
Letters to the Editor

 Annals of Indian Academy of Neurology  ¦  Volume 24  ¦  Issue 6  ¦  November-December 2021 943

References
1.	 Tzoulis C, Tran GT, Coxhead J, Bertelsen B, Lilleng PK, Balafkan N, 

et  al. Molecular pathogenesis of polymerase gamma related 
neurodegeneratiom. Ann Neurol 2014;76:66‑81.

2.	 Cohen  BH, Chinnery  PF, Copeland  WC. POLG‑related disorders. 
In: Pagon  RA, Adam  MP, Ardinger  HH, Wlallace  SE, Amemiya  A, 
Bean  LJH, et  al. editors. Gene Reviews. University of Washington: 
Seatle, WA, USA; 1993.

3.	 Saneto RP, Naviaux RK. Polymerase gamma disease through the ages. 
Dev Disabil Res Rev 2010;16:163‑74.

4.	 Harding BN. Progressive neuronal degeneration of childhood with liver 
disease  (Alpers‑Huttenlocher syndrome): A  personal review. J  Child 
Neurol 1990;5:273‑87.

5.	 Naciaux  RK, Nguyen  KV. POLG mutations associated with Alpers 
syndrome and mitochondrial DNA depletion. Ann Neurol 2004;55:706‑12.

Video available on: www.annalsofian.org

Submitted: 03-Jul-2020  Revised: 16-Jul-2020  Accepted: 03-Aug-2020   
Published: 11-Jan-2021

This is an open access journal, and articles are distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to remix, tweak, and build 
upon the work non‑commercially, as long as appropriate credit is given and the new creations are 
licensed under the identical terms.

For reprints contact: WKHLRPMedknow_reprints@wolterskluwer.com

DOI: 10.4103/aian.AIAN_607_20

Nummular Headache: A Rare Headache Type in a Child 
Responding to Carbamazepine and Gabapentin

An 11‑year‑old girl presented with pressure type pain involving 
a coin‑shaped area over vertex for the last 6 months. It was 
initially mild to moderate in intensity, but for 2 months 
before presenting to us, increased in severity to cause 
incapacitating pain. Although the pain was waxing–waning 
in nature, the pain never resolved completely. She could not 
identify any potential triggers. She also had hyperaesthesia 
and allodynia over the region. There was no photophobia, 
phonophobia, nausea, vomiting, episodes of sudden shooting 
or jabbing pain, autonomic symptoms, or any other associated 
features. Physical and systemic examination was essentially 
normal. Magnetic resonance imaging  (MRI) of the brain 
and electroencephalography  (EEG) was normal. She had 
been tried on multiple analgesic medications including 
NSAIDs  (paracetamol, ibuprofen, naproxen, indomethacin 
[75 mg/day]) and also medications for migraine (flunarizine, 
topiramate, propranolol, amitriptyline) without any sustained, 
measurable benefit. With a clinical diagnosis of nummular 
headache (NH), she was started on carbamazepine. She had 
partial response over 4 weeks even after titrating to optimum 
dose (30 mg/kg/day). Subsequently, she was started on add‑on 
gabapentin. After gradually hiking the dose to 600 mg/day, 
she responded favorably with almost complete resolution. 
The headache impact test‑6 (HIT‑6) score and visual analogue 
scale (VAS) score were 54 and 7 before starting gabapentin and 
reduced to 13 and 2 on follow‑up at 4 weeks. Last follow‑up 
was at 3 months to the treatment and she was headache free 
for the past two and a half months.

NH, previously also called coin‑shaped headache is characterized 
by the continuous or intermittent headache of highly variable 
duration affecting a small, circumscribed, sharply contoured 
area of the scalp (fixed in size and shape, round or elliptical, 
1–6 cm in diameter), usually affecting the parietal region.[1] 
Rarely, it may be multifocal; however, each area retains all 
the characteristic features of NH. Before establishing the 

