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Background: Idiopathic intracranial hypertension (IIH) affects predominantly obese females during their reproductive age period. The demographics of this condition has not been studied in Kuwait before.

Objectives: To determine the demographics, clinical features, risk factors, and treatment modalities of IIH in the main neurology tertiary referral hospital in Kuwait and to compare our data with literature.

Methods: A retrospective study was conducted to identify cases of IIH seen between January 1, 2018, and December 31, 2018. Patients were diagnosed in and referred from the neurology and neuro-ophthalmology clinics.

Results: Our cohort consisted of 139 patients. We estimated a crude annual incidence rate of IIH of 3.28 per 100,000 population. Female-to-male ratio was 9.6:1. Mean age was 32.1 ± 10.8 years. Mean age of males was 31.46 ± 12.63 and that of females was 32.11 ± 10.67. The median of the duration from the first symptoms till diagnosis was 6 weeks (2–10 weeks). Headache was the most common symptom in 134 (96.4%) patients, followed by visual disturbances in 85 (61.2%) patients, transient visual obscurations (TVOs) in 84 (60.4%) patients, pulsatile tinnitus in 72 (51.8%) patients, diplopia in 22 (15.8%) patients, other symptoms (e.g., nausea, vomiting, radicular neck, and back pain) in 19 (13.7%) patients, and 1 (0.7%) patient had facial weakness. High body mass index (BMI) was seen in 89.9% of patients, either overweight or obese, and it was the most common risk factors in both males (46.2%) and females (61.1%). Anemia was found in 38.1%; 21.6% of patients used OCPs and 7.9% used vitamin A. Bilateral transverse sinus stenosis (BTSS) was detected in 47 (33.8%) patients. Only 2 (1.4%) patients developed “fulminant IIH” characterized by rapidly progressive disease. All the patients received medical treatment and only 12 (8.6%) needed surgical management.

Conclusion: Incidence of IIH in Kuwait is similar to other regional studies but higher than Western studies. Demographics and clinical features of IIH in our study are comparable to international and regional figures. Most of our patients had a benign course. IIH is more prevalent in females and strongly associated with obesity.
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INTRODUCTION

Idiopathic intracranial hypertension (IIH) is a condition characterized by increased intracranial pressure (ICP) with no evidence of space-occupying lesion, meningeal inflammation, or venous thrombosis. It was originally, described by Dandy as “pseudo-tumor cerebri” because of common clinical signs of intracranial hypertension in the absence of tumoral causes (1).

IIH has been strongly associated with obesity and female gender in reproductive age. Symptoms include headache, transient visual obscuration, pulsatile tinnitus, diplopia, and back and neck pain. Papilledema can lead to permanent visual loss if the condition is not treated appropriately in a timely manner. The diagnosis can be delayed since the clinical presentation and symptoms are variable and non-specific (2). The modified Dandy criteria used for diagnosis of IIH include the presence of raised ICP, typically papilledema, normal magnetic resonance imaging (MRI), and normal cerebrospinal fluid (CSF) composition with elevated opening pressure. In the absence of papilledema, the diagnosis is challenging and requires specific neuroimaging criteria to be met. Diagnostic criteria were recently revised by Friedman et al. (3). Fulminant IIH is defined as the acute onset of symptoms and signs of intracranial hypertension (<4 weeks between onset of initial symptoms and severe visual loss) with rapid worsening of visual loss over a few days (4).

The Idiopathic Intracranial Hypertension Treatment Trial (IIHTT) showed a beneficial effect of acetazolamide and weight loss in patients with mild visual loss (5).

Due to the paucity of large epidemiological, community-based studies, the incidence, prevalence, and clinical characterization of IIH are variable in literature. We studied the demographics, clinical characteristics, risk factors, and management modalities in a hospital-based population of IIH cases in Kuwait.



METHODS

We conducted a retrospective study of patients diagnosed with IIH in Ibn Sina Hospital, the only tertiary neurology, and neuro-ophthalmology referral hospital in Kuwait from January 1, 2018, to December 31, 2018.

The state of Kuwait has a population of 4.226 million (2018) with six governmental divisions and six major general hospitals. The incidence was defined as the number of new cases diagnosed with IIH (incidence of diagnosis) per 100,000 individuals.

All the medical records in Ibn Sina Hospital at the time of the study were reviewed. Lists of all patients discharged from the hospital with a primary diagnosis of IIH were recorded. Only patients who were diagnosed as IIH according to the revised diagnostic criteria were included (3).

