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To the saying, "all that wheezes is not asthma"
may be added this one: "all that sieeps;ip not

narcolepsy."
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Chapter 1
General Introduction

For some years after Gélineau introduced the
term narcolepsy, the word was”used rather indiscrimin-
ately, The "classical" papers on narcolepsy written
mostly from 1925-1935 embodied attempts to clarify the
concept of the disease, The authors were mostly averse
to psychogenic explanations probably because they felt
they had been invoked too readily in the past,

From these papers arose the concept of a condition
characterized by dne or more of the following major
symptoms (often known as the narcoleptic 'tetrad') viz,

(1) Narcolepsy, a state of abnormal sleepiness,
the sleep attacks being generally short, inappropriate
and irresistible,

(2) Cataplexy, a condition in which muscular tone
is lost and the subject sinks helpless to the ground,
Consciousness is preserved throughout, These attacks
are usually precipitated by strong emotion and generally
last for less than & minute,

(3) Sleep Paralysis, a state of paralysis which
occurs between sleeping and waking, The patient,
though fully conscious, cannot move and may be very
anxious, A light touch will dispel the paralysis,

(4) Sleep Hallucinosis, which also takes place

between sleeping and waking, is a dream state, more
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visual than auditory, occurring while consciousness
is preserved,

The usual practice is to diagnose narcolepsy 1if
the first symptom is present but some workers insist
on the presence of cataplexy also and a few observers
have even followed Wilson and applied the term ‘'nar-
colepsy' to conditions of true and apparent sleep
widely differing in character, I hope to show that
this practice is unjustified,

Narcolepsy is a rare condition (Solomon, 1945,
found an incidence of 2~-4 per 100,000 white naval
recruits), Its apparent incidence, however, increased
after World War I and there has been much discussion
about whether this increase was genuine, As in other
conditions, there has been a tendency to recognize
milder variants of the syndrome ('night nurses
paralysis', partial cataplexy, etc.). Most papers
on narcolepsy deal with small numbers of cases be-
cause of the low incidence of the condition, Thus
Adie (1926) reported on six cases while Wilson'%s(1928)
well-known contribution was based only on four,
Fortunately the bigger medical centres, like the Mayo
Clinic, have been able to collect fairly large series
of cases over the years and these have been closely

goudiod Zrom the medical point of view (e.ge. Cave,
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1931; Daniels, 1934; Yoss and Daly, 1957),

Narcolepsy seems to have attracted writers of
theses - notably Adie, Cave, Daniels and Pond - but
none of them were mainly interested in the psychlatric
aspects of the condition although Pond gives some
valuable information on this topic, In recent years,
however, psychiatric interest in mnarcolepsy has re-
vived because: -

(1) Several writers have argued that idiopathic
narcolepsy is either partially or completely psycho-
genic and is amenable to psychotherapy.

(2) A rare psychosis has been described in
association with narcolepsy,

¥While there have been a number of articles on
both topics, there appears to have been no ceritical
review of this field, It seems useful to bring this
information together especially as it is widely
scattered in many articles dealing with only one or
two cases, In this thesis, I shall attempt to dis-
cuss these topics and, in particular, will examine
the concept of narcolepsy as a psychosomatic disease,
Before doing this, I shall briefly discuss the nature
of psychosomatic disorder and of sleep as these

topics bear closely on the discussion, which follows,
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I shall then describe the concept of narcolepsy and
review the somatic and psychopathological aspects

of the condition, Following this, I will report on
my own six cases, Details are given of the clinical,
neurophysiological and psychological investigations

I carried out and I hope that these will throw some
further light on the nature of narcolepsy. One of

my patients also suffered from paranoid schizophrenia
and adds another to the very few cases in the
literature, The six narcoleptics are then contrasted
with three cases of neurotic somnolence and I hope

to show that distinctive differences exist between
the two conditions,

Finally, an attempt is made to sum up the im-
pressions gained from personal observations and from
the literature, The latter has been reviewed in
detall to 1900 and, more selectively, to 1848,

the date of Edward's publication,



Chapter 2

Psychosomatic Disorder

Since this thesis is devoted to the ?syéﬁo-
somatic aépects of narcolepsy, it is well to briefly
examine the sense in which the term psychosomatic
is used,

