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cortical, as in our case, or other atypical
locations like tentorial. 3 Rarely other
intracranial hemorrhages like epidural
hematoma can also present with
isolated oculomotor palsy. 3 Usually,
the 3 rd nerve palsy is reversible with
surgical evacuation of the hematoma.2,4
We p r e s e n t t h i s e x t r e m e l y r a r e
case to highlight a rare association
of intracranial hematoma. Thus,
there should be a low threshold for
neuroimaging in cases of isolated
complete 3 rd cranial nerve palsy. Unless
timely treatment is instituted, the
SDH may progress with eventual fatal
consequences.
Fig. 2: CT scan of brain showing left sided chronic subdural hematoma with midline shift
(Red arrow)

such a rare manifestation.
A 45 year old male presented to
the outdoor clinic with drooping of
left eyelid for two days. He was a
known alcoholic with recent history
of binge drinking. He was twice found
in unconscious state at the roadside
after the binges. However, there was
no external sign of head injury. The
patient was not on any anti-coagulant
or anti-platelet drugs. On examination,
the patient was alert and oriented but
there was some difficulty in answering
questions due to slurring of speech.
He did not complain of any headache.
The only complaint was an inability
to open the left eye. On examination,
complete ptosis of the left eye was
present, along with outward deviation
of the eye and dilated pupil. There was
failure of adduction of that eye, but
abduction was normal. Thus, it was
a complete 3 rd nerve palsy (Figure 1).
No other cranial nerve was involved.
There were no pyramidal signs and
no sensory symptoms. Regarding
cerebellar signs, only mild slurring of
speech was present.
A CT scan of brain was done which
revealed (Figure 2) left sided chronic
subdural hematoma covering whole
of the fronto-parietal region with
significant (5 mm) midline shift. No
brainstem lesion was present. The
patient was immediately transferred
to the neurosurgery department for
evacuation.
Isolated oculomotor nerve paresis
is found in intra-cranial pathologies
like aneurysm and meningitis 2. But this
nerve palsy as the presenting symptom
of SDH is very rarely reported. When

the SDH occurs due to a documented
event of trauma, the etiology is easy
to spot. But SDH often presents in
an insidious manner, as in our case
and then, the diagnosis is difficult to
reach unless prompt cerebral imaging
is advised.
A case similar to ours was reported
from the Military Hospital, Ahmedabad.
Their patient also presented with
sudden onset unilateral ptosis with no
prior history of head injury. 2 In our case
too, no definite history of head injury
was present although the history of
wayside blackouts after alcohol binges
is a probable pointer to head injury. In
the Ahmedabad case, CT scan of brain
revealed an SDH which was almost
iso-intense with the brain parenchyma
and the most notable feature was the
midline shift. 2 This isointensity of the
haemorrhage with brain parenchyma is
one of the pitfalls of CT scan in chronic
SDH and hence, MRI scan is preferred.
The 3 rd cranial nerve may be injured
in any location from its origin to final
termination in extraocular muscles 2 .
The injury may be direct or indirect.
Direct injury results from damage
to the nucleus or nerve fascicles by
trauma. Indirect injury results from
displacement of the nerve in expanding
haemorrhage, mass lesions etc.3 Isolated
3 rd nerve palsy in SDH falls in the
second category. 3 However, a 3 rd nerve
palsy may be an indicator of impending
herniation of the uncus, which can
be more ominous. Thus, urgent
intervention is usually warranted.
Usually, the 3 rd nerve palsy occurs
on the same side as the SDH. 2,3 The
location of the SDH may be either
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Post Malaria
Neurological Syndrome
and Vivax Malaria
Khichar Shubhakaran

Professor Neurology, Dr. S. N. Medical College, Jodhpur, Rajasthan

Sir,

I

read an interesting case report of
post malaria neurological syndrome
(PMNS), in form of seizure, even after
adequate treatment of P. vivax malaria
entitled as “an unusual sequelae of
uncomplicated vivax malaria” by Bhatt
and colleagues.1 It is worth appreciation
and I would like to share my experience
and views1.

Neurological complications
or sequel earlier described in
falciparum malaria are now known
to occur in P. vivax malaria as well,
of course with not equal potential.2
Malaria being a common problem
in tropical countries even a rarest
of rare complication or squeal is
important.

2.

Earlier also such cases are being
reported of course not as PMNS, but
with other grave complications. 3

3.

