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With the increasing BMI in today’s society, idiopathic intracranial hypertension is 

becoming more common. This case presents a 42 black female with sectoral 

papilledema due to idiopathic intracranial hypertension with a history of spinal 

meningioma. 

Patient Demographics: 42-year-old Black Female 

Chief Complaint: light sensitivity, tearing, redness, and throbbing headaches, for 

the past three months. 

•Throbbing pain “like eyes are on fire” 4/10 OU when inside and 8/10 

OU when  outside

•Constantly needs to wear sunglasses

•Notes her vision fluctuates and is worse at night

Ocular History: 

• Ocular Hypertension

Medical history: 

•Migraines

•Meniere’s disease

•Spinal meningioma resection

•Complete jaw replacement following head trauma. 

•Medications: Cyclobenzaprine HCL, Simvastatin, Rosuvastatin, 

Meclizine HCL, Methylprednisolone, Omalizumab, Levocetirizine 

Dihydrochloride, Fluticasone Propionate, Cholecalciferol 

Clinical Findings: 

•Pupils, CVF: WNL 

•EOMs: full range of motion with general pain

•BCVA 20/20 OD,OS 

•Anterior segment: decreased tear break up time OU

• IOP: 20/19 

•Lens: Clear OU

•Optic Nerves: mild elevation of the nasal aspect, (+) Paton lines OU

•Macula/Vitreous/Peripheral: unremarkable OU

Case History

Papilledema is bilateral optic nerve swelling due to increased intracranial hypertension. The optic nerve swells via intra-axonal edema from axoplasmic flow stasis due to 

increased production of cerebral spinal fluid. Intracranial hypertension is defined with an opening pressure greater than 25 cm H2O in a spinal tap. Common causes of increased 

intracranial hypertension include malignant hypertension, compressive mass or lesion, Chiari malformation, cerebral venous thrombosis, infections, medications, or idiopathic1,2. 

Idiopathic intracranial hypertension, or IIH, typically occurs in obese or pregnant females in their 20-40s3. While no direct cause is seen, MRV imaging shows stenosis of the 

transverse sinus. A recent study in the United Kingdom has shown that having IIH increases the patient’s chances of having other cardiovascular issues compared to those with 

similar BMIs.  It also showed that the higher a patient’s BMI, the more likely to have IIH4. This shows there is more to the disease process that has yet to be understood and that 

it is crucial to stress the systemic relation of  IIH to the patient. IIH can also be associated with  space-flight syndrome, altitude sickness, and sleep apnea5.  Properly diagnosing 

IIH can help the patient potentially regain vision loss and relieve debilitating headaches. 

Diagnosis and Discussion

With suspected papilledema and normal blood pressure, the patient was sent for an MRI and lumbar puncture.  Due to her history of a spinal meningioma an MRI of the brain 

and spine were done. All scans were clear. The lumbar puncture showed an opening pressure of 29 cm H20 with normal CSF component.  The final diagnosis was determined to 

be idiopathic intracranial hypertension.

Results

Idiopathic intracranial hypertension patients are most effectively co-managed 

between the primary eye care provider, and a neurologist or neuro-ophthalmologist. 

In very rare circumstances, close monitoring of the patient may be the only option 

for treatment. This can lead to permanent vision loss, reoccurrence of papilledema, 

and debilitating headaches. The most effective treatment is weight loss and low 

sodium intake. Studies have shown that ~5-6% loss of a patient’s BMI effectively 

lowered intracranial pressure. While this is the best option, weight loss is difficult to 

achieve, especially with debilitating headaches and other symptoms. Many 

ophthalmologists prescribe a carbonic anhydrase inhibitors, typically acetazolamide 

250mg QID then 500-1000mg QID along with the recommendation for weight loss. 

While this is a standard of care, many patients cannot tolerate the side effects of 

CAIs. In severe cases, venous sinus stenting procedure, neurological shunt, or optic 

nerve sheath decompression surgery may be performed.    

In this case the patient originally refused treatment with CAIs and deferred to her 

own method of treatment -- acupuncture. Acupuncture has shown subjective 

improvement of symptoms in patients with TBIs and hypertension, but there is no 

current research with acupuncture on patients with increased intracranial 

hypertension. Ovechkin, A., Kim et al. noted that there is a temperature change 

during acupuncture (warmer) which could be a sign of decreasing pressure6. Though 

more studies need to be performed. The patient eventually started acetazolamide 

after no relief with acupuncture. 

Follow-up with these patients depends on the severity and vision loss status of the 

patients. If acute with no vision loss on the visual field, 3-month follow-up is 

recommended. If chronic with visual field loss, 4-week follow-up is recommended 

until stabilized and then subsequent follow-ups every 3-4 months. Once optic nerve 

swelling resolves, a high-water mark and/or trace pallor may be seen. 

On her 3-month follow-up the patient noted that all her ocular complaints and 

headaches had improved since starting acetazolamide 750 mg bid. She still had mild 

light sensitivity, worse at night. Tinted glasses were given to help improve her glare 

and light sensitivity. She was recommended to the Move! Program for weight loss 

through the VA. We continue to com-manage with her neurologist. 

Conclusion

This patient had no visual field loss, and had stage 1 papilledema, which could be 

commonly overlooked and have been mis-diagnosed as dry eye syndrome. In 

patients with suspected papilledema, a thorough work-up is needed to rule out life 

threatening situations. Optometrists play a vital role in the management of IIH 

patients’ ocular and systemic health. 
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Under Pressure : A Case of Stage One Papilledema 

Differential Diagnosis 

Pseudo disc edema

•Disc drusen 

True edema 

•Optic neuritis 

•Hypertensive retinopathy 

•Papilledema 

»Intracranial mass

»Medications 

»Idiopathic intracranial hypertension 

Symptoms5: 

•Near normal or normal vision

•Transient visual obscurations

•Mild to severe visual field loss

•Ocular pain

•Pain on eye movement 

•Headache – worse when laying down

•Pulsatile tinnitus 

•Double vision

- CN VI palsy

•Nausea and vomiting

•CSF rhinorrhea

•Allodynia

Signs1,2:

•Papilledema

- Do not need papilledema to have IIH

- Paton lines

•Cranial nerve 6th palsy 

•Visual field loss

Ancillary Testing:

•Blood pressure

•Cover test

- CN VI palsy most common 

•MRI/MRV

- MRV shows transverse sinus stenosis

•Lumbar puncture

- >25 cm water or >19mmHg

•Visual field testing 

- Enlarged blind spot 

- Glaucoma like findings: nasal steps, arcuate 

scotomas

•B-scan

•digital fundus photos + FAF

Abstract Treatment and Management 

Figures A & B: Fundus photos with mild blurred margins 

superior nasally and Paton lines more distinct in left eye(B)

Figures C & D: FAF without hyperfluoresence ruling out optic 

disc drusen  
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Figure E: 

Cirrus RNFL OCT 

showing elevated 

neuro-retinal rim 

thickness 

Figures F & G: 

Left then right 24-2 

HVF Sita Fast 

grayscale map with 

few scattered points, 

but no clusters of loss 
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