Halliday (1948), whose work in this fieid
has been outstanding, has observed that a psycho-
somatic’disorder is "a bodily disorder whose
nature can be appreciated only when emotional
disturbances, that is’psychological happenings
are investigated in addition to physical disturb-
ances, that is, somatic happenings", This can
be interpreted either broadly to include prac=
tically all disorders or narrowly to include
only those disorders in which the presence of
emotional conflicts is of decisive importance
for the appearance of symptoms, e,g. some cases
of bronchial asthma, The distinction, however,
appears somewhat artificial since the importance
of the emotional component probably varies in
importance amongst different individuals with the

~

same disorder, Thus the role of emotion may
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factors briefly, Of constitutional factors, little
is known at present but it seems likely that
susceptibility to disorders s;ch as bronchial
asthma, peptic ulcer, narcolepsy varies naturally
just as the convulsive threshold for epllepsy
does, Certainly individuals who appear to have
the same basic conflicts may either suffer from
different psychosomatic disorders or none at

all (Alexander, 1952), It is often difficult

to distinguish constitutional factors from early
environmental ones and many psychiatrists do not
attempt to make the distinction in the present
state of our knowledge. While the o0ld saying
that "the child is father to the‘man" may some=~
times have been exaggerated, there is no doubt
that early unfavourable experiences are not
easily shaken off, An individual, for example,
who has never really been able to trust others
may get along fairly well until a chronic illness
makes him wholly dependent, This kind of experience
will subject him to tremendous strain; it will
disrupt his usual defences and perhaps destroy

the image of himself that he has built up
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sedulously for years, To cope with the
resulting anxiety and fall of self-esteem, he
may then fall back on various pathological
defences, The next factor, the cultural back—
ground, is of great importance because it is” this
which greatly influences the individualg choice
role in soéiety and his conception of what he is
and should be, Cultural values are extremely
complex but by and large in our society there

is a strong accent on activity, achievements,
ambition and competitiveness especially amongst
males but this is coupled with a strong demand
for conformity particularly in matters relafing
to sex and aggression, Amongst women, physical
attractiveness is much emphasized, Thus it
comes about that a young woman (especially one
who is unsure of her femininity) may find a
possibly disfiguring nasal operation a greater
threat to her security than a potentially killing
disease like tuberculosis which leaves her
appearance unmarked, The fourth factor, the
community attitude, is an important one with

many diseases, e,g, mental illness, tuberculosis,
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while the fifth is certain to be important
in any chronic disease, For example, a man
who develops rheumatoid arthritis may be unable
to work and support his family and this may
involve important changes in the whole family
structure, His wife may have to take on a new
role by working outside the home, plans for
the childrens‘education may have to be altered,
the family may have to move to a lower class
neighbourhood, etc, All of these things may
have complex repercussions not only on the
patient but on his whole group., Lastly, the
way in which the patient perceives his illness
is important, A prominent business man, a
labourer, a concert pianist and a politician
for example are likely to perceive the threat
of rheumatoid arthritis in different ways,
Moreover for some individuals the secondary .
gains of illness may be considerable,

In the following pages, I shall try to
evaluate the role of these factors in harcolepsy
and also to examine the question of whether

narcolepsy is a psychosomatic illness in the
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more specific sense, i,e. one in which emotional'
conflicts are so important that their removal
will cure or markedly alleviate the illness,
Weiss and English (1949) have set out a number
of criteria for this kind of condition viz,

(1) A family background suggestive of
psychological difficulties,

(2) Evidences for a childhood neurosis,

(3) Sensitivity to specific emotional factors,

(4) A specific personality structure.

