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Fig 1 Scattergram showing pre-treatment and
during-treatment Hamilton Rating Scale for Depression
scores ofsixteen myotonic dystrophy patients treated with
imipramine. Lines connect the pre-treatment and
during-treatment values for each patient. The scores have
been doubled.
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Enuresis in chronic epiletic patients

Sir: Accurate assessment of the number of
fits and an understanding of the natural his-
tory of seizures are essential to any long
term study of anticonvulsant action. Thus

Letters
the effect of ageing on seizure frequency in
any population shows a 34-38% fall in
incidence per decade.' In the present study,
82 adult residents of a centre for patients
with epilepsy were observed over a three
month period during which the nursing
staff paid particular attention to the inci-
dence of incontinence of urine, usually in
sleep occurring in the absence and the pre-
sence of an observed fit.
The table shows that the incidence of

enuresis exceeded the total number of
observed or reported fits. Daytime fits were
more frequent than nocturnal. The small
number of nocturnal fits without micturi-
tion suggests that the observer factor was
most important. These findings appear to
contrast with the accepted premise that
most fits occur when falling asleep or on
waking. It is possible that many episodes of
incontinence were due to seizures. Of the
recorded episodes of incontinence, one-
tenth occurred during daylight hours, not
necessarily when the resident was dosing.
When the incidence of incontinence

without an observed fit was analysed, 18
residents had enuresis (and one encopresis)
as the sole involuntary manifestation dur-
ing the period of observation. Of these,
seven residents accounted for 279 reported
episodes and one resident was incontinent
every night. If these seven residents are
excluded, only 100 episodes of involuntary
sphincter dysfunction could be regarded as
epileptic equivalents, that is, the sole man-
ifestation of a seizure.

Particular attention was paid to the
seven residents with persistent enuresis
(average age 51 years) and to the six resi-
dents with attacks of encopresis (average
age 57 years). Two of the residents with
persistent enuresis were female, the others
male. None of the affected residents had
other evidence of urinary or bowel disor-
ders to suggest that these problems were
due to non-neurological dysfunction.
Twelve of the thirteen had sustained
epilepsy following head injury, invariably
with complications such as alcoholism,

Table

Patients Attacks

Daytime fits
Continent: 27 66
Incontinent: 31 118

Nocturnal fits
Continent: 6 35
Incontinent: 12 40

Enuresis: (without observed fit) 36 355

Encopresis: (without observed fit) 6 15
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extradural haematoma, hypertension,
uraemia or diabetes, with progression to
dementia. Although incontinence occurred
more often than with other forms of pre-
senile dementia, attention to their anticon-
vulsant medication rarely influenced the
frequency of enuresis or encopresis.

We thank the residents and staff of Langho
Epileptic Centre for their help and cooper-
ation.

EMR CRITCHLEY
HW HAYWARD

Preston Royal Infirmary,
Preston PRI 6PS, UK
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Meige's syndrome assocated with spas-
modic dysphagia

Sir: In 1910, Meige described ten cases of a
neurologic syndrome characterised by
symmetrical dystonic spasms of the facial
muscles, which he termed "spasm facial
m6dian".1 This syndrome was later called
oral-facial dyskinesia,2 Brueghers syn-
drome,3 blepharospasm-oromandibular
dystonia syndrome,3 Meige's syndrome or
Meige's disease.4'-5 Recently, we treated a
patient with this syndrome who also had
severe dysphagia. There are a few case
reports of Meige's syndrome accompanied
by dysphagia,2331 but this is the first report
studying the mechanism of dysphagia by
electrophysiological methods.

In March 1982, a 69-year-old man pre-
sented with progressive difficulty in eye
opening for 1 year and dysphagia for 6
months. Difficulty of eye opening was
especially exacerbated by bright light and
mental stress, and perioral spasmodic
movement was also noted during voluntary
efforts to open eyes. There was no history
of drug intake, psychiatric illness, or similar
illness in the family. Neurological examina-
tion revealed sustained spasms of
orbicularis oculi and oris, and marked dys-
phagia. Bilateral blepharospasm was much
worse when he tried to open his eyes, espe-
cially following maximum eye closure.
Voluntary mouth opening or closure did
not influence the orbicularis oculi. Dys-
phagia was characterised by simultaneous
spasmodic contractions of sterno-
cleidomastoid and pharyngeal muscles,
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Fig (a) Polygraphic study offacial surface
EMG. Surface electrodes were placed on
frontal, orbicularis oculi (upper and lower
eye lids) and orbicularis oris muscles
bilaterally. Recording was performed by
bipolar derivation. (b) Needle EMG study
during swallowing in a normal person
(upper tracings) and in the present patient
(lower tracings). CP; cricopharyngeal, GG;
genioglossus, TH; thyrohyoid and SCM;
sternocleidomastoid muscle, respectively. In
a normal person, GG, TH and CP contract
in this order, while SCM remains silent
during swallowing. In the patient, however,
all these muscles including SCM show
marked contractions simultaneously at
moment ofswallowing (solid arrow),
followed by sustained irregular contractions
in the CP, GG and TH.

which occurred each time he attempted to
swallow. The thyroid cartilage did not ele-
vate in spite of an effort to swallow. Taking
a bolus of either fluid or solid food required
several deglutition movements, and it took
a few hours to finish a meal. Movement of
the soft palate was normal and symmetric.
The gag reflex was present bilaterally.
There was no atrophy or fasciculation in

the tongue. Protrusion and rapid move-
ment of the tongue were normal. The jaw
jerk was normal. Phonation and speech
were normal. Examination of the neck,
limbs and gait was normal. Electroence-
phalogram, skull radiographs and com-
puted tomography of the brain were nor-
mal.

Surface electromyographic (EMG) study
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