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IN TRO DUC TION

Id io pathic intracranial hy per ten sion (IIH) is a rare con di -
tion char ac ter ized by symp toms of in creased intracranial
pres sure (ICP) of un known cause in the ab sence of a fo cal
brain le sion. Also widely known as pri mary intracranial
hy per ten sion (PIH), it was first de scribed in the 1890s by
the Ger man phy si cian Quincke and given the name “men -
in gi tis serosa”, link ing the con di tion to an ex cess pro duc -
tion of cerebrospinal fluid (CSF) [1, 2].

In 1904, this con di tion was also de scribed by Nonne,
who named it “pseudotumor cerebri”, pre sent ing a se ries

of pa tients with signs of intracranial mass, but not hav ing
one, as it turned out on proper eval u a tion [3]. The term
gained fur ther pop u lar ity un til, in 1955, Foley again re -
named it “be nign intracranial hy per ten sion”, al though sig -
nif i cant mor bid i ties, namely per ma nent vi sual ab nor mal i -
ties (10–25%) and chronic head aches, caused this name to
fall out of fa vour [4–7].

Fried man et al. at tempted to clar ify the ter mi nol ogy
un der ly ing the un cer tainty of these names by pro pos ing
the term “pseudotumor cerebri syn drome” (PTCS), fur -
ther di vid ing the pa tients into two groups: pri mary (with
no iden ti fi able cause, nam ing risk fac tors, such as fe male
gen der, post-pu ber tal sta tus, obe sity, or polycystic ovar -
ian syn drome that do not di rectly re sult in ICP) and sec -
ond ary (with an iden ti fi able sec ond ary cause, such as ce -
re bral si nus ve nous throm bo sis or oral drug use) (See Ta -
ble 1) [8].

De spite nu mer ous at tempts, the un der ly ing cause of
this con di tion is yet to be dis cov ered. Cur rently, the term
“id io pathic intracranial hy per ten sion” is most com monly
used.
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Sum mary. Id io pathic intracranial hy per ten sion is de fined as an in crease in intracranial pres -
sure that oc curs with out a known cause and is ac com pa nied by symp toms of el e vated
intracranial pres sure, such as head ache and vi sion loss. We want to pro vide a com pre hen sive
and up-to-date over view of id io pathic intracranial hy per ten sion in clud ing the most re cent re -
search and treat ment choices by an a lyz ing sci en tific pub li ca tions from PubMed,
SpringerLink, and ScienceDirect da ta bases. The fact that id io pathic intracranial hy per ten -
sion has been re ferred to by sev eral dif fer ent names over the years is a re minder that the un -
der ly ing mech a nism is still un known. The goal of the treat ment of id io pathic intracranial hy -
per ten sion is to lower intracranial pres sure, re lieve head aches, and save pa tients’ vi sion.
Acetazolamide still ap pears to be an ac cept able first-line treat ment, ac cord ing to re search.
Cerebrospinal fluid di ver sion tech niques, op tic nerve sheath fen es tra tion, bariatric sur gery,
and ve nous si nus stenting are all ap proved sur gi cal pro ce dures for med i cally re sis tant id io -
pathic intracranial hy per ten sion. With low fail ure rates and a fa vour able com pli ca tion pro -
file, ve nous stenting de liv ers the high est re sults in pain re lief and vi sual out comes, there fore
it should be con sid ered the first-line sur gi cal ther apy op tion for med i cally re frac tory id io -
pathic intracranial hy per ten sion.
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METH ODS

A sys tem atic lit er a ture re view on IIH was per formed by
an a lyz ing Eng lish and non-Eng lish sci en tific pub li ca tions
from PubMed, SpringerLink, and ScienceDirect da ta -
bases.

DE MO GRAPH ICS

This dis ease dis pro por tion ately af fects over weight women 
of child bear ing age. In obese fe males of child bear ing age
with a mean age of 33 years, the es ti mated prev a lence is ap -
prox i mately 12–20 per 100,000 peo ple per year, with only
0.5–2 per 100,000 peo ple per year in the gen eral pop u la -
tion. In healthy males, the global in ci dence is 0.3 per
100,000, but it also rises in obese males to 1.5 per 100,000
[9].