(5) Demonstration of specific behaviour
(i.e, sensitivity to material stirring up
specific conflicts),

(6) Hyposensitization by psychotherapy or
by avoidance of provocative situations,

It must be admitted that these criteria are
not always easy to apply and are subject to the
vagaries of interpretation, Criticisms of the
psychosomatic approach have not been lacking; the
strictures of Altschule (1953) and Hamilton (1955)
are perhaps particularly notable (in their

different ways).

An illustration of the possible pitfalls
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of the psychosomatic approach is provided by
Machover (1957), He points out in an interesting
paper that a number of authors have described a
specific personality profile in parkinsonism.
which they believe antedates the disease and
plays an important role in its aetiology..
Machover suggests the alternative explanation
that the disease itself has a levelling effect
on the personalities of its victims producing
common personality factors, He tests this in an
ingenious way, He argues that, i1f his own
hypothesis 1is correct, the incidence of these
common factors should increase with the duration
of the illness whereas on the first hypothesis
there would be little change, He therefore
applied the Rorschach test to two groups of
parkinsonian patients in which the duration of
the illness averaged 2,5 and 19,6 years respect=
ively, The results which he presents in detail
convincingly favour his hypothesis, This study
while not absolutely conclusive seems to illus~
trate the dangers of retrospective falsification

as perhaps also do the findings of the Empire



Rheumatism Council in rheumatoid arthritis
(1950) and those of Miles_et al (1954) in coronary
occlusion,

There is another objection to the use of the
term psychosomatic in the more restricted sense
outlined above, Emotional factors may be im=-
portant in triggering off a disease which has
certainly not arisen on the basis of a character
neurosis, Such a disease would as truly deserve
the title psychosomatic as the other, Thus Mitchell
et al (1954) described a case of temporal lobe
epilepsy in which a pin served as a sexual fetish
and precipitated seizures, While the choice of
object may have been psychogenically determined
the condition did not respond to psychotherapy
but did to surgery., Again Gill's (1941) third case
of narcolepsy has sleepy attacks precipitated by
laughter, yet this case was certainly traumatic
in origin, Finally, most cases of cataplexy are
precipitated by emotion; it could hardly be
argued that all these patients are neurotic,

On the whole, it seems most satisfactory to

use the term psychosomatic in its broader sense



while fully recognizing that in some cases the
importance of mental conflicts may be such that
their appearance or disappearance may roughly
parallel the presence or absence of symptoms,
Even in these cases, the disease will have
important repercussions, Alcoholism for
example is commonly of psychogenic origin, yet
the disease has social consequences which will
have an important bearing on the final outcome,
Narcolepsy has not been widely regarded a;
a psychosomatic disease in the more restricted
sense, It receives brief mention in two textbooks
written by psychologists (Coleman, 1956; O'Kelly
and Muckler, 1955) but is not discussed in the
well known textbooks of psychosomatic medicine
by Weiss and .English (1949), Alexander (1952),
Dunbar (1943, 1954), Grinker aﬁd Robbins (1954)
and Hamilton (1955) while only Dunbar (1954) has
a2 brief reference to the related condition of
oversleeping., However, there have been a number
of papers in which the psychosomatic viewpoint
has received detailed attention; these I shall

review later, In general, it will be my aim to



show that narcolepsy can only be completely
understood by reference to a "multiplicity or

synergy of 'causes' " (Halliday) and also that

.it has important psychosocial consequences,
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Chapter 3

The Nature of Sleep

Since narcoleptic attacks are generally held
to be identical with normal sleep, a brief review
of recent work on the nature of sleep seems
appropriate, As long ago as 1913 Pieron in
his classic work '"Le Probleme Physiologique du
Sommeil" was able to collect some 3000 references,
The literature now is enormous and the problem
can therefore be dealt with here only in the
most succinct way.

