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ReviewQ fever as a bioweapon

Clinical picture

A 67-year-old woman was admitted with a
swelling to the forehead. There was no history
of trauma, fever, cranial surgery, or sinus
symptoms. Physical examination showed the
fluctuant forehead was warm, tender, and
with a red mass left of midline. No other
cranial deformity or tenderness was detected. 

Laboratory investigations and chest
roentgenogram were normal. Computed
tomography (CT) of the head showed a
multiloculated mass with ring enhancement
on the epidural area over the left frontal lobe.
Bone projections disclosed the destruction of
inner and outer tables of the frontal bone and
a direct connection between epidural space
and epicranium (figures 1A and 1B). Magnetic-resonance
imaging (MRI) of the brain showed multiloculated
hypointense epidural mass causing midline shift and dural
thickening over the left frontal lobe. The hypointensity
extended to the left parietal lobe. 

During surgery 110 mL fetid, thick, and yellowish
subgaleal and epidural pus was drained. The fibrous wall
surrounding the collection was resected and the dura
seemed grossly thickened. After profuse irrigation, a drain
was placed in the epidural and subgaleal spaces and the skin

sutured primarily. The postoperative period of the patient
was uneventful.

On culture, Pseudomonas aureginosa was recovered. CT
scan on the 20th postoperative day showed nothing
abnormal and the patient remains symptom-free. Such
intracranial suppurative disorders are frequently seen in
children as a complication to sinusitis, but are rare in adults.
Adult patients in whom the presenting sign of epidural
empyema is Pott’s puffy tumour (collection of pus in both
epidural and subgaleal spaces) is also scarce.
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