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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.
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ASA for the prevention of

a second stroke?

“Every patient who has experienced an atherothrombotic ..
stroke or TIA and has no contraindication should receive
an antiplatelet agent regularly ...”

- Fifth ACCP Consensus Conference on Antithrombotic Therapy'

Reassess your options...
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‘Lamictal

LAMICTAL is the first and only of the newer* Low CNS side-eﬂ'gct profile
antiepileptic drugs (AED) indicated as adjunctive maintained in patients with

therapy for pediatric and adult patients with L
nnox- yndrome
Lennox-Gastaut syndrome (LGS).! LAMICTAL is ennox-Gastaut s
aged 3-25

also the first and only of the newer* AEDs indicated

for monotherapy after polytherapy in adults. e Low withdrawal rate compared to placebo:*2

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

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

* No significant difference in the incidence of

o Add-on LAMICTAL significantly reduced the adverse events between LAMICTAL and
number Of all major SeileI'eS, aIl drop attacks, placebo except for cold or viral il]nesg
and all tonic-clonic seizures in patients with LGS.! (LAMICTAL 5% vs placebo 0%; p=0.05)."
MEDIAN NUMBER OF Improved neurological function
ALL MAJOR SEIZURES/WEEK and cognitive skills>?
p=0.013 Bl Bascline (week 0) * A greater proportion of LGS patients (age 3 to
77 [ Treatment period 25 years) treated with add-on LAMICTAL (n=79)
SRR S L) vs add-on placebo (n=90) had a clinically
s significant improvement in neurological
13.5 e 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%).+*
LAMICTAL offers superior control over the seizure
T types associated with LGS and a low CNS side-
Lamictal Placebo effect profile. You may also improve the neurological
(n=78; age 9.6 + 5.2 years) (n=89; age 10.9 + 5.9 years) function and cognitive skills of your patients.*
==

Add LAMICTAL** as soon as the diagnosis of LGS
A double-blind, randomised, placebo-controlled trial in patients from .
310 25 years of age is suspected.*

Lamotrigine

GlaxoWellcome I_amiCtaF E

Glaxo Wellcome Inc.

BRegistered trademark of The Wellcome Foundation Limited, Glaxo Wellcome Inc. licensed use. For a B'i,Lter Flltlll'Q
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BETASERON delays disability progression™

Probability of confirmed disability progression’
16.1%"*

p=0,0066

23.4%'
36.7%' e

pr=0.0032

year 1 year 2 year 3

| | Placebo (n=158) 'SI'MS patients
B BETASERON 8 MIL (n=1360) Relative reduction Adapted from BETASERON Product Managraph 1999

BETASERON reduces relapse rate in both
relapsing-remitting” and secondary progressive MS'

Reduction of mean annual Reduction of mean annual
relapse rate in RR patients’ relapse rate in SP patients’
"
39:%’.(0 A 26.3%"*

0034

Annual Relapse Rate
Annual Relapse Rate

'Multicentre, double-Dlind, controlled,
randomised, 5
pualed 5-year ] ‘Multicentre, double-blind, controlled,
| Placebo (e 123) significance s, placel 3 L | Macebo (n=358) randomised, 3-year study
I ETASERON # MIU [ri=124]  *Relative reduction W BETASERON 8 MU {n=1360] *Relative reduction

Adopted from the IFNB MS Study Group 1995 Adupted from BETASERON Product Monograph 1993

BETASERON has a manageable side-effect profile’ .

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'

*BETASERON has been demonstrated to delay the progression of disability in sawnﬂm progressive MS patients.'

The safety and efficacy of BETASERON In primary progressive M5 have not been avaluated

E‘I‘Ih;molmmonl for |m;gg fhan 2 mrshaanot been substantially demonstrated in mlapsm Temitting MS.
For secondary progressive MS, safety and efficacy data bayond 3 years are not avaitable.

FOR CDMPLETE WARNINGS AND PRECAUTIONS, PLEASE REFER TO THE PRODWT MDNDGHAPH
PRODUCT MONOGRAPH AVAILABLE TO HEALTH CARE PROFESSIONALS LIPON RE
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EFFICACY ACROSS A BROAD RANGE
OF SEIZURES.

» TOPAMAX demonstrates efficacy in Partial Onset, Primary Generalized Tonic-Clonic, and Lennox-Gastaut Seizures'

* Desirable seizure-free results were shown in both Adults (19%)' and Children (22%)* with Partial Onset Seizures™’

NO EVIDENCE OF LIFE-THREATENING
SIDE EFFECTS.

* Like most antiepileptics, the most common side effects are CNS related, usually mild to moderate and transient”

ADULT PATIENTS MAY EXPERIENCE
WEIGHT LOSS.

* 73% of patients (n=52) showed a mean weight decrease of 5.97 lb (Interim analysis. Average duration 60 days)*

* 96% of children in clinical trials (= one year) who lost weight showed resumption of weight gain in test period™

TODAY, THERE'S TOPAMAX.

