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Original Conununications 

BLACKOUTS 
BY 

A. BARHAM CARTER, M.D., M.R.C.P., D.P.M. 
Adviser in Neurology to the War Office 

DURING the last ten years, there appears'to have been a considerable increase 
in the number of people complaining of "blackouts" and this increase has been 
particularly noticeable in the Armed Forces. The present small survey is an 
analysis and study of those soldiers complaining of "blackouts" who were seen 
in the Neurological Department of three military hospitals from April 1947 to, 
April 1950. 

These cases will be considered from the point of view of diagnosis, disposal 
and treatment. The prognosis is unfortunately uncertain in these cases because 
.of the numerous difficulties of follow-up in this type of case. 

MATERIAL 

The total number of out-patient cases seen in this period was 1,344 and of 
these as many as 530 complained of "blackouts." This high figure, almost 40 
per cent. will cause no surprise to those medical officers to whom troops report 
sick initially, as the complaint of "blackouts" has become very popular in the 
Army. It may. however', surprise these same medical officers to know that only 
:2 cases were finally diagnosed firmly as malingerers. By far the greater number 
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126 Blackouts 

of malingerers were screened from these hospital cliriics by the Regimental 
Medical Officers and their N.C.O.s. 

Of these 530 patients, 409 were National Service men and 23 had rejoined 
the colours having been invalided out of one of the Services previously. Of 
these 23, 20 had concealed their previous history and 3 had told the facts to 
the Recruiting Tribunal with no noticeable effect. There were only 16 women 
in the series and the analysis of their complaints did not differ materially from 
that of the men. 

The vagueness of the term "blackout" and the speed with which such a 
complaint can infect a number of men make it highly desirable that a. quick 
and accurate clinical evaluation of this symptom be made, preferably without 
the expense of recondite investigations and without the patient having to pass 
through the hands of more than one or two specialists before disposal action is 
taken. 

DIAGNOSIS 

Since most of these cases show no abnormal physical signs in the central 
nervous system, the history is all-important, and because the statements of the 
patient or his friends or relations may not be completely reliable, it is essential 
that an independent written account of one or preferably two attacks should 
accompany the patient to the out-patients' clinic. This insistence on factual 
evidence may seem unnecessary to the medical officers who refer the cases, but 
it has been sufficiently helpful and important to be adopted in my civilian. 
neurological clinics. 

There are two proformata-one rather more elaborate than the other and I 
am grateful to Dr. Ritchie Russell for permission to reproduce these (see 
Appendices I and H). Proforma A is used by me in simple differential diagnosis 
as to epilepsy or not epilepsy, and Proforma B is perhaps more important if 
the question of post-traumatic epilepsy arises. It has been a salutary lesson to 
me to see how accurate a record of a fit a medically-untrained soldier can give, 
even when he has never seen or heard of convulsions· before. 
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The main diagnostic points which have been found most useful will be 
described briefly under the heading of each condition. encountered. 

EPILEPSY 

Major Epilepsy.-These patients usually say that the attacks come on 
suddenly, often without warning, occurring when they are lying down as well 
as standing up; they do not remember hitting the ground when they fall, and 
often when they come round do not even realize they have had a fit, although 
awareness of this soon makes itself felt. Many attacks occur before breakfast, 
and cleaning the t~eth seems to be a frequent precipitating event. 

The pattern of the fit itself is too well known. to need description, and its 
effects are generally sleep, mild confusion, headache, and in some cases auto-. 
matic behaviour. In this series, the length of unconsciousness was very constant 
for each patient after his fit. 

A little more than half of the patients with grand mal attacks gave a history 
of definite aura before their convulsions, and the types seen in this series 
were auditory, visual, visceral and sensory in that order. For each patient the' 
type of aura is usually constant, thus differing from syncopal attacks, and even 
more from psychoneurotic attacks, where the premonitory symptoms are very 
variable for each patient. Two of the grand mal cases gave a history of 
emotional feelings of apprehension and terror before the attack. 

Minor Epilepsy.-Although many cases have been referred as petit mal, 
only very few of them fulfilled the required conditions. . 

True petit mal begins in childhood and is characterized by sudden attacks 
of transient loss of awareness of surroundings and without the patient falling 
to the g:.;ound. Anything held in the hand may be dropped and continuity of 
speech is interrupted. There are no premonitory. sensations and no sequelre 
to the attack, although sometimes hysterical behaviour may ensue and add to 

the diagnostic difficulties. I do not believe that this condition leads to mental 
deterioration, but obviously the constant distraction of freqllent attacks inter-
feres with normal meni:al attention and education. . . 

