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CLINICAL VIGNETTE

A Woman with Diabetes and a New Headache

Loc Duong, MD

Background

Sinusitis is one of the most common conditions treated by pri-
mary care physicians. Every year, sinusitis affects one in seven
adults and is diagnosed in 31 million people.! Intracranial
complications arising from sinusitis have decreased drastically
due to widespread availability and usage of antibiotics, however
mortality from the complications of sinusitis continues to be
high. Before the advent of antibiotics, morbidity in patients with
intracranial complications of sinusitis was 80%, currently it is
approximately 30%.*

Acute sinusitis is defined as an infection lasting less than 4
weeks, subacute sinusitis lasts 4-12 weeks, and chronic sinusitis
lasts longer than 12 weeks.2® Viral sinusitis comprises the
majority of cases and is usually self-limiting. Intracranial com-
plications are most commonly due to bacterial infection and
include suppurative disease with brain abscess, epidural
abscess, subdural empyema and non-suppurative complications
of meningitis and cerebral venous thrombus. Streptococcus
pneumonia, Haemophilus influenza, and Moraxella catarrhalis
are the most commonly identified causative pathogens. The
incidence of neurologic complications is approximately 3.7%
in patients hospitalized with sinusitis, with incidence of
intracranial abscess secondary to sinusitis is 14.6%.23

Case

A 66-year-old woman was found obtunded in her car. One
month before she presented to the office with new right-sided
occipital headache. The headache had started one week prior
and she reported increase in work-related stress and persistently
sleeping on her right side. She denied any neck pain, fatigue or
fevers. She also denied any recent upper respiratory infection,
sinus congestion or sinus pain. Past medical history included
poorly controlled diabetes, hypertension, obesity, hyperlipid-
emia, depression and anxiety.

She had a remote history of migraines which generally affected
her forehead and felt different in character from her new
headache. Vital signs on the date of initial exam included blood
pressure 147/76, heart rate 95, temperature 97.7F, O2 saturation
98%. Physical exam included full range of motion of the neck
with no pain with neck flexion or palpation. Her maxillary and
frontal sinus were non-tender to palpation, and her scalp and
neck were also non-tender to palpation. In consideration of her
age, comorbidities, and the acute onset of her headache, MRI
brain without contrast was ordered and the patient was referred

to neurology. Acetaminophen had been helping with her head-
ache, which | advised her to continue as needed. Brain MRI was
completed the next day and showed no acute process. There was
partial opacification of the right frontal sinus and right ethmoid
bed. When the patient was called with these results, she denied
having any pain in her face and reported her headache was
improving. Due to a lack of localized sinus pain that cor-
responded to the MRI finding, the opacification was thought to
be an incidental finding without clinical correlate. The head-
ache was treated as a tension headache with recommendation
for continued conservative pain management with acetamino-
phen as needed.

Two weeks later, the patient was found obtunded in her car by
a pedestrian bystander. One day prior, her daughter had noticed
that she seemed pale and her right cheek seemed swollen, but
the patient avoided ER evaluation due to a surge in the COVID
pandemic. After being found obtunded, EMS transported her to
a local hospital ED. Studies included MRI brain showing a right
frontal abscess, right ethmoid sinusitis eroding into the anterior
skull base, and CSF culture positive for Strep pneumococcus.
Transthoracic echocardiogram showed no vegetations. Due to
her clinical improvement and the small size of her abscess, the
neurosurgical team at the outside hospital declined surgical
intervention and she was discharged home with Dexametha-
sone and intravenous Ceftriaxone.

| saw the patient 2 days after she was discharged from the
hospital. She was continuing Ceftriaxone IV treatment but
complained of daily headaches and had difficulty with blood
glucose control. Due to her persistent headaches, poorly
controlled diabetes on Dexamethasone, and concern for
inadequate source control, she was directed to the emergency
department at our institution. She was driven by her daughter to
the ED, where MRI that evening showed a right inferior frontal
lobe abscess measuring 2.8cmx1.7cmx2.4cm with extension to
the right ethmoid air cells. The next day, she underwent frontal
craniotomy and abscess drainage and continued Ceftriaxone IV
as well as Flagyl. Approximately one month later, she had
endoscopic endonasal repair of the skull base defect. The
patient’s headaches resolved and she did not have
complications from the skull base repair. MRI brain one month
later showed full resolution of her right frontal abscess.



Discussion

This case demonstrates the potential difficulty of diagnosing
sinusitis and treating its complications, as well as the potential
value of strict return precautions in complex patients with novel
symptoms. According to the American Academy of Oto-
laryngology, the symptoms of sinusitis are purulent nasal
drainage accompanied by facial pain, pressure, or fullness;
nasal obstruction; or both.*® At the initial office visit, the patient
did not clearly exhibit any of these symptoms. Her MRI showed
partial opacification of the right frontal sinus and ethmoid bed
when the location of her headache was occipital, which was
assessed to be an incidental finding. Studies report that up to
66% of the population may have an incidental finding of sinus
opacification. She reported an improvement in her headache
during telephone follow-up for her MRI. However, the head-
aches subsequently returned and persisted, without her
informing her primary care physician. With older patients with
diabetes, hypertension and a new neurologic symptom, provid-
ing clear guidelines for returning to clinic or seeking advanced
care may have resulted in earlier treatment of a less complicated
stage of her disease.
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