B.I.D. DOSING WITH THE
PATIENT IN MIND.

* TOPAMAX is initiated and titrated to clinical response regardless of existing anticonvulsant therapy

IN SPRINKLE

CAPSULES t0p|ramate FOR CHILOREN

HELPING PATIENTS MAKE MORE OF THEIR LIVES.

TOPAMAX " topiramate Tablets and Sprinkle Capsules: indicated as adjunctive therapy for the management of patients (adults and children two years and older) with
epilepsy who are not satisfactonly controlled with conventional therapy. There is limited information on the use of lopiramate in monotherapy at this time!

* Tablets available on formulary"

NOW AVAILABLE

| Gpen Label, 20 week trial (=450 Aduits), Optimal dosing was 300-350 ma/day(Average 288 mg/day)

§ Open Label trial for children (n=72) treated for = 3 months. Average dose of 10 ma/kg/day,

§ NS adverse evente: Somnolence (30,1%), dzoness {28,3%), ataxia (21,2%), speech disorders (16.8%
depression (B.0%), anorexia (5.3%), language problems (6.2%) and mood problems (3.5%). In an

** The long-term effects of weight loss in pediatric patients are not known

11 Limsited use benefit: Ontarlo, Nova Scotia, Rew Brunswick, PEL Full henefit: Quebec, Saskatchewan, British Columbia, Alberta, Manitoba.

Pleate refer to Uhe TOPAMAY Prescribin rmation for complete preseribing details.

), psychomotor slowing (16.8%), mystagmus (15.0%), paresthesia (15.0%), ne

ousness (15.9%), difficulty with concentration/attention (8.0%), confusion (9, 7%),
dit of 1446 adults and 303 children, there appeared to be a similar patten

f adverse events.

REFERENCES: 1. TOPAMAX® topiramate Tablets and Sprinkie Capsules Product Monogragh, May 11, 1999, 2. Kamin M, Kraut L, Olson W, Dase aptimization of topiramate a5 add-on therapy in adults with treatment-resistant partial-onset seizures Meurology 199952
(Suppl 2):A525-526. 3. Glauser TA, Eitzrman R, Wytlie £ et al. Open labe! topiramate in pandiatric partial epilepsy Epiepsia 1997:38 (Suppl 3):94. 4, Rosenfeld WE et al.Topiramate and concomitant weight loss, Epilpsia 199738 {Suppl 81:98

H HJANSSEN-ORTHO Inc
19 Green Holt Dik
Ondarks, Canada

Totonts
C 1Ls

*All trademark rights used under license 2 2000 JANSSEN-ORTHO Inc 50, A TXIAO01001A
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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 (systéme international d’unités) 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 ez 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.
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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 placeiof
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. [n:
Siegel GJ, Albers RW, Agranoff BW, Katzman R, eds. Basic
Neurochemistry. Boston: Little, Brown & Co., 1981: 233-254.

* Hlustrations 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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Introducing Zanaf/lex

A new option in the treatment of spast|c1ty

Sta r't from

a position

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.'** The dual mechanism
of action, targeting both the locus ceruleus and
polysynaptic pathways, reduces hyperactivity of spinal
motor neurons.*

For more information,
DRAXIS HEALTH INC. call 1-800-563-7546.

6870 Goreway Drive,
Mississauga, Ontario L4V 1P1

® Zanaflex is a registered trademark of Elan Pharmaceuticals Inc. fmAB*

DRAXIS HEALTH INC., is the Canadian distributor of Zanaflex, m——

- = =
In multiple-dose, placebo-controlled studies, the most frequently reported adverse events included Z (1 Ij ('l" o
dry mouth (49%), sedation/somnolence (48%), asthenia (weakness, fatigue and/or tiredness) (41%) ran il T
and dizziness (16%).* The most common adverse events leading to discontinuation of therapy were LTl
asthenia (3%), somnolence (3%) and dry mouth (3%).*
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. Re | ief. Strength . Fl exi bi | ity.
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WONEX
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Telpin g people with relapsing forms of MS
get on with their lives.
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Danger can lurk bebind
the face of an apparently
healthy MS patient.

Progressive brain atrophy begins early in the course of MS and is likely
irreversible.! Cognitive disturbances begin early in the MS process, but
are often subtle and easily overlooked by patient and clinician alike.**

AVONEX?® bas shown a 55% reduction
in brain atrophy progression.’

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.” AVONEX® 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."” AVONEX® also demonstrated a
significant MRI effect showing an 89% reduction in gadolinium-
enhanced lesions in patients with enhancement at baseline.”

Change in Brain Parenchymal Fraction’
(Adapted from Rudick et al.)

Interferon B-1a Placebo
n=68 n=72

Change in brain
parenchymal fraction
(BPF) according to
treatment arm in the
interferon -1la clinical
trial. Significantly

less brain atrophy in
interferon f-1a patients
during the second year.

-0.25

05

Mean % BPF Change

-0.75

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

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

* It remains to be determined whether brain atrophy during the relapsing-remitting 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); AVONEX"-treated
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).

