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An eleven year old female child presented with fever,
headache for 3 days, diplopia for 1 day and tingling,
numbness in right lower limb since morning. The
headache was predominantly supra-orbital, throbbing
in nature affecting left side more than right. There was
no history of trauma, seizure, loss of consciousness,
earache or vertigo. She had been hospitalized 20 days
ago for enteric fever for which intravenous antibiotics
were given for 5 days. On examination, she was
hemodynamically stable, had no sinus tenderness but
had papilledema. On central nervous system (CNS)
examination, she had left lateral rectus palsy, brisk
deep tendon reflexes on right side with extensor plantar
reflex on the same side. Contrast enhanced CT (CECT)
head was done (Figure 1).

empyemas, in particular, may lead to cortical venous
thrombosis and potentially devastating venous
congestion and infarction. If not detected and treated
early, it may reach giant size. (5) Prompt treatment with
intravenous broad spectrum antibiotics and craniotomy
and surgical evacuation of pus by craniotomy and if,
necessary anti-epileptic therapy improves outcomes
in such patients. Some of these patients are known to
require repeat surgical evacuation in view of recurrence
of symptoms and abscess on imaging during followup. (6)

What is the diagnosis and how to treat it?
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Our patient was started on intravenous ceftriaxone,
vancomycin and metronidazole. Neurosurgeons advised
craniotomy and evacuation of the pus, but parents took
her home against medical advice.
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CECT showed a large (11.15 x 2.4 cm) left sided
parafalcine subdural empyema with cerebritis and
uncal herniation and shift of midline with features of
raised intracranial tension. Parafalcine and subdural
empyemas generally are life-threatening diseases that
require an emergent treatment. (1) They can be caused
by trauma, neurosurgical procedures, hematogenous
(2) and contiguous spreading of an infection. (3) The
contiguous spread in children and adolescents can arise
as extensions from both otologic and paranasal sinus
disease. (4) The symptoms of parafalcine empyemas
can vary from unspecific symptoms like fever and
headache to neurological symptoms like hemiparesis,
impairment of consciousness until seizures. Left
untreated infection may spread intracranially and
lead to increased morbidity and mortality. Subdural
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