•V^T'S > 

¥5 Dose responsive efficacy 
•Patients receiving increased doses of up to 3,600 mg/day reported greater 

benefits (n=1,055)5 

NEURONTINJ' 
(gabapentin) ^ W \_ 

USER FRIENDLY EFFICACY ^ P 

Please refer to full prescribing information. 

Life is our life's work 

©2001 Pfizer Canada Inc., 
Kirkland, Quebec 
H9J 2M5 

*TM Warner-Lambert Company 
Pfizer Canada Inc., licensee 

t Indicated for use in adjunctive epilepsy management in patients not satisfactorily controlled by conventional therapy. 
* Clinical significance unknown. 
§ The most commonly observed adverse events not seen at an equivalent frequency in placebo-treated patients, were somnolence, dizziness, ataxia, fatigue, nystagmus and tremor. 
* 16-week, open-label, multi-centre assessement of the efficacy, safety and tolerability of gabapentin (900-3600 mg/day) as adjunctive therapy in patients with inadequately controlled 

partial seizures." 
V Data from clinical trials suggest that doses higher than 1200 mg/day may have increased efficacy in some patients, up to a maximum daily recommended dose of 2400 mg; however, 

higher doses may also increase the incidence of adverse events. The usual effective maintenance dose is 900 to 1200 mg/day, 
ttCo-administration not recommended with aluminum and magnesium based antacids. 

Reference: 1. Neurontin Product Monograph, July 2000. 2. Sandler M. New Options in epilepsy. Patient Care Canada July 1995: vol 6(6):49-55. 3. McLean MJ et at. Safety and 
Tolerability of Gabapentin as Adjunctive Therapy in a Large, Multicentre Study. Epilepsia 1999;40:965-972. 4. Compendium of Pharmaceuticals and Specialties, Thirty-fourth edition,1999. 
5. Morrell MJ. Dosing to Efficacy and Perspectives on Seizure Control: Epilepsy: STEPS Trial. Epilepsia 1999. 

(Rg) 
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CANADIAN CONGRESS OF \ y 
NEUROLOGICAL SCIENCES 2J 

C N 
S i 

The Canadian Congress of Neurological Sciences i 

\J? CONGRES CANADIEN DES 
<^ SCIENCES NEUROLOGIQUES 

s a non-profit organization dedicated to the 
advancement of knowledge, patient care, and coUegiality among health care professionals and 

research scientists working in all branches of neurological sciences. 

The Canadian Congress of Neurological Sciences 
(CCNS) is an affiliation of national societies for 
neurology, neurosurgery, and related disciplines 
which share a common interest in the functions and 
disorders of the human nervous system and which 
work together to achieve the following goals: 
• To improve the well being of persons suffering 

from disorders of the nervous system. 
• To provide a national forum for communication of 

information regarding disorders of the nervous 
system. 

• To provide educational programs to meet the 
continuing professional development needs of the 
members of the constituent societies. 

• To encourage fundamental and applied research 
aimed at advancing knowledge related to the 
functions of the nervous system and its disorders. 

• To work with other organizations to promote 
increased public awareness and understanding of 
neurologic disorders. 

CONSTITUENT SOCIETIES 
The Canadian Congress of Neurological Sciences 

is comprised of four societies: 
• Canadian Neurological Society 
• Canadian Neurosurgical Society 
• Canadian Society of Clinical Neurophysiologists 
• Canadian Association of Child Neurologists 
For further information contact: The Canadian 
Congress of Neurological Sciences, or see the web 
site www.ccns.org 

TIVITIES 1 
The Canadian Congress of Neurological Sciences 

has its office in Calgary. The CCNS acts as a 
secretariat to the societies and undertakes many 
other activities on behalf of the members. 
• CME Programs 
• National and international event planning 
• Professional Development projects 
• Fellowship and Research Proposals 
• Needs Assessment 
• Exam Management 
• Practice Guidelines Development 
• Manpower Surveys 
• Newsletter and Communications 
• MOCOMP Assessment 
• Promotion 

•/MLEMBERSHIP BENEFITS 
• Annual Membership Directory 
• The Canadian Journal of Neurological Sciences 
• Newsletters and Communications 
• Manpower information 
• Education Opportunities 
• Professional Development Initiatives 
• Information and Services through the Secretariat 
• Advocacy 

F U R T H E R INFORMATION 
For further information, or to join one of the CCNS 

societies, please call the secretariat office or 
complete the form on the website www.ccns.org. 

Courier Address: 709 - 7015 Macleod Trail SW, 
Calgary, AB T2H 2K6 Canada 

Postal Address: P.O. Box 5456, Station A, 
Calgary, AB, T2H 1X8 Canada 

Tel: (403) 229-9544 Fax: (403) 229-1661 
E-mail: brains@ccns.org 

Web: www.ccns.org 
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. Dose-dependent Efficacy in 
I 

Not 
Yet 

I n t e r f e r o n b e t a - l a 

TKAffJ 

ready-to-use 
pre-filled 

The most common reported adverse events are injection-site reactions and flu-like 
symptoms - e.g., asthenia, pyrexia, chills, arthralgia, myalgia, and headache. These tend 
to decrease in frequency and severity with continued treatment. Please see product 
monograph for full prescribing information. Evidence of safety and efficacy derived from 
2-year data only. 

* Rebif is indicated for the treatment of relapsing-remitting multiple sclerosis in patients 
with an EDSS between 0 and 5.0, to reduce the number and severity of clinical exacerba­
tions, slow the progression of physical disability, reduce the requirement for steroids, 
and reduce the number of hospitalizations for treatment of multiple sclerosis. 

REFERENCES: 
1 PRISMS (Prevention of Relapses and Disability by Interferon IM a Subcutaneously in Multiple Sclerosis) 

Study Croup (1998). Randomised double-blind placebo-controlled study of interferon 6-1 a in 
relapsing/remitting multiple sclerosis. Lancet 352:1498-1504 is.serono 

ST blotech « beyond 
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Are you using 
ASA alone for the prevention 

of a second stroke? 

"Every patient who has experienced an atherothrombotic ... 
stroke or TLA and has no contraindication should receive 

an antiplatelet agent regularly ..." 
- Sixth ACCP Consensus Conference on Antithrombotic Therapy1 

Reassess your options... 

A-32 For brief prescribing information see pages A-39, A-40 
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