0 The exact relationship between MRI findings and clinical status is unknown (n=44).
AVONEX® is indicated for the treatment of relapsing forms of MS.
For brief prescribing information see pages A-44, A-45, A-55
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25 Years Ago in the
Canadian Journal of Neurological Sciences

DIRECT LEUKOCYTE MIGRATION INHIBITION IN
MULTIPLE SCLEROSIS — A POSSIBLE ASSESSMENT OF ACTIVITY

M.P. Day, J.H. Day and P.L. Mann

SUMMARY: Twenty-four patients with multiple sclerosis were evaluated and classified according to their clinical
state. Specific migration inhibition studies were carried out on blood samples from each using myelin basic protein,
an acid soluble protein fraction isolated from normal human CNS white matter, and multiple sclerosis myelin basic
protein from patients who had the disease, as the antigenic material. This test system employed selected media.
Results were compared with those of normal controls and patients with other neurological disease states. Antigen
concentration of 500wg/ml in serum free medium combined to produce the greatest inhibiting effect on leukocytes in
patients with apparent multiple sclerosis and differentiated these patients from those in other groups tested.

Leukocytes in patients who had probable multiple sclerosis with partial impairment, signifying possible current
activity of the disease, were especially inhibited as compared to the leukocytes from other groups tested against
myelin antigen. Cerebrospinal fluid from affected patients when used as a media enhanced the test.

This study suggests that migration inhibition of peripheral leukocytes using myelin protein may be useful in the
diagnosis of patients with multiple sclerosis. There is additional evidence that the degree of leukocyte migration
inhibition may reflect activity of the disease with its consequent implications on treatment and prognosis.

Can. J. Neurol. Sci. 1976;3:99

THE LOCATION OF CONDUCTION ABNORMALITIES IN
HuMAN ENTRAPMENT NEUROPATHIES

William F. Brown, Gary G. Ferguson, Michael W. Jones and Stephen K. Yates

SUMMARY: Direct stimulation of 23 median, 13 ulnar and 2 peroneal nerves at the time of surgical exploration
has been used to locate, and characterize the conduction abnormalities in the nerves. The most frequent location of
the major conduction abnormalities in the median nerve was in the first 1-2 em distal to the origin of the carpal tunnel.
In the ulnar nerve, the important conduction abnormalities were located most frequently in the segments 1 cm
proximal and distal to the medial epicondyle. In the peroneal nerve, the major conduction abnormalities occurred
proximal or distal to the entry point of the common peroneal nerve into the peroneus longus muscle.

Can. J. Neurol. Sci. 1976;3:111

INTERPRETATION OF THE COMPUTERIZED TOMOGRAPHIC SCAN
M. Banna

SUMMARY: This paper is based on the experience gained from over three thousand examinations by
computerized tomography (CT). The appearances of various intracranial lesions are presented. The reliability and
limitations of this new technique are also described and some pitfalls in scan interpretation are mentioned.

Can. J. Neurol. Sci. 1976;3:123

Continued on page 20
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urn the agony of migraine into
the beauty of relief.

Zomig’ provides consistent relief.
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* Rapid relief within one hour.' R B—
=2
P ) h : | M M “N
Significant headache response- after a single 2.5 mg dose. ‘1 Omlg I!%E
» Consistent efficacy across multiple attacks.”* | Zoimm_iméa:églﬂgmﬁ%g g 10 g
o k A e : . compri cous - F
» Effective in a wide variety of migraine subtypes." l L _‘\.

» Effective when taken at any time during a migraine attack.’
» Treats associated symptoms of photophobia, phonophobia and nausea.'

* Proven safety profile in over 5,500 patients treating more than 89,000 attacks.>¢"

wnent fom svere o moderate headache to mid or no pain at twa hours

Zomig
zolmitriptan tablets 2.5 mg

Consistent migraine relief.

AstraZeneca@
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we de Lennox-Gastaut

‘Lamictal

LAMICTAL est le premier et le seul parmi les
nouveaux antiépileptiques* qui soit indiqué comme
traitement d’appoint chez les enfants et les adultes
atteints du syndrome de Lennox-Gastaut (SLG)'.
LAMICTAL est également le premier et le seul
parmi les antiépileptiques récents* qui soit indiqué
comme monothérapie apreés polythérapie chez
l'adulte.

Une supériorité significative pour
maitriser les divers types de crises
liées au syndrome de Lennox-Gastaut'

» ['adjonction de LAMICTAL réduit, de facon
significative, le nombre de crises majeures, les
effondrements épileptiques et les crises tonico-
cloniques chez les patients atteints de SLG'.

