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Abstract
Cavernous sinus thrombophlebitis, a rare but serious disease, is infectious in most cases. The notion of a neglected or 

late-treated ORL sphere infectious focus is frequently found. The diagnosis, in front of a classically noisy picture, must evoke 
the diagnosis without delay and trigger the indication of radiological exploration which, correlated to the clinical signs, makes 
it possible to confirm the diagnosis and to urgently initiate a therapeutic protocol including antibiotic therapy. broad spectrum 
and anticoagulant treatment associated with general measures.

We report the case of post infectious cavernous sinus thrombophlebitis (maxillary sinusitis, ethmoid) in a 66-year-old 
male patient who presented a manipulated boil 8 days ago of his admission the patient consulted the emergency room for 
atypical headache, palpebral edema with exophthalmos, pain in the left orbital region in a febrile context with impaired general 
condition. The indication of the cerebral tomography made it possible to confirm the diagnosis of sinus-cavernous attack, and 
to support the cerebro-meningeal complications. Appropriate treatment has made it possible to curb this serious neurovascular 
damage to the base of the skull of infectious ORL sphere and dermatological origin.

Conclusion: Thrombophlebitis of the cavernous sinus is often the translation of an infectious cause, frequently of the O.R.L 
sphere or of the face, neglected or treated late. The clinical picture and computed tomography make it easy to confirm the 
diagnosis.
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Introduction
Cavernous sinus thrombophlebitis, a rare but serious disease, 

is infectious in most cases. The notion of an infectious focus of the 
O.R.L or cutaneous neglected or late treated sphere is frequently 
found. The diagnosis, in front of a classically noisy picture, must 
evoke the diagnosis without delay and trigger the indication for 
computed tomography exploration which, correlated to the clinical 
signs, makes it possible to confirm the diagnosis and to urgently 
initiate a therapeutic protocol including antibiotic therapy. Broad 
spectrum and anticoagulant treatment associated with general 
measures [1].

Patient and Observation
We report the case of a 66-year-old diabetic patient on Anti-

diabetic oral for 18 years poorly followed, who presents for 8 
days of his admission a left jugular boil which was manipulated 
the evolution was marked 3 days later, by l appearance of an 
inflammatory cupboard of the left hemiface with ptosis and 
homolateral left exophthalmos evolving in a context of unencrypted 
fever and deterioration of health Condition, without neurological 
signs associated in particular no meningeal sign. On clinical 
examination, we note the presence of a inflammatory erythematous 
skin lesion of the left hemiface, extending from the cheek to the 
internal angle of the left eye centered by crusting lesions in the 
homolateral jugale (Figure 1 and 2).
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Figure 1: edema and inflammatory erythematous skin lesion of the 
left hemiface associated with a homolateral exophthalmos, front 
view (iconography of our department).

Figure 2: edema and inflammatory erythematous skin lesion of 
the left hemiface associated with a homolateral exophthalmos, side 
view (iconography of our department).

The ophthalmological examination showed a left 
exophthalmos with inflammatory palpebral edema and chemosis, 
eye redness and a decrease in visual acuity on the left side with 
at the back of the eye (funduscopic examination): presence 
of pupillary hyperemia. The biological assessment revealed a 
biological inflammatory syndrome with a CRP at 236.8 mg / l, 
PNN GB hyperleukocytosis: 16,000 elements / mm3. Encephalic 
and facial scanner showed a grade III left exophthalmos with 
dilation of the superior ophthalmic vein, a left cavernous sinus 
widens the site of an opacification defect, filling of the left 
maxillary sinus upstream of a polyploid thickening of the ostio 
region -infundibular with significant densification of the bone 
walls, edematous infiltration of the infra-temporal fossa and of the 
face, the whole evoking a left exophthalmos on a thrombosis of the 
cavernous sinus complicating a chronic maxillary sinusitis. MRI 

with angio-MRI: bulging of the lateral wall of the left cavernous 
compartment which is opacified in a heterogeneous manner with a 
hyposignal aspect of the thrombosed veins. The whole is in favour 
of thrombophlebitis of the left cavernous sinus complicating left 
pansinusitis (Figure 3, 4, 5).

Figure 3: Facial MRI in axial sections showing the appearance of 
maxillary sinusitis.

Figure 4: Facial MRI in axial sections showing the appearance of 
sphenoid sinusitis.

Figure 5: MRI axial slices showing the appearance of 
thrombophlebitis of the cavernous sinus.
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The patient was initially put on triple antibiotic C3G 
(meningeal dose) + Metronidazole + Gentamycin combined 
with an anticoagulant treatment with a curative dose enoxaparin 
(lovenox * 0.6 x 2) then relayed by Acenocomarole (sintron * 4mg) 
is monitored by INR with a therapeutic objective of INR between 
2 and 3. The evolution was marked by clinical improvement 
(regression of exophthalmos with conservation of visual acuity) 
and biological improvement by regression of local and general 
signs and normalization of CRP and INR (Figure 6 and 7).