Pre-pu ber tal boys and girls are af fected equally. The
an nual pe di at ric in ci dence is es ti mated to be 0.63 per
100,000. Polemikos et al. re ported ho mo zy gous twins who 
both pre sented with IIH 3 years apart and were both obese
[10]. How ever, obe sity has not been found to cor re late
with an in creased risk of PIH un til around the time of pu -
berty [11].

Due to the in creas ing in ci dence of obe sity glob ally, the
num ber of IIH cases is in creas ing, and a ret ro spec tive
study shows that the rate of IIH in the gen eral pop u la tion
has risen to 2.4 per 100,000 (in 2002–2014) com pared with 
1.0 per 100,000 (in 1990–2001) [12].

CLIN I CAL PRE SEN TA TION

The symptomology of IIH tends to be quite vari able, in
most com mon cases head aches, neck pain and stiff ness,
pulsatile tinnitus, and vi sual changes, such as vi sion loss,
tran sient vi sual obscurations, and bin oc u lar hor i zon tal
diplopia are pres ent. Less com mon symp toms in clude diz -
zi ness as well as nau sea, vom it ing, and leth argy. Pos si ble
ad di tional find ings in clude back pain and paresthesia [13].
In youn ger pa tients, the symp toms of intracranial hy per -
ten sion are less ev i dent.

Head ache is the most prev a lent symp tom at the time of
IIH pre sen ta tion and also the most com mon. Head aches,
usu ally re ported as pres sure-like or throb bing, oc cur daily
in about 90% of pa tients and have an over all me dian fre -
quency of 12 days per month. They can be gen er al ized or
con fined to the fron tal or retro-or bital re gion [14]. Some -
times they are ag gra vated by Valsalva ma neu vers [15].
Can be as so ci ated with neck, back, and radicular pain [16].
A re cent re view also found that pa tients re ported as so ci -
ated symp toms of photophobia (70%), phonophobia
(52%), and wors en ing pain with rou tine phys i cal ac tiv ity
(50%) [13]. Pa tients may ex hibit migrainous symp toms or
have a his tory of mi graine head aches. These pa tients may
also have a his tory of drug over use for per sis tent head -

aches, as well as sec ond ary head aches as a re sult of this
over use [13, 17–20].

Papilledema is iden ti fied in prac ti cally ev ery pa tient on 
phys i cal ex am i na tion. How ever, a tiny per cent age of pa -
tients, about 5%, do not have papilledema [21, 22].

Blurred vi sion some times ac com pa nied by a nar row ing 
of the vi sual field is a typ i cal vi sual change symp tom.
Mon oc u lar or bin oc u lar par tial or com plete tran sient vi sual 
obscurations (TVOs) con nected to changes in pos ture,
last ing less than a min ute, are also pos si ble, with fur ther
com plete vi sual re cov ery. They are not IIH spe cific as as -
sumed to be caused by tran sient ischemia of the op tic nerve 
head caused by disc edema, as a re sult of in creased
intracranial pres sure [7, 23, 24].

In roughly 20% of pa tients, diplopia and vi sual field
im pair ments are caused by cra nial nerve VI (CN VI) palsy,
which can be uni lat eral or bi lat eral and is caused by trac -
tion on the abducens nerve, re solv ing with the im prove -
ment of intracranial pres sure [25]. Al though cra nial nerve
VII (CN VII) in volve ment has been re corded, it is con sid -
ered very un com mon [26].

Pulsatile tinnitus, usu ally un re ported un til asked di -
rectly, ei ther uni lat eral or bi lat eral, is an other symp tom re -
ported by more than half of pa tients. It can hap pen as a re -
sult of tur bu lence in the dural ve nous si nus ste no sis, de -
scribed as a whoosh ing sound or a heart beat, re solv ing
with the im prove ment of intracranial pres sure [24, 27].
The re turn of tinnitus af ter drug wean ing can oc cur be fore
other symp toms or even papilledema [11].
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Ta ble 1. Causes of sec ond ary pseudotumor cerebri syn drome

Med i cal con di tions Med i ca tions

• Ce re bral ve nous throm bo sis

• Hy dro ceph a lus

• Preg nancy/eclampsia

• Ad re nal in suf fi ciency (of ten
on ste roids)

• Hypoparathyroidism (in early
stage of treat ment)