The outstanding physiological characteridtics
of sleep are as follows, There is a raised
sensory threshold, muscular relaxation, a state
of unconsciousness which is readily reversible
and a suppression of higher cortical activity with
a total or partial suppression of mental activity,
The pupils are constricted, the heart rate
slightly slowed, the blood pressure falls about
10-20 mm, Hg,, the B,M,R, is reduced by 10-15%,
gastric motility continues, the respiratory rate
is decreased and the rectal temperature falls
slightly while the skin temperature rises

(Houssay et al, 1951; Magnussen, 1953), The
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E,E.G. becomes 'hyperSynchronized' showing a
characteristic slow wave pattern which is now
too well known to merit detailed description here.

Recent attempts to understand the nature of
sleep have centred around three main questions:

(1) Can sleep be determined by the aétion
of a "sleep centre'” or by the inactivation of
a "waking centre™?

(2) Can sleep be produced by factors
external to the nervous system, e,g, muscular
fatigue, conditioning, accumulation of toxins, etc,?

(3) What part do psychological factors (e.g.
interest, boredom, and mofe complex concepts
such as regression) play in the inception and
maintenance of sleep and wakefulness?

Kleitman (1939) after an extensive review
concluded that while reduction of afferent stimuli
to the brain is of great importance in facilitating
sleep, *t« other factors must be invoked, He
made an important distinction between the "wake-
fulness of necessity" maintained by sensory
impulses and the "wakefulness of choice" maintained

by cortical activity, He went on to argue that
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both cortical and sensory influences must
act through a "wakefulness centre" in the brain,

There is some evidence that the medial
structures of the thalamus laterally from the
ventral part of the massa intermedia act as a
sleep centre (Monnier, 1952), However, recent
work has been mainly concerned with the waking
centre and here a good deal of experimental
evidence exists. Magoun and his co~workers
have shown that the 'reticular activating system'
acts as an alerting system, This system lies
ventro-medially in the brain-stem and extends
from the medulla into the pons, midbrain, sub-
and hypothalamus and into the ventro-medial
thalamus (Magoun, 1952), In studying this
system use has been made of the close relation-
ship between the E,E.,G., patterns andthe sleep=-
wakefulness cycle., ZEvidence for its existence
as a wakefulness centre may be summarized
briefly as follows:

(1) Direct stimulation of this system in
relaxed or sleeping cats results in behavioural

and E,E,G, activation (Moruzzi and Magoun, 1949)
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More rostral sectioning produces the behavioural

and E,E.G, characteristics of sleep (Lindsley

et al, 1949), In cats, bilateral lesions in the
hypothalamus produce somnolence and hypersynchronous
activity of the E,E,G., which persist as long as'
the animals survive (Lindsley et al, 1950),

(2) After transection of the cat's reticular
activating system strong sensory stimulation will
produce transient behavioural and E,E.,G, arousal
but this disappears a few seconds after the
stimulus ceases (Lindsley et al, 1949), Thus
sensory impulses arriving in the cortex can
initiate but not maintain arousal in the absence
of the reticular activating system,

(3) On the other hand stimulation of the
reticular activating system in cats will produce
prlonged arousal even when sensory tracts in the
midbrain are severed (Lindsley et al, 1949), Such
animals continue to exhibit sleep wakefulness
cycles (Lindsley et al, 1950), Thus such sensory
impulses are not essential in initiating and
maintaining wakefulness,

Some of these experiments have been repeated
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on monkeys and there is a good deal of clinical'
evidence which suggests that similar consider-
ations probably apply to man (French, 1952;
Jasper and Van Buren, 1953; Kleitman, 1939;
Thompson, 1951), Taken together, they strongly
support the view that the reticular activating
system plays an essential role in maintaining
consciousness, However, it must not, of course,
be equated with consciousness which is a complex
state probably requiring cortical activity.

It is of great interest that recent work
has shown the existence of parts of the reticular
activating system sensitive to:

(a) Cholinergic drugs (Rinaldi and Himwich,
1955a, i955b).

