CM]

Cumbhuriyet Medical Journal

March 2015, volume: 37, Number: 1
61-64

Case Report

http://dx.doi.org/10.7197/1305-0028.94406
Cerebral sinus venous thrombosis in
puerperium: Review of the literature in
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SUMMARY

Cerebral venous sinus thrombosis (CSVT) is the presence of thrombosis in the dural vein, result-
ing with a variety of symptoms including seizure, loss of consciousness, focal neurological defi-
cits, stroke and intracranial hypertension. Headache is the most common symptom of intracranial
hypertension with or without vision loss, cranial nerve palsies. Since CSVT is more common in
women regarding to the predisposing risk factors such as sex hormones, pregnancy, puerperium,
which are unique to women, we reported these cases in order to emphasize the importance of con-
sidering this life-threatening, neurological emergency in women with headache complaint.
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INTRODUCTION

Cerebral venous sinus thrombosis (CVST)
is the presence of thrombosis in the dural
vein, which occurs when a blood clot
forms in the brain’s venous sinus that pre-
vents blood from draining out of the
brainl. It is a rare cause of cerebral infarc-
tion, accounting for only about 0.5% of
patients with stroke, especially effecting
individuals younger than the age of 50% In

The underlying mechanisms of these dif-
ferent spectrums of symptoms are based on
two major mechanisms including throm-
bosis of cerebral veins causes’ localized
edema of the brain and venous infarction,
and the thrombosis of the major sinuses
leads to intracranial hypertension as a re-
sult of increased venous pressure and im-
paired absorption of cerebrospinal fluid®*.

Since it has a female dominance of 75%,

addition to stroke, it may occur with a
variety of symptoms including ischemic
and/or hemorrhagic infarcts, seizures, al-
tered consciousness, and headaches.
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regarding to the sex-specific factors that
occur in women including oral contracep-
tives, hormone replacement therapies,
pregnancy, and lactation leading to throm-
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bosis*?, we here reported three cases of
CSVT in the lactation period.

CASE REPORT!

A 30 year old right-handed woman pre-
sented to our outpatient neurology clinic
with a new onset of diffuse, severe, sharp,
stabling headaches. She had a history of
delivery with spinal anesthesia 10 days
ago. There was no nausea, vomiting, pho-
tophobia, and/or phonophobia. She had
preeclampsia during pregnancy, intrauter-
ine fetal death in the 28th week of her prior
pregnancy. There was no drug use, and no
medical illness. Her family history re-
vealed death due to leukemia and systemic
lupus erythematosus in her sisters. On
presentation, her vital parameters were
normal. She was afebrile. She had painful
eye movements, accompanying bilateral,
diffuse, pulsatile, and gradually increasing
severe headaches with a visual analog
scale (VAS) score of 9. Neurological ex-
amination of the patient was normal other
than bilateral papilledema. Laboratory
investigations revealed an increased eryth-
rocyte sedimentation rate (ESR) of 95 mil-
limeters per hour. Total blood count, full
biochemical screen, coagulopathy and
thrombophilia panel, serum homocysteine
levels, and markers of vasculitis including
antiphospolipid antibodies were normal.
Brain magnetic resonance imaging (MRI)
of the patient demonstrated an increased
attenuation of the left transverse sinus,
suggestive of thrombosis (Figure 1). Mag-
netic resonance venography (MRV) re-
vealed a total occlusion in the left transvers
sinus and a partial occlusion in the distal
segment of the superior sagittal sinus (Fig-
ure 2a-b). Subcutaneous (SC) low molecu-
lar weight heparin (LMWH) of 0.8 cc
twice daily, oral acetazolamide 250 mg
four times a day was administered to the
patient. On the third day of her hospitaliza-
tion, horizontal lateral gaze paralysis in the
left eye and diplopia appeared suggesting
elevated intracranial pressure. Thus, an
osmotic diuretic agent was added to the
treatment. Headaches of the patient begun
to resolve following anti edema treatment.
VAS score decreased to 5, with more fre-
guent headache-free periods. There was no
pain during the eye movements. Lateral
gaze palsy and diplopia disappeared at the
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fifth day. After one week, she had no
headaches, and funduscopic examination
with eye movements returned to normal.
The LMWH was switched to adjusted-dose
warfarin daily after delivery with a target-
ed international normalized ratio (INR) of
2 to 3. Control MRV of the patient re-
vealed a partial recanalization.

Figure 1: MRI-Axial FLAIR

Kraniyal
image. Hyperintense signal in the left trans-
Vers sinus.

CASE REPORT?

