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Preventive therapy of migraine

Sir,

I read with interest the recent report of acute myopia in-

duced by topiramate used for migraine prophylaxis.[1] I would

like to make certain observations.

Firstly, Bhattacharyya et al used two medications

(flunarizine and topiramate) as the initial preventive treat-

ment of migraine. However, the guidelines recommend usage

of a single drug. The drug should be considered a failure only

after an adequate trial (2-3 months) has been given.[2] After

the failure of the first drug, one has the option of using an-

other drug or a two-drug combination. Also, Bhattacharyya

et al have used two second-line agents for migraine preven-

tion at the onset. However, guidelines recommend using a first-

line agent initially, which include propranolol, divalproex so-

dium, sodium valproate and amitryptiline among others.[2],[3]

Considering the fact that adverse effects are common with

most of the drugs used for migraine prevention, one should be

cautious in starting two second-line drugs as the first step.

Secondly, the choice of agent should also be individual-

ized depending on the patient profile. Bhattacharyya et al

started flunarizine in an obese patient (on sibutramine for

the same). Weight gain as a side effect of flunarizine is well

known.[4]
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Authors’ Reply

Sir,

We thank the author for his interest in our case report. We

could not use propranolol, since there was history of bron-

chial asthma and sodium valproate or divalproex sodium are

known to increase body weight. Moreover, we are somewhat

reluctant in using sodium valproate or its congener in women

for the known side effect of alopecia and the development of

polycystic ovarian disease, which has recently been reported

in various publications[1],[2] and alopecia is certainly not cos-

metically acceptable to the female subjects. Constipation, dry

mouth, and somnolence associated with amitryptiline (and also

gain in weight) dissuaded us from using this agent.

We are afraid, we cannot possibly agree with the author that

flunarizine is a second line drug for the prophylactic manage-

ment of migraine. Various studies recommend its usage as

one of the first orders,[3]–[5] and in this particular case, where

propranolol could not be administered and where we were hesi-

tant to use sodium valproate or its congener, for the reasons

mentioned above, topiramate was the readily available option

with us. However, because of limited works available on the

use of topiramate (when we came across the patient) and this

agent being also being designated by various workers as a

second-line drug, even in recent times,[6] we felt that one first-

line drug should better be prescribed and flunarazine was the

obvious choice. We restricted its dosage to the lowest possible

limit, since it is known to cause troublesome somnolence and

leads to weight gain. These were the compelling reasons for

administering two drugs simultaneously in this case, deviat-

ing from the conventional system of usage.
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Myasthenia gravis associated
with fibrous histiocytoma

Sir,

Association of myasthenia gravis with extrathymic malig-

nancies, especially leukemia, reticuloendothelial, and solid tis-

sue malignancy, has been described, abeit rarely.[1]–[3] In a se-
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Preventive therapy of migraine
Sir,
I read with interest the recent report of acute myopia induced
by topiramate used for migraine prophylaxis.[1] I would
like to make certain observations.
Firstly, Bhattacharyya et al used two medications
(flunarizine and topiramate) as the initial preventive treatment
of migraine. However, the guidelines recommend usage
of a single drug. The drug should be considered a failure only
after an adequate trial (2-3 months) has been given.[2] After
the failure of the first drug, one has the option of using another
drug or a two-drug combination. Also, Bhattacharyya
et al have used two second-line agents for migraine prevention
at the onset. However, guidelines recommend using a firstline
agent initially, which include propranolol, divalproex sodium,
sodium valproate and amitryptiline among others.[2],[3]
Considering the fact that adverse effects are common with
most of the drugs used for migraine prevention, one should be
cautious in starting two second-line drugs as the first step.
Secondly, the choice of agent should also be individualized
depending on the patient profile. Bhattacharyya et al
started flunarizine in an obese patient (on sibutramine for
the same). Weight gain as a side effect of flunarizine is well
known.[4]
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for the known side effect of alopecia and the development of
polycystic ovarian disease, which has recently been reported
in various publications[1],[2] and alopecia is certainly not cosmetically
acceptable to the female subjects. Constipation, dry
mouth, and somnolence associated with amitryptiline (and also
gain in weight) dissuaded us from using this agent.
We are afraid, we cannot possibly agree with the author that
flunarizine is a second line drug for the prophylactic management
of migraine. Various studies recommend its usage as
one of the first orders,[3]–[5] and in this particular case, where
propranolol could not be administered and where we were hesitant
to use sodium valproate or its congener, for the reasons
mentioned above, topiramate was the readily available option
with us. However, because of limited works available on the
use of topiramate (when we came across the patient) and this
agent being also being designated by various workers as a
second-line drug, even in recent times,[6] we felt that one firstline
drug should better be prescribed and flunarazine was the
obvious choice. We restricted its dosage to the lowest possible
limit, since it is known to cause troublesome somnolence and
leads to weight gain. These were the compelling reasons for
administering two drugs simultaneously in this case, deviating
from the conventional system of usage.
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Sir,
We thank the author for his interest in our case report. We
could not use propranolol, since there was history of bronchial
asthma and sodium valproate or divalproex sodium are
known to increase body weight. Moreover, we are somewhat
reluctant in using sodium valproate or its congener in women
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ries of 296 thymectomized myasthenic cases, only 5 patients

