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drawal and be virtually immobile. Posturing and mannerisms
are often seen, the child spinning and rocking in the most
remarkable manner. Obsessional play with water, bricks, and
other toys is a common symptom, the child showing con-
siderable anxiety and aggression when the pattern of play is
disturbed. Intellectually the child may be retarded, but fairly
commonly-though formal testing of intelligence is often
impossible-he appears to be behaving in a manner indica-
tive of at least average intelligence.
The frequency of this condition is not clearly known, for

some autistic children are still being diagnosed as subnor-
mal. J. K. Wing, N. O'Connor, and V. Lotter,2 at the Social
Psychiatry Research Unit at the Maudsley Hospital, un-
dertook a survey of Middlesex children aged 8, 9, and 10
and found that there were 2-1 per 10,000 with severe autism
and a further 2-5 per 10,000 who displayed some of the
features associated with it. If these figures can be regarded
as representative of the country as a whole, there would be
3,000 children suffering from autism.
The aetiology of psychosis in childhood remains obscure.

Psychogenic and biochemical causes have been discussed,
while some workers consider that perceptual difficulties
may be at the root of the disease. Much more research is
needed into its aetiology.
The facilities for treating and educating psychotic chil-

dren are extremely limited. Formal education is not neces-
sary or possible, but "therapeutic education" is helpful. It
may be based on "operant conditioning," by which the child
is rewarded for giving correct responses while incorrect
ones are dealt with by punishment, disapproval, and the
withholding of reward. In another method, used at a day
unit set up by Surrey County Council Education Authority,
the child is free in the early stages to follow his own desires
and no pressures are brought to bear. An attempt is made
to turn the child's mannerisms into some useful act, and in
this way a relationship begins to form between child and
teacher. Improvement with all psychotic children is of ne-
cessity slow, and at present the outlook is far from hopeful
in many cases.

There is still no unanimity on whether these children
should be in day or residential units. When the child is a
disruptive influence in the home and is causing distress to
the parents or to other children, or when there is a do-
mestic crisis, residential placement is a necessity. But if the
home is good and secure, day attendance would be pre-
ferable. There are too few places in special units and classes
for these children, while the hospital service has too few
beds for those who are severely disturbed. Many are sent
to institutions for the mentally subnormal when they cannot
be contained at home or in special schools. More facilities
for education and treatment are urgently required.

Vaccines up the Nose
A vaccine against the common cold has been sought for
years. Though many of the causal organisms can now be
grown, and intramuscular injection of a killed vaccine has
been shown to give some protection,' 2 a useful vaccine
seems as far off as ever. One reasbn is that there are num-
erous serotypes, particularly of rhinoviruses-a few more

were reported very recently'-and it is expected that the
total of recognized serotypes will exceed 90 during 1970.
Another reason is that some vaccines stimulate the formation
of antibody against the organism but do not protect against
infection or illness.

Such a vaccine has recently been the subject of some
studies by J. C. Perkins and colleagues.4 The vaccine, in
which the virus had been inactivated, was instilled into the
nose in 0 2 ml. drops repeatedly for an hour. This procedure
was repeated thrice at intervals of one week and finally after
two weeks. The volunteers who took part in this test were
known beforehand to be free of antibody against rhinovirus
type 13. They were bled and nasal washings were collected
at intervals. After four administrations 14 of the 17 volun-
teers had a significant increase of antibody in the nasal
secretions and in the blood or in either; five had a fourfold
increase in nasal antibody. All were then given living virus
by intranasal drops and were found to be partially protected,
in that only four out of 12 vaccinated persons became ill
while 11 out of 13 unvaccinated persons did so. Roughly the
same titres of serum antibodies were produced by giving the
same vaccine intramuscularly to other volunteers, but they
were not protected.

This is another useful piece of evidence to support the
view that nasal antibody, mostly IgA, is an important factor
in protection against respiratory disease." However, in
order to prevent the colds in this experiment 8 ml. of vaccine
was used, and the vaccination sessions took a total of four
hours. This may dampen what seemed to be a renewed in-
terest in giving killed vaccines up the nose, though J. J.
Mann and colleagues9 had revived the idea by inducing
production of nasal antibody and, apparently, resistance to
natural infection with influenza A2 virus by spraying killed
vaccine up the nose and throat in substantial amounts-a
total of 4 ml. in two administrations. At a recent meeting in
Atlanta to review the first Hong Kong influenza epidemic,
experiments on volunteers were reported by A. S. Beare.10
He had sprayed influenza B vaccine up the nose and exposed
the volunteers to a live virus to discover whether they were
immune. He found no protection after one dose of 1 ml., the
amount which gave good protection when injected intra-
muscularly; he seemed to have produced some protection
after two doses up the nose, but the numbers were small.
At the same conference P. Small11 reported limited pro-
tection against Hong Kong influenza from two doses of
intranasal vaccine. The intramuscular vaccine, too, was
only of limited value. This may have been because the
virus was new; hence the people who received the vaccine,
not having previously been infected with a related
organism, lacked immunocytes in the nose ready to respond
to antigen brought to them from the intramuscular deposit
of the vaccine.
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Whatever the explanation, the facts are clear. Nasal
vaccination can induce immunity to respiratory infection,
but more vaccine is required, and it must be given more
often, than by intramuscular injection. This is certainly of
theoretical interest, and efforts may still be made to induce
immunity in this way in special cases-for instance, when
parenteral injection would be harmful, as in the vaccination
of infants with respiratory syncytial virus. It is more likely
to stimulate a further search for acceptable living intranasal
vaccines and improved parenteral ones.

