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Abstract
Background: There is need for early diagnosis and prompt treatment of CSF rhinorrhea to prevent complications 
like brain abscess and meningitis, to restore the patients and to improve quality of life. Hence, more and more 
data related to etiology, clinical presentation, management and outcome of CSF rhinorrhea is required. 
Objective: To study clinical profile, management and outcome of patients with head injury associated with CSF 
rhinorrhea
Methods: Hospital based prospective study was carried out among 35 patients who were admitted with head 
injury associated with CSF rhinorrhea. Detailed history, thorough clinical examination was carried out. CT scan; 
MRI was done to confirm diagnosis, to locate site of leakage. Depending upon etiology, location, patients were 
managed either conservatively or using the surgical approach. All patients were followed for one year. 
Results: Incidence of the head injury associated with CSF rhinorrhea in the present settings was 2.1%. 26-35 
years (42.9%) and males were more affected (77.1%). Road traffic accidents (71.4%) were common cause. Salty 
taste (45.7%) was common clinical presentation. 85.7% cases presented within 48 hours. Ethmoid fracture 
(62.9%) and pneumocephalus (34.3%) were common CT and MRI findings respectively. Fovea ethmoidalis 
(48.6%) was common site of leakage.12 cases were managed conservatively; 10 cases required conservation 
with lumbar drain; 13 cases required surgical intervention. During follow up no case had complications. 
Conclusion: Most active age group and males are commonly affected by CSF rhinorrhea. It commonly presents 
with salty taste and majority present within 48 hours. Management either conservative or surgical is successful 
and complication rate is negligible.
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Introduction:
Leakage of cerebrospinal fluid (CSF) from nose is 
CSF rhinorrhea. It is due to formation of a fistulous 
tract between nasal cavities and the intracranial 
cavities. Trauma at craniofacial region, injury of 
iatrogenic nature and malignancy are the most 
common causes of the CSF rhinorrhea. It is not easy 
to form a diagnosis of CSF rhinorrhea only based on 
the physical examination. It must be supported by 
presently available latest imaging techniques as well 
as biomarker studies which improves the diagnosis 
to a great extent. If the early diagnosis and prompt 
treatment is not made, the patients may land into 
complications; most common being meningitis. 

Whether the patient should be treated with surgical 
approach or there is a need to take a conservative 
approach depends upon the cause, time at which 
the patient presents to the hospital and the leakage 
severity.[1]

CSF is a plasma ultrafiltrate. It contains mainly the 
proteins, electrolytes and glucose. It supports the 
brain as buffer from shock. It is formed by choroid 
plexus. The rate of formation is 0.35 ml/min. Daily 
overall formation of CSF amounts to about 350-500 
ml. An adult may have about 140 ml of CSF.[2]

Craniofacial trauma is the most common cause 
of leakage of CSF in about 80% of the cases. Of all 
the fractures associated with the skull base, it has 
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been estimated that in around 12-39% of the cases, 
leakage of CSF takes place. More than half of such 
cases present to the hospital within first two days; 
this proportion increases to 70% withing a week 
and goes to 100% withing a period of three months. 
Thus, CSF leakage can take place from 48 hours 
to three months. The various reasons for delayed 
reporting can be attributed to tissue necrosis, rise in 
the intracranial pressure, contraction of the wound, 
and resolution of edema. Around 30% of the leakage 
occurs in frontal sinus and sphenoid sinus while 
cribriform plate/fovea ethmoidalis is found to be 
involved in 23% of the cases[3]. CSF leakages can 
be due to iatrogenic reasons in around 16% of the 
cases. In 80% of the cases the leak is due to injury 
to cribriform place/fovea ethmoidalis which most 
commonly is seen during endoscopic sinus surgery. 
While performing neurosurgical procedures, there is a 
risk of damage to the sphenoid sinus which can lead 
to CSF leakage in 67% of the cases.[4] Thus 96% of the 
etiology of the CSF leak is attributed to trauma and 
iatrogenic injury while 4% to other causes like CSF 
outflow obstruction which is due to tumors. Benign 
intracranial hypertension is also one of the causes.[5]