had extrathymic fibrous histiocytoma and extrathymic malig-

nancies were observed more frequently in thymomatous

myasthenia than in nonthymomatous ones.[4]

A 35-year-old male presented with gradually progressive

dysphagia for solids for 6-month duration. For the last 1

month, he experienced diplopia especially in extremes of con-

tinuous horizontal gaze and occasional jaw weakness. Two

weeks prior to hospitalization, he also developed dyspnea.

There was no history of a focal or generalized muscular weak-

ness. A 6-cm round, well defined, soft tissue swelling was noted

in the left infraclavicular area. There were no other focal neu-

rological deficits. The tensilon test and repetitive nerve stimu-

lation test were suggestive of myasthenia gravis. However,

anticholinesterase antibodies were not detected. Antinuclear

antibody, RA factor, immunoglobulin levels, and other sero-

markers were also negative.

Spiral computerized tomography (CT) scan of the thorax

did not reveal any thymic lesion, but an extrathoracic soft

tissue mass was observed in the left intraclavicular region

[Figure 1]. A subsequently performed CT-guided fine needle

aspiration cytology was suggestive of a spindle cell tumor. He

underwent enucleation of the mass and the diagnosis of fi-

brous histiocytoma was confirmed by CD-68 stains, which were

positive for histiocyte cells, while the cytokeratin and epithe-

lial membrane antigens were negative [Figures 2 and 3].

Postoperatively his breathlessness and swallowing difficulty

improved. He underwent phasmapheresis along with

anticholinestenase and immunomodulation therapy and

showed gradual symptomatic improvement.

The prominent clinical feature of this patient was pharyn-

geal weakness followed by diplopia and breathlessness. It was

associated with extrathoracic soft tissue swelling in the left

infraclavicular region. History, clinical examination and

electrophysiological evaluation suggested postsynaptic neu-

Figure 1: CECT thorax, axial section shows well circumscribed,
lobulated chest wall mass with central necrosis in left infraclavicular

region

Figure 3: The spindle shaped cells stained positive for CD-68, which is
a Histiocyte cell marker for fibrous histiocytoma

romuscular junction disorder and the tensilon test was posi-

tive. The mass, which turned out to be fibrous histiocytoma,

was excised. Other possibilities of such presentation are in

cases of oculopharyngeal muscular dystrophy, bulbar palsy,

and AIDP inflammatory myopathy, but these were ruled out

on the basis of clinical course, investigation and response to

medication. oma found to have ththymoms an Autoimmune

Disease and approximately 10% of patients with myasthenia

In the literature, 59 myasthenic cases with an extrathymic

malignancy were found. There were 18 cases of thymomatous

myasthenia and 41 nonthymomatous ones. The primary site

of extrathymic malignancy was blood-forming organs, namely,

15 cases of leukemia and sarcoma of reticuloendothelial sys-

tem, breast (eight), lung (six), thyroid (five), digestive tract

(four), skin (three), uterus (three), fibrous histiocytoma

(three), miscellaneous (eight), and unknown (five).[4]

Thus, myasthenia gravis although not an uncommon neu-
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Figure 2: Hematoxin and Eosin stains showing the tumor composed of
spindle shape cells arranged in storiform pattern with multinucleated

giant cells
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fibrosis and hematoma. One week after the operation, the

patient recovered completely from the neurological deficit and

was relieved of the radicular pain.

Although serious complications have been reported with acu-

puncture, they are rare. Yamashita suggests that most seri-

ous adverse events are actually cases of negligence.[2] We found

two cases of spinal epidural hematoma associated with acu-

puncture in the Medline.[3,4] Chen[3] reported a 48-year-old

female with meningeal irritation within 1 week after the

acupunctures, leading to a L1/2 subacute epidural hematoma

and meningitis. The patient was managed conservatively.

