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Serum iron may not be linked with migraine

Sir,
‘We are thankful to the authors for their interest in this 
manuscript.[1] We agree with the fact that exclusion of 
subjects with iron deficiency would have improved the 
quality of our study. To support it, they have cited a study 
that shows that iron deficiency might be related to menstrual 
migraine.[2] We did not consider exclusion of iron‑deficient 
subjects owing to a number of facts: First, this was not the 
aim of the study; second, considering a high prevalence of 
iron deficiency in India, this was not practical; lastly, iron 
deficiency has been reported in a number of Restless Legs 
Syndrome patients.

As far as the relationship between iron and migraine is 
considered, this could be an over‑simplistic explanation 
for this complex issue. The cited article had enrolled 
subjects with migraine whereas inclusion criterion in the 
present study was RLS.[2] Hence, both the studies cannot 
be compared directly. In addition, that study had found a 
relationship between menstrual migraine and iron deficiency 
but not between migraine and iron deficiency.[2] Thus, this 
finding cannot be generalized to all migraineurs. Moreover, 
a study that enrolled the RLS patients, like our study, did 
not find any effect of serum iron on the migraine.[3] To 
make the issue more complex, a number of studies have 
reported increased iron depiction in deep brain nuclei among 
migraineurs.[4,5] On the other hand, iron has been found to be 
decreased in the central nervous system of RLS patients.[6,7]

In conclusion, more work is required to understand this 
complex issue.
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Efficacy of yoga in treatment of migraine

Sir,
I read the review article “The therapeutic value of yoga in 
neurological disease”[1] with great interest. Yoga, coupling 
physical exercise with breathing and relaxation, is a popular 
alternative form of mind body therapy. Yoga has long been 
used to reduce physical symptoms of chronic pain. It also helps 

an individual deal with emotional aspect of chronic pain by 
reducing anxiety and depression.

I want to highlight efficacy of yoga in treatment of migraine 
headache. John et  al,[2] studied the effectiveness of yoga 
therapy in treatment of migraine without aura. In a 
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Symptomatic trigeminal neuralgia as the first presentation 
of acute lymphoblastic leukemia

Sir,
It is not unusual for the cranial nerves to be affected early in 
the course of acute lymphoblastic leukemia (ALL) due to the 
meningeal infiltration. Here, we report a 19‑year‑old male with 
the symptomatic trigeminal neuralgia and right third, fourth 
and sixth cranial nerve palsy as initial presentation of high‑risk 
T‑cell ALL. To the best of our knowledge, symptomatic 
trigeminal neuralgia as the first presentation of ALL has not 
been reported earlier.

A 19‑year‑old Asian male presented with complaints of 
painful sharp electric shock‑like transient spasms on the right 
hemi‑face around the eye and cheek for last 2  months and 
diplopia for last 15 days. The painful spasms usually lasted 
for a few seconds to minutes and triggered by light touch 
and activities such as brushing teeth, talking, and blowing 
his nose. On examination, right third, fourth and sixth cranial 
nerve palsy was found. The rest of the general and neurological 
examination was normal, including trigeminal sensations. 
Magnetic resonance imaging (MRI) of the brain showed a right 
parasellar mass, which was hyperintense on T1, isointense 
on T2 and fluid attenuated inversion recovery sequences; 
and intensely contrast enhancing on T1 sequence with the 
gadolinium contrast [Figure 1]. Involvement of right cavernous 
sinus and encasement of ipsilateral internal carotid artery were 
also evident from the MRI. Peripheral blood picture and bone 
marrow examination revealed features consistent with ALL. 
Cerebrospinal fluid cytology revealed the presence of leukemic 
blasts. Thyroid function tests, antinuclear factor, serum 

immunoglobulins, immunoelectrophoresis, and antibodies 
to acetylcholine receptor were all within normal limits. 
Immunophenotyping showed cluster of differentiation (CD) 
3 and CD5 positivity. In view of positivity for chromosomal 
translocation t  (4; 11)  (q21; q23), he was diagnosed as a 
case of high‑risk T‑cell ALL, presenting as a paraseller 
mass  (leukemic deposit) with right sided symptomatic 
trigeminal neuralgia and third, fourth and sixth cranial nerve 
palsy. For trigeminal neuralgia, the patient was recommended 
carbamazepine, 800  mg daily. He was given chemotherapy 
as per ALL‑Berlin‑Frankfurt‑Munster 95 protocol. At first 
remission, he received 18 gray/10 fractions therapeutic cranial 
irradiation, followed by 8 gray/4 fractions boost to the right 
parasellar mass with 3‑dimentional conformal radiotherapy 
technique. After 3 months of treatment completion, there was 
partial improvement of diplopia and the trigeminal neuralgia 
was well‑controlled.

Cranial nerve palsies as the first presentation of ALL, 
although uncommon, but have already been reported.[1‑3] 
There have been also some reports of cranial nerve palsies 
as the first sign of relapse or recurrence in ALL patients.[4,5] 
Unless specifically treated, the neurological deficit is usually 
progressive in this situation. We believe that this is the first 
description of a patient with a systemic lymphoproliferative 
disorder, namely ALL, presenting with symptomatic 
trigeminal neuralgia. The cause of the right third, fourth and 
sixth cranial nerve palsies in our patient was most probably 
leukemic involvement of the right cavernous sinus, as was 

randomized control trial, 72 patients with migraine without 
aura were randomly assigned to yoga therapy or self‑care 
group for three months. Primary outcomes were headache 
frequency, severity, and pain component. Secondary outcomes 
were anxiety, depression, and medication score. The subjects 
in yoga group had statistically significant improvement in 
headache intensity, frequency, sensory pain rating index, 
affective pain rating index, total pain rating index, anxiety 
and depression score, and symptomatic medication use.

Although this study provides preliminary evidences 
regarding efficacy of yoga in patients with migraine, yet it 
opens a door and provides directions for further research 
in this field.
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