NOMBRE MEDIAN
DES CRISES MAJEURES/SEMAINE

p=0013 | _'| -Valeur initiale (semaine 0)
Période de traitement
KA - (semaines 1 a 16)
16,4

B 14,2

| 135

|

|

Lamictal Placebo
(n=78; age 9,6 £ 5,2 ans) (n=289; age 10,9 £ 5,9 ans)

Essai a double insu, & répartition aléatoire et a controle placebo chez des patients
de3a25ans

GlaxoWellcome

Glaxo Wellcome Inc.
0Dnlznm'm: déposée de The Wellcome Foundation Limited, utilisée sous licence par Glaxo Wellcome Ine.
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Maintien d’un faible profil d’effets
indésirables touchant le SNC chez
les patients de 3 a 25 ans atteints
du syndrome de Lennox-Gastaut

e Faible taux d’abandons comparativement au
placebo?? : 3,8 % pour le groupe LAMICTAL
(principalement reliés aux éruptions cutanées®)
contre 7,8 % pour le groupe placebo (principale-
ment reliés a une détérioration de la maitrise
des crises).

e Aucune différence significative dans la fréquence
des effets indésirables entre LAMICTAL et le
placebo, sauf pour le rhume ou des maladies
virales (LAMICTAL, 5 % contre placebo, 0 %;

p = 0,05)".

Amélioration de la fonction neuro-
logique et des facultés cognitives™

e Une plus forte proportion de patients (de 3 a 25 ans)
atteints de SLG, traités a 'aide de LAMICTAL
comme traitement d’appoint (n = 79) c. un placebo
d’appoint (n = 90), ont connu une amélioration
cliniquement significative des symptomes neu-
rologiques durant la période 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 %)*>.

LAMICTAL offre une plus grand maitrise des
divers types de crises liées au SLG, avec faible profil
d’effets indésirables touchant le SNC. Vous pouvez
aussi améliorer la fonction neurologique et les
facultés cognitives de vos patients™. Ajoutez
LAMICTAL** des que I'on soupgonne un SLG'.

Lamictal &
L'avenir en téte

Pour documentation voir pages A-52, A-53, A-54, A-55



https://doi.org/10.1017/S0317167100118724

BETASERON retarde la progression de l'incapacite™

Probabilite de la progression
confirmee de I'incapacite’

16,1 %"
23,4 %' e e
36.7 O/t ‘ P = 00013

p=0,0032

1™ année 2¢ année 3¢ année

] Placeba [n= 158) * Patients atieints de SEP progressive-secondoine

B BETASERON 6 MUI [n = 360} * Réduction relative Adopté de fo manographic de BETASERON, 1999

BETASERON réduit le taux de poussées dans la
SEP rémittente’ et dans la SEP progressive-secondaire'

Réduction du taux annuel moyen Réduction du taux annuel
des poussées chez les patients moyen des poussées
atteints de SEP remittente” chez les patients atteints
de SEP progressive-secondaire’
0 %"
ke 26,3 00"

P o= 00034

Taux annuel
ey poussées
Taux annuel

des poussées

' Blude multicentrigue contrilée,
# double insu et & répartition aléatoire,
:I une durée de 5 ans: donnees sur
nbinées, auctine différence * Erude multicentrigue contrilée,
\i;llmil]wml nt significative par rapport & double fnsu et 4 répartition
1 Placehio (n = 123) au placetio au cours des annees 335 =1 Placebo (n = 358) aléatoire, d'une durée de 3 ans
E BETASERON 8 MUL[n = 124] * Réduction relative mm BETASERON u M||| n= 360) * Réduction relative

Adapté des résultats de I'4tude mende par'le IFNB M5 Study Group, 1895 Adagté de ke monographic de BETASERON, 1399

Effets indésirables pouvant étre pris en charge'

Chez les patients atteints de SEP progressive-secondaire, les effets indésirables
les plus fréquents de BETASERON sont : syndrome pseudo-grippal (61 %),
fievre (40 %), frissons (23 %), inflammation au point d'injection (48 %),
réactions au point d'injection (46 %), myalgie (23 %), hypertonie (41 %)

et éruption cutanée (20 %)'".

Les symptomes pseudo-grippaux et les réactions au point d'injection
peuvent étre pris en charge et diminuent de facon marquée avec le temps'.

*Il @ été démontré que BETASERON retarde fa progression de I'incapacité chez les patients atteints de SEP progressive-secondaire’
LM!NMI&MBHASEMNM!&SEP -primaire n'ont pas &lé evaluees, i

On ne dispose pas de données probantes sur 1 1e du traltement dans la SEP remittente au-deld de deux ans,
ninanmnmgwlemmmmmmwmmemmms&mw“mndalrew-miadaunlsm.

VEUILLEZ CONSULTER LA MONOGRAPHIE DE PRODUIT POUR OBTENIR LA LISTE COMPLETE DES MISES EN GARDE ET DES PRECAUTIONS.
MONOGRAPHIE DE PRODUIT OFFERTE SUR DEMANDE AUX PROFESSIDNNELS DE LA
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25 Years Ago in the
Canadian Journal of Neurological Sciences

SHY-DRAGER SYNDROME. NEUROPATHOLOGICAL CORRELATION AND
RESPONSE TO LEVODOPA THERAPY

Jacques de Lean and John H.N. Deck

SUMMARY: The postmortem examination of the nervous system of a patient with Shy-Drager syndrome
successfully treated with levodopa (Sharpe et al, 1972) revealed features of striato-nigral degeneration and
amyotrophic lateral sclerosis, a cerebellar system degeneration and a loss of approximately 75% of sympathetic
preganglionic neurons. Lewy bodies were not present and no detectable changes were observed in the sympathetic
prevertebral ganglia.

