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Cerebral venous sinus thrombosis in pediatric population —
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ABSTRACT

Cerebral venous sinus thrombosis (CVST) is a rare neurological disorder in the pediatric population. It occurs in children
of all ages; nevertheless, newborns and infants younger than three months represent up to 43% of cases. The etiology is
multifactorial, often encompassing various predisposing conditions. An early and accurate diagnosis and well-chosen
treatment are crucial for better outcomes. The process of diagnosis might cause several difficulties as the symptoms tend
to be non-specific. In different age groups the neurological signs may vary, and thus elongate the time between the first
contact with the doctor and the initiation of treatment. What is more, there is no marker that is suitable in this diagnostic
course. Due to such difficulties, different neuroimaging techniques such as cranial ultrasound, magnetic resonance
imaging, and magnetic resonance venography should be used. CVST might lead to severe neurological and cognitive
complications. Fortunately, appropriate treatment can help lower the mortality rate and prevent those complications.
In this paper, we summarize the current knowledge of CVST in children.
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STRESZCZENIE

Zakrzepica zatok zylnych mézgowia (cerebral venous sinus thrombosis — CVST) to rzadkie, ale powazne schorzenie
neurologiczne w populacji pediatrycznej. Wystepuje u dzieci w kazdym wieku, ale noworodki i niemowlgta ponizej
trzeciego miesigca zycia stanowia nawet do 43% przypadkow. Etiologia tego schorzenia jest wieloczynnikowa, obej-
muje wiele ré6znych predysponujacych stanow i chorob. Wezesna i doktadna diagnoza oraz dobrze poprowadzona terapia
sa kluczowe dla uzyskania lepszych wynikoéw leczenia. Proces diagnostyki moze by¢ utrudniony z powodu niespecy-
ficznych objawow. W réznych grupach wickowych objawy moga si¢ r6znic¢, co moze si¢ przyczynia¢ do wydluzenia
czasu pomigdzy pierwszym kontaktem z lekarzem a zainicjowaniem leczenia. Ponadto nie ma aktualnie Zadnego mar-
kera, ktory mogltby zosta¢ uzyty w celu postawienia diagnozy. Z powodu tych trudnosci w diagnostyce zakrzepicy
u dzieci w zaleznosci od wieku pacjenta stosuje si¢ odmienne techniki neuroobrazowania, takie jak ultrasonografia
przezczaszkowa, rezonans magnetyczny lub wenografia rezonansu magnetycznego. CVST moze powodowaé powazne
neurologiczne i kognitywne powiklania. Na szczgécie odpowiednio poprowadzone leczenie moze obnizy¢ wskaznik
$miertelno$ci, a takze zapobiec tym powiktaniom. W niniejszej pracy podsumowano aktualng wiedze¢ na temat CVST

u dzieci.

SLOWA KLUCZOWE

udar, pediatria, antykoagulanty, upo$ledzenie funkcji poznawczych

INTRODUCTION

Cerebral venous sinus thrombosis (CVST) is an
uncommon but potentially serious condition in the
pediatric population. It accounts for less than 1% of
strokes in children [1]. CVST is characterized by
thrombus formation in the intercranial venous system.
Blood clots can form in different sinuses. Therefore, the
symptoms and disease presentation vary between
individual patients, without any specific clinical signs.
According to the study by deVeber et al. [2], the
estimated annual incidence rate of CVST is 0.67 per
100 children. They stated that neonates account for
nearly half of the CVST cases. There are indeed more
recent studies where the proportion of neonates is
lower. However, there is a high possibility that their
prevalence is underestimated. Because of the
oligosymptomatic course of the disease, lacking
neurological signs, the diagnosis of CVST is often not
raised in this age group [3].

CVST is a multifactorial disease arising from various
medical conditions, such as infections, metabolic
causes, thrombophilia and neoplasm [4]. Often more
than one factor leads to the development of the
disease. The diagnosis of the disease is based on
neuroimaging studies. Imaging techniques used in
CVST include computed tomography scan, magnetic
resonance imaging, venography and cranial ultrasound.
The imaging modalities are chosen based on the
patient’s age [5]. The management strategies involve
anticoagulation therapy, whose purpose is to stop the
thrombus enlargement and dissolve it. Anticoagulation
therapy can be administered at any age, with special
caution in the youngest patients. A multidisciplinary
approach involving pediatricians, neurologists, and
hematologists is crucial for optimal outcomes. Further
research is needed to enhance our understanding of this
condition and improve therapeutic strategies for
affected children.