Based on causes, defect size and location, CSF 
rhinorrhea can be classified. Most commonly 
classified as traumatic and non-traumatic. Traumatic 
sub-classification can again be divided as iatrogenic 
or craniofacial. The craniofacial trauma can be 
classified as acute or delayed. Acute group again 
classified as due to penetrating or closed injury. 
Iatrogenic etiology can be due to intracranial or 
extracranial procedures[6].
CSF rhinorrhea most commonly presents as clear 
watery discharge from one side of the nose which is 
intermittent. The discharge varies as the position of 
the patient changes. It classically characterized by 
reservoir sign. Reservoir sign is exacerbation of the 
CSF rhinorrhea due to dependent head positioning. 
Patients complain of salty taste due to CSF leakage 
into the nasopharynx. Leaks after trauma are 
accompanied with other signs like lack of smell, 
epistaxis, deficits of the cranial nerves, ecchymosis 
etc. CSF rhinorrhea is also characterized by halo 
sign. It is demonstrated by collecting the discharge 
which contains blood on a filter paper and a halo 
will be created around blood stain on the filter paper 
which means presence of CSF. Chronic cases may 
be resistant to diagnosis as associated signs and 
symptoms are often absent and they are mistaken 
for other conditions of the Sino nasal disorders. This 
can lead to abscess in the brain or meningitis if early 
diagnosis and prompt treatment is not initiated.[7]

Laboratory diagnosis of the CSF rhinorrhea can be 
done by tests like Glucose oxidase[4], β2 Transferrin[8], 
β Trace protein (β-TP).[9] For confirming anatomic 
localization of the CSF rhinorrhea, Nasal endoscopy, 
High-resolution computed tomography (HRCT) scan, 
CT cisternography, Magnetic resonance imaging (MRI), 
Magnetic resonance cisternogram, Radionucleotide 
cisternogram, or Intrathecal fluorescein can be used.
Thus, it is clear that there is a need for early diagnosis 
and prompt treatment of cases of CSF rhinorrhea to 
prevent complications, to restore the patients and to 
improve the quality of life of patients. For this, there 
is need of more and more data related to etiology, 
clinical presentation, management and outcome of 
CSF rhinorrhea.
Hence present study has been carried out to study the 
clinical profile, management and outcome of patients 
with head injury associated with CSF rhinorrhea.

Methods:
Study design: Hospital based prospective study
Place of the study: Present study was carried out 
at Department of Neurosurgery, Vydehi Institute of 
Medical Sciences and Research Centre, Bangalore
Study period: From October 2016 to December 2018
Follow up period and follow up frequency: All patients 
were followed for one year after management of 
head injury associated with cerebrospinal fluid (CSF) 
rhinorrhea. The patients were asked to report at the 
end of first month, third month, sixth month and one 
year.
Sample size: During the study period, it was possible 
to include 35 cases of head injury associated with CSF 
rhinorrhea as per the inclusion and exclusion criteria

Inclusion criteria:
1.	 Patients with head injury associated with CSF 

rhinorrhea
2.	 Willing to participate in the present study

Exclusion criteria:
1.	 Head injury without CSF rhinorrhea
2.	 Patients not willing to be part of the present study
Ethical considerations: Institution Ethics Committee 
permission was taken. Nature of the study was 
explained to the eligible participants or their attenders 
and written informed consent was taken. In case of 
children less than 18 years of age, informed consent 
was obtained in the child assent form. All patients 
were managed and given appropriate treatment. They 
were followed as per the schedule of follow up in the 
present study
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Methodology:
35 consecutive patients admitted with head injury 
associated with CSF rhinorrhea during the study 
period were included in the present study after 
obtaining informed consent from the attender of 
the patients. All patient related information was 
recorded in the pre designed, pre tested, and semi 
structured study questionnaire. History was obtained 
on characteristics like age, sex, mode of injury, 
symptoms, time of CSF rhinorrhea and recorded. 
Thorough clinical examination was carried out. All 
patients underwent computed tomography (CT) scan 
and magnetic resonance imaging (MRI). CT scan 
was done using GE Bright Speed 16 slice. MRI was 
done using GE HDX Signa 1.5 Tesla. Site of leakage 
was determined from imaging studies. All patients 
were treated with appropriate modalities like Non-
surgical therapy without lumbar drain, Conservation 
with lumbar drain, Craniotomy and extradural repair, 
Craniotomy with extradural and intradural repair and 
ventriculoperitoneal (VP) Shunt. 
All patients were asked to come for follow up for one 
year after discharge at the end of one month, three 
months, six months and one year. During follow up 
detailed history and thorough clinical examination 
was carried out. 
Statistical analysis: The data was entered in the 
Microsoft Excel worksheet and analysed using 
proportions. 