While the limited and transient beneficial effect of levodopa on the bradykinesia in our case is possibly due to the
progressive loss of striatal dopaminergic receptors seen in striatonigral degeneration, we propose that in Shy-Drager
syndrome, levodopa therapy benefits orthostatic hypotension because of a suppression of the central depressor action
of this drug. This suppression is attributable to functional disconnection of sympathetic ganglia secondary to the loss
of preganglionic neurons or to degeneration of central autonomic catecholaminergic systems.

Can. J. Neurol. Sci. 1976:3:167

MYOPHOSPHORYLASE DEFICIENCY (MCARDLE’S DISEASE):
REPORT OF A FAMILY

M. Zafar Mahmud, R. Rodney Howell, Roger E. Stevenson and John Gilroy

SUMMARY: The clinical and biochemical findings are presented of two brothers suffering from McArdle’s
Disease (Myophosphorylase Deficiency). Tissue enzyme estimations and lactate levels were done in affected and
nonaffected members of the family. Affected members showed absence of phosphorylase enzyme by histochemical
and quantitative estimation. No quantitative abnormalities were found in other enzyme systems of glycolytic pathways
in the family investigated. Various other aspects of clinical features, biochemical abnormalities and inheritance are
discussed.

Can. J. Neurol. Sci. 1976;3:175

INTELLECTUAL PERFORMANCE IN MULTI-INFARCT DEMENTIA AND
ALZHEIMER’S DISEASE: A REPLICATION STUDY

Francisco 1. Perez, David A. Stump. Joe R.A. Gay and Vicki R. Hart

SUMMARY: A consistent feature in dementia is an overall intellectual degeneration. The present study
investigated the intellectual performance of patients with Alzheimer’s Disease (AD) and multi-infarct dementia (MID)
using the Wechsler Adult Intelligence Scale (WAIS). For reliability and generality purposes two independent samples
of patients were collected. Significant differences in Education Level (EDU) and Performance 1Q (PIQ) were obtained
for the first sample, with the AD group having a significantly higher EDU level. The MID group obtained a higher
PIQ. No significant differences were found in the second sample, but EDU level approached significance with the AD
group again having a higher EDU level. A discriminant function analysis classified 81% of the patients in the first
sample and 100% diagnostic accuracy was obtained for the second sample using the 11 predictor variables. A
maximum R? stepwise regression was performed in order to detect the “best” model of variables discriminating between
the diagnostic groups. For the first sample the “best” model was the two variable model, including EDU and Full Scale 1Q,
accounting for 40% of the variance. The simplest model for the second sample was the one variable model including EDU,
accounting for 20% of the variance. Quantitative differences were found between the AD samples. time since onset of the
disease was offered as a possible influence in the quantitative differences in the AD samples. Sampling biases in the
behavioural study of dementia are discussed. Successful replication was obtained.

Can. J. Neurol. Sci. 1976;3:181

Continued on page 26
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A new twist in
migraine relief

: Available in packages of
* Can be taken anytime, anywhere. 2":;1 :r-;lepdis meibie
* Excellent choice for patients experiencing nausea and unable to drink water. tablets 2.5 mg

* Dissolves on the tongue.
» Effective migraine relief' demonstrated as early as in 30 minutes.
* Orange flavoured, orally dispersible tablets.

Syewydey ENNOTS

* Side effect profile consistent with Zomig‘ 2.5 mg tablet.” o
¥ Zomig® is indicated for tf
: w |
AstraZenecaéé ; :O I I I lg plmel t
T e oo .4 of A zolmitriptan & orally dispersible tablets 2.5 mg
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Now we ca 1 CEll
long-term benefits:
of Alzheimer’s disease™

with once-a-day Aricept..
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Celebrate another birthday, another holiday,
another family gathering. Because Aricept” has
been shown to result in improvement or stabilization
in 80% of Alzheimer’s disease patients over six months
of treatment" and our new long-term data is even
more cause for making Aricept’ your standard of care.?

After one year, placebo-controlled studies demonstrated
that Aricept’-treated patients showed significantly less
decline in their cognition, global functioning and Activities
of Daily Living,**1

After almost 2 years, Aricept-treated patients showed signif-
icantly less decline in their cognition and global functioning
in comparison to data expected from untreated patients.”"

After 3 years, Aricept-treated patients continued to show
treatment benefits on cognition and global functioning
compared to data expected from untreated patients.**

Aricept’ has demonstrated long-term safety and
tolerability profiles.** With appropriate dose escalation,
10 mg/day dose, 5 mg/day dose and placebo were shown
to have comparable adverse events."