• Behcet’s dis ease

• Crohn’s dis ease

• Refeeding syn drome

• Craniofacial syn dromes

• Chiari mal for ma tion

• Trau matic brain in jury

• Intracranial tu mor

• Intracranial hem or rhage

• Men in gi tis/en ceph a li tis

• Lyme dis ease

• Demyelinating dis ease/mul ti -
ple scle ro sis

• Leu ke mia

• Lym phoma

• Vi ta min A (ex cess or de fi ciency)

• Vi ta min D (de fi ciency)

• Minocycline/tet ra cy -
cline/doxycycline

• Fluoroquinolone

• Growth hor mones

• Oral con tra cep tives
(likely sec ond ary due to 
ve nous throm bo sis)

• Corticosteroids
( especially dur ing
 withdrawal)

• Cyclosporine A

• Cytarabine

• Lith ium car bon ate

• Nalidixic acid

• Retinoic acid



The ini tial symp toms of PIH have been re ported to be
spon ta ne ous CSF rhinorrhea and otorrhea. Symp toms of
PIH do not show un til the leak is fixed or dis ap pears spon -
ta ne ously [28].

Bershad et al. ob served im pair ment in ol fac tory de tec -
tion and a slight loss of smell iden ti fi ca tion [29]. In a sim i -
lar re port, five IIH pa tients ad mit ted that they had a di min -
ished sense of smell when ques tioned, and fur ther di rect
test ing re vealed hyposmia in 41% of IIH pa tients. Acute
pre sen ta tions with a low ered ol fac tory de tec tion thresh old
had the high est in ci dence of the im pair ment [30].

Cog ni tive de cline in adult pa tients is a fre quent re port
with IIH. Pro cess ing speed and re ac tion time were the most 
com monly af fected re gions. Ex cept for one small ret ro -
spec tive study, work ing mem ory was not im paired [11].

There is a re cent re port of COVID-19 be ing as so ci ated
with IIH [31].

DI AG NO SIS

Dandy orig i nally sum ma rized the cri te ria for di ag nos ing
IIH in 1937, when he pre sented a se ries of pa tients with el -
e vated intracranial pres sure but no di lated ven tri cles on
ventriculography [32]. Dr. J.L. Smith amended the cri te ria
and re named them the Mod i fied Dandy Cri te ria in 1985 as
a re sult of the wide spread in pa tient eval u a tion by com -
puted to mog ra phy (CT). In 2002, Fried man and Ja cob son
up dated the cri te ria once more. Fried man et al. once again
amended this clas si fi ca tion in 2014, cat e go riz ing IIH as a
sub set of pseudotumor cerebri syn drome (PTCS), which
now in cludes both pri mary and sec ond ary intracranial hy -
per ten sion (See Ta ble 2) [8].

In the ab sence of papilledema, the di ag no sis of PTCS
can be made us ing the same cri te ria as above, ex cept for the 
first, and the pres ence of uni lat eral or bi lat eral abducens
nerve palsy. In ad di tion, the pres ence of cer tain MRI ab -
nor mal i ties can now be used to sug gest the di ag no sis in the
ab sence of papilledema or sixth nerve palsy. A di ag no sis of 
likely PTCS might be made if three of the fol low ing four
ab nor mal i ties are pres ent on MRI. These find ings con sist
of:

1. par tially empty sella,
2. flat ten ing of the pos te rior as pect of the globe,
3. dis ten sion of the perioptic subarachnoid space with

or with out tor tu ous op tic nerve, and
4. trans verse ve nous si nus ste no sis [9].
Al though these stricter cri te ria do not in di cate that

treat ment should be with held if a pa tient does not meet def -
i nite or likely cri te ria, it does raise the pos si bil ity that pa -
tients will be ne glected or un treated, re sult ing in greater
mor bid ity. The ques tion of whether the cri te ria are fully
ap pli ca ble to pe di at ric pa tients re mains open.