All patients with suspected IIH undergo magnetic resonance imaging and venography (MRI/MRV) to rule out secondary causes of elevated intracranial pressure. All patients had sagittal and axial T1-weighted, T2-weighted and FLAIR MRI of the brain and either phase contrast or time of flight MRV using a three-dimensional phase contrast technique with 40 cm/s velocity encoding (time of repetition 25 ms; flip angle 20°; time of echo 7.2 ms) on either 1.5-T or 3-T machine.

Lumbar puncture (LP) and CSF manometry were also performed for all suspected IIH cases. LP was performed in the left lateral recumbent position and CSF opening pressure was measured with the legs extended. LP opening pressure is considered to be high if it is equal to or above 250 mm H2O. CSF was analyzed for biochemical and cytological composition. Neuro-ophthalmological evaluation included Snellen visual acuity, refraction, color vision, visual field tests with the Humphrey Field analyzer (HFA), and optical coherence tomography (OCT). Weight and height were measured and recorded in order to calculate body mass index (BMI, weight [kilograms]/height [square meters]).

Data on age at onset of symptoms, gender, height, weight, BMI, presence of comorbid conditions, medication use, findings of ophthalmic examination, neurological assessment, CSF opening pressure, radiological signs on cerebral MRI (prominent subarachnoid space around the optic nerves, flattening of the posterior sclera, partial empty sella, and slit-like ventricles), presence of BTSS on MRV, and type of medical or surgical treatment were recorded from the medical files.

The study was approved by the Institutional Review Board Committee of Ministry of Health of the State of Kuwait.



STATISTICAL ANALYSIS

We used SPSS software for Windows, Version 23 (SPSS Inc., Chicago, IL, USA) to calculate range, mean, standard deviation, frequency, and percentage for different variables. The crude incidence rate per 100,000 persons was calculated using the total number of IIH cases included as numerator and the total number of Kuwaiti population as denominator. Ninety-five percent confidence intervals (CIs) were computed. Population data, based on the census carried out in 2018, were obtained from Kuwait Bureau of Statistics to determine the number of people at risk.

Chi-square test was adopted for categorical variables. Results were expressed by mean ± standard deviation, median with interquartile range (IQR), or percentage.



RESULTS

A total of 139 patients were included in our study during the assigned period. We estimated a crude annual incidence rate of IIH of 3.28 per 100,000 population (95% CI, 2.79–3.87). Demographics and clinical characteristics of our cohort are demonstrated in Table 1 and Figure 1.


Table 1. Demographic and clinical characteristics of IIH patients (n = 139).
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FIGURE 1. (A) Symptoms of IIH in our cohort, (B) risk factors, (C) MRV findings, and (D) MRI findings.



Demographics

One hundred twenty-six (90.6%) were females and 13 (9.4%) were males with a female-to-male ratio of 9.6:1. Family history was positive in 4 patients (2.8%).

Mean age of the patients was 32.1 ± 10.8 years, ranging from 12 to 59 years.

Mean age of males was 31.46 ± 12.63 and that of females was 32.11 ± 10.67 years.

The duration from the first symptoms till diagnosis ranged from 2 to 10 weeks with a median of 6 weeks.

Most of the patients were of Kuwaiti nationality [89 (64.0%)], followed by Egyptian nationality [21 (15.1%)] and Indian nationality [10 (7.2%)], and 29 (20.8%) were from other nationalities.



Clinical Characteristics

Headache was the most common presenting symptom in 134 (96.4%) patients. On a scale of 0–10, the mean of headache severity was 6.5. It was described as classical high-pressure headache in 49 (35.2%) patients, dull aching, holocranial, or pressure-like in 37 (26.6%), chronic daily headache in 31 (22.3%), and migraine-like in 22 (15.8%) patients.

Blurring of vision was present in 85 (61.2%) patients and 2 (1.4%) patients developed “fulminant IIH” and visual loss. Transient visual obscuration (TVOs) were reported by 84 (60.4%) patients, pulsatile tinnitus was reported by 72 (51.8%) patients, diplopia was reported by 22 (15.8%) patients, and 19 (13.7%) patients reported other symptoms (e.g., nausea, vomiting, radicular neck, and back pain). One (0.7%) patient had left facial weakness (Figure 1).