diagnosis the physician needs to ensure that the headache is 
not better accounted for by any other diagnosis in ICHD 3 and 
physical examination and appropriate investigations have been 
performed to exclude underlying structural and dermatologic 
lesions.[2] Usually, the pain is mild to moderate in intensity, 
but occasionally it is severe. Although the headache duration 
in up to 75% cases is longer than 3 months, sometimes it 
may last for seconds, minutes, hours, or days. Moreover, 
spontaneous or triggered exacerbations may occur sometimes, 
further incapacitating the person.[3] Many times the pain is also 
accompanied by paresthesia, dysaesthesia, hyperaesthesia, 
allodynia, or tenderness.[4] Various treatment options including 
NSAIDs, gabapentin, carbamazepine, phenytoin, topiramate, 
tricyclic antidepressants, local nerve block by anesthetic 
injection, microvascular decompression, dorsal root entry 
zone (DREZ) procedure, trigeminal rhizotomy, and trigeminal 
alcohol ablation have been described but no consensus 
guidelines have been formulated till now.[1‑4] Although not 
proven, NH is mainly considered to be caused by peripheral 
or local rather than central mechanism. Pareja et al. have also 
attributed the pain to a probable epicranial source, conveyed by 
a few terminal branches of cutaneous nerves of the scalp.[5] Few 
affected patients also have other headaches like migraine and 
trigeminal neuralgia as comorbid conditions.[6] In adults often it 
is considered to be under‑reported, approximated to constitute 
1.25% of all patients in headache clinic with an estimated 
incidence of 6.4/100,0000/year. However, to the best of our 
knowledge, this is the first case to be reported in an adolescent 
girl, who responded favorably to Gabapentine. Thus, even 
pediatricians need to be aware of this entity, which is a clinical 
diagnosis and can be treated successfully by medications for 
neuropathic pain.
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Tele‑Child‑Neurology in the Era of COVID‑19: A Developing 
Nations’ Perspective

Since the first official report of the coronavirus disease‑19 
(COVID‑19) from China in December 2019, the contagion 
has hit the shores of several countries and has evolved as 
a global pandemic.[1] The rapid pace of progression of the 
pandemic has forced many nations to institute strict containment 
measures such as social distancing, lockdowns, and so on.[2] 
The current situation demands minimization of the face‑to‑face 
consultations and restriction of the regular planned hospital visits 
and this has become a strong advisory as a part of the epidemic 
control measures.[2] The complete halt of public transport, the 
transformation of multiple public and private‑sector hospitals 
into COVID‑19 care centers, and diversion of resources for 
pandemic control measures have left the needs of patients 
with chronic disorders largely unattended. Similarly, chronic 
conditions in pediatric neurology need continuity of care. 
These include epilepsies, developmental delays, movement 
disorders, neurometabolic disorders (for ensuring dietary 
compliance), autoimmune disorders  (requiring prolonged 
immunosuppression), neuromuscular disorders, and so on. To 
maintain the steadiness of care, physicians around the globe 
have been trying to develop telemedicine services, which are 
still in an infantile stage in many countries. This paper intends 
to examine the potential of the emerging tele‑child‑neurology 
practices in meeting the brisk demands in developing countries 
during this pandemic.

Telemedicine refers to the delivery of health‑care services to 
the patients using telecommunication technology, namely, 
telephones, smartphones, computers, tablets, and so on.[3] It 
has been widely accepted and validated in terms of safety and 

efficacy for both acute and chronic health‑care delivery.[4] The 
exceptional advantage of telemedicine lies in the maximization 
of the health‑care benefits for people with limited accessibility 
to face‑to‑face consultations without any modification in any 
professional and ethical requirements.[5] Besides, multiple 
trained experts can be consulted simultaneously during the 
session to avoid missing critical clinical events. Therefore, 
it may be acknowledged as a new game‑changer tool in 
remodeling the old‑fashioned physician–patient relations with 
changing times. Although it is still taking elementary steps 
in many countries, it has the potential to affect any medical 
specialty including child neurology.

Interestingly, telemedicine practices may be more flexible and 
better adapted to child neurology. Child neurology is a mix 
of knowledge, skillful history taking, meticulous observation 
and examination, pattern recognition, and extreme patience. 
Many diagnoses are made on history and clinical observation. 
Also, many a time, a detailed neurological examination is not 
even possible in children attending clinics because of poor 
patient cooperation. Thus, the child neurologists are already 
familiar with tackling the major challenge that is expected 
during teleconsultations, namely, lack of detailed physical 
examination. Even in day‑to‑day practice, in developing 
countries, many child neurologists zero down to correct 
diagnostic possibilities and guide pediatricians (when access 
is an issue for parents) after taking a proper telephonic 
history and observing a hallmark finding in an image or a 
video, namely, seizure semiology (such as epileptic spasms), 
movement disorders  (such as infantile tremor syndrome, 
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