Figure 6: regression of inflammatory signs and exophthalmos 
after treatment.

Figure 7: regression of inflammatory signs and exophthalmos 
after treatment. Profile view.

Discussion
Cavernous Sinus Thrombophlebitis (CST) is a particularly 

serious condition, the prognosis of which depends on early 
diagnosis and prompt treatment [1]. There are multiple etiologies, 
including: coagulopathies, severe dehydration, tumor invasions, 
cranio-facial trauma, sickle cell disease, otomastoiditis, para-
nasal sinus infection and other severe infections, including severe 
septicaemia [2]. The infectious origin is the most frequent cause, 

the usual route of contamination is therefore of a regional nature, 
sometimes of systemic origin. The warning signs respond to a 
compressive inflammatory phenomenon that obstructs the cranial 
nerves, mainly the oculomotor nerves and the trigeminal nerves, 
as well as the venous system of orbital drainage. The usual 
clinical picture is characterized by the coexistence of ocular signs 
(exophthalmos, ophthalmoplegia, palpebral swelling), localized 
facial pain and headache.

This clinical procession of orientation, by itself, is suggestive 
of a cavernous syndrome. A febrile context, often marked, is 
usually associated with this local symptomatology, which first 
evokes a meningeal infectious syndrome, more so than other signs 
such as photophobia and vomiting, complete the initial picture or 
coexist at the start. The diagnosis of Malignant Staphylococcal 
Disease of the face (MSD) is generally clinical. The gateway is 
generally a boil of the face; the germs being transported by venous 
route. The onset is brutal, by the installation of purplish erythema 
without peripheral bead with an often visible venous network, an 
edema of the face, septicemic state, thrombosis of the cavernous 
sinuses and risk of subarachnoid involvement. General impairment 
is the rule with disturbances of consciousness going to restless 
and febrile coma. Despite a therapeutic arsenal in time, malignant 
staphylococcal disease of the face remains very poor prognosis 
especially in diabetics, only prevention by avoiding any manual 
manipulation of facial lesions could avoid its relentless course.

Thrombophlebitis of the cavernous sinus is linked to a direct 
extension of a thrombophlebitis from the submucosal venous 
networks of the sinus. This extension is favored by the absence of 
valves of the drainage veins in its territories [3]. Thrombophlebitis 
of the cavernous sinus can also occur hematogenously [4]. It 
most commonly affects humans between the ages of 20 and 30 
[5]. The relatively late pneumatization of these sinuses explains 
the rarity of this pathology in children [6]. The clinical signs are 
mainly due to the obstruction of the upper ophthalmic vein: painful 
exophthalmos, chemosis and periorbital edema, this is the case for 
our patient. Paralysis of the oculomotor nerves or the trigeminal 
nerve may be associated [4]. The contralateral side appears late 
and signals the spread of the infection through the inter-cavernous 
sinuses [5]. In fact, the clinical picture of thrombophlebitis of 
the cerebral veins is variable, these symptoms can be isolated or 
associated, minor or major, rendering the diagnostic complex [2, 
3, 5, 6]. In addition to these semiological particularities, the rarity 
of the disease only facilitates diagnostic errors [7].

The delay in diagnosis is linked to the rarity of the disease, 
knowing that the clinical manifestations of sphenoid sinusitis 
are variable and may lack specificity [2, 6, 7]. In our case, the 
infectious syndrome with the deterioration of the general status 
was simply correlated at the start with sinusitis and malignant 
staphylococcal disease of the face. The late diagnosis of CTS 
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was guided by the sudden onset of local ocular and facial signs, 
but without neurological signs indicative of meningoencephalic 
involvement. Staphylococcus aureus is frequently involved in 
sphenoid sinusitis. It is found in 48% of cultures [8]. Its involvement 
in septic thrombosis has been reportedly widened and should 
always be suspected [5]. Other germs such as streptococci and 
Haemophilus influenzae have been reported [5, 9]. Nevertheless, 
the bacteriological examination was negative in 33 to 50% of the 
cases. In our case, no germ was isolated. One of the causes of 
sinusitis complications is antibiotic resistance [6].

Nosocomial sinusitis is generally seen in the midst of 
intensive care and is linked to nasotracheal intubation [10, 11]. 
Computed Tomography (CT) and Magnetic Resonance Imaging 
(MRI) are the main morphological examinations in the diagnosis 
of thrombophlebitis of the cavernous sinus [12]. More accessible 
in emergencies, CT is requested as a first line [13, 14]. It can be 
performed without injecting contrast media. In this case, it shows 
an image of spontaneous hyperdensity linked to the presence of 
a thrombus. Sometimes it is normal despite the presence of an 
authentic TSC [14, 15]. CT with contrast agent injection is more 
sensitive and represents the examination of choice in emergency 
[12, 13]. CT in this case highlights direct signs including a lack 
of opacification, a heterogeneous enhancement or filling of the 
cavernous cavity, enlargement with bulging of its lateral edge with 
sometimes an image of homogeneous opacity of the sphenoid sinus 
and possibly indirect orbital signs (exophthalmos, densification of 
intraorbital fat, dilation of the ophthalmic vein, the clouding of 
which may be incomplete in the event of thrombosis).