MATERIAL AND METHODS

For the search of articles, PubMed and EMBASE
databases were used, as well as references from
relevant articles and internet sources. The search terms
included “CVST children”, “CVST pediatric”,
“cerebral venous sinus thrombosis children”, “CVST
diagnosis children”, and “CVST treatment children”.
We excluded articles older than 2001, and regarding the
diagnosis and treatment, stricter inclusion criteria were
used — only studies from 2019 to July 2024 were
included.

DISCUSSION

Risk factors

The conditions associated with an increased risk for
CVST differ between pediatric and adult patients.
The most common risk factors in children are
dehydration, infections, such as mastoiditis or
meningitis, and head trauma. Other less common, but
equally significant causes are malignancies, especially
acute lymphoblastic leukemia, systemic lupus
erythematosus, and inherited thrombophilia.
Nonetheless, in the neonate subgroup, the most
frequent factors were maternal thrombophilia,
respiratory distress, mechanical ventilation, perinatal
asphyxia, and meconium aspiration [6]. What is more,
there are studies suggesting that anemia or
inflammatory bowel disease are linked to CVST
development [7,8,9].

Diagnosis

CVST s a serious clinical condition that might be
found in patients of every age. Regarding a recent
pediatric health information system database study,
more than 17% of the hospitalizations concerned
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neonates. It is crucial to have a better understanding of
CVST in neonatal patients as they often present fewer
symptoms and thus the diagnosis is hindered. Some of
the newborns might present encephalopathic symptoms
and seizures, however, predominantly the symptoms
are non-specific. When compared to older children,
congenital heart disease and sepsis are more common
in CVST patients, which might contribute to higher
mortality rates in this population [3]. What is more,
usually, contrary to older children, no signs of
increased intracranial pressure are found in newborns
[1,3]. On the other hand, regarding some recent studies,
the most commonly reported symptoms in older
children are drowsiness (87.5% of the patients),
seizures followed by headache (50%), headaches
(62.5%), fever (46%) and vomiting (43%) [10,11].
Furthermore, decreased consciousness and headache
without another apparent cause in young patients might
indicate a need for further examination to confirm or
exclude CVST [11]. What is more, head trauma may
pose another diagnostic difficulty owing to a similar
presentation of symptoms. Notably, headaches related
to isolated CVST tend to be more diffuse and to
progress over days, while a change in the characteristics
of the pain suggests another underlying cause or
complication. Thus, it is crucial to stay alert, especially
in pediatric patients after head injury [12].

There is a study suggesting that low hemoglobin and
anemia might be used as a biomarker in pediatric CVST
as a positive association of anemia with multiple sinus
involvement was revealed in a retrospective study.
Unfortunately, there is not enough research to assess
whether those laboratory findings might be commonly
used in the diagnosing process [8]. Since there is no
specific CVST marker, imaging techniques are
essential in the management of CVST patients,
especially newborns. The imaging modalities remained
similar in both age groups, nevertheless, the neonates
were examined by means of head ultrasound more
often, while CT without contrast was less common [3].
According to one study, an attenuation of the affected
sinus is increased in patients with CVST on the
computed tomography, and consequently, increased
densitometric values are present in the site of venous
thrombosis [13].

Furthermore, in most cases, magnetic resonance with
angiography in venous time is believed to be sufficient
to confirm CVST. Numerous studies found that the
sagittal and transverse sinus are some of the most
frequent sites of neonatal CVST, while more than half
of the infant population presented multiple sinus
involvement [14].

