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Idiopathic intracranial hypertension (lIH) is a rare disorder of unclear pathogenesis
occurring commonly in obese women of childbearing age and characterized by
increased intracranial pressure in the absence of intracranial space-occupying lesion
or cerebrospinal fluid outflow obstruction. We report a rare case of a middle-aged
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entity was first described by Quincke in 1893, and in 1937 Dandy further expounded

intracranial space-occupying lesion or cerebrospinal fluid (CSF) outflow obstruction[2].

The incidence of lIH has been put at approximately 1-3 per 100,000 adults [3, 4] and is

said to be on the rise with increase in the rate of obesity [2, 5]. Its manifestation is usually

with headache of variable phenotype, vomiting, pulse-synchronous tinnitus, diplopia,

and eye pain in association with elevated intracranial pressure(ICP) [6], predominantly
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affecting middle-aged obese females [7]. IIH is a rare neurological disorder in children
and presentation is not different from that of adults [8].

Spontaneous meningocele with associated cerebrospinal fluid (CSF) leak have been
observed in patient with IIH. Although the pathophysiology is still debated, it is believed
to evolve from progressive erosion of the thin bone of the skull base by persistent
increased intracranial pressure[9]. Skull base meningocele is herniation of the meninges
through points of weakness or defects in the bone of the skull base. Meningocele
are commonly asymptomatic but depending on location and persistent increased ICP
can rupture and produce leak. Similar complications include herniation of brain tissue
only (encephalocele) or herniation of brain tissue and overlying meninges (meningoen-
cephalocele) [10]. Perez et al. [11], reported a case of lIH in an overweight female who
developed rhinorrhea, and brain imaging revealed a right cribriform plate encephalocele
which was responsible for the CSF leak from a ruptured encephalocele due to formation

of a defect in the cribriform plate following elevated ICP for three years.

Neuroimaging, computed tomography (CT), and magnetic resonance imaging (MRI) of
the brain and skull base are required for the diagnosis and detection of associated com-
plications, such as skull base defect which predisposes to formation of meningocele. In
patient with suspected IIH, CT and MRI are also necessary to exclude signs of elevated
ICP which may be due to other causes such as brain tumor, dural sinus thrombosis,
and hydrocephalus. We report a rare case of a middle-aged female with intractable
headache referred to the department of radiology for neuroimaging on account of
suspected dural sinus thrombosis but was later diagnosed as IIH with asymptomatic
transcribriform plate intranasal meningocele with a view to underscore the quiddity
of IIH in females with weight in the obese range as well as emphasize the need for
radiologists to diligently review previous patient’s images where available for possible

finding that could contribute to a suspected diagnosis.

A 42-year old obese female was referred to the department of radiology for neuroimag-
ing following intractable headache. The referring doctor had a concern about possible
dural sinus thrombosis. There was no history of rhinorrhea, trauma, or previous cranial
surgery.

MRI of the brain without contrast was done using standard protocols. The scan
revealed bilateral dilatation of the perioptic CSF space, partial empty sella, and bilateral

stenosis of the lateral part of the transverse sinuses as well as prominent gyrus rectus on
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the side of the meningocele. A right-sided transcribriform plate intranasal meningocele

measuring 12.1 X 7.2mm was also detected (Figures 1-3).

On review of the patient’s previous brain CT images, which were done a week earlier
based on the complaint, a defect was revealed in the right aspect of the cribriform plate,
which serves as the lead point for the intranasal meningocele (Figure 4). These findings
are consistent with IIH with transcribriform plate intranasal meningocele. Following this
diagnosis, patient was placed on appropriate management including weight loss and
she responded well to the treatment regimen. Nonetheless, patient was referred to a

higher center for further treatment and possible closure of the cribriform plate defect.

Figure 1: Axial T2W MRI showing bilateral dilated perioptic CSF space (arrow).