Neurological examination upon presentation showed bilateral papilledema in 138 (99.3%) patients and only 1 patient with normal fundus exam. Papilledema was mild in 48 (34.8%) patients, moderate in 60 (43.5%) patients, and severe in 30 (21.7%) patients. Seventy-eight (56.1%) patients had a visual acuity of 20/20, 7 (5.0%) patients with 20/400, 2 (1.4%) patients with 20/800, 2 (1.4%) patients with “fulminant IIH” with no perception of light, and 50 (35.9%) patients in between. Sixth nerve palsy was found in 22 (15.8%) patients, of whom 4 (2.8%) had bilateral palsy. One patient (0.7%) had left lower motor neuron facial nerve palsy.

Visual acuity, mean deviation of the visual fields (MD), and the retinal nerve fiber layer thickness (RNFLT) obtained by optical coherence tomography (OCT) at presentation are shown in Table 2. The mean VA logMAR was 0.1 (0.1–3) in the right eye and 0.1 (0–3) in the left eye. The mean RNFLT was 125 μm (61–403) in the right eye and 137 μm (87–405) in the left eye. Visual field mean deviation (MD) was evaluated by HFA and was −3.8 (−30.1 to −0.4) for the right eye and −4.3 (−33.9 to −0.3) for the left eye (Table 2).


Table 2. Visual assessment analysis of the IIH patients (n = 139).
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Risk Factors

BMI ranged from 19.4 to 58.6. None of the patients had BMI <18.5 (underweight). BMI of 14 patients were between 18.5 and <25 (normal), 40 (28.8%) were between 25 and <30 (overweight), and 85 (61.1%) patients had a BMI of more than 30 (obese). Thirteen (9.4%) patients had no identifiable risk factor despite full workup.



Comorbidity

Anemia was found in 53 (38.1%) patients. Abdominal ultrasonography was done for all our female patients and polycystic ovary (PCO) was found in 13 (9.4%) patients. Thirty (21.6%) patients were taking oral contraceptive pills while 11 (7.9%) patients reported taking vitamin A (retinol) and isotretinoin for acne treatment.

Other common comorbidities among our cohort were hypertension in 27 (19.4%), diabetes mellitus in 11 (7.9%), migraine in 7 (5.0%), and hypothyroidism in 6 (4.3%) patients.

The CSF opening pressure ranged from 250 to 990 mmH2O with a mean of 360 mmH2O. Closing pressure ranged from 120 to 500 mmH2O with a mean of 200 mmH2O. CSF analysis was within normal range for all patients for proteins, 229 mg/dl (100–630); glucose, 3.4 mmol/L (2.3–4.5); and cells, <5 white blood cells. LP needed to be repeated in 28 (20.1%) patients through their course of illness.

Post-LP headache was reported in 32 (23.0%) patients during the first week after CSF tapping.

MRI of the brain was done for all our patients; prominent subarachnoid space around the optic nerves was found in 64 (46.0%) patients, flattening of the posterior sclera in 107 (76.9%), partial empty sella in 79 (69.7%), and slit-like ventricles were seen in only 4 (2.8%) patients (Figure 1).

MRV was done for all our patients. Cases with cerebral venous thrombosis were excluded from this cohort. MRV was normal in 92 (66.2%) patients, and it showed bilateral transverse sinus stenosis (BTSS) in 47 (33.8%) patients (Figure 1).



Treatment

Most of our patients, 127 (91.4%), were managed successfully with weight loss and medical therapy, while only 12 (8.6%) patients needed surgical management.

Acetazolamide in a dose ranging from 1 to 4 g/day was given to 123 (88.4%) and was well-tolerated. Topiramate was given to 31 (22.3%) patients. Furosemide was given to 5 (3.6%) patients, chlorthalidone to 1 (0.7%) patient, and corticosteroids to 1 (0.7%) patient. Four patients (2.8%) received combination therapy of acetazolamide and topiramate.

Seven (5.0%) patients underwent optic nerve sheath fenestration (ONSF), 5 (3.6%) patients underwent CSF shunting (4 ventriculoperitoneal and 1 lumboperitoneal shunt), and 1 (0.7%) patient underwent endovascular venous sinus stenting (VSS). Ten (7.1%) patients in our cohort underwent bariatric surgery in addition to medical treatment.