In the ex am i na tion of pa tients with po ten tial IIH, the
role of im ag ing has changed dra mat i cally. A brain MRI
with gad o lin ium is the most ap pro pri ate test to rule out un -
der ly ing dis ease, and it should show nor mal brain pa ren -
chyma with no signs of hy dro ceph a lus, a space-oc cu py ing

le sion, or ab er rant men in geal en hance ment [15]. Fur ther -
more, there is now con sid er able ev i dence that im ag ing of
pa tients with IIH might, in fact, show var i ous ab nor mal i -
ties, and that ra di ol o gists should search for sub tle ones. A
par tially empty sella, flat ten ing of the pos te rior globe, cup -
ping of the op tic disks, and dis ten sion of the op tic nerve
sheaths are among these find ings. Hartmann et al com -
pared MRIs of chil dren with pe di at ric IIH with those of
adults [33]. With the ex cep tion of meningoceles, they
found all im ag ing ab nor mal i ties seen in adults in their co -
hort. Be cause re mis sion is usu ally seen fol low ing treat -
ment, bi lat eral trans verse ve nous con stric tion is thought to
be the out come rather than the cause of intracranial hy per -
ten sion [34].

Fur ther more, with the dis cov ery that a large per cent age 
of pa tients have dural ve nous si nus ste no sis, intracranial
venography has be come in creas ingly im por tant [9]. Ce re -
bral ve nous si nus throm bo sis (CVST) can have symp toms
very sim i lar to IIH, with some over lap. As a re sult, to rule
out CVST, ve nous im ag ing us ing mag netic res o nance
venography (MRV) should be per formed. Ac cord ing to
some, MRV should be or dered rou tinely as part of the IIH
workup [35]. CVST is an un com mon con di tion and is usu -
ally rec om mended in atyp i cal pa tients, such as nonobese
in di vid u als, prepubertal chil dren, men, pa tients with pro -
gres sive vi sual loss de spite med i cal ther apy, and high-risk
pa tients for ve nous si nus throm bo sis, such as women on
oral con tra cep tives who smoke cig a rettes [20].

When it co mes to di ag nos ing in creased intracranial
pres sure, an ophthalmologic exam is crit i cal. Vi sual acu -
ity, pupillary func tion, extraocular mo til ity, col our vi sion
eval u a tion, and op tic nerve ap pear ance dur ing fundoscopy
are all-im por tant ex am i na tion com po nents. Abducens
nerve palsy can oc cur uni lat er ally or bi lat er ally.

The most use ful quan ti fi able test for eval u at ing vi sual
func tion is vi sual field test ing. Wall and George stud ied
50 patients with IIH who un der went au to mated and
Goldmann perimetry and found that en large ment of the
blind spot, na sal de fects, and wide spread de pres sions were
the most com mon vi sual field de fects. Lo cal ized nerve fi -
ber bun dle de fect (in 60%) and en larged blind spot with
par tial ar cu ate anom aly were the most prev a lent vi sual
field im pair ments re ported in the Id io pathic Intracranial
Hy per ten sion Treat ment Trial (IIHTT). Loss in the in fe rior 
hemifield was greater than loss in the su pe rior hemifield
[7, 13, 20, 36].

The hall mark of IIH is papilledema, which is pri mar ily
as sessed clin i cally. A for mal ophthalmologic ex am i na -
tion, such as oc u lar ul tra sound, is rec om mended to en sure
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Ta ble 2. Di ag nos tic cri te ria for PTCS with papilledema

(1) papilledema must be pres ent

(2) nor mal neu ro logic ex am i na tion ex cept for cra nial nerve
ab nor mal i ties

(3) no parenchymal le sion on brain im ag ing

(4) nor mal CSF com po si tion

(5) the open ing pres sure must be >25 cmH2O



that papilledema is not mis taken for pseudo papilledema,
such as drusen or con gen i tal anom a lous discs, or other uni -
lat eral causes of op tic disc en large ment, such as op tic neu -
ri tis or an te rior ischemic op tic neu rop a thy. In ad di tion,
there have been sev eral re ports of uni lat eral papilledema
as so ci ated with IIH [20, 37]. In real papilledema,
fluorescein angiography can also be used to con firm disk
leak age and dif fer en ti ate be tween disc edema caused by
high intracranial pres sure and op tic nerve drusen, or con di -
tions when both dis eases co ex ist. The Frisén scale is used
to for mally grade papilledema, how ever op ti cal co her ence
to mog ra phy of the ret i nal nerve fi ber layer (OCT RNFL)
has re cently be come an im por tant tool for ob jec tively
quan ti fy ing it. The thick ness of the ret i nal nerve fi ber layer
(RNFL) in par tic u lar may be re lated to the se ver ity of
papilledema [20].