This is one of the few subdivisions of "blackouts" where electroencephalo
graphy is found useful and reliable: on overbreathing an abnormal discharge 
is seen in the EEG with a wave and spike complex. If the attacks occur 
frequently this abnormality may occur in the EEG record at all times. How
ever, only if the clinical evidence is at all convincing or suggestive should an 
EEG be undertaken, as it is never a short cut to correct' diagnosis. 

Traumatic Epilepsv.-Many patients have complained of "blackouts" follow
ing closed head injuries of varying severity in childhood, but only 5 of these 
have been thought to be cases of traumatic epilepsy. 

Most of the other cases represent psychoneurotic attacks comprising the so~ 
called "post-concussional syndrome" of undue mental fatigability, postural 
vertigo and headache, as well as pseudo-syncopalattacks and hysterical con
vulsions. Some others, where there was no doubt about the convulsive nature 
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128 . Blackouts 

of theattack,are cases of constitutional grand mal with a coincid<,ntal history 
of head injury in childhood. 

Of the 5 cases accepted as post-traumatic epilepsy, 2 have a history of pene
trating brain injury and the other 3 of severe closed head injury with post
traumatic amnesia longer than one week. 3 out of 5 start their attacks with 
focal manifestations, and 2 have focal abnormal electroencephalographic dis
charges. 

Epilepsy (other forms).-These comprise 10 cases and include Jacksonian 
epilepsy; akinetic attacks and psychomotor epilepsy. There is no need to 

describe the Jacksonian attack with its constant focal onset and march over 
the body. In this small series, it always meant an underlying organic brain 
lesion. 

Akinetic attacks were probably grand mal epilepsy without the tonic or 
clonic phases of the fit. The patient would fall suddenly to the ground and 
lie still. Consciousness was lost and then, after a variable time but always 
within three or four minutes, the patient would suddenly come round. It 

, could be distinguished from syncope by its sudden onset without warning, 
occasional urinary incontinence and normal pulse-rate and pulse volume during 
the attack. 

Psychomotor epilepsy, of which only one case was seen, consists of attacks 
in which the patient does not lose consciousness but appears to become con
fused and begins to do complicated automatic actions like putting on his coat 
and hat and going out for no apparent reason or undressing and going to bed 
in the middle of the morning. This condition usually has a characteristic EEG 
record. 

To recapitulate, the diagnosis of epilepsy rests on the clinical history and 
on direct independent observation of the attacks. One convulsion does not 
justify a label of epilepsy, which must in any case be applied only after very 
careful consideration of all factors. A man may have a fit when returning to 
his unit from leave after a celebration the night before and a long hungry 
train journey, often standing up the whole way. This should not be called 
epileflsy but convulsion N.Y.D. 

The widespread use of the EEG in the routine diagnosis of "blackouts" is 
to be condemned because of its limitations. Probably 20 per cent of epileptics 
have a normal record between attacks, and abnormal records are not un
commonly obtained in patients who have no convulsions. Therefore the EEG 
cannot be used to say'whether a patient who has had a "blackout" is or is not 
suffering from epilepsy. 

The family history is also a dangerous foundation on which to rest the 
final diagnosis, because a positive close family history of epilepsy cannot decide 
where the patient is in fact an epileptic and moreover may give greater oppor
tunity for the patient to simulate the seizures that he has seen at home. 

Provocative tests are also to be condemned. All they show is the threshold 
at which any given patient can be mad€ to have a fit, and this obviously bears 
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A. Barham Carter 129 

no relationship to the occurrence of fits in his normal environment. If we 
believe in provocative tests we should logically go to the extreme adopted by 
the army of a certain European power where, I understand, all men com
plaining of "blackouts" are given a small dose of intravenous cardiazole. Those 
who have a fit are discharged and those who do not are imprisoned for 
malingering. I believe the incidence of "blackout" is minimal in that country's 
army. 