(b) Adrenergic drugs (Rothballer, 1956, 1957),
For years the importance of the autonomic system
in sleep has been emphasized especially by
continental workers, ZEppinger and Hess first
described in detail the concept of yagotopia which
was elaborated by later workers, Many of them
felt that sleep was partly or wholly a state of

parasympathetic preponderance, Magnussen (1943,
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1953) on the other hand emphasized the reduction
of sympathetic activity during sleep. Rothballer
(1956) in reviewing the situation with regard
to the reticular activating system points out
that the actual arousal mechanism appears to be
adrenergic, not cholinergic, He admits, however,
that cholinergic drugs may produce sleep-like
changes in the E,E.G., without bédavioural counter-
parts, DSimilarly, Wikler (1952) has noted that
atropine can produce E.E,G, "sleep patterns" in
dogs without behavioural somnolence, More
recently Rothballer (1957) has shown that
methamphetamine and cocaine sensitize the reticular
system to adrenaline, an observation which may
explain the beneficial effects of the former
drug in narcolepsy.

The role of the autonomic nervous system
in sleep is still far from being fully understood
however, Hoffer and his co-workers (Hoffer, 1954%
Szatmari and Schneider, 1955) were able to induce
sleepiness in a number of normal subjects by the
intravenous injection of 200 mgms, acetylcholine

(after blocking the muscarine effects by previous



-21~

administration of atropine and prostigmine),
Epileptics and schizophrenics showed a diminished
response; some had "sleep activity” in the E.E.G.
but did not complain of feeling sleepy, However
in these experiments sleepiness did not always
immédiately follow the injection of acetylcholine
and it is not absolutely clear that the sleepiness
resulted from increased parasympathetic stimul-
ation, Magnussen, as mentioned previously,
emphasized reduction of sympathetic activity in
sleep, He described a state of "vegetative pre-
paredness" characterized by a rise of skin
temperature and other changes due to diminished
sympathetic activity., Many attempts have been
made to measure parasympathetic and sympathetic
activity by drug tests (injections of atropine,
adrenaline, pilocarpine, ergot, etc,) especially
in the French literature, Dechaume (1949) con-
sidered interpretations of these tests difficult,
There seem to be two main problems, in fact,
with tests of this kind:

(a) Uncertainty about what they measure,

(b) Their unreliability,



Recent experience with the latest of these
tests (Funkenstein's Mecholyl Test) certainly
seems to bear out the difficulties in obtaining
reliable data (Lotsof and Yobst, 1957),

There is much evidence that the cortex
plays an important role in sleep and wakefulness,
First of all, psychological influences obviously
do'have an influence on sleep, Insomnia is
extremely common in neurosis, DBoring situations
facilitate sleep while exciting or emotionally
upsetting ones obviously do not., Quite subtle
differentiations may Se involved, e.ge. 1f‘a mans
name is J. L, Brown and he reads in the newspapér
that J, C, Brown has won $50,000 in the football
pools he may hardly notice it, but let it refer
to himself and he may be unable to sleep for days,
Secondly Pavlov (1927) has presented a strong
case for sleep as a state of generalized
inhibition spreading from the cortex to subcortical
centres; while his concepts may not explain sleep
adequately they do seem to contribute to an under-
standing of its induction in some cases, Two

further lines of investigation indicate the im-
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portance of the cortex in sleep. Pathological
studies have shown that, while the majority of
organic lesions causing somnolence are situafed
in the third ventricle, some of them may be
cortical in origin, This was true of Righetti's
series (cited by Wilson, 1928) and of the careful
studies of Davison and Demuth (1945-46), Finally
there is some neurophysiological evidence,
Burns (1957) has shown that stimulatioh of the
occipital cortex can produce a sleep like state
in rats, Smith (1945) showed that stimulation
of the rostral cingulate cortex in monkeys
produces somnolence, Green and Arduini (1954)
demonstrated that the cortex and hippocampus
showed inverse patterns of activity. They sug~
gested that the connections of the hippocampus
witﬁ the mammilary body might serve to inhibit
alerting activity and facilitate the onset of
‘sleep,