With Aricept’, patients may now be able to maintain
their autonomy—for a longer time. Now that’s cause
for celebration.

Aricept’ does not change the underlying course of the disease, Aricept’ is indicated for the
symptomatic treatment of patients with mild-to-moderate dementia of the Alzheimer's type.

T Most common adverse clinical events with Aricept’: diarrhea, nausea, insomnia, fatigue,
vomiting, muscle cramps and anorexia, These events are usually mild and transient,
resolving with continued Aricept’ treatment without need for dose modification.

+

In a 24-week, double-blind, placebo-controlled study, 473 mild4o-moderate AD patients were randomized to receive Aricept*
5 mg/day, 10 mg/day or placebo. The mean difference for Aricept®streated patients (10 mg/day) vs. placebo was -2.87£0,63
(p<0.0001) units in ADAS-cog, D.47£0.11 (p<0.0001) units in CIBIC-plus, and 0,5940,17 (p=0.0007) units in CDR-5B
In a 52-week, multicentre, double-blind, placebo-controlled study, 286 mild-to-moderate AD patients were randomized
to recelve Aricept® 5 mg/day for 28 days, followed by 10 mg/day, as per clinician’s judgement, or placebo. At study endpoint,
significant treatment differences were observed fn MMSE in Aricept*-treated patients with mild AD (150; p=0.049)
and moderate AD (2.11; p=0.002},
In & S4.week, multicentre, double-blind, placebe-controlled study, 431 mildto-moderate AD patients were mndomized
to receive Aricept® 5 mg/day for 28 days, fallowed by 10 mg/day, or placebo. At study endpaoint, significant differences
were observed in favour of Aricept® in TADL and ADL (p=0.001 and 0,007), and MMSE {1.21; p=0.0005). CDR-5B
was also improved
1 In an Interim analysis (at 98 weeks of treatment) of a 192-week, multicentre, non-randomized, open-label extension study
in which 133 mild-to-moderate AD patients continued to receive Aricept® (up to 10:mg/day) after a 14-week, double-blind,
placebo-controlled study. Differences with placebo were observed in cognitive and global functioning as measured by
the ADAS-cog and CDR-SH.
£4 In a 162-week, multicentre, open-label extension study, 379 patients who had previously compléted a randomized,
double-blind, placebo-controlled study (n=818) with Aricept® were treated with Aricépt® 5 mg which could be increased
1o 10:mg between weeks 6 and 24, as per clinician’s judgement. Al study endpoint, ADAS-cog declined 15,57 points
(95% CI, 12,19.2) vs. the estimated decline of 612 points per year in untreated patients.

Product Monograph available upon request.
Now on several provincial formularies.®

A g O.nce-a-day
Aricept

donepezil HCL5 & 10 my tablets

L

=a

Hope for a brighter tomorrow

* TM Eisai Co, Ltd., Tokyo, Japan
Pfizer Canada Inc., licensee

© 2000
Phizer Canada Inc. .
Kirkland, Quebec —
H9J 2M5 PAAB, (Reb) Life is our life’s work

&% In Saskatchewan, Quebec, Alberta, Manitoba and Ontario, Please see individual formularies for special-, exceptional-,
and limited-use drug status, For more information on coverage criterla, please call 1-600-510-6141,
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EFFICACE CONTRE UN GRAND NOMBRE
DE TYPES DE CRISES.

» TOPAMAX est efficace contre les crises partielles initiales, les crises tonico-cloniques primaires généralisées et les
crises associées au syndrome de Lennox-Gastaut’

* Des résultats souhaitables avec absence totale de crises chez 19 % des adultes' et 22 % des enfants' atteints de
crises partielles initiales*’

AUCUN SIGNE D'EFFETS SECONDAIRES
CAPABLES DE MENACER LE PRONOSTIC VITAL.

» Comme pour la plupart des antiépileptiques, les effets secondaires le plus fréquemment signalés relévent du SNC
et sont généralement légers @ modérés et de nature passagére”

IL EST POSSIBLE QUE LES PATIENTS
ADULTES SUBISSENT UNE PERTE DE POIDS.

* 73 % (n = 52) des patients ont subi une perte de poids de 5,97 |b en moyenne (Analyse provisoire. Durée
moyenne de 60 jours)*

* 96 % des enfants traités dans le cadre des essais cliniques pendant au moins un an et ayant subi une perte de
poids ont repris du poids au cours de la période d'exécution des essais ™

AUJOURD'HUI ILY A TOPAMAX.

UNE POSOLOGIE BIQUOTIDIENNE POUR
TENIR COMPTE DU PATIENT.

* Le traitement par TOPAMAX peut étre commencé et ajusté selon la réponse clinique quel que soit le traitement
anticonvulsivant en cours

* Les comprimés sont inscrits au formulaire'

TOPAMAX ...