Female Predisposition

There was no significant difference in the clinical and demographic characteristics between male and females. High BMI was the most prevalent risk factor in both genders. Intake of vitamin A was reported only in the female cohort while anemia was reported in both cohorts.




DISCUSSION

IIH is primarily a disorder of young obese women with a worldwide incidence around 12–20 per 100,000 people per year in obese females at childbearing period, but only 0.5–2 per 100,000 people per year in the general population (6). In this study, by studying the referrals to the main tertiary neurology hospital in Kuwait, we have estimated a crude annual incidence rate of IIH of 3.28 per 100,000 population.

Few studies have addressed the epidemiology of IIH in the Arab countries and Middle East. One retrospective study from Oman (7) evaluated 40 patients during a period of 11 years, another study from Saudi Arabia (8) included 99 patients, a study from Dubai (UAE) (9) reported 50 patients, a study from Libya (6) reported 81 patients in a 7-year period, and one from Israel reported 428 patients from 2005 to 2007 (10). The incidence of IIH in Middle East countries was found to be higher than the Western rates and has been estimated at 2.02–2.2/100,000 in the general population compared to 1.6 per 100,000 in the Western general population (11). The variation in incidence from country to country can be attributed to the variation in obesity prevalence among different populations. There has been an increase in obesity prevalence in both genders that contributes to the increasing incidence of IIH in these countries (12).

Females constituted the majority of the population in our cohort (90.6%), with a female-to-male ratio of 9.6:1, which is similar to other published studies that found a ratio from 4:1 to 8:1 (13, 14). A large series by Keslar et al. confirmed that only about 10% of IIH patients are men. Unlike women, men tended to be older at presentation and obesity was not found to be a significant risk factor as in women, which we did not find in our study (15).

The mean age in our study was 32.1 ± 10.8 years (range, 12–59), which is similar to Thambisetty et al. (4), reporting in the IIHTT with a mean age of 29.0 ± 7.4 years (range, 18–52 years).

Family history was positive in 4 patients (2.8%) in our cohort who were all obese. The positive family history percentage varies in the literature between 5.0% in IIHTT participants and 11.3% in the study of Corbett (16). IIH could have a true genetic predisposition, but some of those patients could have genetic predisposition to obesity as well. In a study about the prevalence of papilledema in asymptomatic obese patients, Krispel et al. (17) found papilledema in only 0.3% of patients.

Symptoms in our cohort were similar to those found in other previous studies (4, 18). Headache was the most common initial symptom in our patients (96.4%) (18, 19). Friedman et al. (20) found that the commonest phenotype was migraine (52%) followed by tension-type headache (22%) unlike our study where migraine constituted only 15.8% and the commonest phenotype in our cohort was the classical high-pressure headache in 35.2% of patients. In about half of IIHTT participants, headache was constant or daily (4) while only 22.3% of our patients had chronic daily headache.

TVOs are transient episodes of monocular or binocular visual loss usually during postural changes and lasting <30 s followed by full visual recovery. They were reported by 60.4% of our patients compared to 68% in IIHTT participants or 72% in another study (4, 21).

Tinnitus in IIH is usually bilateral and pulsatile in nature. It was reported by 51.8% of our patients similar to several studies that found tinnitus in 50–60% of their cases (2, 22).

In our cohort, 15.8% developed diplopia secondary to either unilateral or bilateral sixth cranial nerve palsy as a false localizing sign (23). In literature, diplopia was reported in 18% of IIHTT participants while it was in 30% in other studies (24, 25).

Seventh nerve palsy was seen in one female in our cohort, and it has been reported in the context of IIH in literature in 2–6% of cases (26, 27). The pathophysiology of facial palsy in IIH is not known but likely represents a pressure-related phenomenon. The seventh nerve run only a short course in the subarachnoid space before entering the petrous temporal bone and is relatively protected from the effects of elevated pressure (28). Two reports (28, 29) related it to elevated ICP in the posterior fossa and enlargement of fallopian canals and it usually resolves after lowering ICP.

Papilledema was found in almost all our patients and one patient only had IIH without papilledema (IIHWOP) who was diagnosed based on elevated opening pressure and neuroimaging criteria. Digre et al. (30) reported IIHWOP in 5.7% of their 353 IIH patients. Papilledema was bilateral in all our cases; however, it can be unilateral in 3.6–10.0% of IIH patients (31).