Trigeminal Sensory
Neuropathy

In 1935 Wilfred Harris' described a disorder characterized
by transient disturbance of sensation in the distribution of
one or more divisions of the fifth cranial nerve, and he
pointed out that in some cases the resolution of sensory loss
was followed by the development of trigeminal neuralgia.
T. R. Hill' noted two similar cases but with the motor di-
vision of the affected trigeminal nerve also involved and an as-
sociated Homer's syndrome on the same side. B. Hughes3
reported a further three cases of trigeminal neuropathy in
which the onset of facial sensory loss was heralded by pain
of a similar distribution. Then J. D. Spillane and C. E. C.
Wells' described a series of 16 cases of isolated trigeminal
neuropathy. In one of these patients sensation gradually re-
covered over a few weeks or months, but in others numbness
and objective sensory loss persisted, though no other signs of
neurological disease developed.
Now J. N. Blau, M. Harris, and S. Kennett' report a

series of ten patients each of whom complained of painless
numbness on one side of the face. The sensory disturbance
was usually noticed on awaking or while shaving or applying
lipstick, and many patients described the sensation as being
like that resulting from dental anaesthesia. The symptoms
were confined to the territory of the second division of the
trigeminal nerve in one case, to the third division in three
cases, and both the second and third simultaneously in five.
All three divisions were affected in only one patient. In no
case was the motor division of the nerve involved, and the
corneal reflex was invariably retained. Three patients with
disturbance of the third division noted impairment of taste
on the affected side of the tongue. On examination there was
blunting of the appreciation of both pinprick and light touch
in the affected area. In no case was there any other evidence
of neurological abnormality.

Five of the ten patients recovered completely over periods
varying from a few weeks to a few months, but in the re-
maining five the symptoms persisted over many months of
observation. Radiological studies of the sinuses and base of
skull were normal in all cases and serological tests for sy-
philis were negative, while the erythrocyte sedimentation
rate was also normal. The postnasal space was examined
with negative results in seven cases, and in two patients the
cerebrospinal fluid was examined and was found to be nor-
mal in all respects.

The cause of this syndrome is obscure. In each of the
three cases with a painful onset described by Hughes' sen-
sory impairment was inexorably progressive, and arachnoi-
ditis round the trigeminal sensory root was found at opera-
tion. While it is certainly possible that some patients could
have an early neuroma of the Gasserian ganglion,6 such
tumours are rare. M. H. E. Seward,7 who described four
cases, all ending in complete or partial recovery, suggested
an analogy between this condition and Bell's palsy. Blau
and his colleagues5 point out that transient paresis of one
sixth cranial nerve, giving diplopia on lateral gaze to the
affected side, is relatively common. When, as is usually the
case, this develops in elderly or atherosclerotic persons, it is
usually attributed to atherosclerosis.

D. L. Knox and colleagues8 have recently described ten
children under the age of 15 each of whom suffered a tran-
sient sixth-nerve palsy of three to six weeks' duration. They
postulated a virus as the cause of this syndrome. To Blau
and his colleagues this is an attractive hypothesis, and they
raise the possibility that the trigeminal neuropathy which
they describe, as well as the more common transient palsies
of the abducens and facial nerves, could possibly have a
similar aetiology. But no evidence to support this hypothesis
is available.

In this context a remarkable case, also reported by Wilfred
Harris,9 is of some importance. He described the case of a
woman aged 47 who developed complete right-sided facial
sensory loss with loss of taste on the affected side at
the age of 21. These sensory defects cleared up after one
year, to be followed three years later by typical paroxysmal
trigeminal neuralgia on the same side of the face and 14
years later by other symptoms and signs of multiple sclerosis.
Though this case is probably unique,'0 it is well to re-
member that transient trigeminal sensory loss may sometimes
be due to a demyelinating lesion.

Despite the unknown aetiology of this interesting syn-
drome Blau and his colleagues5 give some useful practical
advice on its investigation. They suggest that, if one or
more sensory divisions of the fifth cranial nerve are affected
and the corneal reflex is preserved, the postnasal space
should be carefully examined, the erythrocyte sedimentation
rate should be performed, syphilis should be excluded
serologically, and radiographs of the paranasal sinuses and
skull base should be taken to exclude other causes of trige-
minal nerve disease. While the prognosis is in general good,
particularly when the sensory disturbance is confined to the
third division of the trigeminal nerve, if the motor division is
also involved full neurological investigation in hospital with
contrast radiography is indicated. Only in a small proportion
of cases of trigeminal sensory neuropathy are other
neurological symptoms to be expected, but long-term
follow-up of these cases is likely to throw new light on the
aetiology of the syndrome.
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