Fi nally, the di ag no sis re quires a lum bar punc ture to de -
ter mine the open ing pres sure and a spi nal fluid ex am i na -
tion. The pres ence of nor mal CSF con tents and an open ing
pres sure higher than 250 mmH2O in adults and higher than 
280 mmH2O in chil dren and ad o les cents (250 mmH2O
CSF if the child is not se dated and not obese) [8, 35] is di -
ag nos tic. The lum bar punc ture should be per formed in the
lat eral decubitus po si tion with legs re laxed and head ex -
tended for an ac cu rate mea sure ment. The gen eral ten dency 
is to with draw a sub stan tial amount of CSF, re sult ing in
pres sure close to nor mal. A study by Aylward and Way
states that a sig nif i cant re duc tion of intracranial pres sure
from base line in creases the prob a bil ity of post-LP head -
ache. With the evac u a tion of ap prox i mately 0.91 mL of
CSF, intracranial pres sure changes by 1 cmH2O in pe di at -
ric pa tients [11, 38]. Open ing pres sure shows a neg a tive
lin ear re la tion ship with CSF pro tein, with no cor re la tion to
BMI, age, or gen der [39].

It is im por tant to note that IIH is an ex clud ing di ag no -
sis.

TREAT MENT

The clin i cal his tory of IIH is highly di verse; many in di vid -
u als re spond well to treat ment and may even have spon ta -
ne ous re mis sion, while oth ers may have a fulminant dis -
ease. Re lapse is a com mon oc cur rence. The pri mary goal
of ther apy is to pre serve vi sion, as well as re duce symp -
toms, es pe cially those as so ci ated with head ache. There are
cur rently no clear guide lines for the treat ment of IIH be -
cause there is n’t enough ev i dence or agree ment on the best
ther a peu tic strat e gies. Intracranial pres sure is re duced as a
ma jor part of the treat ment. The type of treat ment de pends
on the se ver ity of the symp toms. Af ter lum bar punc ture,
which low ers intracranial pres sure to nor mal level, some
pa tients im prove symp toms.

Con ser va tive ap proach

A low-so dium diet and weight loss are two con ser va tive
meth ods to re duce or elim i nate symp toms. Re ver sal of

symp toms re quires a weight loss of about 6%, al though
this usu ally is dif fi cult to achieve [40].

Med i cal man age ment

Since the first re corded suc cess ful use for IIH in the
1970s, acetazolamide, a pow er ful car bonic anhydrase in -
hib i tor that re duces CSF pro duc tion, has be come the drug
of choice [41]. Un for tu nately, acetazolamide has many
side ef fects, and many pa tients may need to use topiramate 
in stead. Fa tigue, paresthesia, and kid ney stones are
among the most prev a lent side ef fects of acetazolamide
[42].

In the Id io pathic Intracranial Hy per ten sion Study,
acetazolamide com bined with weight loss was found to re -
sult in mod est im prove ments in vi sual field com pared with
diet alone. The acetazolamide diet group per formed con -
sid er ably better than the pla cebo diet group in terms of
papilledema grade [0.7 dB (95% CI 0.99 to 0.41)], CSF
pres sure [59.9 mmH2O (95% CI 96.4 to 23.4), P=0.002]
and qual ity of life scores. This had no no tice able im pact on
the se ver ity of head aches [43]. As a con se quence, the Lon -
gi tu di nal Id io pathic Intracranial Hy per ten sion Trial was
per formed to see if the fa vour able ben e fits of acetazolam -
ide in im prov ing vi sual func tion con tin ued in peo ple al -
ready par tic i pat ing in IIHTT up to 12 months. The sec ond
study also sug gested that acetazolamide may still have a
ben e fi cial im pact on head ache scores, as the ef fect was sig -
nif i cant (P=0.01) [44].

Topiramate is used as an al ter na tive or sup ple men tal
treat ment in many cases. The ad van tage of this drug is that
it pre vents mi graine, sup presses ap pe tite (which helps in
weight loss), and has a mild car bonic anhydrase in hib i tor
ef fect [45].

If nec es sary, Lasix can be added un der cer tain cir cum -
stances. Corticosteroids may be used to tem po rarily re duce 
blood pres sure, but long-term use is not in di cated, and dis -
con tinu a tion may re sult in a re bound ef fect. Re peated lum -
bar punc tures can also be used to lower intracranial pres -
sure, how ever many pa tients be come tired of this pro ce -
dure quickly. In ad di tion, a CSF leak can oc cur, mak ing it
dif fi cult to de ter mine the ex act or i gin of the fol low ing
head aches [9].