Obesity has a strong association with IIH in most cases and weight loss alleviates IIH signs and symptoms significantly while weight gain is linked to recurrence (32). Kuwait ranks first among Middle East countries in obesity prevalence (55.2%) followed by Egypt (48%) and United Arab Emirates (UAE) (42%). These percentages are higher than European countries and comparable to the US (48.3%) (11). It was the commonest risk factor in our study (90%), which is comparable to Western published data (4), while data from other Middle East countries estimated the prevalence between 60 and 80% (11).

We reported in our cohort anemia, use of OCPs, vitamin A, and PCOS, which are common among women of childbearing age. In our community, consumption of vitamin A by young ladies is common and may have an impact on prevalence of IIH in our cohort. Vitamin A intake was reported in previous studies of IIH prevalence and morphology (11). There is a clear association between vitamin A intoxication and intracranial hypertension. It is hypothesized that the pathogenesis of IIH involves abnormal vitamin A metabolism. However, if altered vitamin A metabolism is associated with IIH, there must be other factors influencing the disease (33). However, some authors prefer the term “pseudotumor cerebri syndrome” in this situation (33).

Hypertension and DM were other common comorbidities in more than a quarter of our cohort. These diseases have high prevalence in obese patients, and this was similar to a recent study from Australia where hypertension was found in 22.7% of IIH patients. However, the highest comorbidities they found were migraine (31.8%) and depression (30%) (34). Prevalence of hypertension and DM in Kuwait ranged from 25 to 35% (35).

BTSS was found in 33.8% of our cohort. This finding is much lower than other studies that found BTSS prevalence in the 90% range (36–38). This can be related to the technique used to demonstrate BTSS, as MRV, 2D-TOF images, and 3D-PC images acquired with a VENC of 40 cm/s tend to bias the interpretation of flow signal toward normality, underestimating the disturbances of flow of transverse sinuses, while 3D-PC MRV set with the VENC to 15 cm/s represents the best non-invasive technical approach for visualizing BTSS in patients with IIH (39).

Weather venous stenosis playing a role in the pathophysiology of elevated pressure is still controversial. However, venous sinus stenting has been shown to be beneficial in IIH in some case series, but its long-term benefits are still unknown (40). We had only one patient who underwent VSS with a good outcome but this cannot be generalized.

Most of our patients (91.4%) needed only medical treatment, which is in line with a recent UK study that reported 91.6% of responders to medical treatment (41).



STRENGTH OF THE STUDY

Our study is the first one that estimated the incidence of IIH in Kuwait. There is only one tertiary hospital in Kuwait that takes care of patients requiring neurology and neuro-ophthalmology care. We collected the required information to calculate the incidence of IIH in Kuwait. This study represents the first comprehensive description of a large IIH cohort from Kuwait.



LIMITATIONS OF THE STUDY

First, being a retrospective study conducted in a single hospital-based population, the results are subjected to bias and lack of generalization. Second, the underreporting of BTSS in our cohort can be attributed to the technique used in MRV rather than actual low prevalence. Another limitation of the study is including cases who have been taking vitamin A, which, according to some authors, should not be considered “idiopathic” and the term “pseudotumor cerebri syndrome” would be more plausible in this situation.



SUMMARY OF MAIN FINDINGS OF THE RESULTS

Crude annual incidence rate of IIH is 1.6 per 100,000 population. Female-to-male ratio was 9.6:1. Mean age was 32.1 ± 10.8 years. Headache was the most common symptom in 134 (96.4%) patients. High BMI was seen in 89.9% of patients, either overweight or obese, and it was the most common risk factor in both males (46.2%) and females (61.1%). BTSS was detected in 47 (33.8%) patients. All the patients received medical treatment and only 12 (8.6%) needed surgical management.



CONCLUSION

Incidence of IIH in Kuwait is high in comparison to Western countries and this is in line with increasing obesity rates in our region. The clinical presentation, risk factors and management of IIH in our study are comparable to the international and regional studies of IIH. Most of our patients had benign course. IIH is more prevalent in females and strongly associated with obesity.



DATA AVAILABILITY STATEMENT

All datasets generated for this study are included in the article/supplementary material.



ETHICS STATEMENT

This study was approved by the Institutional Review Board Committee of Ministry of Health of the State of Kuwait.



AUTHOR CONTRIBUTIONS

All authors collected and analyzed the data and wrote and reviewed the manuscript.