Psychoanalytical workers have always been
much interested in the problem of sleep. Freud

(1917) saw sleep as an act of withdrawal from
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the world, an act which "reproduces intrauterine
existence", Ferenczi, as cited by Jekels (1945)
similarly stated: "sleép represents the repetitibn
of bygone forms of existence; even of the form

of existence before the origin of life itself",
More recently, Jekels (1945) somewhat obscurely
remarked that "There is no reason to shrink from
identifying the periodicity of sleep and wakeful;
ness with the pattern of the almost incomprehen-
sible cosmic process which produced 1ife out of
lifeless matter " (p. 187). Another analyst
(Davison, 1945) was more explicit stating that
sleep disturbances in neurotics are usually due
to repressed sexual wishes, desires for omnipotence,
death wishes and the guilt arising from then,

He further suggested that the emotional expect-
ations arising from incestuous and masturbatory
wishes determined the type of sleep disturbance

- sleeplessness or somnolence, He believed that
when the expectation was an agreeable one there
was a tendency to somnolence, while disagreeable
expectations tended to produce sleeplessness,

In my opinion, analytical statements on this subject
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have not always been particularly concerned

with the dissemination of objective, reliable,
shareable information, nor have they been
particularly fertile in the in the production of
testable hypotheses,

The increased interest in the role of the
nervous system and of psychological factors in
‘sleep has led to a turning away from the older
anatomic, chemical and humoral theories of sleep
which never had much to support them, The
observation that sleep could occur in only one
of Siamese twins (Houssay et al, 1951) would
seem to. rule out a pqrely humoral theory,
However, it is still possible = but unproven =
that humoral factors may make a contribution,

Before concluding this chapter, I would
like to consider briefly the relation of sleep
to hypnosis since trance states have undoubtedly
been confused with narcolepsy in the past, It
is now well established that as the hypnotised
éubject passes from the normal to the hypnotic
state no changes occur in the E,E,G. (Barker and

Burgwin, 1949; Dynes, 1947; Ford and Yeager,
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1948, and others), Physiological sleep however
can be induced later by hypnotic suggestion or
may occur spontaneously (Barker gnd Burgwin,
1948; 1949; Heiman and Spoerri, 1953), Recent
work has tended to focus on the differences
between hypnosis and sleep rather than on their
similarities (Brenman, 1951; Heiman, 1953; Koster,
1954), Brenman stated "we have not as yet found
any reliable physiological measurement which
differentiates hypnosis from the normal state",
However, she believed that psychologically sleep
and hypnosis have much in common,

I will conclude this chapter by summarizing
the main findings:

(1) The physiological changes of sleep
are largely non-specific, The E.,E,G, changes are
an exception and while they may rarely be induced
in the absence of sleep by certain drugs are
almost specific, Since sleep is easily feigned,
the E,E.G. evidence when available will be
of great help in doubtful cases,

(2) There is now strong evidence to support

the existence of the reticular activating system
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which serves as a wakefulness centre, The
portions of this system which are responsible
for arousal seem to be sensitive to adrenergic
drugs, This may explain the usefulness of the
sympathomimetic amines in narcolepsy,

(3) Psychological factors are important
in initiating and maintaining sleep. These
factors undoubtedly implicate the cortex as
also do Pavlovian concepts,

(4) There is, in addition, a body of
pathological and physiological evidence which
indicates the influence of the cortex in sleep,

(5) Sleep and hypnosis are distinct
physiologically and electroencephalographically,

