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Sir,
Thank you very much for your comments and subsequent 
discussion regarding the article.[1]

1. The cutoff values of cerebrospinal fluid (CSF) cortisol could 
not be established as the sample size was small; however, 
initially normative data were obtained on 25 patients 
(15 males and 10 females) without any preexisting 
neurological disorders, and those who underwent spinal 
anesthesia were included as controls. The average mean CSF 
cortisol level for controls was 1.05 µg/dL, following which, 
the same was studied in patients with bacterial meningitis 
(BM) and viral meningitis (VM) whose mean CSF cortisol 
levels were 13.85 µg/dL and 3.47 µg/dL, respectively, and 
which were statistically significant. Thus, CSF cortisol is 
practically easy to use and apply in the clinical setting. 

2. There is no evidence that the lumber puncture (LP) procedure 
is harmful in most patients with suspected central nervous 
system (CNS) infection. There is belief that in the majority 
of these patients LP is safe, and potentially beneficial. In 
contrast, the avoidance of LP would appear to be potentially 
detrimental to patient care. LPs contributed directly to 
patient management in 72% of cases, either by identifying an 
organism, allowing unnecessary antibiotics/antivirals to be 
stopped after 24 h, or by permitting an earlier discharge from 
the hospital.[2] Hence, as a rule of thumb, one does CSF analysis 
for every suspected case of BM on the day of admission and 
a repeat analysis 72 h later and thereafter depending on 
the therapeutic response. Thus, in the same setting one can 
monitor CSF cortisol levels along with CSF pleocytosis in 
meningitis.

3. Yes, serum procalcitonin (PCT) could be considered as 
an alternative tool along with CSF cortisol level. Serum 
PCT decreases with antibiotic treatment and is related 
to the severity of the disease. However, we have also 
demonstrated the following:

 1.  CSF cortisol levels had significant correlation with 
serum PCT as depicted in Figure 3 in our article. 
Similar observation was made by Viallon et al. (1999) 
and Schwartz et al. (2000).[3,4]

 2.  There was significant reduction in the mean CSF 
cortisol levels with treatment (13.85 vs 1.55 µg/dL, 
P < 0.0001). Similar observation was also made by 
Holub et al. (2007).[5]

Serum PCT level estimation has its own limitation as follows: 
1. Use of PCT to differentiate between BM and other causes 

of febrile encephalopathy, such as brain abscess is limited, 
as it is also elevated in patients with bacterial pneumonia, 
sepsis, and other bacterial infections.[6-8]

2. Diagnostic use of PCT in patients with acute meningitis in 
the presence of other bacterial infections is also potentially 
limited when compared to CSF analysis.

Utility of cerebrospinal fluid cortisol level in acute 
bacterial meningitis

Thus, serum PCT may not be specific for BM (if associated with 
systemic bacterial infections). In such cases, CSF cortisol may 
prove to be a beneficial alternative as amply demonstrated in 
our study and Holub et al. (2007).[5]

No single CSF test has yet been proved to be fully reliable 
in distinguishing BM from aseptic meningitis. For rapid 
etiological diagnosis in meningitis, various CSF parameters 
along with a new parameter in the form of CSF cortisol assay 
and serum PCT must be combined.
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Sir,
The article by KB Bhattacharyya and S Rai “Famous people with 
Tourette’s syndrome: Dr. Samuel Johnson (yes) and Wolfgang 
Amadeus Mozart (may be): Victims of Tourette’s syndrome?”, 
published in Ann Indian Acad Neurol 2015; 18(2):157-61, is 
quite interesting. It has raised the possibility that Mozart, the 
renowned musician, who lived nearly two and a half centuries 
ago, could have suffered from Tourette’s syndrome based 
on historical write-ups and literature review. Fallacies are 
quite liable to creep in when such a posthumous diagnosis 
is attempted, especially as we are aware that even today 
despite the modern neurological assessment and accessory 
investigatory tools we sometimes go wrong in our diagnosis. 

Many biographers have depicted Johann Chrysostom 
Wolfgang Amadeus Mozart (full name) as one of the most 
religious Western music composers. It seems he often used 
to say “God is ever before my eyes . . . I fear His anger; but 
also recognize His love.”[1] “Most of Mozart’s correspondence 
is light-hearted and witty, and it is true that one set of letters 
written to a young cousin sinks to indecency. But this is the rare 
exception, though it has been popularly capitalized upon” by 
his critics and jealous contemporaries.[2] The authors themselves 
admit that only about 10% of his letters were scatological; and 
these could well have been the outcome of his whimsical and 
puerile impulsiveness triggered by the pressure of composing 
work, frustration, and depression. There are many more 
references in literature regarding the character and demeanor of 
Mozart, appreciating his talent and disproving the scandalous 
tales about him. How far his facial grimaces and occasional 
limb contortions could assume pathological significance also 
remains anybody’s guess even today. Human beings have 
their own eccentricities and mannerisms that perhaps can 
be accentuated in geniuses and celebrities. Therefore, why 
Mozart is being targeted as a possible sufferer of Tourette’s 
syndrome by some authors based on speculations is difficult 
to comprehend. 

It may be worthwhile to study the entire spectrum of 
descriptions on Mozart before coming to any conclusion, lest 
we smear a blemish on the veneration many musicians have 
for Mozart.

Did Mozart suffer from Tourette’s syndrome?
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