REFERENCES

 1. Wakerley B, Tan M, Ting E. Idiopathic intracranial hypertension. Cephalalgia. (2014) 35:248–61. doi: 10.1177/0333102414534329

 2. Wall M, George D. Idiopathic intracranial hypertension: a prospective study of 50 patients. Brain. (1991) 114(Pt 1A):155–80.

 3. Friedman DI, Liu G, Digre KB. Revised diagnostic criteria for the pseudotumor cerebri syndrome. Neurology. (2013) 81:1159–65. doi: 10.1212/WNL.0b013e3182a55f17

 4. Thambisetty M, Lavin PJ, Newman NJ, Biousse V. Fulminant idiopathic intracranial hypertension. Neurology. (2007) 68:229–32. doi: 10.1212/01.wnl.0000251312.19452.ec

 5. Wall M, Kupersmith MJ, Kieburtz KD, Corbett JJ, Feldon SE, Friedman DI, et al. The idiopathic intracranial hypertension treatment trial: clinical profile at baseline. JAMA Neurol. (2014) 71:693–701. doi: 10.1001/jamaneurol.2014.133

 6. Radhakrishnan K, Thacker AK, Bohlaga NH, Maloo JC, Gerryo SE. Epidemiology of idiopathic intracranial hypertension: a prospective and case-control study. J Neurol Sci. (1993) 116:18–28. doi: 10.1016/0022-510X(93)90084-C

 7. Idiculla T, Zachariah G, Br K, Mohamood N. The incidence and prevalance of idiopathic intracranial hypertension in south Sharaqiah region, Oman. Oman J Ophthalmol. (2013) 6:189–192. doi: 10.4103/0974-620X.122276

 8. Alkali NH, Daif A, Dorasanamma M, Almoallem MA. Prognosis of idiopathic intracranial hypertension in Saudi Arabia. Ann Afr Med. (2011) 10:314–5. doi: 10.4103/1596-3519.87051

 9. Mezaal M, Saadah M. Idiopathic intracranial hypertension in Dubai: nature and prognosis. Acta Neurologica Scandinavica. (2005)112:298–302. doi: 10.1111/j.1600-0404.2005.00487.x

 10. Kesler A, Stolovic N, Bluednikov Y, Shohat T. The incidence of idiopathic intracranial hypertension in Israel from 2005 to 2007: results of a nationwide survey. Eur J Neurol. (2014) 21:1055–9. doi: 10.1111/ene.12442

 11. Almarzouqi SJ, Morgan ML, Lee AG. Idiopathic intracranial hypertension in the Middle East: a growing concern. Saudi J Ophthalmol. (2015) 29:26–31. doi: 10.1016/j.sjopt.2014.09.013

 12. Karageorgi S, Alsmadi O, Behbehani K. A review of adult obesity prevalence, trends, risk factors, and epidemiologic methods in Kuwait. J Obes. (2013) 2013:378650. doi: 10.1155/2013/378650

 13. Durcan FJ, Corbett JJ, Wall M. The incidence of pseudotumor cerebri: population studies in Iowa and Louisiana. Arch Neurol. (1988) 45:875–77. doi: 10.1001/archneur.1988.00520320065016

 14. Bruce BB, Kedar S, van Stavern GP, Monaghan D, Acierno MD, Braswell RA, et al. Idiopathic intracranial hypertension in men. Neurology. (2009) 72:304–9. doi: 10.1212/01.wnl.0000333254.84120.f5

 15. Kesler A, Goldhammer Y, Gadoth N. Do men with pseudomotor cerebri share the same characteristics as women? A retrospective review of 141 cases. J Neuroophthalmol. (2001) 21:15–7. doi: 10.1097/00041327-200103000-00004

 16. Corbett JJ. Familial idiopathic intracranial hypertension. J Neuro Ophthalmol. (2008) 28:337–47. doi: 10.1097/WNO.0b013e31818f12a2

 17. Krispel CM, Keltner JL, Smith W, Chu DG, Ali MR. Undiagnosed papilledema in a morbidly obese patient population: a prospective study. J Neuroophthalmol. (2011) 31:310–5. doi: 10.1097/WNO.0b013e3182269910

 18. Wall M. The headache profile of idiopathic intracranial hypertension. Cephalalgia. (1990) 10:331–5. doi: 10.1046/j.1468-2982.1990.1006331.x

 19. Friedman DI. Pseudotumor cerebri presenting as headache. Expert Rev Neurother. (2008) 8:397–407. doi: 10.1586/14737175.8.3.397