Results:
During the study period, a total of 1683 cases of head 
injury reported to the hospital. Out of which 35 cases 
had head injury associated with CSF rhinorrhea. All 35 
cases agreed to participate in the study and no one 
was lost to follow up. Thus, the incidence of the head 
injury associated with CSF rhinorrhea in the present 
settings was 2.1%.

Table 1: Distribution of study subjects as per 
baseline characteristics

Baseline characteristics Number %

Age (years)

5-15 4 11.3
16-25 1 2.9
26-35 15 42.9
36-45 10 28.6
46-55 5 14.3

Sex Male 27 77.1
Female 8 22.9

Mode of 
injury

Road traffic 
accidents 25 71.4

Fall from height 7 20
Assault 3 8.6

Table 1 shows distribution of study subjects as 
per baseline characteristics. The most commonly 
affected age group was 26-35 years (42.9%) followed 
by 36-45 years (28.6%). Males were more affected 
(77.1%) than females (22.9%). Most common cause 
of CSF rhinorrhea was road traffic accidents in 71.4% 
of the cases. 

Table 2: Distribution of study subjects as per clinical 
features and time of CSF rhinorrhea

Variables Number %

Clinical 
features

Salty taste 16 45.7
Headache 8 22.9
Anosmia 7 20
Reservoir sign 2 5.7
Fever/neck pain 1 2.9
Target sign 1 2.9
Visual disturbances 0 0

Time 
of CSF 
rhinorrhea

Early (< 48 hours) 30 85.7
Late (48 hours to 3 
months) 5 14.3

Delayed (> 3 
months) 0 0

Table 2 shows distribution of study subjects as per 
clinical features and time of CSF rhinorrhea. Most 
common clinical presentation was salty taste in 
45.7% of the cases followed by headache in 22.9% of 
the cases while reservoir sign was seen in only 5.7% 
of the cases. 85.7% of the cases of CSF rhinorrhea 
presented withing 48 hours of head injury while 14.3% 
presented withing 48 hours to three months. 

Table 3: Distribution of study subjects as per CT 
scan and MRI findings

Imaging method Number %

CT scan 
findings

Ethmoid fracture 22 62.9
Pneumocephalus 12 34.3
Frontal sinus fracture 9 25.7
Paranasal sinus 
opacity 9 25.7

Sphenoid fracture 4 11.4
Hydrocephalus 2 5.7

MRI scan 
findings

Pneumocephalus 12 34.3
CSF in paranasal 
sinuses 10 28.6

Encephalocele 5 14.3
Hydrocephalus 2 5.7

Table 3 shows distribution of study subjects as per CT 
scan and MRI findings. Most common CT scan finding 
was ethmoid fracture in 62.9% of the cases while 
most common MRI finding was pneumocephalus in 
34.3% of the cases. 
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Table 4: Distribution of study subjects as per site of 
leakage

Site of leakage Number %
Fovea ethmoidalis 17 48.6
Frontal sinus 10 28.6
Cribriform plate 7 20
Sphenoid sinus 2 5.7

Table 4 shows distribution of study subjects as per 
site of leakage. Most common site of leakage was 
found to be fovea ethmoidalis in 48.6% of the cases 
followed by frontal sinus in 28.6% of the cases.

Table 5: Distribution of study subjects as per 
management and outcome of head injury 
associated with CSF rhinorrhea

Management and outcome Number %

Type of 
management

Non-surgical therapy 
without lumbar drain 12 34.3

Conservation with 
lumbar drain 10 28.6

Craniotomy and 
extradural repair 6 17.1

Craniotomy with 
extradural and 
intradural repair

6 17.1

ventriculoperitoneal 
(VP) shunt 1 2.9

Outcome 

Recurrence of CSF 
rhinorrhea and 
meningitis at 1 
month

0 0

Recurrence of CSF 
rhinorrhea and 
meningitis at 3 
months

0 0

Recurrence of CSF 
rhinorrhea and 
meningitis at 6 
months

0 0

Recurrence of CSF 
rhinorrhea and 
meningitis at 1 year

0 0

Table 5 shows distribution of study subjects as per 
management and outcome of head injury associated 
with CSF rhinorrhea. 12 cases could be managed 
conservatively while 10 cases required conservation 
with lumbar drain. 13 cases required surgical 
intervention; out of which six cases underwent 
craniotomy and extradural repair. In other 6 cases, 
Craniotomy with extradural and intradural repair was 
performed. One case required VP shunt. During follow 
up no case had any complications. 

