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Cerebral Venous Thrombosis Presented as Subarachnoid Hemorrhage and
Treated with Anticoagulants
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ABSTRACT

A 45-year-old woman was brought into the emergency room of Al-Zahra hospital, Isfahan, after her first generalized
tonic-clonic seizure and a history of thunderclap occipital headache ten days before the first seizure. Examination re-
vealed mild confusion and slight left hemiparesis with facia weakness and no meningeal irritation signs. CT scan
showed subarachnoid hemorrhage (SAH) and MRI demanstrated left lateral, sigmoid and sagittal sinus thromboses.
Angiography was normal. She was treated by anticoagulants in spite of hemorraghic parenchymal lesion.
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erebral venous thrombosis is an un-
‘ common cause of cerebral infarction

compared to arterial diseases but is an
important consideration for its potential mor-
bidity. Venous thrombosis may occur with
headache and cranial nerve palsies 1. Headache
is the presenting symptom in 70%-100% of
cases. Thunderclap headache, typical of su-
barachnoid haemorrhage is reported in more
than 10% of cases 2. Seizures and hemiparesis,
possible manifestations of subarachnoid
haemorrhage, occur in about one thirds of
cases with CVST 3 It is important to establish
whether subarachnoid hemorrhage is due to
CVST, as this requires a completely different
treatment from subarachnoid hemorrhage due
to a leaking aneurysm.

Casereport

In August 2004, a 45-year-old woman was
brought into the emergency room of Al-Zahra
hospital, Isfahan, Iran, after her first general-
ized tonic-clonic seizure. She had a second sei-
zure on just on arrival at the hospital. Ten days
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before, She had her first seizure, followed by a
thunderclap, occipital headache and vomit.
Her past medical history denoted common
migraine for some years. She had had four
pregnancies, carried to term. She did not
smoke but was passive smoker. She had not
used contraceptive pills before. There was no
family history of migraine, epilepsy, brain
hemorrhage, or thrombosis. Examination after
her second seizure showed mild confusion and
slight left hemiparesis with facial weakness,
and no meningeal irritations. She was not fe-
verish and her baseline laboratory tests were
normal. A brain CT Scan was done urgently as
we suspected a subarachnoid hemorrhage
which was, in fact, detected in the right Syl-
vian fissure and posterior temporal sulci
(Figure 1). MRI showed parenchymal damage
in the right parieto-occipital region (Figure 2).
MRYV represented left sigmoid, lateral, straight
and superior sagittal sinuses obstruction (Fig-
ure 3). MRA was normal. (Figure 4). An-
giography with selective catheterisation of the
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Figure 3. Left sigmoid, lateral, straight and superior sagittal sinuses obstruction
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Figure 5. Angiography with selective catheterization of the carotid and vertebral arteries

carotid and vertebral arteries was done to look
for an aneurysm. However, no aneurysms
were found. Subsequent examination of the
angiographic venous phase showed avascular-
ity of the right temporo-occipital regions with
no enhancement of the superior sagittal and
left lateral sinuses (Figure 5).

with parenchymal damage. Transcranial
echodoppler ruled out vasospasm of interacra-
nial arteries. Intravenous heparin and pheny-
toin was started. Because of phenytoin drug
reaction, it was changed to sodium valproate
later. She was discharged with slight left

hemiparesia, taking warfarin and sodium val-
proate 600 mg daily. She was screened for he-
reditary prothrombotic conditions (Factor V
Leiden mutation, deficiency of proteins C and
S, antithrombin III and prothrombin gene mu-
tations) but no abnormalities were found ex-
cept low levels of proteins C and S which
would be rechecked after warfarin discon-
tinuation.

Discussion
Intracranial venous sinus thrombosis (CVST) is
an infrequent condition with a variety of
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causes. Most reported cases have been adult
women. CVST presents with a wide spectrum
of symptoms and signs. Chief complaints are
headache, vomiting, transient visual obstruc-
tion, focal or generalized seizures, lethargy and
coma 2. Headache is the presenting symptom
in 70%-100% of cases. Thunderclap headache,
typical of subarachnoid hemorrhage is re-
ported in more than 10% of cases 3. Seizures
and hemiparesis, possible manifestations of
subarachnoid hemorrhage, occur in about one
thirds of cases with CVST 4. Cerebral edema,
venous infarction, and unexplained intracere-
bral hemorrhage are among the possible con-
sequences of CVST 5. Rarely, CTscan may
show a subarachnoid hemorrhage 4 ¢. Patients
with CVST may, as in our case, present with
both clinical and radiologic features which
mimic an acute subarachnoid hemorrhage
from a bleeding aneurysm. Subarachnoid
hemorrhage in the course of CVST might arise
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from the rupture of a dilated tributary vein of
an involved sinus, with the same mechanism
as for venous intracerebral hemorrhage ¢. The
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from the rupture of the right Sylvian vein. The
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anticoagulants even when a hemorrhage is
present 7. There was no known risk factor in
this patient. There was low levels of C and S
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into account as a rare, albeit possible, cause of
subarchnoid hemorrhage. It is important to
establish whether subarachnoid hemorrhage is
due to CVST, as this requires a completely dif-
ferent treatment from subarachnoid hemor-
rhage due to a leaking aneurysm.
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