 20. Friedman DI, Quiros PA, Subramanian PS, Mejico LJ, Gao S, Wall M, et al. Headache in idiopathic intracranial hypertension: findings from the idiopathic intracranial hypertension treatment trial. Headache. (2017) 57:1195–205. doi: 10.1111/head.13153

 21. Corbett JJ, Savino PJ, Thompson HS, Kansu T, Schatz NJ, Orr LS, et al. Visual loss in pseudotumor cerebri: follow-up of 57 patients from five to 41 years and a profile of 14 patients with permanent severe visual loss. Arch Neurol. (1982) 39:461–74. doi: 10.1001/archneur.1982.00510200003001

 22. D'Amico D, Curone M, Faragò G, Mea E, Tullo V, Proietti A, et al. Headache in patients with idiopathic intracranial hypertension: a pilot study to assess applicability of ICHD-2 diagnostic criteria. Neurol Sci. (2012) 33:189–91. doi: 10.1007/s10072-012-1065-2

 23. Larner AJ. False localising signs. J Neurol Neurosurg Psychiatry. (2003) 74:415–8. doi: 10.1136/jnnp.74.4.415

 24. Radhakrishnan K, Ahlskog JE, Garitty JA, Kurland LT. Idiopathic intracranial hypetension. Mayo Clin Proc. (1994) 69:169–80. doi: 10.1016/S0025-6196(12)61045-3

 25. Giuseffi V, Wall M, Siegel PZ, Rojas PB. Symptoms and disease associations in idiopathic intracranial hypertension (pseudotumor cerebri): a case-control study. Neurology. (1991) 41:239–44. doi: 10.1212/WNL.41.2_Part_1.239

 26. Capobianco DJ, Brazis PW, Cheshire WP. Idiopathic intracranial hypertension and seventh nerve palsy. Headache. (1997) 37:286–8. doi: 10.1046/j.1526-4610.1997.3705286.x

 27. Brackmann DE, Doherty JK. Facial palsy and fallopian canal expansion associated with idiopathic intracranial hypertension. Otol Neurotol. (2007) 28:715–8. doi: 10.1097/01.mao.0000281801.51821.27

 28. Kearsey C, Fernando P, Benamer HT, Buch H. Seventh nerve palsy as a false localizing sign in benign intracranial hypertension. J R Soc Med. (2010) 103:412–4. doi: 10.1258/jrsm.2010.100049

 29. Bakshi SK, Oak JL, Chawla KP, Kulkarni SD, Apte N. Facial nerve involvement in pseudotumor cerebri. J Postgrad Med. (1992) 38:144–5.

 30. Digre KB, Nakamoto BK, Warner JE, Langeberg WJ, Baggaley SK, Katz BJ. A comparison of idiopathic intracranial hypertension with and without papilledema. Headache. (2009) 49:185–93. doi: 10.1111/j.1526-4610.2008.01324.x

 31. Bidot S, Bruce BB, Saindane AM, Newman NJ, Biousse V. Asymmetric papilledema in idiopathic intracranial hypertension. J Neuroophthalmol. (2015) 35:31–6. doi: 10.1097/WNO.0000000000000205

 32. Daniels AB, Liu GT, Volpe NJ, Galetta SL, Moster ML, Newman NJ, et al. Profiles of obesity, weight gain, and quality of life in idiopathic intracranial hypertension (pseudotumor cerebri). Am J Ophthalmol. (2007)143:635–41. doi: 10.1016/j.ajo.2006.12.040

 33. Chen J, Wall M. Epidemiology and risk factors for idiopathic intracranial hypertension. Int Ophthalmol Clin. (2014) 54:1–11. doi: 10.1097/IIO.0b013e3182aabf11

 34. Lichtenberg I, Blackwood E, Gordon J, Hammond S, Hawke S. The prevalence of idiopathic intracranial hypertension and associated co-morbidities in central western New South Wales (NSW). J Neurol Neurosurg Psychiatry. (2017) 88:e1. doi: 10.1136/jnnp-2017-316074.10

 35. Channanath AM, Farran B, Behbehani K, Thanaraj TA. State of diabetes, hypertension, and comorbidity in Kuwait: showcasing the trends as seen in native versus expatriate populations. Diabetes Care. (2013) 36:e75. doi: 10.2337/dc12-2451