The analysis in bone windows of the naso-sinus cavities and 
of the rocks must be systematic. It makes it possible to confirm 
the starting point of the infection and to specify its locoregional 
anatomical extension [3, 6, 13,16]. MRI is currently the gold 
standard because it is more sensitive than CT [15]. The difficulty 
is its reduced availability in emergencies. Consequently, it is 
generally requested as a second intention. MRI is indicated in case 
of doubt, failure of CT or to look for infectious and intracranial 
vascular complications [13]. After injection of contrast medium, an 
enhancement of the non-thrombosed part of the cavernous cavity 
and of the meningeal walls appears [9, 10]. This examination 
allows the detection of intracranial infectious complications 
(extension to the pituitary gland, pachymeningitis, epi or subdural 
empyema, brain abscess) and vascular (thrombosis of other dural 
sinuses, parenchymal arterial and / or venous ischemia) [9, 10]. 
Carrying out an arterial angio-MRI sequence is necessary. It makes 
it possible to look for abnormalities in the internal carotid artery: 
narrowing, occlusion, aneurysmal dilation or carotid-cavernous 
fistula [11, 12].

In our patient, the question arose as to the sphenoid or facial 
origin of the condition. But the overall analysis suggests a much 

more likely facial origin, that is, Staphylococcus aureus. Then there 
is the anatomical logic of the upper palpebral venous drainage 
through the ophthalmic vein initially assuming a thrombophlebitis 
of the facial vein (significant palpebral and facial edema), causing 
the cavernous sinus. The combination of these two locations, 
judged to have a poor prognosis, as is the Glasgow Score less 
than 9, this would explain the particularly desperate course of 
the disease during the few weeks of treatment. The evolution was 
favourable in our patient after medical treatment [2, 8] (Figure 3 
and 4). The treatment of Thrombophlebitis of the cavernous sinus 
is based on intravenous antibiotic therapy, first probabilistic and 
then adapted to the antibiogram [17]. The use of anticoagulants in 
the treatment of CST is a subject of controversy because of the risk 
of onset or worsening of a cerebral hemorrhage, of propagation of 
a septic embolism [1, 4, 18].

Currently, the efficacy of the use of unfractionated heparin 
or Low Molecular Weight Heparin (LMWH) in the acute phase 
followed by oral anticoagulants after stabilization of the disease 
on the reduction of morbidity and mortality is widely reported in 
adults. The principle is to prevent the spread of the thrombus, to 
potentiate the effect of the antibiotic after re-recertification and to 
avoid recurrence. However, the terms of prescription vary from 
one author to another. In adults, the duration of treatment is 3 to 
6 months depending on the case. The prescribed dose is adjusted 
according to the activated partial Thromboplastin Time Ratio (TCA) 
(or the rate of the International Normalized Ratio [INR]) which 
should be 1.5-2.5 and 2-3 respectively [3, 18]. The indications 
for anticoagulant therapy are variable. Some recommend its use 
for any TSC as soon as a cerebral hemorrhage has been ruled out 
by CT [19]. Others reserve its prescription for cases of extensive 
thrombophlebitis despite antibiotic therapy [18].

LMWH was prescribed in our patient at a curative dose with 
a relay by the sintron and a therapeutic objective between 2 and 3. 
The sphenoidotomy by the endoscopic route is sometimes necessary 
[1, 3, 20]. Overall, resuscitation measures could support antibiotic 
therapy in the management of certain cases of thrombophlebitis 
of the cavernous sinus. Surgical treatment is often offered in 
combination with medical treatment. It can be a sphenoidotomy 
in case of sphenoiditis and mastoidectomy in case of mastoiditis. 
Venous cerebral thrombosis previously had a poor prognosis [3]. 
The evolution of TSC is variable with a mortality rate of 0 to 30% 
[5]. Southwick et al reported a mortality rate reaching 30% in the 
1980s [7]. The morbidity rate remains high and it is between 50 
to 60% of cases [5]. The situation has improved considerably in 
recent years, with all-cause mortality at 4.3% in the acute phase, 
while neurological sequelae are observed in 10.6% of cases and 
recurrences in 2 % of cases [10, 2]. Sequelae of decreased visual 
acuity or blindness have been reported. Other authors mention the 
occurrence of ophthalmoplegia, hemiplegia, epilepsy [21-23].
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Conclusion
Cavernous sinus thrombophlebitis developed here in a 

particular area of immunosuppression. It is a priority to make a 
positive diagnosis of the condition in good time, with the support 
of imagery. The overall analysis of this case suggests a facial origin 
much more likely than a sinus etiology of thrombophlebitis of the 
cavernous sinus in our patient.
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