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followed with in-patient rehabilitation.

Fetal PCA, when present, originates from the internal 
carotid artery (ICA) and it is supplied by the carotid 
system rather than the vertebro-basillary system. Fetal 
type posterior (FTP) circulation variation has been 
reported in 3-36% in the literature. Three types have 
been described: Transitional configuration, partial FTP 
and full FTP. In FTP, leptomeningeal collaterals cannot 
provide the PCA-MCA connection, as the tentorium 
prevents the connection of cerebellar vessels with the 
PCA.[2] 

Simultaneous occurrence of MCA and PCA infarction 
is rarely reported in the literature. Yang et al.,[3] found 
21 patients with infarction in the ipsilateral PCA and ICA 
territories in 1388 stroke patients (1.5%). Sixteen of those 
21 patients (76%) demonstrated steno-occlusive lesions 
of the relevant ICA. Cardioembolic sources were rarely 
found. All but one patient with fetal PCA or the PCoA 
demonstrated significant ICA stenosis.[3] In the two 
cases reported by Raamt, the PCA and MCA territories 
were affected, similar to our patient.[2] In patients 
with simultaneous infarction of the MCA and PCA, 
the occlusion of ICA may explain this concomitance. 
Furthermore, when the ICA is occluded, fetal PCA may 
cause greater than expected infarcts. Probably due to 
recanalization, no ICA occlusion could be shown in our 
patient. 

To conclude, although rare, concurrent MCA and PCA 
infarcts can be seen in clinical practice. In such cases, 
the eventual condition is usually due to an underlying 
ICA occlusion. Lastly, if fetal PCA also accompanies, the 
infarction area may be much more wide spread.
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Evidence of visual 
hemineglect in an 
archeological specimen?
Sir,
Visual hemineglect is a well-known phenomenon 
commonly associated with right hemispheric brain 
injury-usually an ischemic stroke. Although more 
common with a right hemispheric pathology, hemineglect 
has been occasionally observed with left hemispheric 
strokes as well.[1,2] Within the right hemisphere, a number 
of separate lesion sites can produce neglect behavior. 
Samuelsson and colleagues[3] found a close correlation 
between visuospatial neglect and lesions of the middle 

Figure 1: (a) Normal initial CT of the patient; (b) The cranial CT two days after the incident shows signal changes consistent with simultaneous infarcts 
in the right MCA and PCA areas; (c) In the digital subtraction angiography of the right ICA, PCA is seen to originate from the right ICA through PCoA 

i.e. fetal type PCA
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temporal gyrus and temporoparietal paraventricular 
white matter. More recently, Karnath and colleagues[4] 
found that isolated left hemispatial neglect correlated 
best with lesions on the right superior temporal gyrus.

The phenomenon of visual hemineglect (all left 
hemineglects) has been demonstrated in the art works 
of a number of artists (painters and sculptors) from 
Europe,[5-7] the most notable amongst them being the 
famous German painter Lovis Corinth (1858-1926).[8] All 
these artists developed left visual hemineglect following 
right hemispheric ischemic strokes. There is no report 
of right visual hemineglect evidenced in the work of an 
artisan yet.

In March 2009, the Directorate of Archaeology and 
Museums of the Government of West Bengal, India, 
conducted archaeological excavations in the northern 
Bengal district of Murshidabad and excavated several 
metal and terracota objects dating back to the time of the 
Pala dynasty which ruled Bengal around the sixth century. 
Of the various objects excavated, was a stucco (a mixture 
of sand, brick dust and stone dust) head detached from its 
body (a statuette). The excavation findings were reported 
in a national daily (The Telegraph 20 March 2009). By kind 
courtesy of the Directorate of Archaeology and Museums, 
the author had an opportunity to examine this detached 
stucco head [Figure 1] in detail. 

The head was brick red in color and measured about 6 cm 
in length. Close examination revealed that the left half 
of the specimen (viewer’s left) was beautifully curved, 
specially the left eye and carvings on the head (possibly 
curly hair) and it appeared that the stucco head had 
belonged to a sculpture of a female. The lower portion of 
the right half of the face (viewer’s right) was broken. But 
although the upper portion remained intact, it showed 
rather poor artistic carvings. The eye was ill formed and 
the carvings on the head (so well done on the left side) 
were virtually absent. The back of the head was broken.

The author argues that the ill-curved right portion of this 
stucco head most likely represents the work of an artisan 
who suffered from right visuospatial hemineglect. It is 
surmised that this resulted from a fairly localized lesion 
in the left parietotemporal region (cortex or deep white 
matter) of the artisan which spared the motor cortex as 
the motor skill of the artisan is quite obvious noting the 
exquisite carvings on the left portion of the specimen. 
It is argued that the artisan probably had an ischemic 
pathology from occlusion of the posterior branch of 
the left middle cerebral artery. It is highly unlikely that 
the specimen was the work of an artisan with right 
hemianopia as in that case the right half would not have 
been sculptured at all. Furthermore, although it might 
be possible that the age of the specimen and the very 

process of excavation played a role, the sculpturing 
difference between the left half and the intact portion 
of the right half (viewer’s) was quite striking for the 
author to hypothesize on the phenomenon of right 
hemineglect in the artisan being portrayed in the stucco 
head specimen.