SYNCOPE (V ASOMOTOR FAINTING) 

These patients say that their attacks come on when standing up, or less 
often sitting up, but never when lying down. They are brought on commonly 
by long standing, sudden alteration of posture, fatigue, hunger, excitement or 
exertion in hot weather and are commonly preceded by a variety of bodily 
sensations. These are often visual with blurring or blackness of vision, but 
other variable somatic feelings encountered are weakness of the knees, coldness, 
dizziness, emptiness of abdomen, clammy sweating and apprehension. Many 
of these patients can get to a chair or prevent injuring tliemselves before they 
"pass out," although some fall straight down like a log. They are pale in the 
face and lie still and none of this series has shown evidence of the convulsive 
movements which sometimes follow prolonged syncopal attacks. On coming 
round, these cases feel weak and are helped by keeping the head low, none has 
shown automatic behaviour after an attack and none has been incontinent. 
Mostly, these patients are young weedy-looking men of asthenic body type 
with cold extremities and often present with a marked secondary anxiety. 

During the attacks the pulse is usually slowed and of very poor volume, as 
the cause of the unconsciousness is cerebral :anoxcemia due to sudden fall in 
systolic blood pressure. 

PSYCHONEUROTIC ATTACKS 

These were the commonest cause of "blackouts" and presented in many 
ways. The mildest form was described as an attack in which "things go 
round," "everything seems blurred," "dizzy spells come on," "I come over 
funny," ete. These attacks did not produce falling but the patients had to sit 
down. They were commonly brought on by excitement, worry or noise. and 
always were associated with what the patient thought was an unpleasant 
environment. Common precipitating factors were "officers shouting at me," 
"square bashing," "noise of the workshops," and "P.T." (physical training). 
The feelings of these patients about their environment was indicated by the fact 
that not one of them played any form of sport in the unit to which he was 
attached. It was very difficult to distinguish this sort of reaction from malinger
ing: even the most liberal judgment had to make this diagnosis in 2 cases. 

The second type of psychoneurotic attack was the syncopal type in which the 
patient would "pass out" after a variety of premonitory feelings. These feelings 
were described as "terrible," "I feel I am going to die," "I am sinking down and 
down," etc. The patients usually sank to the ground and were able to save 
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130 Blackouts 

themselves from injury. Their unconsciousness was rarely complete: they 
said they could hear people talking although they could not even see what was 
going on around .them. The length of time of each attack was variable) some 
saying that they would lie there "unconscious" until someone came to rouse 
them up. One such case told me that he lay like this for nine hours before 
someone came to find out what had happened to him. 

The third type of psychoneurotic attack was the hysterical convulsion. The 
onset of this was usually dramatic: the patient, always in company, would begin 
to attract ·attention to himself by making some sort of noise, would throw him
self to the ground, often with outstretched hands, and begin to thrash about 

. on the fioor, kicking wildly, irregularly and often purposefully at anyone or 
anything within reach. He would resist attention, be red in the face and his 
dosed eyes would resist opening. Severe painful stimuli will often stop an 
attack, but are better not indulged in as these patients may be pain insensitive 
or may complain of the injuries caused by these manceuvres; in any case the 
best treatment of such an attack is to push the patient to one side and act as 
if he were not there. An occasional remark as to the advisability of drastic 
and unpleasant sounding treatment is allowable and may bring an attack to 

an abrupt close. Incontinence is rare, but I have seen one hysteric break his 
nose falling in a fit and one throw himself on the fire-both undoubted 
hysterics. 

The fourth. type of psychoneurotic attacks, and many may not consider 
these entirely emotional in origin, was the post-concussional syndrome which 
was encountered in patients complaining of "blackouts" and often with the 
provisional diagnosis of traumatic epilepsy. These cases as far as this series is 
concerned, had a history of head injury previously which was usually trivial 
or any way mild in its effects judged by length of post-traumatic amnesia. The 
attacks began very soon after the injury and were associated with "head con
sciousness" and headaches, so that the patient was frightened of moving his 
head at all. Many of these patients showed evidenc~ of other persoU:aIity 
defects and had been unstable in their previous social relationships. The attacks 
on close questioning usually resolved themselves into a mixture of simple 
postural vasomotor fainting or v.ertigo and psychoneurotic syncopal attacks. 
Anxiety was constantly seen, and unfortunately only too often implanted by 
unwise medical statements at the time of iniury. Even the simplest request'to 
"be careful of your head" seems to result in head consciousness in many of 
these patients with disastrous psychological consequences. Young patients 
with closed head iniuries and no evidence of brain iniury must be firmly 
reassured that recovery will be complete and that normal head movements are 
essential to this recovery. 

