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Headache is a frequent complaint in coronavirus disease-19 (COVID-19) patients.
Nevertheless, no detailed information on the pathophysiology of headache in COVID-19
infection is currently limited. We encountered a patient developing headache, diplopia, and
intracranial hypertension after COVID-19 infection. The patient no more complained of
headache and diplopia after the intracranial pressure was normalized. Our case suggests
that intracranial hypertension is a mechanism of headache in COVID-19 infection. We report
herein a case of transient intracranial hypertension after COCVID-19 infection.
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Figure 1. Brain MRI of the patient at admission. Tortuous bilateral
optic nerve, prominent perioptic subarachnoid, flattening of pos-
terior sclera, and intraocular protrusion of optic nerve heads were
observed. MRI; magnetic resonance imaging.

HE] 2] orobe} w]E 2ol 7
Atoll A& 42 380 mmCSF, #&+ 0/pL, A& 0/uL,
&l 23.9 mg/dL, 2=9 53 mg/dL (T2EY 2=
95mg/dL)& HH5o] F71= o] ATk QA AALOlA] <F
k] FFREo] TAE U (Fig 2-A). Let BN AAL 8 3
AL Guh o} AL HAE HAF E FEEAR HAF 2
AArolQltt. high-sensitive CRPE 1.5mg/DLe]1l, CRP
17 mm/h=E 34 " A 715 HAF 2= T3
0.97 ng/mlL, free T4 0.91 ng/mL= 40| o, thyroid
stimulating hormone®] 4.64 mIU/mL& <7} Z7}% 0]
U, oA=L

ol Fotxd-AFA =
antibody), FUFE]AAZ}H(rheumatoid factor), &
T BE 540130tk B39 IgG 1,107 mg/dLE /o]
ek 71 U 2o ARk =W g /F(magnetic reso-
nance venogram)-= 40|t} W 20 Algget Aok A
AR} AlZE A
HoF Asoll o3t 45 oWl HAIArH| Y F 8o E ddt
ol Y BUEFH HY £EZ #I8H 20% WHE 100 mL
£ oI 43] Fofsilon, 53 BA7F A&E0] e 2¢
HEE 20% TUE 150 mLE S} 43] FoIstgltt 19 3
HE= 560 5AZ A= 797 20% U E

(empty sella syndrome)<

A (acetylcholine receptor)&|2}
S-Aolqltt. A (antinuclear

fuEFE

il
o

Figure 2. Fundus examination of right eye at admission (A) and 1 month after discharge. (B) Swollen optic disc was noted at admission. Op-
tic disc swelling improved 1 month after discharge.
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