INDIQUE

topiramate CHEZ LENFANT

POUR AIDER LES PATIENTS A MIEUX PROFITER DE LA VIE

(omprimés et capsules @ saupoudrer "TOPAMAX® (topiramate) : indigués comme traitement adjuvant chez les patients (adultes et enfants agés de deux ans ou plus) atteints
o @pilepsie dont ['état n'est pas maitrisé de fagon satisfaisante avec fe trattement traditionnel. Les rensergnements sur 'emplor du topiramate en monothiérapie sont encore (imités’,

Lz

MAINTENANT
@FFERT EN CAPSULES
A SAUPDUDRER

osologle aptimale ; 300 3

fline étude ouverte d'une durée de {um
btude ouverte it it
AW anifistations incdbsirables fiées % (30,1 % o5 de la pa ’D| 16,8 %), ralentissement rfyr'“r 16,8 %], mystagmus (15 %), paresthésie (15
Pattention (8 %), confusion (9,7 %), dépn %) %), Ui lhes ity

dur

i 288 mg/fout).

1t (15,9 %), difficubte & se concentren/troubles d
ander des profils de mamFestation

it . tchewan, Colombie-Britannique, Alberta, Manitoba
Voutlles vous reporty ur it ’e g wnl

seitures Meurology 1999:52

REFERENCES ¢ 1. Monographie des comprimés et capsules & saupoudrer TOPAMAX® (ke lson W, Dose optimization of topiramate as add-on therapy in adults with tre
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25 Years Ago in the
Canadian Journal of Neurological Sciences

THE PLACING REACTION IN ADULT NEUROLOGY
M.IL. Botez

SUMMARY: The first description of the placing reaction (PR) in 12 human adult cases is given. The optimum
position for eliciting the PR is the dangling leg posture, i.e. the same as for the forward groping of the foot. There are
three forms of PR quite similar to those noticed in animal physiology, i.e. the visual-PR, the dorsum-PR and the sole-
PR. The term contact placing is preferred for the last two forms. The PR is encountered only in patients displaying a
forward and medial groping of the foot as well as a groping of the hand on the same side. The PR is usually ipsilateral
to the main cerebral lesion but there was no single case with a well-limited unilateral lesion. An involvement of
retrorolandic areas seems to be necessary for the occurrence of PR. It is concluded that both groping phenomena and
the PR are highly coordinated reflexes subserving self-preservation and belonging to antigravity mechanisms, i.e. the
standing posture.

Can. J. Neurol. Sci. 1976;3:189

INTRACRANIAL DYSGERMINOMAS
G. LeBlanc, J. Francouer, M. Copty, C. Contreras and F. Gagne

SUMMARY: We have reported three cases of intracranial dysgerminoma. The origin of these tumors has been
controversial for a long time. It is now accepted that they develop from germ cells. The diagnosis is often difficult to
confirm because of the variety of signs. If their origin is now accepted, the best way to deal with these lesions is still
controversial. They can be macroscopically removed if they are in the pineal region. Such treatment is not possible
for suprasellar tumors. Since these tumors can metastasize, radiation should be administered as soon as a pathological
diagnosis is obtained. It is our belief that it should be administered to the whole spinal axis.

Can. J. Neurol. Sci. 1976;3:199

CONGENITAL INTRASPINAL EXTRADURAL CYSTS (INTRASPINAL MENINGOCELE)
Dwight Parkinson, A. Chaudhuri and I. Shwartz

SUMMARY: A case of congenital, intraspinal, extradural cyst is reported with pain as the only presenting feature.

In the past, the lack of pain has been considered one of the characteristics of these rare lesions. In other reported cases,

when pain has been present, it was minimal and never the presenting feature. The clinical and radiographic features

and the surgical treatment are described. The pathogenesis is discussed and the literature reviewed. An addition to the
surgical technique is given whereby one of the postoperative complications may be obviated.

Can. J. Neurol. Sci. 1976;3:205

COMPUTER TOMOGRAPHY IN DISSEMINATED SCLEROSIS
K.G. Warren, M .J. Ball, D.W, Paty and M. Banna

SUMMARY: A case is reported where the appearance of acute, diffuse, disseminated sclerosis on computer
tomography (CT scan) is described and the literature is reviewed. This disease may give rise to multiple, small areas
of diminished X-ray absorption which may decrease in size during the course of the disease. The histological features
of one of the lesions was correlated with the radiological findings. It is suggested that, perhaps, only during the active
stage of demyelination can the lesions be detected on the CT scan.

Can. J. Neurol. Sci. 1976;3:211
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Rehif’. Efficacité dépendante de la dose dans

la SEP remittente’.

Les effets secondaires les plus fréquemment observés sont les réactions au point d'injec-
tion et les symptdomes pseudo-grippaux (asthénie, pyrexie, frissons, arthralgie, myalgie et
céphalées). Leur fréquence et leur intensité tend a diminuer avec la poursuite du traite-
ment. Veuillez consulter la monographie du produit pour les renseignements
posologiques complets. Les données portant sur l'innocuité et l'efficacité proviennent
d'observations sur 2 ans seulement.