Keane[4] reported a thoracic spinal epidural hemorrhage with

subarachnoid hemorrhage following acupunctures.

This case draws attention to the rare complication of the

lumbar epidural hematoma following acupunctures. The his-

tory and the localized nature of the hematoma should raise

suspicion. Depending on the clinical course, either a conserva-

rological disorder, its association with extrathymic malignancy

is very rare and the rarest association is with fibrous histiocy-

toma, as in our case. Further autoimmune research studies

are needed to establish their association and interaction at

the molecular level.
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Lumbar epidural hematoma
due to lumbar acupunctures

Sir,

Although complications associated with acupuncture have

been reported,[1,2] they are often transient and mild. Serious

complications following acupuncture are rare.[1] In this report,

we present a case of localized lumbar epidural hematoma fol-

lowing acupunctures.

A 74-year-old man presented with complaints of progres-

sive weakness of the left leg and radicular pain in the left

thigh for 2 days following the last session of acupunctures in

the lumbar region for his back pain. He was hospitalized about

4 weeks later. There was no other systemic complaint. There

was no history suggestive of any bleeding disorder. On physi-

cal examination, it was detected that he had left-thigh weak-

ness (4/5) and absence of left-knee jerk. He did not have neck

rigidity; no obvious sensory deficit was revealed during the

physical examination.

Noncontrast T1W magnetic resonance imaging (MRI) dem-

onstrated a localized high-intensity fusiform mass at the L2-

3 disc level, located posteriorly [Figure 1 and 2]. The results

of laboratory coagulation tests were normal.

An appropriate laminectomy was performed. An organized

encapsulated hematoma was encountered; the capsule was

attached to the dura. There was no dural tear or any clear

sign of previous punctures. The results of the pathologic ex-

amination of the specimens (the capsule and its content) were

Figure 2: In the axial T1W magnetic resonance imaging, the mass is
asymmetric, slightly more voluminous on the left

Figure 1: Noncontrast sagittal lumbar T1W magnetic resonance
imaging (MRI) demonstrated a localized high-intensity fusiform mass at

the L2-3 disc level, located posteriorly
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Lumbar epidural hematoma
due to lumbar acupunctures
Sir,
Although complications associated with acupuncture have
been reported,[1,2] they are often transient and mild. Serious
complications following acupuncture are rare.[1] In this report,
we present a case of localized lumbar epidural hematoma following
acupunctures.
A 74-year-old man presented with complaints of progressive
weakness of the left leg and radicular pain in the left
thigh for 2 days following the last session of acupunctures in
the lumbar region for his back pain. He was hospitalized about
4 weeks later. There was no other systemic complaint. There
was no history suggestive of any bleeding disorder. On physical
examination, it was detected that he had left-thigh weakness
(4/5) and absence of left-knee jerk. He did not have neck
rigidity; no obvious sensory deficit was revealed during the
physical examination.
Noncontrast T1W magnetic resonance imaging (MRI) demonstrated
a localized high-intensity fusiform mass at the L2-
3 disc level, located posteriorly [Figure 1 and 2]. The results
of laboratory coagulation tests were normal.
An appropriate laminectomy was performed. An organized
encapsulated hematoma was encountered; the capsule was
attached to the dura. There was no dural tear or any clear
sign of previous punctures. The results of the pathologic examination
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of the specimens (the capsule and its content) were
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Figure 1: Noncontrast sagittal lumbar T1W magnetic resonance
imaging (MRI) demonstrated a localized high-intensity fusiform mass at
the L2-3 disc level, located posteriorly
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fibrosis and hematoma. One week after the operation, the
patient recovered completely from the neurological deficit and
was relieved of the radicular pain.
Although serious complications have been reported with acupuncture,
they are rare. Yamashita suggests that most serious
adverse events are actually cases of negligence.[2] We found
two cases of spinal epidural hematoma associated with acupuncture
in the Medline.[3,4] Chen[3] reported a 48-year-old
female with meningeal irritation within 1 week after the
Figure 2: In the axial T1W magnetic resonance imaging, the mass is
asymmetric, slightly more voluminous on the left
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acupunctures, leading to a L1/2 subacute epidural hematoma
and meningitis. The patient was managed conservatively.
Keane[4] reported a thoracic spinal epidural hemorrhage with
subarachnoid hemorrhage following acupunctures.
This case draws attention to the rare complication of the
lumbar epidural hematoma following acupunctures. The history
and the localized nature of the hematoma should raise
suspicion. Depending on the clinical course, either a conservarological


