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Matters arising
The "pacing board" in selected speech
disorders of Parldnson's disease

Sir: Critchley' and Downie et a!2 have
recently discussed the severe communica-
tion disturbances present in some patients
with Parkinson's disease. Because these
difficulties are particularly resistant to trad-
itional speech therapy, the latter authors
suggested the use of a delayed auditory
feedback apparatus in the management of
selected cases. We would like to draw to
the attention of physicians caring for
patients with Parkinsonism a simple and
inexpensive alternative form of therapy
which can result in striking improvements.
The "pacing board"3 is an easily portable
wooden or plastic board segmented into
eight sections by raised dividers. The
patient moves a finger along the board
from one segment to another pronouncing
one syllable per segment. The usefulness of
this device has been previously reported
only in palilalia.3 We would suggest that
patients with additional severe communica-
tion disorders also may benefit as exem-
plified by the following case.

This 53-year-old man had suffered from
Parkinson's disease since the age of 37. He
did not have a history of encephalitis and
had never experienced oculogyric crises.
He had undergone a right thalamotomy in
1965 with some improvement and had
been treated with levodopa preparations
since 1969 and had also undergone unsuc-
cessful trials of bromocriptine. Over sev-
eral years he had experienced frequent
fluctuations in his clinical state throughout
the day. In the few months prior to admis-
sion, he estimated that he was normal 10%
of the day, "on" with dyskinesias 40% of
the time and akinetic 50% of the time
when he was usually chair or bed bound.
During both phases of "on" and "off" he
experienced severe communication
difficulties. While "on" he had very rapid,
festinating speech and palilalia. Communi-
cation was most markedly impaired by fre-
quent hesitations lasting an average of 6
seconds with sound and word repetitions
causing a reduction in his rate of speech to
30% of normal values.4 When "off " voice
amplitude was reduced and he was often
unable to do more than repeat a single syl-
lable over and over again. Much of his
speech was unintelligible independent of
which clinical phase he was in. The addi-
tion of pergolide mesylatel 2-2 mg per day
in divided doses resulted in a marked

reduction in his akinetic periods. However,
speech continued to be a major problem.
Using the "pacing board" to enforce syl-
labic speech, during the "on" phases rate
of coherent speech increased by 63% and
all dysfluent behaviours were virtually
eliminated. However, during the "off"
phases the patient was often too akinetic to
use the board effectively.
The similarities between disordered

speech and gait in Parkinson's disease have
been recognised for many years. Critchley6
discussed the similarity in response of
locomotion and speech disturbances to
external stimuli. It was because of these
similarities and the response of walking
difficulties to visual cues such as stairs, or
lines painted across the floor that Helm3
designed the "pacing board". She reported
its use in a single patient with palilalia. Our
experience suggests that other Parkinso-
nian speech disorders also may benefit
from the technique; however, it is likely
that only a select group of patients will
respond and we are in the process of defin-
ing the limits of its usefulness. Because of
the simple and inexpensive nature of this
device, we would recommend a trial of the
"pacing board" before turning to the more
complicated and costly delayed auditory
feedback speech aid used by Downie et a! .2
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Incidental focal intracranial computed
tomographic finding

Sir: The publications by Hounsfield and
Ambrose' 3 a decade ago signalled the
beginning of a new era in medicine, but
especially in the clinical neurosciences. We
might have to wait a few more decades to
appreciate the real value of the CT scan,
but most practicing physicians would agree
that it will be comparable to some other
great discoveries of the last hundred years,
like the TB bacillus or penicillin. There is
some disagreement about its present place
in the process of neurological workup, and
Leon A. Weisberg's paper4 seems to rep-
resent one extreme of the opinions. Based
on the analysis of 28 patients with inciden-
tal CT abnormalities without prior
neurological or neurosurgical consultation
his conclusions can be summarised as fol-
lows: (1) clincial examination by a trained
neurologist or neurosurgeon is more reli-
able than CT scan. (2) it might be not only
useless, but even harmful to detect certain
intracranial abnormalities. I strongly dis-
agree with these conclusions, and wish to
make the following comments.
His first conclusion can be criticised on at

least two grounds. Firstly, CT scan might
seem less cost effective than a neurological
assessment, but considering all that is
involved in such an assessment, it probably
is not. This, however, may be quite irrel-
evant. The careful initial assessment of a
patient takes a minimum of one hour, a
routine CT scan approximately twenty
minutes. With the continuous increase in
the world's population, rapid propagation
of technical advances in medicine and
expectations of our patients we may very
soon reach the point that very few
neurologists or neurosurgeons will be able
to afford to practice neurology as an art,
and our management of patients will have
to become more technical. The human
component of medicine is too dominant for
it to be ever completely replaced by
machines; their maximum use, however, is
highly desirable. In our search for a cheap,
easily accessible, highly reliable, low risk
technique to help us to screen patients for
correctible intracranial conditions, CT scan
comes as close to the ideal as we might ever
achieve. Secondly, I argue the point that
our clinical assessment is more reliable and
should be used before CT scan for reasons
different from the above considerations. It
is not clear from his paper whether there
were one or more neurologists involved in
the post-CT assessment of his 28 patients.
He must be aware of the frequent dis-
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agreement among well qualified neurolog- It was around the time Dr Weisberg's
ists about the presence or absence of a cer- publication was reported that I received
tain sign in a particular patient, and some the report on my third patient with colloid
of the "focal signs" referred to in these cyst of the third ventricle in 18 months and
patients could have been seen differently my second patient with a meningioma in six
by another colleague. I would like to bring months-all without or with questionable
a study reported in this journal to Dr clinical manifestations. I had had a lot
Weisberg's attention about the unreliabil- more reports on "incidental" abnor-
ity of our interpretation of the most preci- malities, but these five cases made me
ous of the neurological signs, that of wonder how many people in my commun-
Babinski.5 Radiologists interpreting CT ity are walking around with similar treat-
scans are not infallible, nor is the technique able and-in the case of colloid cysts-
itself. It certainly is an objective test, and potentially lethal lesions. I am also deeply
leaves much less room for argumnents disturbed by my patients with subarachoid
among interpreters than the great variety haemorrhage from ruptured aneurysms
of signs encountered during neurological with its devastating personal and social
examination among clinicians. effects on people in their prime years. The