Sur gi cal in ter ven tions

When rapid or pro gres sive vi sion loss oc curs de spite op ti -
mum med i cal ther apy, or when med i cal ther apy is not tol -
er ated or fails, more se vere meth ods should be con sid ered.
De pend ing on lo cal pref er ences, the pro ce dure used may
vary.

Op tic nerve sheath fen es tra tion (ONSF)

The op tic nerve sheath is fenestrated or punc tured by a me -
dial (most com mon) or lat eral or bital ap proach or a supero -
medial lid crease in ci sion to pro duce a win dow or slits to
re lieve CSF pres sure. Op tic nerve sheath fen es tra tion is
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gen er ally safe and suc cess ful. The pro ce dure is usu ally
done bi lat er ally, but it can also be done uni lat er ally. In a re -
cent re view that in cluded 23 ONSF stud ies us ing dif fer ent
pro ce dures, such as me dial or lat eral trans conjunctival,
superomedial lid slit, or en do scopic ap proaches, a to tal of
1365 ONSF pro ce dures were per formed in 818 pa tients.
De spite ini tially suc cess ful ONSF, 118 of 700 pa -
tients (16.9%) re quired an ad di tional in ter ven tion, such as
shunt ing or stenting, to ob tain symp tom con trol, most
com monly head ache. Fi nally, 145 pa tients out of 724 had
161 prob lems, most of which were mi nor and tran sient;
only 16 (2.2%) of the com pli ca tions were clas si fied as se ri -
ous. Com pli ca tions may in clude ret i nal vas cu lar oc clu sion
and/or trau matic op tic neu rop a thy, ir re vers ible vi sion loss,
diplopia, and pu pil ir reg u lar i ties, as well as other com pli -
ca tions [20].

CSF di ver sion pro ce dures

Ventriculoperitoneal shunts and lumboperitoneal shunts
are two op tions for CSF di ver sion. Be cause the ven tri cles
are not en larged in IIH, the lat ter is of ten pre ferred as it is
an extracranial treat ment. Af ter an a lyz ing 28 stud ies
which pro vided data on about 609 pa tients with a mean age
of 32.7, CSF di ver sion was the first sur gi cal tech nique per -
formed to treat IIH in 350 of 391 pa tients (89.5%).

Thir teen of the 28 stud ies spe cif i cally ex am ined in di -
vid u als who re ceived a ventriculoperitoneal shunt. These
stud ies in cluded 142 pa tients, 80.3% of whom were
women (106/132), with a mean age of 32.4 and a fol low-up 
pe riod of 32.7 months. Vi sual acu ity and vi sual fields im -
proved in 57.8% (37/64) and 67.3% (33/49) of par tic i -
pants, re spec tively. Head aches im proved in 90.8% (89/98) 
of pa tients, and papilledema dis ap peared in 90.9 % (30/33) 
of cases.

Nine stud ies in cluded 157 pa tients who had lum bar-
 peritoneal shunts for IIH, 90% of whom were women
(125/139), with a mean age of 32.1 years and an av er age
fol low-up of 38.5 months. Vi sual acu ity and vi sual fields
were re stored in 70.1% (41/58) and 72.3% (47/65) of
cases, re spec tively. Head aches in pa tients im proved in
97.9% (113/123) of cases, and papilledema de creased in
86.6% (71/82) of cases.

In more re cent tri als, neuronavigation is used to make
ven tric u lar cath e ter in ser tion eas ier. Af ter CSF di ver sion,
only 1.4% (6 of 423) re quired ad di tional sur gi cal in ter -
ven tion. Shunt in fec tion was the most com mon se vere
com pli ca tion, ac count ing for 9.4% of all se vere com pli ca -
tions. Shunt ob struc tion was the cause of most re vi sions
[46].