The diagnosis of any type of psychoneurotic attacks rests on the clinical 
description of the attack itself as outlined above; on the positive assessment of 
the immediate emotional precipitating factors of such an attack and on other 
general evidence of the patient's unstable emotional drives and inability to 
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A. Barham Carter 131 

live in harmony with his surrol.\ndings or to face the consequences of his 
behaviour. Any other methods of diagnosing psychoneurotic illness such as 
the absence of physical signs, the dislike of the patient's manner or appearance 
and vague unspecified abnormalities in his EEG record, are highly dangerous 
and likely to lead to error even in the hand"s of otherwise competent observers. 

MIGRAINOUS ATTACKS 

To my surprise 26 cases which I accepted as migraine were sent to me com
plaining of "blackouts." No further history had been taken apparently by 
the officers referring these patients. . The patient really meant that he had 
experienced a transient blurring of vision, sometimes hemianopic in distribu
tion, sometimes accompanied by the classical teichopsia of migraine, followed 
by headache and nausea or vomiting. The headache was not commonly a 
hemicrania, although one side of the head sometimes ached more than the 
other. The attacks were fairly constant in frequency and duration, coming on 
in early adolescence and very often made worse by the anxiety and physical 
strain of National Service. 

AURAL VERTIGO 

These patients meant by "blackouts" that they experienced subjective or 
objective feelings of forced rotation. Occasionally, the attacks were sufficiently 
severe to cause falling but consciousness was never lost. The attacks were 
labyrinthine in origin, most of them associated with simple vasomotor instabi
lity, but some were infective and a few showed the true Meniere's syndrome of 
increasing unilateral receptive deafness, tinnitus worse with or just before each 
attack and fairly regular attacks of objective vertigo and vomiting. 

It must be mentioned that sometimes this type of vertigo is in fact an 
epileptic aura, and sometimes a migrainous manifestation. 

V ASOV AGAL ATTACKS 

I have reserved this term for the rare cases of prolonged syncope (fifteen to 
thirty minutes) associated with sweating, marked bradycardia and lowered blood 
pressure This conforms with the original use of the term by Gowers, which 
has been somewhat overshadowed and forgotten in the more recent application 
of the term by Lewis to cases of simple vasomotor syncope. I think the figure 
of 1 per cent I have found in this series is unduly high, and I doubt whether 
my diagnosis was correct in all the 6 cases I have accepted under this heading. 

HYPOGLYCJEMIC ATTACKS 

Two cases of hyperinsulinism were encountered, one with epileptiform con
vulsions and one with syncopal attacks. Both gave the characteristic story of 
onset when hungry, prodromal feelings of uneasiness and apprehension, marked 
sweating and bodily sensations of weakness and trembling. The case with 
convulsions required partial pancreatectomy and the other responded to in
creased and more frequent carbohydrate intake. 
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132 Blackouts 

DISPOSAL AND TREATMENT 

The management of cases presenting as "blackout" is so diverse that it is 
advisable to consider this under each diagnostic heading. 

Epilepsy.-Once a firm diagnosis of grand mal has been made the patient 
should be recommended for invaliding out of the Service, category PS with the 
final diagnosis of Epilepsy Major Constitutional. I am convinced that it is 
unwise to disregard this rule except in the most unusual instances. Once the 
decision to invalid has been made, he should be given phenobarbitone, 1 grain, 
b.d. and told to report through his civilian doctor to the nearest neurological 
centre. Cases of petit mal should be dealt with in the same way, except that 
the word Major should be replaced by Minor and no anticonvulsant given. 
Tridione should only be used under strict neurological supervision. 

Traumatic epilepsy and other types require similar handling, although key 
personnel in the Regular Army may sometimes be retained in a low medical 
category particularly if they" have suffered penetrating brain lesions and have 
made a good recovery. I know of two or three of these patients whose epilepsy 
is controlled on phenobarbitone and who are doing a very good job of work. 
Each case requires a separate judgment. 

If the diagnosis of Convulsion, N.Y.D. is made on a history of one attack 
of grand mal or perhaps two attacks with a year's clear interval between them, 
the patient should be placed in Category P6 or P7, NOT TO DRIVE AND NOT TO 

HANDLE LETHAL WEAPONS. He should not be given anticonvulsant therapy and 
any further witnessed attack should be carefully recorded and sent with the 
patient to a neurological specialist. He should be told to avoid any situation 
that might endanger him should an attack occur, and any known precipitating 
cause. 

