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Fig. 1 Bilateral papilledema predominatly in the left.

Fig. 2 (A) Tl-weghted MR image (15T, TR/TE 350/10.0) shows empty sella. (B) T2-weghted MR
image (15T, TR/TE 4,540/96.0) shows widening of the optic nerve sheath and optic nerve

tortuosity.
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THBEED 65~68% TALN, WK, WEH, HiE [KEz
EORERZETHEEINBY. LA LeAS, —EICHEKE &
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Idiopathic intracranial hypertension without headache detected during a routine health check

Ken Sakushima, M.D., Sachiko Tsuji, M.D., Ph.D., Masaaki Niino, M.D., Ph.D.,
Ichiro Yabe, M.D., Ph.D. and Hidenao Sasaki, M.D., Ph.D.
Department of Neurology, Hokkaido University Graduate School of Medicine

A 47-year-old woman was admitted to our hospital with an optic disc edema detected during a routine health
check. On admission, she exhibited bilateral optic disc edema without headache and no visual disturbance. Her
cerebrospinal pressure was 440mmH.0O, but we detected no abnormalities in the CSF, blood tests, brain MRI or
MRV. Therefore, she was diagnosed with idiopathic intracranial hypertension (IIH). Treatment with acetazola-
mide reduced the cerebrospinal pressure. We suggest that examination of the optic fundi is sufficient to diagnose

both ITH without headache and ITH with atypical symptoms.

(Clin Neurol, 48: 430—432, 2008)
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