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Cavernous sinus thrombosis

Trombose parcial do seio cavernoso

RESUMO

A trombose do seio cavernoso (TSC) é uma situação clínica rara, resultando normalmente da complicação de um processo infecci-
oso dos seios paranasais. Outras causas incluem alterações pró-trombóticas, anemia e trauma. Os sinais e sintomas são extremamen-
te variados e inespecíficos, sendo o seu diagnóstico efetuado através de ressonância magnética nuclear (RMN). Os autores apresen-
tam um caso clínico de uma doente com 75 anos de idade, que recorre ao serviço de urgência devido à dor em olho direito vermelho
associado à cefaléias frontais com quatro dias de evolução. Ao exame oftalmológico observou-se defeito pupilar aferente relativo no
olho direito (OD); na biomicroscopia vasos episclerais dilatados, catarata nuclear e à fundoscopia um edema discreto da papila com
apagamento do rebordo nasal, hemorragias punctiformes dispersas e tortuosidade vascular em OD. A realização de angio-RMN
confirmou o diagnóstico tendo a doente sido tratada com enoxaparina. Apesar do tratamento da TSC ser um tratamento etiológico,
foi demonstrado que a anticoagulação está associada à diminuição da taxa de mortalidade.
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ABSTRACT

Cavernous sinus thrombosis (CST) is a rare condition, usually results from a late complication of an infection of the paranasal sinuses.
Other causes include prothrombotic disorders, anemia and trauma.The signs and symptoms are extremely varied and nonspecific, being
the diagnosis made through magnetic resonance imaging (MRI). The authors present a 75-year-old woman, admitted in the emergency
room complaining of ocular pain in the right eye (RE), red eye and frontal headache. She presented on ophthalmic examination of the
RE: dilated episcleral vessels, nuclear cataract and a relative afferent pupillary defect. Fundoscopy examination of the RE revealed disc
edema with nasal disc margin blurred, small dot hemorrhages and vascular tortuosity. The MRI angiography confirmed the diagnosis
and the patient was treated with low molecular weight heparin. Despite treatment of CST is directed to the causal situation, being shown
that anticoagulation is associated with reduction in mortality.
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INTRODUCTION

Cavernous sinus thrombosis (CST) is a rare condition,
with few cases described in the literature(1). It can be
classified as septic or aseptic, depending on its aetiology.

The septic form is the most common, being usually associated
with infectious processes of the paranasal sinuses, face and ears(2).
The aseptic form is associated with trauma, thromboembolic
events (increased factor VIII, reduced factor V Leiden and protein
C and S), dehydration and anaemia, among others(3,4).

The clinical presentation is nonspecific and can include
ophthalmoplegia, red eye, headache, coma, and even death(5).

The mortality rate has dropped from almost 100% before
the advent of antibiotics to less than 30% at present(2).

Diagnosis is done by imaging studies, particularly magnetic
resonance angiography (MRA)(6).

This paper presents a case of partial thrombosis of the
right cavernous sinus.

CASE REPORT

A 75-year-old female patient sought the emergency
department with a red right eye (RE), eye pain and frontal
headache starting about four days earlier. She had been
previously seen and treated with norfloxacin eye drops. The
patient had a history of obesity. Ophthalmic examination showed

a corrected visual acuity of 6/10 in the RE and 7/10 in the left eye
(LE); Biomicroscopy of the RE showed dilatation and
congestion of episcleral vessels, especially in the nasal quadrant,
and nuclear cataract (Figure 1A); Fundus examination of the
RE showed papilloedema with a blurred nasal edge, scattered
punctate haemorrhages and vascular tortuosity. Intraocular
pressure was 13 mmHg in both eyes (BE). Examination of the
LE found no significant changes. Neurological and physical
examination were also normal.

The patient underwent contrast-enhanced computed
tomography (CT) which found “...discrete spontaneous
heterogeneity of the right cavernous sinus suggesting a filling
defect after contrast administration.” (Figure 1B). She then
underwent MRA, which found “...asymmetric cavernous sinuses
with bulging of the right cavernous sinus wall. A filling defect
was noted after contrast administration” (Figure 2A). T1-
weighted MRI also found that the calibre of the right superior
ophthalmic vein was increased (Figure 2B).

The patient was admitted to the Neurology Department,
where a complete blood count, biochemical tests, microbiology,
serology, studies of prothrombotic factors, autoimmunity, and
immunochemical factors found no changes.

She was treated with topical fluorometholone 1 drop every
8 hours and enoxaparin 60 mg subcutaneously for 10 days,
followed by warfarin 5 mg/day. At hospital discharge she was
asymptomatic, being prescribed warfarin 5 mg (1 tablet alternating
with ½ tablet).

Figure 1B: Axial CT angiography
suggesting a filling defect after
contrast administration.

Figure 1A: Congested episcleral vessels

Figure 2A: Initial axial contrast-enhanced
MRI

Figure 2B: Initial axial MRI showing a
dilated right superior ophthalmic vein

Figure 2C: Axial MRI 3 months
later, without the filling defect
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After 3 months of follow up she remained asymptomatic,
with reduced congestion in the RE and an unchanged fundus
examination. A subsequent MRA reported that “filling
defects of the right cavernous sinus are no longer observed”
(Figure 2C).

DISCUSSION

The diagnosis of CST is challenging due to its mild and
nonspecific clinical presentation, which includes fever, proptosis,
cranial nerve palsies in about 80-100% of patients, decreased
visual acuity, diplopia in about 50-80% of patients, hemiparesis,
and seizures in less than 20% of cases according to a study by
Southwick et al.(7).

The septic form is the most frequent, but in about 4.8-
12.5% of cases the aetiology remains unclear(7,8).

In this case report, infectious causes (including hepatitis B
virus, Epstein- Barr virus, human immunodeficiency virus,
cytomegalovirus, herpes simplex, toxoplasmosis, and syphilis)
were extensively investigated, as well as autoimmune and
prothrombotic factors (protein C and S and factor V Leiden
deficiency, increased factor VIII), but the results were negative.
The patient also underwent echocardiography and bilateral
carotid Doppler, both without significant changes. Based on these
results the condition was considered idiopathic, and treatment
with enoxaparin 60 mg subcutaneously was indicated. It has been
shown that enoxaparin reduces mortality rates and is associated
with an increased rate of recovery(9-11).

The diagnosis of CST depends on a strong initial suspicion,
and MRA is the gold standard method to identify the filling
defect of the cavernous sinus(6), as was the case here.

The differential diagnosis should include orbital cellulitis,
orbital apex syndrome, and carotid-cavernous fistula, among
others(12).

In this case, blood flow to the cavernous sinus improved
after anticoagulation, which is consistent with the literature. Stols
et al. found an improvement rate of 60% in cases of dural sinus
thrombosis(13).

The prognosis of CSF has improved and its current
mortality rate is about 30%(2), although survivors may present
complications such as meningitis, septic emboli, blindness, and
sepsis, which can lead to permanent disability(14).
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