(6) Obviously ﬁuch remains to be learned
about sleep, physiologically and psychologically
and there is no one theory at present which will

account for all the facts,




Chapter 4
_The Concept of Narcolepsy

Histor 1 Introd 0

Language is constantly undergoing a dynamic

change and this 1is especially true of medical and
technical terms, e.g. "atom", "gravitation”,
"epilepsy", "1nte111gence", etc., etc, This 1is
inevitable, However, when the same word means
different things to a number of contemporary
"experts", serious difficulties in communication
ensue, This difficulty in obtaining shareable,
reliable definitions exists in all sciences to
some extent, In psychiatry, it 1is peculiarlj
great and leads to serious unreliability of
diagnosis and to faulty transfer of information,
In relation to narcolepsy, this problem is
important, One observer may state that "most cases
of narcolepsy are of psychogenic origin® while
another states that "no cases of narcolepsy are
psychogenic", Such contradictions may be more
apparent than real, the words "narcolepsy’” and
"psychogenic" meaning different things to the two
observers, It is, therefore, of paramount import-

ance to discuss what is meant by the word narcolepsy.
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Before doing so, I would like to briefly
summarize the development of this concept,

There is no controversy over who introduced
the term "narcolepsy™, Gélineau did this in 1880
observing "Je propose de donner le nom de narcolepsie
seceas ; une névrose rare ou de moins peu connu
Jusqu'a ce jour, caracterisde par un besoin de
dormir 1mpé}ieux, subit et de courte duré;’se
reproduisant E des intervalles plus ou moins
rapproché%. Ce nom rappellera la double analogie
de la narcolepsie avec la somnolence et la cata-
lepsie,"” Gélineau went on to describe a typical
case who also showed "une faiblesse soudaine dans
ses Jjambes, qui se derobaient sous lui’” but the
significance of cataplexy as a symptom was first
recognized by Lowenfeld (1902) and did not become
widely appreciated in Britain prior to Adie'’s
publication (1926), Gélineau knew of only one
previous description of a similar case ~ that of
Caffd in 1862, However, Notkin and Jelliffe
(1934) found many descriptions of cases more
or less similar in the older literature, Frecedence

in fact has been claimed for Richard Bright (1836),
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Thomas Willis (1677) and even Galen or Arétaeus
(Dana, 1884; Lénnox, 1939; Cave, 1937),

Gélineau had suggested that narcolepsy was
distinct from epilepsy and constituted a disease
sur generis, DBallet (1882) early took up the
position that the term narcolepsy merely described
a symptom which could occur in many conditions,
During the next forty years, the term was rather
indiscriminately used to cover cases of an
epileptic and hysterical nature in which 'sleep'
attacks we;e not necessary sudden, irresistible
and short and often bore no resemblence to
physiological sleep, The condition did not arouse
widespread interest, however, and is not mentioned,
for example, in Osler's "Modern Medicine" (1910),

Most of the "classical' papers on narcolepsy
appeared in the decade 1925-1935, At this time,
its incidence appeared to increase, Wilson, for
example, had been on the "constant look out®” for
the condition during twenty years but did not see a
typical case until a few months before he wrote
his paper (Wilson, 1928) when he saw four cases, Wilson

cited Spiller as havinga similar experience. The
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best known of the contributiéns made at this

time were perhaps those of Redlich (1925, 1931),
Adie (1926, 1930), Lhermitte and Tournay (1927),
Wilson (1928, 1933), Levin (1929), and Thiele and
Bernhardt (1933), Cave; (1931) series of forty

two cases seen at the Mayo Clinic was the largest
presented in detail. Daniels (1934) followed this
up by a review of one hundred and forty seven cases
seen at the Mayo Clinic and a very full survey of
the literature,

The papers of Adie and Wilson perhaps best
represent opposing points of view at this time,
Adie in his 1926 M.D, thesis described five of his
own cases and another fifteen from the literature,
He emphasized the value of "cataplexy” iﬂiﬁiagnosis
of narcolepsy and insisted that there is a disease
idiopathic narcolepsy which is characterized by
attacks of sleep of short duration and rapid onset,
and also usually by cataplectic attacks precipitated
by emotion, He admitted that somnolence alone occurs
in a variety of conditions but argued that these
conditions can be distinguished from narcolepsy by
the fact that perfect health is maintained in the

latter. The combination of narcolepsy and
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cataplexy he felt was confined to the ldiopathic
" condition with oﬁe exception - the two symptoms
rarely occurréd in encephalitis lethargica.
Adie dogmatically asserted that narcolepsy was
independent of epilepsy and hysteria, He said
a propos of the former condition: "patients with
narcolepsy have been cbserved for periods of
fourteen, fifteen and twenty one years; in no
cases was there a convulsive attack of any kind"
and regarding the relationship to hysteria: "There
is never anything hysterical in the ordinary sense
in the psychological make up of these patients",
In a later article, Adie (1930) now having had
personal experience of no fewer than fifty more
patients firmly reiterated these conclusions,