Treatment

In the available recent literature, most children are
treated using anticoagulation (65-97%) [15,16,17].
Enoxaparin and unfractionated heparin (UFH) are
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reported to remain the first choice of CVST treatment
in both neonates and older children, while direct oral
anticoagulants (DOACs) were used rather only in older
patients [3]. Debates are still ongoing on whether
anticoagulation is a safe therapeutic option, especially
among newborns because of hemorrhagic risk. On the
other hand, a recent study revealed that this therapy was
initiated in 82% without complications [1]. Moreover,
in another study, none of the treated infants, including
those with pre-treatment hemorrhage, suffered from
a worsened or new hemorrhage [14]. Anticoagulation
seems to be associated with a lower risk of severe
neurological and cognitive impairment since children
treated with anticoagulants had better outcomes at the
follow-up, including long-term complications [18].
What is more, in the study carried out by Sutter et al.
[19], almost half of the patients treated with
anticoagulation presented complete recanalization on
imaging, and more than /5 had partial recanalization.
Notably, none of those patients suffered from adverse
events resulting from this therapy.

In some cases, additional treatment might be needed,
especially when other clinical conditions are present.
A study of 35 children with papilledema in association
with CVST revealed that all of them required
acetazolamide and/or lumbar puncture aside from
anticoagulation [15]. Importantly, some CVST patients
might require endovascular therapy. The most frequent
indications include worsening of Glasgow Coma Scale
(GCS) and other symptoms despite anticoagulation.
Complete resolution of the symptoms and the complete
recanalization associated with it can be achieved in
more than half of this patient group [17].

Neurological complications and outcomes

A cross-sectional analysis by Proafio et al. [20]
evaluated the outcomes of children with CVST. They
found that the median age was 8 years, and the highest
prevalence was observed in neonates. Long-term
neurological complications were reported in 40-60% of
the survivors, while % of the children suffered a stroke.
The children who had a stroke as a complication of
CVST were more likely to require mechanical
ventilation and had increased mortality. According to
Teksam et al. [21], ischemic and hemorrhagic brain
injuries are very common complications of CVST,
especially in neonates and infants, which may be
a result of immature compensating mechanisms.
However, the brain lesions observed in imaging studies
were smaller in the neonates compared to the older
children.

Another study investigated 42 children diagnosed with
CVST. Three patients died quickly due to CVST, and
two patients died later. The follow-up for the survivors
ranged from 6 months to 10 years. The researchers
found that %/ of the children developed neurological
complications or cognitive difficulties. Less than 5% of
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this population suffered from permanent hemiparesis,
7% had reduced visual acuity and 5% had epilepsy.
Y3 of the children were diagnosed with idiopathic
intracranial hypertension (I1H), however, no children
diagnosed with cognitive dysfunction developed I1H.
It was also established that a favorable cognitive
outcome was observed more often in older children,
those without parenchymal lesions. Later and/or
sigmoid sinus involvement also resulted in better
cognitive outcomes, albeit it increased the risk of
IIH [22].

A study from 2009 by Mallick et al. [23] supports the
above findings. The follow-up ranged from 5 months to
6 years and during its period 9% of the patients died.
In the remaining children, more than /53 developed
IIH. Less than 10% of the children had residual
hemiparesis and only one child had residual sixth nerve
palsy.

DeVeber et al. [2] reviewed the medical records of
160 children, 69 of whom were newborns, and assessed
the neurological outcome in 143 of them. From the
beginning of CVST to the last follow-up neurological
deficits were present in 38% of the children. The most
common neurological deficits were motor impairment
present in 80% of cases, cognitive impairment in 10%,
developmental delay in 9%, speech impairment in 6%
and visual impairment also in 6%. Moreover, other
neurological deficits occurred in 26% of the patients.

Seizures

Other frequently present neurological complications
are seizures since they might be observed in 15-25%
during follow-up (newborns accounted up to 57%)
[2,14]. The occurrence of infarction in all the age
groups and the occurrence of seizures as a symptom
of CVST were the two main factors associated with
adverse neurological outcomes. What is more, as
mentioned before, seizures may not only be
complications, but also one of the symptoms of
CVST in children. In a 2020 study, twenty-four
children were enrolled into a one year follow-up,
assessing seizure recurrence, the use of antiepileptic
medications, the diagnosis of epilepsy and the Engel
score. On admission 37.5% of this group suffered from
acute seizures, while after one year a quarter of the
patients were diagnosed with epilepsy. Unfortunately,
there are no clinical predicting factors, and thus further
research is still needed to better understand and prevent
serious neurological complications [24].