Discussion:
In the present study, incidence of the head injury 
associated with CSF rhinorrhea was 2.1%. 26-35 
years (42.9%) and males were more affected (77.1%). 
This can be attributed to the most active and more 
outdoor activities among males compared to females 
which predispose males and this age group to 
trauma and injuries. Road traffic accidents (71.4%) 
were common cause of CSF rhinorrhea. Salty taste 
(45.7%) was common clinical presentation. 85.7% 
cases presented within 48 hours. Ethmoid fracture 
(62.9%) and pneumocephalus (34.3%) were common 
CT and MRI findings respectively. Fovea ethmoidalis 
(48.6%) was common site of leakage. 12 cases 
were managed conservatively; 10 cases required 
conservation with lumbar drain; 13 cases required 
surgical intervention. During follow up no case landed 
into the complications.
Adoga AA et al[10] noted that incidence of 
otorhinolaryngological presentations was 1.3% 
among head injury cases which is similar to our 
findings of 2.1% incidence of CSF rhinorrhea. Males 
were mostly affected and the mean age was 34 years; 
these findings are consistent with our findings. 50.5% 
of their cases had severe head injury. 67% of the cases 
were due to road traffic accidents which are similar to 
present study of 71.4% of cases. 59.3% of their cases 
were managed conservatively which is similar to our 
study of 62.9%. All patients presented at an average 
of 13.8 hours while in the present study, 85.7% cases 
presented within 48 hours. The authors reported that 
6.6% cases died while there was no fatality in the 
present study.
Bell RB et al[11] found that the incidence of CSF 
rhinorrhea was 1.2% which is slightly lesser than 
the present study of 2.1%. Males were more than 
females which is similar to the present study finding. 
The authors reported that six patients had persistent 
CSF leakage while we found that there were no such 
complications till one year of follow up. The authors 
concluded that CSF leakage after trauma is rare 
and most cases resolve without need for surgical 
intervention. 
Amin Z et al[12] inspected records of 1309 cases 
of head injury and found that 4.7% had temporal 
bone fracture; 85.9% were attributed to road traffic 
accidents and 88.5% were males. These findings are 
in accordance with the present study findings. 36% 
of their cases presented with blood rhinorrhea and 
32.7% had blood otorrhea. 9.8% of the cases had loss 
of hearing, 8.2% had cranial nerve palsy and 8.2% had 
CSF oto-rhinorrhea. 21.3% died as a result of head 
injury which was very severe in nature. 
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Ologe FE et al[13] studied recorded 794 cases of head 
injury cases for 10 years to observe the CSF rhinorrhea 
or otorrhea. The incidence of CSF rhinorrhoea and/or 
otorrhoea was 4.9%. Males were more than females 
which is similar to the finding of the present study. 
Out of these 39 cases (4.9%); 19 (48.7%) had CSF 
rhinorrhea, 13 (33.3%) had CSF otorrhea while 7 
(18%) had both CSF rhinorrhea and CSF otorrhea. 
The authors found that road traffic accidents were 
the most common cause of head injuries which is in 
accordance with the present study findings.
Varshneya K et al[14] studied 13,861 children with 
fracture of the skull and the incidence of CSF leakage 
was found out to be 1.46%. Among these 202 cases 
with CSF leakage, 41.6% had CSF rhinorrhea. Older 
children were significantly more at risk of CSF leak 
compared to their younger counterparts. Skull base 
fracture was more common. The children with CSF 
leak were exposed to longer hospital stay compared 
to children without CSF leak and they required 
more neurosurgical intervention; they had more 
complication rate also. 
Sivanandapanicker J et al[15] noted that 3.85% of 
the cases had fracture of the base of the skull out 
of total 5041 head injury cases. Males were more 
than females. Road traffic accidents were the most 
common cause of head injuries. 43 cases had CSF 
leakage and among these cases, CSF rhinorrhea 
was more common. The authors also observed that 
in eight cases the CSF leak was present for more 
than ten days and among them four required surgical 
intervention. 

Conclusion:
Most active age group and males are commonly 
affected by CSF rhinorrhea. It commonly presents 
with salty taste and majority present within 48 hours. 
Management either conservative or surgical is 
successful and complication rate is negligible.

References:
1.	 Le C, Strong EB, Luu Q. Management of Anterior Skull Base 

Cerebrospinal Fluid Leaks. J Neurol Surg B Skull Base 2016; 77(5):404-
11.