As observed in an earlier study,
seizures may play an important
role in pathogenesis of coma in
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childhood cerebral malaria. 4
4. Similarly we have reported a
case of ADEM which was earlier
reported with falciparum malaria. 5
The aim of this correspondence is
to further carry forward the message
of the eminent authors 1 with some
additional information, so as to
further enhance the relevance of such
mini but otherwise quite informative
articles. As PMNS being a self-limiting
complication or sequelae it is more
important to know it so as to avoid
costly investigations, drug treatment
and, avoidance of side effects of antiepileptics in case of seizures.

References
1.

Bhatt M, Khot W, Soneja M, Nischal N, Jorwa P, Biswas A. An
Unusual Sequelae of Uncomplicated Vivax Malaria. J Assoc
Physicians India 2018; 66:88-89.

2.

Kochar S K, Kamath S D, Toshan N, Singhal Y,Kochar A. J Vector
Borne Dis 2017; 54:197–200.

3.

Karanth SS, Marupudi KC,Gupta A. Intracerebral bleed, right
haemiparesis and seizures: an atypical presentation of vivax
malaria. BMJ Case Rep 2014 Jun 11;2014. pii: bcr2014204833.
doi: 10.1136/bcr-2014-204833.

4.

5.

with Plasmodium falciparum is now
increasingly being reported with
Plasmodium vivax. We fully endorse the
views expressed that PMNS is a selflimiting complication, and increased
awareness among physicians will avoid
costly investigations and help in better
patient management.
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Sir,

I

read an interesting correspondence
by Patel and colleagues published in
June 2018 issue of our esteemed journal
(JAPI Vol. 66, 2018; page No.111). The
authors have very well revised the side
effects mainly the ocular ones and the
doses with which they occur. Here I
would like to share my experience and
views as under-
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1
Junior Resident, 2Associate Professor, 3Assistant Professor,
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Sir,
We appreciate the views regarding
the uncommon manifestations of
central nervous system involvement
seen with both falciparum and vivax
malaria. It is very aptly said that
“malaria being a common problem in
tropical countries even a rarest of rare
complication or squeal is important”,
a n d i n d e e d s h a r i n g s u c h r e l e va n t
information through a widely read
journal is useful for the readers . We
have described a case of vivax malaria
followed by post-malaria neurological
syndrome (PMNS), who although
initially had difficult to control seizures,
recovered completely later on. It has
hitherto been reported as an uncommon
manifestation in falciparum malaria,
we observed the same in vivax malaria.
This adds to the list of complications
which although classically described

As the drug has an excellent profile
specially in obese patients, so it is
of immense worth in headache,
seizure, bipolar disorders, drug
abstinence etc., so it may be
worthwhile to observe such side
effects with patient counselling,
close observation and screening
by means of optical coherence
t o m o g r a p h y ( O C T ) 3,4 w h i c h i s
widely available now a days.
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Topiramate Use and
Angle Closure Glaucoma
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1

comparison to my experience; the
one explanation for that may be use
of lower doses by me in my clinical
experience.

2.

The eminent authors have said
that the ocular side effects are
not mentioned in the standard
text books of medicine and
pharmacology. I do not agree
with this statement as the side
effects are very well mentioned in
standard text books. 1,2 Furthermore
The USFDA after it’s approval of
topiramate use in 1996, has issued
the warning of ocular side effect in
2001. 3,4
I am using topiramate for more
than a decade, of course in low
doses mostly and found the side
effects in only 2 patients, in one
with a very low dose that is 12.5
mg alternate dosing schedule 4 in
which the patient developed side
effect in form of angle closure
glaucoma with second dose; and
in another one with 25 mg per
day with side effect occurring
on 8 th day of therapy. Both of my
patients were females. As per
author review, case studies and
my experience, I think the Indian
population may be vulnerable to
these side effects at lower doses.
As with authors case series of
4 patients, my 2 patients were
also females so it require further
studies that whether females are
predisposed or there is more use
of topiramate in females. The
incidence which is mentioned in
standard texts may be more in
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Sir,

I

t’s my great pleasure to respond Dr.
Khichar Subhakaran’s comments
of our article “Topiramate Induced
Serious Occular Side Effects”. I am
thankful to Dr. Khichar Subhakaran ,
senior eminent neurology professor of
our country for reviewing our article.
1.

We have referred latest edition
of pharmacology and general
medicine text books. I agree with
his comment, but unfortunately,
we have not referred neurology
books he has suggested. Harrison’s
principle of internal medicine latest
edition has mentioned “topiramate
should be used with caution in
patients susceptible to glaucoma
and renal stone diseases”, 1 but
ocular side effects in-depth are not
described.

2.

Dr. Khichar sir’s vast experience
of topiramate side effects is
matching with our study. It occurs
at lower dose and females are more
vulnerable in India. This consensus
requires large scale study and it is