A 29 year old right-handed woman pre-
sented to our outpatient neurology clinic
with a new onset of severe, pulsatile head-
aches around the entire head following
postoperative seventh day of caesarean
section with spinal anesthesia. VAS score
of her headaches were®. She had vertigo,
photophobia accompanying headaches.
She had a medical history of preeclampsia
during pregnancy. There was no drug use,
and no medical illness. She had no fever.
Her initial neurological examination re-
vealed stabilized vital parameters. Patho-
logical findings of her neurological exami-
nation were a mild conjugated lateral gaze
paralysis in the left with horizontal nys-
tagmus. Routine laboratory findings and
coagulopathy and thrombophilia panel,
serum homocysteine levels, and markers of
vasculitis were in normal ranges except
elevated ESR level of 94 millimeters/hour.
MRV revealed a partial occlusion in the
left transvers sinus (Figure-3). After the
administration of subcutaneous LMWH of
0.8 cc twice daily, oral acetazolamide 250
mg four times to the patient, headaches and
lateral gaze paralysis begun to resolve
gradually. The LMWH was switched to
adjusted-dose warfarin daily after delivery
with a targeted INR of 2 to 3 after one
week.
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Figure 2: Brain MRV. 2a: Total occlusion in the left transvers sinus. 2b: Partial occlusion in

the superior sagittal sinus.

Figure 3. Brain MRV: Partial occlusion in
the left transvers sinus.

DISCUSSION

We reported two young women in the
postpartum period, who presented with
headache complaint and were diagnosed as
CSVT. Since CSVT has a variety of clini-
cal presentations, headache is the most
common symptom, affecting approximate-
ly 90% of the patients with CSVT?. It is
one of the main features of isolated intra-
cranial hypertension, in which patients
may present with diplopia, visual impair-
ment, decreased level of consciousness, or
sixth nerve palsy, as well as headache.
However there is a wide range of sympto-
matology including seizures, encephalopa-
thy, focal neurological deficits*®.

As we also demonstrated in our cases, the
most commonly affected venous sinuses
are superior sagittal sinus, followed by the
transvers sinus with the frequencies of
62%, and 41%, respectively®’. In addition
to chronic triggers including hereditary or
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acquired thrombophilias, transient triggers
or predisposing risk factors for thrombosis
are ear/sinus/mouth/face infections, expo-
sure to drugs as oral contraceptives, ster-
oids, head trauma, or procedures as lumbar
puncture, jugular catheter placement, as
well as pregnancy, puerperium*®8. Since
female sex factors are one of the major
predisposing factors triggering the underly-
ing mechanism of thrombosis, female gen-
der is one of the major risk factors with a
frequency rate of 3 to 1, when compared
with men®. Suggesting our cases that have
no other identifiable risk factor for throm-
bosis other than female gender and puer-
perium, previous reports demonstrated a
65% of identifiable causes of CSVT in
women are related to pregnancy, puerperi-
um, oral contraceptive use, or hormonal
therapies which are unique to women®®.

Since a clinical suspicion of CSVT is the
first step of diagnosis, further neuroimag-
ing techniques should be used to confirm
CSVT including computerized tomography
venogram, brain MRI, MRV, conventional
angiogram. However, the suggested inves-
tigation methods according to the EFNS
and AHA guidelines are MRI and MRV as
the preferred brain images”*.

As reported in the diagnosis and manage-
ment guidelines of CSVT, acute manage-
ment of CSVT includes strategies aiming
to recanalize the thrombosed sinus or si-
nuses, and the prevention of medical com-
plications with the treatment of underlying
causes™’. Anticoagulation is the standard
treatment which  prevents thrombus
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growth, facilitates recanalization, prevents
other thrombotic events such as deep ve-
nous thrombosis and pulmonary embolism,
and lowers the risk of mortality***2. Thus
we began anticoagulation with LMWH
which was switched to oral anticoagulant
in the maintenance period, as we con-
firmed the diagnosis of our cases with
MRV. However, different endovascular
approaches including thrombolysis, me-
chanical thrombectomy, can also be con-
sidered in patients with progressive neuro-
logic deterioration despite intensive medi-
cal treatment including anticoagulation®.
In order to treat complications of CSVT,
such as seizures, intracranial hypertension
presenting with headache, visual loss, and
or deterioration of consciousness, symp-
tomatic therapy must be added to antico-
agulation including antiepileptic agents,
osmotic diuretics, carbonic anhydrase in-
hibitors, serial lumber punctures, and optic

nerve fenestrations**2,

In conclusion; CSVT is a clinical entity
with various symptoms which may present
with mild to severe headaches, visual loss,
seizures, loss of consciousness, and/or
different combinations of these symptoms.
Since it is one of the life-threatening neu-
rological emergencies, a detailed history
and a careful neurological examination
must be made not to underestimate the
disease. On this aspect, we reported these
two young women in order to emphasize
the importance of detailed evaluation of
headaches, especially in the presence of
risk factors for thrombosis such as preg-
nancy, puerperium, oral contraceptive use,
etc. CSVT must be kept in mind, especial-
ly in young women of reproductive age.
Because without clinical suspicion and
further neuroimaging investigations, the
headaches of different severities may easi-
ly be misdiagnosed as tension-type head-
ache or migraine, leading to neurological
deficits and even death.
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