2.	 Han CY, Backous D Backus. Basic principles of cerebrospinal fluid 
metabolism and intracranial pressure homeostasis. Otolaryngol Clin 
North Am. 2005; 38(4):569–576.

3.	 Raveh J, Laedrach K, Vuillemin T, Zingg M. Management of combined 
frontonaso-orbital/skull base fractures and telecanthus in 355 cases. 
Arch Otolaryngol Head Neck Surg. 1992; 118(6):605–614.

4.	 Banks CA, Palmer JN, Chiu AG, O’Malley BW Jr, Woodworth BA, 
Kennedy DW. Endoscopic closure of CSF rhinorrhea: 193 cases over 
21 years. Otolaryngol Head Neck Surg. 2009; 140(6):826–833.

5.	 Kerr JT, Chu FW, Bayles SW. Cerebrospinal fluid rhinorrhea: diagnosis 
and management. Otolaryngol Clin North Am. 2005; 38(4):597–611.

6.	 Sherif C, Di Ieva A, Gibson D, Pakrah-Bodingbauer B, Widhalm G, 
Krusche-Mandl I et al. A management algorithm for cerebrospinal fluid 
leak associated with anterior skull base fractures: detailed clinical and 

radiological follow-up Neurosurg Rev 2012; 35(2):227–237.
7.	 Scholsem M, Scholtes F, Collignon F, Robe P, Dubuisson A, Kaschten 

B et al. Surgical management of anterior cranial base fractures 
with cerebrospinal fluid fistulae: a single-institution experience 
Neurosurgery 2008;62(2):463–469., discussion 469–471.

8.	 Meurman OH, Irjala K, Suonpää J, Laurent B. A new method for the 
identification of cerebrospinal fluid leakage. Acta Otolaryngol. 1979; 
87(3–4):366–369.

9.	 Zeng Q, Xiong L, Jinkins JR, Fan Z, Liu Z. Intrathecal gadolinium-
enhanced MR Myelography and cisternography: a pilot study in human 
patients. AJR Am J Roentgenol. 1999; 173(4):1109–1115.

10.	 Adoga AA, Ozoilo KN, Iduh AA, Mugu JG. Otorhinolaryngological 
manifestations in head trauma: A prospective study of the 
epidemiology, clinical presentations, management, and outcomes. Int 
J Crit Illn Inj Sci 2017; 7(4):231-5.

11.	 Bell RB, Dierks EJ, Homer L, Potter BE. Management of cerebrospinal 
fluid leak associated with craniomaxillofacial trauma. J Oral Maxillofac 
Surg 2004; 62(6):676-84.

12.	 Amin Z, Sayuti R, Kahairi A, Islah W, Ahmad R. Head injury with 
temporal bone fracture: one-year review of case incidence, causes, 
clinical features and outcome. Med J Malaysia 2008; 63(5):373-6.

13.	 Ologe FE, Odebode TO. Cerebrospinal fluid (CSF) rhinorrhoea and/or 
otorrhoea in patients with head injury. Afr J Med Ode bode Sci 2005; 
34(2):173-5.

14.	 Varshneya K, Rodrigues AJ, Medress ZA, Stienen MN, Grant GA, Ratliff 
JK et al. Risks, costs, and outcomes of cerebrospinal fluid leaks after 
pediatric skull fractures: AMarket Scan analysis between 2007 and 
2015. Neurosurg Focus 2019; 47(5): E10.

15.	 Sivanandpanicker J, Nagar M, Kutty R, Sunilkumar BS, Peethambaran 
AK, Rajmohan BP et al. Analysis and Clinical Importance of Skull Base 
Fractures in Adult Patients with Traumatic Brain Injury. J Neurosci 
Rural Pract 2018; 9(3):370-5.

Conflict of interest: Nil
Source of funding: Nil

Date of submission: November 9th 2020
Date of acceptance: December 9th 2020

Ajay Kumar et al: Comparison of Endogenous Antioxidant levels in Hypertensive Patients and Non-hypertensive subjects


	MEDICA INNOVATICA Jul-Dec 2020_Part45
	MEDICA INNOVATICA Jul-Dec 2020_Part46
	MEDICA INNOVATICA Jul-Dec 2020_Part47
	MEDICA INNOVATICA Jul-Dec 2020_Part48
	MEDICA INNOVATICA Jul-Dec 2020_Part49