 36. Farb RI, Vanek I, Scott JN, Mikulis DJ, Willinsky RA, Tomlinson G, et al. Idiopathic intracranial hypertension: the prevalence and morphology of sinovenous stenosis. Neurology. (2003) 60:1418–24. doi: 10.1212/01.WNL.0000066683.34093.E2

 37. Higgins JN, Gillard JH, Owler BK, Harkness K, Pickard JD. MR venography in idiopathic intracranial hypertension: unappreciated and misunderstood. J Neurol Neurosurg Psychiatry. (2004) 75:621–25. doi: 10.1136/jnnp.2003.021006

 38. Morris PP, Black DF, Port J, Campeau N. Transverse sinus stenosis is the most sensitive MR imaging correlate of idiopathic intracranial hypertension. AJNR Am J Neuroradiol. (2017) 38:471–7. doi: 10.3174/ajnr.A5055

 39. Fera F, Bono F, Messina D, Gallo O, Lanza PL, Auteri W, et al. Comparison of different MR venography techniques for detecting transverse sinus stenosis in idiopathic intracranial hypertension. J Neurol. (2005) 252:1021–5. doi: 10.1007/s00415-005-0710-6

 40. Nicholson P, Brinjikji W, Radovanovic I, Hilditch CA, On Tsang AC, Krings T, et al. Venous sinus stenting for idiopathic intracranial hypertension: a systematic review and meta-analysis. J NeuroIntervent Surg. (2019)11:380–5. doi: 10.1136/neurintsurg-2018-014172

 41. Mollan SP, Aguiar M, Evison F, Frew E, Sinclair AJ. The expanding burden of idiopathic intracranial hypertension. Eye. (2019) 33:478–85. doi: 10.1038/s41433-018-0238-5

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Al-Hashel, Ismail, Ibrahim, John, Husain, Kamel, Behbehani and Ahmed. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fneur-11-00672-t002.jpg
Right Left

VA (logMAR) 0.1(0-13) 0.1(0-3)
VF MD —38(~30.110-0.4) -43(-33910-03)
RNFLT 125 (61-403) 137 (87-6477)

Abnormally distributed data were expressed using Median (Min.-Mex.).

VA: Snellen visual acuity converted to LogMAR score (LogMAR 0 = 20/20 and LogMAR
1= 20/200).

VFMD, visual field mean deviation (decibels).

RNFLT: Reinal nerve fiber layer thickness obtained by spectral-domain optical coherence
tomography (microns).
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Variables Mean (range), N (%)

Gender

Male 13(9.4)
Female 126 (90.6)
Age (years) 32.1 £ 10.8 (12-59)
Family history 428
Weight 8554 17.2
Height 162.4 6.9
BMI

<18.5 (underweight) 0(0.0)
18.5 to <25 (normal) 14(10.1)
25 to <30 (overweight) 40 (28.8)
>30 (obese) 85(61.1)
Nationality

Kuwaiti 89 (64.0)
Egyptian 21(15.1)
Indian 10(7.2)
Others 29(20.8)
Symptoms at presentation

Headache 134 (96.4)
VOs 84(60.4)
Tinnitus 72(61.8)
Diplopia 22 (15.8)
Blurting of vision 85(61.2)
Other symptorns 19(137)
Signs at presentation

Papilledema (n = 139) 138 (99.3)
Sixth N. (n = 139) 22(15.8)
Seventh N. (n = 139) 10.7)
Risk factors

BMI > 25 125 (89.9)
No identifiable risk factors 13(9.3)
Comorbidities

Anemia (n = 139) 53 (38.1)
PCOS (n = 139) 13(9.4)
OGP (n = 139) 30 (21.6)
Vitarmin A (139) 1(7.9)
Hypertension 27 (19.4)
Diabetes melltus 1(7.9)
Migraine 7(6.0)
Hypothyroidism 6(4.3)
Treatment

Medical treatment 139 (100)
CSF shunt 5(3.6)
ONSF 7(6.0)
vss 100.7)
Bariatric surgery 10(7.1)

Qualitative data were described using number and percent. Normally quantitative data
were expressed as mean  SD. BMI, body mass index; TVOs, transient visual obscuration;
PCOS, polycystic ovary syndrome; OCF, oral contraceptive pills; CSF, cerebrospinal fluid;
ONSF, optic nerve sheath fenestration; V/SS, venous sinus stenting.
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