Cognitive impairment

Compared to the previously mentioned studies, in
a study by De Schryver et al. [25], the percentage of

children with neurological deficits and cognitive
impairments after CVST appears to be much lower.
In their study during a follow-up evaluation of
12 children, only one of them presented with mild
impairment of skilled movements, while the rest of the
patients had no neurological abnormalities. In most of
the children cognitive development was assessed. The
measured intelligence scores were average or above
average. Mild cognitive problems were found in less
than 20% of this group: difficulty with written language
and diminished cognitive efficiency. The assessment of
cognitive development was not possible in two children
due to their young age and insufficient language skills.
Similar results were observed in a study by
Hetherington et al. [26] where the children achieved
a mean intelligence score slightly below average

(97.81Q).

Infants

Christensen et al. [14] collected medical records of
26 preterm infants, a group previously not included in
any of the studies. The median gestational age was 34.9
and the median birth weight was 2400 g. 50% of the
pre-term infants showed no neurological impairment
during follow-up. Nonetheless, 25% of the children
developed mild-moderate impairment and 25% severe
impairment.  According to the authors, the
neurocognitive outcomes were not favorable, which
may be related to brain parenchymal lesions in most of
the patients. Furthermore, another recent study
indicates that newborns not only need longer hospital
stays but also have higher mortality rates compared to
older children [3].

CONCLUSIONS

CVST presents a diagnostic challenge for many
clinicians. Its diverse etiology and lack of specific
symptoms, especially in younger patients, delays the
diagnosis or even leaves the thrombus unrecognized.
CVST is a severe diagnosis with a possibility of serious
neurological complications or even death. Therefore,
it is important to raise vigilance among healthcare
professionals. On the other hand, the use of imaging
techniques is usually sufficient to make a proper
diagnosis. Although there are running discussions on
the safety and dose of anticoagulation medicaments,
it seems that this therapy enables physicians to achieve
favorable outcomes. Unfortunately, taking the rarity of
this condition into consideration, there is still not
enough literature on this subject in the pediatric
population. Further research is essential to asses all the
aspects of the disease.

15



ANN. ACAD. MED. SILES. (online) 2025, 79, 12-16

Author’s contribution

Study design — A. Dabrowska, J. Mastalerz, M. Szyszka

Data collection — A. Dabrowska, J. Mastalerz, M. Szyszka
Manuscript preparation — A. Dabrowska, J. Mastalerz, M. Szyszka
Literature research — A. Dabrowska, J. Mastalerz, M. Szyszka

Final approval of the version to be published — A. Dabrowska, J. Mastalerz, M. Szyszka

REFERENCES

1. MoraR., Ibarra L., Olivera V., Rosas M., Cibils L., Baltar F. et al. Venous
and cerebral sinus thrombosis in newborns and children. [Article in Spanish].
Medicina 2023; 83 Suppl 4: 95-101.

2. deVeber G., Andrew M., Adams C., Bjornson B., Booth F., Buckley D.J.
et al. Cerebral sinovenous thrombosis in children. N. Engl. J. Med. 2001;
345(6): 417-423, doi: 10.1056/NEJM200108093450604.

3. He J, Montanez N.A., Fraser S., Barnett A., Silos C., Smith K. et al.
Increased neonatal mortality and increasing rate of cerebral venous sinus
thrombosis in hospitalized children: A pediatric health information system
database study. Blood 2023; 142(Supplement 1): 133.

4. Klaassen I.L.M., Lauw M.N., Fiocco M., van der Sluis I.M., Pieters R.,
Middeldorp S. et al. Venous thromboembolism in a large cohort of children
with acute lymphoblastic leukemia: Risk factors and effect on prognosis. Res.
Pract. Thromb. Haemost. 2019; 3(2): 234-241, doi: 10.1002/rth2.12182.