Mistakes made by the ancient artisans are evident in 
some archaeological artifacts. Notable example is the 
major rock edict of Ashoka the great (304 BC-232 BC) 
at Jonnagiri in Kurnool district, India. In this, one of 
the edicts out of 14 was inscribed on the rock on a 
hillock. The artisan inscribed the words from right to 
left as is the practice in the case of Kharosthi incriptions 
of Ashoka. But Jonnagiri was in Brahmi script and 
should have been inscribed from left to right and the 
mistake was attributed to the fact that the artisan was 
illiterate and probably was used to writing Kharosthi 
inscriptions on stones.

In the present report, however, the ill-sculptured right 
half of the stucco head most likely resulted from a 
neurological deficit in the artisan. Right visuospatial 
heminglect is uncommon but can certainly occur. If 
the hypothesis proposed here is correct, the present 
specimen (the stucco head) may be considered as the 
earliest example of the phenomenon of visuospatial 
hemineglect in an artist.
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Acute polyradiculoneuropathy 
following wasp sting
Sir,
A variety of unusual systemic manifestations have 
been described following the exposure to Hymenoptera 
venom. The venom contains phospholipase-A2, 
hyaluronidase, mast cell degranulation protein, apamin 
and adolapine.[1] Neurological complications are rare and 
include encephalitis, encephaloradiculoneuropathy, optic 
neuropathy[1] and neuromuscular paralysis. [2] We report 
a young man who developed acute radiculoneuropathy 
following a wasp sting.

A 20-year-old, non-hypertensive healthy man who 
had previous history of wasp sting without systemic 
complications on three earlier episodes presented 
with acute and rapidly progressive quadriparesis with 
truncal weakness after fourth episode of wasp sting. 
There was mild local swelling over right cheek and 
right arm. There was no history of tingling, paresthesia, 
visual blurring, diplopia, dysphasia, vomiting, 
convulsion, altered sensorium, syncope, bowel or 
bladder incontinence, oliguria, dyspnoea, palpitation, 
fever, drug intake or systemic diseases. Neurological 
examination revealed a conscious and well oriented 
male with normal cranial nerves’ examination. Motor 
examination showed normal bulk, decreased tone in all 
four limbs and power of Grade 3/5 proximally and 4/5 
distally in the limbs. Truncal weakness was present. 

Sensory and autonomic nervous system examination 
was normal. Deep tendon reflexes were absent. Plantars 
were bilaterally down going. 

Investigations showed normal hemogram and metabolic 
parameters. Creatine phosphokinase (CPK) level 
was normal. Human immunodeficiency virus (HIV)
and hepatic viral markers were negative. Urine was 
negative for porphobilinogen. Cerebrospinal fluid (CSF) 
examination showed 4 cells/ mL (all lymphocytes), protein 
76 mg/dl and sugar 40 mg/dl (corresponding blood 
sugar 90 mg/dl). Electrophysiological examination of 
median nerves from position 1-wrist and position 2-elbow 
revealed decreased compound muscle action potential 
(CMAP) amplitude (2.1 mA and 1.2 mA), with reduced 
conduction velocity 18.6 m/s and conduction block (more 
than 40% decrement in CMAP amplitude). ‘F’ waves 
were not generated in any of the limbs. Sensory nerve 
conduction studies showed normal latency amplitude and 
conduction velocity. Repetitive nerve stimulation study 
did not show decremental pattern. Electromyography 
study done in the second week showed spontaneous 
activity in the form of fasciculations with long-duration 
polyphasic motor unit potentials, late recruitment pattern 
and incomplete interference pattern. Electrophysiological 
study conclusion was pure motor demyelinating 
radiculoneuropathy with secondary axonal changes. 
Sural nerve biopsy showed segmental demyelination. 
Patient was managed with high-dose intravenous 
methylprednisolone pulse therapy for five days followed 
by tapering dose of oral steroid, and anti-allergic 
treatment. The patient showed partial improvement in 
symptoms. He was discharged on tapering dose of oral 
prednisolone and supportive physiotherapy.

Hymenoptera sting’s complications range from local 
to severe systemic reactions and even death. Reactions 
usually begin within a minute to an hour in 76-96% of 
patients. Nevertheless, there are reports of delayed 
responses that can occur days to weeks after the event. 
Out of 2606 reactions noted in a survey, complication 
did not occur until several days after the sting in 2.8% 
cases.[3] Various reported neurological complications 
include: Myelitis, encephalitis, optic neuropathy, 
encephaloradiculoneuritis,[1] cerebral infarction,[4] and 
acute inflammatory polyradiculopathy.[5] Maltzman 
et al., reported two patients with optic neuropathy 
following wasp stings. Most of the patients recovered 
with corticosterioid.[1] These reactions to wasp venom 
are either Type I or delayed type of hypersensitivity 
reactions. Bachman et al., reported five patients with 
acute inflammatory polyradiculopathy following 
hymenoptera sting, in all the patients good clinical 
recovery was achieved with steroid. [5] Although exact 
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