Ve nous stenting

Stenting of the dural ve nous si nuses is a more re cent op -
tion, used pri mar ily in adults. Ve nous si nus stenting was
as sessed in 47 stud ies in clud ing a to tal of 825 pa tients.
Head ache re solved or re duced in 72.1%, and papilledema
re solved in 87.1%. On the treat ment side, the most com -

mon side ef fect is a tem po rary head ache or par tial hear ing
loss. Per fo ra tion of the ve nous guidewire, ce re bral bleed -
ing, and tran sient un steadi ness are un com mon. With the
ex cep tion of early stud ies, all of them used dual anti-
 platelet drug be fore the pro ce dure and heparinization dur -
ing the pro ce dure [46]. Patsalides et al. re cently ex am ined
pre-CSF and 3-month post-CSF open ing pres sure of
50 IIH pa tients who un der went ve nous si nus stenting. This
study found that ve nous si nus stenting, in ad di tion to
acetazolamide and weight loss, is an ef fec tive treat ment to
sig nif i cantly re duce ICP [47].

Bariatric sur gery

There is also ev i dence that bariatric sur gery may help with
IIH due to weight loss and pos si bly de creased ce re bral ve -
nous pres sure. Bariatric sur gery is per formed to achieve
sig nif i cant long-term weight loss, re sult ing in a re duc tion
in ICP and, as a re sult, im prove ment in the signs and symp -
toms of IIH. Lap aro scopic gas tric by pass (LGB) and lap -
aro scopic ad just able gas tric band ing (LABG) are the two
main pro ce dures per formed. How ever, due to the time it
takes for bariatric sur gery to take ef fect, it would not be a
suit able first-line op tion in a more se vere case. Band mi -
gra tion, anas to mo sis leak, gas tric ste no sis, dump ing syn -
drome, and star va tion are among com pli ca tions linked
with bariatric sur gery [20].

Based on data from 11 bariatric sur gery stud ies in
which a to tal of 50 pa tients were eval u ated, vi sual fields of
10 of the 12 pa tients in the small bariatric sur gery co hort
im proved, and vi sual acu ity was re stored in all 5 par tic i -
pants tested, 42 of 45 pa tients who un der went bariatric sur -
gery re ported im prove ment in head ache, 4 stud ies re ported 
data on 12 in di vid u als, all of whom had their ICP nor mal -
ized [46].

There is no con sen sus on the best sur gi cal in ter ven tion
to treat IIH at this time. Sur gi cal pro ce dures are more
costly than med i cal treat ment.

COM PLI CA TIONS

Vi sual im pair ment is the most com mon com pli ca tion of
IIH. In creased intracranial pres sure caus ing papilledema
re sults in grad ual vi sion loss due to the op tic disc at ro phy.
Vi sual fields are usu ally im paired first, and col our vi sion
and acu ity fol low later [48]. In 15–67% of cases, re cur -
rence is doc u mented. Re lapse can hap pen years af ter the
ini tial ep i sode and is of ten linked with re cent rapid weight
gain. The num ber of preg nan cies ef fects the fre quency of
re cur rences [49]. Over all qual ity of life is also lower in pa -
tients with IIH com pared to con trols due to higher anx i ety
and de pres sion rates [50]. Mild cog ni tive im pair ment ap -
pears to be one of the pos si ble comorbidities as so ci ated
with IIH. While mem ory ap pears to be un af fected, other
fac tors such as non ver bal mem ory, ex ec u tive func tion, vi -
sual spa tial pro cess ing, at ten tion, mo tor abil i ties, prob lem
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solv ing, and in for ma tion pro cess ing speed showed sta tis ti -
cally sig nif i cant de cline. Fur ther more, these find ings per -
sisted even af ter intracranial pres sures were re duced and
head aches were no lon ger pres ent [46].

As for sur gi cal in ter ven tions, ve nous stenting seems to
have the best over all risk pro file, with only 9.4% of pa -
tients re port ing any com pli ca tions, fol lowed by op tic
nerve sheath fen es tra tion, which has a com pli ca tion rate of
20%. How ever, it is worth not ing that ONSF has the low est 
rate of se ri ous com pli ca tions (2.2%), fol lowed by
VSS (2.3%). Com pared to al ter na tive treat ment choices,
bariatric sur gery had the high est com pli ca tion rate, with
55% of pa tients ex pe ri enc ing post-op er a tive prob lems
[46].