* Rebif" est indiqué pour le traitement de la sclérose en plaques rémittente chez des
patients dont la cote EDSS se situe entre 0 et 5,0, afin de réduire le nombre et la gravité
des poussées cliniques, de ralentir la progression de I'invalidité physique, et de réduire
les besoins de corticothérapie et le nombre de séjours a I'hépital pour le traitement de la
sclérose en plaques.

REFERENCE : —

' Groupe d'étude PRISMS (Prevention of Relapses and Disability by Interferon B-1a Subcutaneously 3
’ccpp* in Multiple Sclerosis), 1998. Randomised double-blind placebo-controlled study of Interferon R-1a — Serono
_— in relapsing/remitting multiple sclerosis. Lancet, 352:1498-1504 -_— biotech & beyond
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36th Meeting of the

Canadian Congress of Neurological Sciences

Halifax, June 12-16, 2001

TUESDAY JUNE 12, 2001

Neurobiology Review Course — full day

ALS Strategies for Quality Life/Quality Care —
full day

Movement Disorders Videos — evening

Interesting Headache Case Presentations —
evening

WEDNESDAY JUNE 13, 2001

Common Movement Disorders: From the
Laboratory to the Clinic — full day

Spinal Course - full Day

Recent Concepts in Electroencephalography —
a.m.

Dementia — The Diagnosis, Investigation and
Treatment of Lewy Body Disease — a.m.

Assessment and Management of
Neuromuscular Disease — p.m.

Controversies in Neurocritical Care — p.m.
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LIFAX

THURSDAY JUNE 14, 2001

Plenary Session I: Transplantation
Parallel Platform Sessions
Poster Sessions

Plenary Session II: Regeneration/Plasticity

FRIDAY JUNE 15, 2001

Plenary Session III: Neuroprotection
Parallel Platform Session
Poster Sessions

Debates (Neurology/Neurosurgery)

SATURDAY JUNE 16, 2001

Neuropathic pain (half day)

Spinal Cord Injuries (half day)

(with the Canadian Association of Physical
Medicine and Rehabilitation)

Child Neurology Day — full day (Oncology)
Stroke Symposium — full day
MS Course - full day

2001 ¢ CCNS/CCSN
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Thank you to our Reviewers

We are indebted to the expert referees who have reviewed submission to the Canadian Journal of Neurological Sciences in 2000
(names in bold reviewed five or more papers). Their thoughtfulness and expertise has served our journal well. A special thank you to
Dr Larry Becker for the years of dedicated service as an associate editor. We welcome Dr. William Fletcher as the new associate editor.
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Introducing...
New,
-Aggrenox

Prevented twice
as many strokes
vs. ASA%*%

For every 1,000 patients treated for two years,

Aggrenox* prevented 58 strokes vs. only 29 for ASA, compared to placebo*

Superior protection for stroke vs. placebo’

Consider switching your ASA patients to Aggrenox:
0 * Aggrenox demonstrated superior stroke risk

UL e reduction vs. ASA*

* 36.8% additional stroke protection over placebo (p<0.001)*
* 22.1% additional stroke protection over ASA (p=0.008)'

* Proven safety and tolerability profile®

18.9% * One capsule B.I.D.?

B (p<0.009 vs, placebo)

* as compared to placebo

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

** most common adverse event was headache, occurring 39.2% vs. 32.9% for placebo. 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.

9% Risk reduction ar two years (faval or non-fatal)

ASA Aggrenox

Adapted from Aggrenoy Product Monograph (reference 3). Aggrenax 50 mg ASA + 400 mg extended release dipyndamole per day (b.i.d. dosing), n =1650,
ASA 50 mg (25 mg buid.) n = 1,649, p=0.008 between active groups
§ Randomized, double-blind, placebo controlled trial, 6602 patients with history of TIA or ischemic stroke, mean age 66.7 years, 58% male, 42% female.

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

Aggrenox is contraindicated in patients with hypersensitivity to dipyridamole, ASA, or any of the other prod- g .

uct components. Due to the ASA content, Aggrenox is also contraindicated in patients with known allergy to gg renox
nonsteroidal anti-inflammatory drug products and in patients with the syndrome of asthma, rhinitis and nasal

polyps.* Due to the ASA component, Aggrenox should be avoided in patients with severe hepatic insufficien- ASA /Extended Release Dipyridamole

cy or severe renal failure, used with caution in patients with inherited/acquired bleeding disorders or who . O ~
consume three or more alcoholic drinks every day, and avoided in patients with a history of active pepticuicer  Helping to maximize stroke protection
disease. Aggrenox should not be used in pediatric patients or during the third trimester of pregnancy.®

Aggrenox has a vasodilatory effect and should be used with caution in patients with severe coronary artery

disease (e.g., unstable angina or recently sustained myocardial infarction).* —

Full Product Monograph is available upon request. " Boehrlqger el
®Aggrenox is a registered trademark of Boehringer Ingelheim (Canada) Ltd. 1] lngelhelm (R&P) PAAB™
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