Svncopal Attacks.-These sometimes present difficulties. Usually the patient 
is told that the attacks are fainting attacks and that he needs to continue 
with his military training to become sufficiently fit physically if he ever hopes 
to lose them. He is told that bendine- his head down will often prevent the 
full development of the attack and if he cannot do this owing to his circum
stances, strong contraction of the abdominal muscles will do the same. He is 
returned to his unit for full duties and, if a driver, is relieved of this duty. 
Admittedly an occasional fainting attack is not sufficient to make a man unfit 
to drive but I err on tbe side of caution unless I am sure he alwavs bas sufficient 
warning to stop his vehicle safelv before an attack occurs. No change -is 
recommended in medical category. 

Sometimes this method succeeds and sometimes. the patient is referred back 
in a month with his attacks more frequent. I again require witnessed records 
of these attacks before action is taken. If the diagnosis of frequent syncope is 
confirmed and, physical examination (including chest X-ray and urine testing) 
is negative, I find that ephedrine, Yz grain t.d.s. is worth trying, or even the 
simple remedy of smelling salts (spiritus ammon. aromat.) is occasionally 
successful. Firm reassurance that his brain is normal is always necessary for 
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A. Barham Carter 133 

this type of case. If all else fails observation in a military hospital and a 
psychiatric opinion may disclose that the man is a misfit in his regiment and 
that downgrading and a change to a sedentary job are necessary to clear up 
the attacks. These remarks apply only to those cases finally diagnosed ~as 
syncope. where epilepsy and major psychoneurosis have been excluded. 

Psychoneurotic Attacks.-The milder cases· are reassured, some simple 
explanation of. their illness in relationship to environment is given, and if 
tension symptoms are present a sedative is prescribed such as phenobarbitone, 
seconal or sodium amy tal. This should be continued in small doses for two to 
three months as the power of suggestion thereby obtained is very strong. I do 
not believe patients become addicted this way to these particular therapeutic 
agents, nor have I known the slightest harm to occur from this line of treat
ment. The patients are returned to full duty. If no improvement occurs and 
the attacks become severe a psychiatric opinion must be obtained. This type 
of case is very unsatisfactory as any honest attempt to get these fellows to believe 
that Army life in itself may help them get well, is usually met with by a 
ministerial enquiry set in motion by the relatives. Hysterical convulsions 
should always be referred for a psychiatric opinion because they represent a 
marked degree of mental dissociation. 

The post~concussional syndrome requires considerable patience. Somehow, 
one has to get across to the sufferer the necessity of moving his head about 
and of working on through his headache. The time to do this is shortly after 
the injury, and head exercises should be started almost as soon as consciousness 
is regained. However, many patients come up with "blackout" some time after 
their injury, and all one can do is to explain to them that keeping their head 
still and developing "head consciousness" are the causes of their complaints, 
and that therefore it is worth trying the reverse to get well. Again, as in the 
psychoneurotic patient with "blackouts" the constant wish to avoid military 
service often makes the therapeutic. attempts of very little use, and downgrading 
with P.T. excused is often the only sensible answer. 

Migraine.-There is no need to describe here the routine treatment of this 
condition. I sometimes find nicotinic acid helpful, either to abort an attack 
or for use between them. Mild cases need little more than codeine for the 
headache and fresh air and exercise and should not have their category 
lowered. Moderate cases are best recommended for PS or P6 category as 
tropical climates may make them severe. In some severe resistant cases, I have 
had to recommend invaliding from the Service. The word migraine should be 
reserved for cases conforming with the generally accepted d-escription of the 
condition and not for any sort of head pain in soldiers. 

Aural Vertigo.-The· milder forms of labyrinthine vertigo responded to 
sedatives such as phenobarbitone or very small doses (1/200 grain) of hyoscine 
hydrobromide, and advice as to avoidance of sudden change of position. 
Moderate cases were helped by this treatment but needed downgrading to PS, 
6 or 7 according to the severity of the attacks: only very few were invalided 
out. 
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Every case of aural vertigo that gives any disability at all should be treated 
by fluid limitation. Urea 15 grains is given t.d.s. for one week, b.d. for the 
second week and daily for the third and subsequent weeks. At the same time. 
fluid intake is limited to 40 oz. in twenty-four hours. This unpopular treatment 
is often very effective, but difficult to implement. 