CON CLU SIONS

In sum mary, since it was orig i nally doc u mented more
than a cen tury ago, our un der stand ing of id io pathic intra -
cranial hy per ten sion has grown, es pe cially with the use of
im ag ing tech nol o gies like MRI and OCT for di ag no sis
and fol low-up. How ever, with nu mer ous un sub stan ti ated
the o ries, the pathophysiology re mains a mys tery. Al -
though the prog no sis for these pa tients is gen er ally fa -
vour able, this con di tion can ad versely af fect the pa tient’s
qual ity of life, caus ing sub stan tial pain, cog ni tive dys -
func tion, and per ma nent vi sion loss, there fore early de tec -
tion and treat ment are crit i cal. The dis or der pro gresses
dif fer ently in each pa tient, with some achiev ing full re -
cov ery while oth ers ex pe ri ence per sis tent or re cur rent
symp toms. Treat ment choices vary widely, al though the
goal is al ways to re duce intracranial pres sure. Nev er the -
less, weight loss has been shown to be an es sen tial part of
treat ment, and re cent ev i dence sup ports the use of aceta -
zo lam ide as a first-line treat ment in ad di tion to weight
loss, es pe cially in sit u a tions of mod est vi sion loss. Sev eral 
sur gi cal meth ods have dem on strated prom is ing re sults in
terms of vi sion re cov ery and clin i cal im prove ment. It is
im por tant to un der stand that all sur gi cal al ter na tives come
with risks; as a re sult, they are com monly used in cir cum -
stances where con ven tional ther apy has failed or has been
in ef fec tive and vi sion loss has fur ther pro gressed. The
field is still open for fu ture clin i cal re search to de ter mine
the un der ly ing mech a nism and pos si bly de velop more ef -
fec tive treat ments.
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IDIOPATINË INTRAKRANIJINË HIPERTENZIJA:
ATNAUJINTA LITERATÛROS APÞVALGA

Santrauka

Idio pa ti në in trak ra ni ji në hi per ten zi ja api brë þia ma kaip in trak ra -
ni ji nio slë gio pa di dë ji mas, at si ran dan tis be þi no mos prie þas ties ir 
ly di mas pa di dë ju sio in trak ra ni ji nio spau di mo simp to mø, to kiø
kaip gal vos skaus mas ir re gë ji mo pra ra di mas. No ri me pa teik ti
jums ið sa mià ir nau jau sià idio pa ti nës in trak ra ni ji nës hi per ten zi -
jos ap þval gà, ana li zuo jan èià nau jau sius ty ri mus ir gy dy mo bû -
dus, pa gal moks li nes pub li ka ci jas ið „Pub Med“, „Sprin ger Link“
ir „Scien ce Di rect“ duo me nø ba ziø. Tai, kad idio pa ti në in trak ra -
ni ji në hi per ten zi ja, me tams bë gant, bu vo pa va din ta ke liais skir -
tin gais pa va di ni mais, duo da su pras ti, kad pa grin di nis me cha niz -
mas vis dar ne þi no mas. Idio pa ti nës in trak ra ni ji nës hi per ten zi jos

gy dy mo tiks las – su ma þin ti in trak ra ni ji ná spau di mà, pa leng vin ti
gal vos skaus mà ir ið sau go ti pa cien tø re gë ji mà. Re mian tis ty ri -
mais, ace ta zo la mi das vis dar yra pri im ti nas pir mo sios ei lës gy dy -
mas. Sme ge nø skys èio nu krei pi mo me to dai, re gos ner vo ap val -
ka lo fe nest ra ci ja, ba riat ri në chi rur gi ja ir ve nø si nu sø sten ta vi mas
yra pa tvir tin tos me di ci nið kai at spa rios idio pa ti nës in trak ra ni ji nës 
hi per ten zi jos chi rur gi nës pro ce dû ros. Esant ma þam ne sëk miø
daþ niui ir pa lan kiam kom pli ka ci jø pro fi liui, ve nø sten ta vi mas
duo da aukð èiau sius skaus mo mal ði ni mo ir re gë ji mo ið sau go ji mo
re zul ta tus, to dël tu rë tø bû ti lai ko mas pir mos ei lës chi rur gi niu bû -
du, gy dant at spa rià idio pa ti næ in trak ra ni ji næ hi per ten zi jà.

Rak ta þo dþiai: idio pa ti në in trak ra ni ji në hi per ten zi ja, ge ry bi -
në in trak ra ni ji në hi per ten zi ja, pseu do tu mor ce reb ri, lik vo ro cir -
ku lia ci jos su tri ki mas.
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