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The paper conducted by Ding and Furneaux[1] is of high 
interest and shows great feasibility of the given approach. 
Personally, I used the transcortical approach to the third 
ventricle through the foramen of Monro. When patients had 
an external ventricular drainage, we followed route of the 
drainage and used two retractors along the drainage canal. 
The approach to the third ventricle takes us about 3 min 
in such cases. Despite fears of postsurgical seizures and 
increasing risk of intracerebral bleeding such a risk could not 
be seen in 33 patients, which were evaluated retrospectively 
(data not published). The transcortical approach keeps away 
the fornices and the internal cerebral vein and in my opinion, 
is a safe and highly efficient approach.
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Sir,
The interesting study by Sarmast et al.[1] has inspired me 
to shed light on the expanding health problem of neural 
tube defects (NTDs) in Iraq and compare it with that in 
India. I would like to address the following three points.

First, Sarmast et  al.[1] mentioned that the incidence of 
NTDs among their studied population was 0.503/1000 
live births. I  presume that the actual NTDs incidence 
was underestimated. This could be attributed to the 
following three points.  (1) The estimated incidence 
was related only to live births and did not encompass 
macerated or malformed babies who might have 
NTDs. (2) The aforementioned incidence was extracted 
from hospital‑based rather than community‑based 
data.  (3) In spite of making a significant progress in 

increasing institutional births in India, the rate of 
home delivery is still substantial (37.7%).[2] Therefore, a 
significant number of babies with NTDs born at home 
in India are expected to increase the reported incidence 
of NTDs.

Second, Sarmast et  al.[1] did well in comparing their 
reported NTDs incidence (0.503/1000 live births) with 
those reported in other studies. The difference in 
NTDs incidence in Sarmast et al.’s study[1] compared to 
other studies is probably related to the interactions of 
various genetic and environmental risk factors among 
different populations. Unexpectedly, Sarmast et  al.[1] 
did not compare their reported NTDs incidence with 
that recorded in Iraq. Iraq is currently considered 
among the countries with the highest reported NTDs 
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incidence in the world with a mean incidence of 
24.2/1000 live births.[3] The surge in NTDs incidence 
in Iraq has been attributed to the cumulative effects 
of exposure to toxicants, including depleted uranium, 
maternal malnutrition, gestational folate deficiency, 
absent national program on dietary folate fortification, 
and marked psychosocial stress secondary to decades 
of conflicts Iraq has engaged.[4]

Third, an alarming call has been recently submitted to 
the decision‑makers in Iraq to consider implementing 
a nation‑wide program to culprit further swinging 
in the NTDs incidence. This program should 
comprise various epidemiologic, statistical, diagnostic, 
therapeutic, and preventive measures tailored by 
related personnel.[3] Though the reported incidence 
of NTDs  (0.503/1000 live births)[1] is still within the 
normal range of 0.5–1/1000 live births reported 
worldwide,[5] I presume that the implementation of 
that program is still needed in India to prevent a 
stepwise increase in NTDs incidence.
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Sir,
Cerebral venous thrombosis  (CVT) can have varied 
clinical presentations and more commoner causes 
include trauma, dehydration, pregnancy, mastoiditis, 
neoplasms and hematological abnormality, leukemia, 
and thrombocythemia. However, very rarely, venous 
thrombosis is reported in Cushing’s syndrome.[1,2]

Trans‑sphenoidal surgery remains the surgical approach 
of choice for the management of pituitary adenoma. 

However, trans‑sphenoidal surgery may rarely be 
associated with cerebrospinal fluid  (CSF) rhinorrhea, 
meningitis, pneumocephalus, and seizure. Lumbar 
drain placement in postoperative period following 
trans‑sphenoidal surgery for CSF rhinorrhea is well 
accepted supporting measure in association with sellar 
floor reconstruction and sellar packing.[3] Lumbar drain 
placement is rarely associated with complication and 
may vary from mild headache, fever to meningitis. 
However, till date, no such cases of the development of 
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