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The majority of spontaneous cases occur in adult females 
in their forth decade of life and as spontaneous CSF leak 
is very uncommon, the initial insidious onset can often 
be mistaken for a feature of rhinitis that requires a high 
index of suspicion for diagnosis including a detailed 
history, endoscopic examination, and appropriate 
investigations.[16] Clear nasal discharge that is positive 
for glucose has been used historically to diagnose CSF 
rhinorrhea but is not diagnostic of CSF leak, to overcome 
this b‑2 transferrin has become a diagnostic test for CSF 
fistula with a sensitivity nearing 100% and specificity 
of 95%.[16,21] Precise preoperative localization of CSF 
leak is essential for surgical repair.[1,16] High resolution 
CT scans have been advocated as the noninvasive 
radiological investigation of choice.[10,16,17] MRI is helpful 
to investigate the soft tissue and possible site of leak as 
it is noninvasive and has no radiation risk; however, 
bony defects can be better visualized in CT scans.[16] 
The management of spontaneous high‑pressure CSF 
rhinorrhea includes the removal of the primary pathology 
(i.e. tumors)[11] or diversion of CSF (i.e. hydrocephalus)[1] 
and/or surgical closure of the defect.[14,16,22] This can be 
achieved via a frontal craniotomy with the success rate 
of between 60% and 80%[16,22] or can be performed by a 
less invasive transnasal endoscopic approach enabling 
the surgeon to achieve good visualization of the site of 
the leak[16,23] having a success rate of between 76% and 
95%.[23] In summary, spontaneous CSF rhinorrhea may be 
a manifestation of underlying brain tumors where it act as 
a natural vent or protective mechanism preventing rise 
in intracranial pressure. Physicians should be careful and 

Sir,

Cerebrospinal fluid (CSF) leak (cerebrospinal fluid fistula) 
usually occurs when there is an abnormal communication 
between subarachnoid space and either the sinuses 
or the ear (from the nose, CSF rhinorrhea or the ear, 
CSF otorrhea).[1‑4] Spontaneous CSF rhinorrhea is rare 
as a primary presenting symptom and a long‑standing 
spontaneous CSF rhinorrhea may indicate the possibility 
of a concurrent intracranial pathology.[1,5,6] A 50‑year‑old 
gentleman presented with watery intermittent discharge 
from the nose off and on since the last one year and 
was accentuated by coughing and bending forwards, 
was more profuse when arising from bed and changing 
positions particularly tilting the head to right side. He 
had one episode of fever with chills and rigors, headache 
4 months back, features suggestive of meningitis. There 
was no history of focal weakness, seizures. The patient 
also reported mild headache before nasal discharge 
that used to relieve after the nasal discharge. His 
general and systemic examination was normal. Fundus 
examination was normal, and there were no motor, 
sensory, or cerebellar signs, and no signs of meningitis. His 
magnetic resonance (MR) imaging of the brain showed 
a left cerebellopontine angle tumor with erosion of the 
petrous bone, middle ear effusion, and hyperintensity in 
the left side of the sphenoid sinus [Figure 1]. There was 
no evidence of empty sella or hydrocephalus on imaging. 
The patient underwent left retromastoid suboccipital 
craniectomy and near total decompression of the tumor. 
The CSF rhinorrhea ceased completely after the surgery.

Most commonly CSF rhinorrhea occurs following head 
trauma or as a postoperative complication following 
intracranial surgery. Spontaneous CSF rhinorrhea is an 
uncommon complication (3–4%) and can be a presenting 
feature of several benign and malignant intracranial 
conditions including tumors.[1,3‑17] Spontaneous 
rhinorrhea is an extremely rare presentation of acoustic 
neuroma[4,8,18,19] and as seen in the present case tumors 
it produces CSF rhinorrhea by destructive lesions along 
the skull base.[3,5,12,14] Probably it may be due the erosion 
of the temporal bone by the tumor growth producing 
communication between the air cell and subarachnoid 
space, a mechanism similar to as described by Kaufman 
et al.[20] that pneumatization of the middle fossa floor a 
lateral extension of the sphenoid sinus into the greater 
wing of the sphenoid.
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Spontaneous cerebrospinal fluid rhinorrhea as a presenting 
symptom of cerebellopontine schwannoma

Figure 1: MRI T2W axial images showing left cerebellopontine angle tumor 
with mass effect and midline shift
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should have high degree of suspicion for the diagnoses 
of such cases.[1,16]
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