IIH is a rare disorder of unclear pathogenesis occurring commonly in obese women
of childbearing age and characterized by increased intracranial hypertension in the
absence of intracranial space-occupying lesion or cerebrospinal fluid outflow obstruc-
tion[1, 12]. Several mechanism have been proposed to explain the pathophysiology

of IIH and popular among them include an increase in production of CSF, a higher
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Figure 2: Sagittal T2W MRI showing partial empty sella (arrow).

Figure 3: Coronal T2W MRI showing right transcribriform plate intranasal meningocele.

levels of cerebral blood flow resulting in increased fluid content, and a restriction of
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Figure 4: Coronal CT bone window image showing a defect in the right cribriform plate (arrow).

venous drainage [13]. IIH has also been associated with spontaneous CSF leak through
formation of meningocele in the skull base with subsequent rupture due to chronically

elevated intracranial pressure[9].

Obese female of childbearing age are at increased risk of having IHH with incidence
of up to 20 times that of the general population [14]. Our case is a 42-year old female
with body mass index in the obese range that was being investigated for dural sinus
thrombosis. Similarly, Perez et al. [10] reported two cases of obese middle-aged female
diagnosed with IIH, one of them was initially mistaken for sinusitis. Bidot et al. [14]
and llling et al. [16] in their studies noted that 94% and 81%, respectively, of the study
population diagnosed with IIH were middle-aged obese women. Aaron et al. [17] on the

other hand also reported obesity in 94% of their study population.

Most patients with IHH present with headache requiring investigations with both
neuroimaging and laboratory. Headache is a common presenting complaint in lIH.
Our patient presented with headache of which dural sinus thrombosis was suspected
clinically. Fiebai and Chukwuka [18] and Ghimire et al. [1], similarly, reported headache as

the cardinal symptom in their patients. In Wawhal et al.’s [19] case, the patient presented
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with global headache necessitating ophthalmologic consultation but could not get relief

from ophthalmologic treatment regimen and further review lead to the diagnosis of IIH.

Meningocele may be congenital, iatrogenic, or spontaneous. The anatomical loca-
tions of the meningoceles vary. Spontaneous meningoceles are common in the skull
base with the ethmoid and lateral wall of the sphenoid sinus being the most com-
mon locations [20]. In a study conducted by Bialer et al. [21], all meningoceles were
located in the temporal bone, either petrous apex or Meckel’s cave. Spontaneous
intranasal meningocele, through the cribriform plate with rhinorrhea, have been reported
in patients with lIH [11], however, meningocele without rhinorrhea is seldom reported.
Our patient denied any history of rhinorrhea except headache. Intranasal meningocele
without rhinorrhea was incidentally discovered in our patient. Perez et al. [11] illustrated
the case of a middle-age obese woman with transcribriform plate intranasal meningo-
cele with rhinorrhea who developed bacterial meningitis due to delay in diagnosis. In
a related study, Randonjic et al. [10] reported a case of bilateral meningocele in adult
male involving both transethmoidal and lateral recess intrasphenoidal lesions.

Symptomatically, IIH is characterized by headaches of variable severity, vomiting, and
visual disturbances ranging from blurred vision to visual field loss. Some patients may
present with complications such as meningocele with associated CSF leaks which may
manifest in the form of rhinorrhea or otorrhea and recurrent bacterial meningitis. The
role of neuroimaging has been reiterated in the diagnosis of IIH and its complications.
Imaging findings of IIH include papilledema manifesting on imaging as flattening of the
posterior globe and intraocular protrusion of the optic nerve head, vertical tortuosity of
the optic nerve with widening of the perioptic nerve sheath, empty sella which may be

partial and transverse venous sinus stenosis [8].

IIH is common among middle-aged obese female and could be associated with spon-
taneous meningocele, which may rupture and predispose to complications such as
meningitis. Young women presenting with intractable headaches and sometimes rhin-
orrhea should be investigated with neuroimaging to exclude among others IIH. Early
diagnosis of a disease is panacea for the avoidance of terrible complications.
Clinicians should prioritize early neuroimaging in the diagnostic arsenal of young
women with headache and radiologists should ensure systematic review of both new
and old images where available to establish diagnosis and complications which may

not manifest clinically.
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