Vhile Adie may be looked upon as developing
and elaborating upon the position occupied by
Gélineau'forty years before, Wilson is the logical
successor to Ballet, Wilson (1928) wrote of the
narcolepsies and emphasized that thé sleep attacks
were always symptomatic. He suggested a tentative
classification into:

(1) Recurring diurnal attacks of sleep:

(a) associated with attacks of

"Tonelessness",
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(b) without "tonelesd' attacks,

(2) Sleep éttacks of prolonged duration, day
and night sleeps running into each other; continuous
sleep,

However, he did not feel that the limes of
differentiation could be drawn too sharply, Wilson

thus casts the net much more widely than Adie and

is willing to include under narcolepsy such cases (
as the Sleeper of Okno who "slept" for thirty tﬁo
years (Froderstrom, 1912), In the sixth chaﬁter,

I shall fry to show that such cases have little

in common with the apparently physiological sleep
attacks of true narcolepsy. However, Wilson did
not feel that the sleep in the typical 'narcoleptic
= cataplectic' syndrome was normal because of
peculiar transitions to the waking state, e.g.
sleep paralysis, Wilson instead argued that an
affinity with epilepsy existed remarking that

both were characterized by 'periodical recurrence
of attack, abrupt onset with or without aura,

loss or diminution of consciousness, relatively
brief duration", Pond (1952) more recently has
pointed out that such characteristics are shared

by many phystological events, e.g. a sneeze so
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that the argument by analogy is unconvincing.

Diagnosis

Few clinicians today would agree to use the
term narcolepsy as widely as does Wilson; however
there is still much controversy regarding the
aetiology and pathogenesis of narcolepsy. In
general, narcolepsy is regarded ag a state

characterized by short, irresistible sleep attacks

often occurring at inappropriate times from which

the patient can be roused as from normal sleepe.

It may be associated with a number of other
symptoms, These include cataplexy, sleep paralysis,
sleep hallucinosis, somniloquism, disturbed
nocturnal sleep, somnambulism, sudden weight gain,
transient diplopia or ptosis, impairment or absence
of libido, amnesias, headaches and occasionally
hypogenitality and dermatographia, (Daniels, 1934;
Drake, 1949) Yoss and Daly (1957) have recently
analysed the incidence of the four major symptoms
of the syndrome in two hundred and forty one cases,
All cases had narcolepsy, 68% had cataplexy, 24%

had sleep paralysis; 30% had sleep hallucinosis,




These workers believe that the characteristic
feature of narcoiepsy is sustalned drowsiness,
They have widened the concept of narcolepsy by
including a group of patients who complain of fighte~
ing a constant battle against sleep throughout the
day but who do not have actual irresistible sleep
attacks, It must be admitted that there are various
degrees of irresistibility shading off into the
sleepiness of the normal person who is bored, Yoss
and Daly believe that no sharp line of demarcation
exists and that the decigion to use analeptics
should be based on the degree of disability, This
conclusion 1is important: 1if the degree of disability
is variable one might suspect that social, cultural
or personal factors would be of great importance
in how the individual copes with 1t, The mani-
festation rate of the disease would then be
greatly affected by such factors,
hAetiology and Pathogenesis

Aetiological factors postulated in narcolepsy
are numerous and include epidemic and other types
of encephalitis, head trauma, syphilis, brain

trauma, diabetes, pituitary disorder, cerebral
























































































































































































































































































































































































































































