Vasovagal Syncope; Hypoglyca:mic Attacks.--,These cases will probably 
always require invaliding from the Service. 

CONCLUSIONS 

"Blackouts" are a common complaint in military neurological clinics, and 
need reasonable care in diagnosis, disposal and treatment. History and evalua
tion of the symptom are all-important and an extra ten minutes at the interview 
may mean months of saving in cross references and hospitalization. This 
applies to medical officers seeing the cases for the first time as well as to the 
neurologist, and the small size of the 256.A is no excuse for negligently cutting 
short the history to such things as ({Blackouts ??: please advise." No case 
should be referred without a written record of the attack, signed and witnessed 
by a reliable observer. The EEG has very little place and is of very limited 
value in the differential diagnosis and I· think may do harm by encouraging 
lazy clinical assessment and examination and by wrongly labelling patients. 

APPENDIX I 
PRO FORMA A. 

REPORT BY WITNESS ON A CASE OF SUSPECTED FITS OR FAINTS 

I. Name 
(Time and date of attack). 

2. What was the patient doing immediately before the attack occurred? 
Was he standing, sitting or lying down? 
Was he excited, upset or calm? 
What was the first a1bnormality noticed? 

3. Give a general description of the attack. 
4. In addition to the general description given above, the following questions should 

be answered, if possible. 
(a) Onset sudden or gradual? Did he fall? Did he injure himself? Did he 

make a noise or cry out? 
(b) Did he appear to lose consciousness, e.g. could he be roused by shouting or 

pinching? Did he blink when his eye was lightly touched? 
If unconscious, for how long? 

(c) Colour of face, e.g. pale, flushed, blue or natural? 
(d) Eyes open or shut? If shut, could eyelids be opened by the observer? 
(e) Did the limbs become stiff or remain loose? 
(f) Did any movements of the body occur? If so, describe them and their 

duration. 
(g) Was the tongue bitten or was the saliva coloured with blood? 
(h) Was there incontinemce of urine or fceces? 
(i) Pulse. 
(J) Condition after the attack, e.g. headache, VOmltlllg, confusion, sleep, peculiar 

or automatic, crying or other emotional diBturbances. 
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5. Further observations and opinion regarding nature of attack (continue overleaf 
if necessary). 

6. Name of witness on whose observations this account is based. 

Date and Time.......................................... Signed .................................... ..... .. 
M.O.'s Comment. 

APPENDIX II 
PRO FORMA B. 

REPORT BY WITNESS ON A CASE OF SUSPECTED FITS OR FAINTS 

Patient's Name 
Some of the questions may be better answered by the patient himself. 

1. (a) Time and date of attack. 
2. What was the patient doing immediately before the attack occurred? 

Was he standing, sitting or lying down? 
Was he excited, upset, or calm? 
What was the first abnormality noticed? 

3. Give a general description of the attacks, including any warning the patient had. 
4. In addition to the general description given above, the following questions should 

be answered if poss1ble:-
(a) Onset sudden or g.radual? Did he fall? Did he injure himself? Did he 

make a noise or cry out? 
(b) Did he appear to lose consciousness, e.g. could he .be roused by shoming or 

pinching? Did he blink when his eye was li:ghtlytouched? If unconscious, 
for how long? 

(c) Colour of face, e.g. pale, flushed, blue or natural. 
(cl) Eyes open or shut? If shut CQuld eyelids ·be opened by the observer? 
(e) Did the limbs become ,stiff or remain loose? 
(f) Did any movements of the body occur? Uso describe them and their duration. 
(g) Was the tongue bitten or was the saliva coloured with blood? 
(h) Was there incontinence of urine' or :lreces? 
(z) Pulse. 
(J) Condition after attack, e.g. headache, vomiting, confusion, sleep, peculiar or 

automatic behaviour, crying or other emotional disturbances. 
5. Further observations and opinion regarding nature of attack (continue on separate 

page if necessary), 
6. Date of first fit. 
7. How Often do the fits occur? 
8. Are all fits the same? If' not describe different types. 
9. What medicine is being taken? 

. 10. Does the medicine help? 
11. Name of witness on whose observations this 'account is based. 

Date ... ........ '" ............................ Signed ............. ......................... . 
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