His second conclusion is even more con- risks and costs of angiography are too high
troversial. He quotes two reports from to detect them before bleeding occurs, and
pathology journals about the high occur- I am very hopeful that the day is not far
rence of subclinical pituitary adenomas when the sensitivity of CT scan will reach
and incidental meningiomas. CT scan the point that even small aneurysms will be
would probably not detect-at least not detected with no risk to the patients, and
at this stage-the microscopic pituitary enable us to operate on them before they
adenomas, and with the newer neurosurgi- rupture.
cal techniques even those are treated.6 As Dr Weisberg's study is based on retros-
for meningiomas I believe all "incidental" pective analysis of patients referred for CT
cases in accessible location should be scan, and this is a step in the right direction,
removed. A recent study presented at the even if our opinions about the conclusions
1982 meeting of the Society of British are so different. If we are to resolve the
Neurological Surgeons shows that a high question of who should be referred for CT
percentage of meningiomas become symp- scan and with what indications, a minimum
tomatic if left untreated, and mortality of two other types of studies are needed:
from surgery increases with age.' It would (1) to determine the frequency of inciden-
be difficult not to conclude that surgery at tal CT abnormalities in a well defined
an early stage is highly recommended. It is neurological patient population and (2) to
probably true that early detection of do the same in a sufficiently high number of
malignant tumours does not influence the healthy people. My anticipation is that
eventual outcome, but is there anything unexpected correctible CT abnormalities
that does? At the time of ordering a scan are frequent enough to warrant rather lib-
we are more interested in finding lesions eral use of this test in our patients, and I am
that are correctible and really need early hopeful that in the reasonably near future
detection, than finding an incurable malig- it will be used as a highly reliable screening
nant tumour. The same applies to cere- procedure without specific indications for
brovascular disease; the clinical picture the general population as well. For the time
might be quite typical for an ischaemic pro- being I do not think we should put restric-
cess, and haemorrhage or other non- tions on who is and who is not allowed to
vascular abnormality is found on the CT ask for a CT scan. During my years as a
scan. Three of the patients in his study had consultant neurologist it has not been my
chronic subdural haematomas. The report impression that non-neurologists would
he quotes about non-surgical treatment of liave had a great deal of difficulty recognis-
chronic subdural haematomas was not well ing basic neurological syndromes and
received by neurosurgeons. I wonder if Dr initiating the appropriate investigation.
Weisburg would ever think about not LESLIE SURANYI
referring his patients with a chronic sub- 238A Augustus St
dural haematoma-especially the more Cornwall, Ontario
recent cases-to a neurosurgeon for evacu- Canada K6J 3W3
ation of the clot. If they are to be treated, References
they are to be found. They can be clinically
very deceiving, and CT scan has been a lHounsfield GN. Computerized transverse axial
great help to me in finding the clinically scanning (tomography). Part I. Description
borderline or unsuspected cases. of system. Br J Radiology 1973;46:1016-22.
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Weisberg replies:

Sir: Dr Suranyi raises many complex and
provocative issues. The difference in our
opinions is due to a deep philosophical
schism. I welcome the opportunity to
respond to the general philosophical dif-
ference; however, a point for point discus-
sion would require more space and words
than I an allowed in this letter. Our major
point of difference is that I do not believe
that CT should be used as a screening pro-
cedure. I believe that clinical neurological
practice should remain an art and it should
be the responsibility of neurologists to
teach our colleagues, for example inter-
nists, general practitioners, psychiatrists,
family practitioners, paediatricians, how
they may be well versed in the art of
neurological history taking and examina-
tion. To become a "Picasso" in this art,
physicians without formal training in
neurodiagnostic skills need to interact with
their colleagues who do have training in
neurodiagnosis so as to learn how well they
can approach most patientg with neurologi-
cal disease. If nonneurologically trained
physicians cannot approach common
neurological conditions with confidence,
neurologists have failed in a primary func-
tion, that is, education. However, there are
multiple textbooks which are well written
and concise whose purpose is education of
the non-neurologist in the approach to the
patient with neurological disease. Two
books' 2 are mentioned because I use them;
however there are at least 10 other good
books.
The importance of the clinical neurologic

examination has been stressed by Dr Old-
endorf.3 The clinical assessment of a
patient by a neurologist requires 30 to 60
minutes and the physician is mobile, that is,
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