5.  Kersbergen K.J., Groenendaal F., Benders M.J.N.L., de Vries L.S.
Neonatal cerebral sinovenous thrombosis: neuroimaging and long-term
follow-up. J. Child Neurol. 2011; 26(9): 1111-1120, doi:
10.1177/0883073811408090.

6. Filip C., Zonda G.I., Vasilache I.A., Scripcariu I.S., Vicoveanu P., Dima
V. et al. Neonatal cerebral sinovenous thrombosis and the main perinatal risk
factors — A retrospective unicentric study. Children 2022; 9(8): 1182, doi:
10.3390/children9081182.

7. Hashmi M., Wasay M. Caring for cerebral venous sinus thrombosis in
children. J. Emerg. Trauma Shock 2011; 4(3): 389-394, doi: 10.4103/0974-
2700.83870.

8. MoizB., Altaf S., Devi Ukrani R., Arif A., Akbar I. et al. Low hemoglobin
as a biomarker for paediatric sinus thrombosis [abstract LPB0124]. Res. Pract.
Thromb. Haemost. 2021; 5(Suppl 2, €12589): 582, doi: 10.1002/rth2.12589.
9. Gandhi J., Mages K., Kucine N., Chien K. Venous thromboembolism
in pediatric inflammatory bowel disease: A scoping review. J. Pediatr.
Gastroenterol. Nutr. 2023; T77(4): 491-498, doi:
10.1097/MPG.0000000000003889.

10. Cornelius L.P., Elango N., Jeyaram V.K. Clinico-etiological factors,
neuroimaging characteristics and outcome in pediatric cerebral venous sinus
thrombosis. Ann. Indian Acad. Neurol. 2021; 24(6): 901-907, doi:
10.4103/aian.AIAN_221_21.

11. Kotani S., Fujiwara G., Fuji K., Maekawa T., Ogita S., Goto Y. et al.
Clinical features of pediatric patients with cerebral venous sinus thrombosis
after isolated head trauma. J. Neurosurg. Pediatr. 2024; 34(3): 286-292, doi:
10.3171/2024.4.PEDS24109.

12. Alghamdi S., AlMayahi J., Bagais A., AlOraimi L., Al.-Rashidi Q.,
Al-Saadi T. Cerebral venous sinus thrombosis in pediatrics with closed head
injury: A systematic review and meta-analysis. Indian J. Neurotrauma 2024;
21(2): 118-124, doi: 10.1055/s-0044-1778730.

13. Romano A., Rossi-Espagnet M.C., Pasquini L., Di Napoli A., Dellepiane
F., Butera G. et al. Cerebral venous thrombosis: a challenging diagnosis; A new
nonenhanced computed tomography standardized semi-quantitative method.
Tomography 2022; 8(1): 1-9, doi: 10.3390/tomography8010001.

16

14. Christensen R., Krishnan P., deVeber G., Dlamini N., MacGregor D.,
Pulcine E. et al. Cerebral venous sinus thrombosis in preterm infants. Stroke
2022; 53(7): 22412248, doi: 10.1161/STROKEAHA.121.037621.

15. Sun J.A., Estrela T., Gise R. Clinical course and visual outcomes of
papilledema in pediatric cerebral venous sinus thrombosis. Am. J. Ophthalmol.
2024; 263: 126-132, doi: 10.1016/j.aj0.2024.02.001.

16. Zhang X., Qiu D., He J., Gao Z., Zheng L., Yan Q. et al. Clinical
characteristics and anticoagulation effects of cerebral venous sinus thrombosis
in children. Chin. J. Neurosurg. 2023; 39(10): 1015-1019, doi:
10.3760/cma.j.cn112050-20221108-00517.

17. Fung A., Hudson G., Anil S. (1497) Endovascular treatment of cerebral
venous sinus thrombosis in children: a scoping review. Arch. Dis. Child. 2021;
106(Suppl 1): A394.

18. Felling R.J., Hassanein S.M.A., Armstrong J., Aversa L., Billinghurst L.,
Goldenberg N.A. et al. Treatment and outcome of childhood cerebral
sinovenous thrombosis. Neurol. Clin. Pract. 2020; 10(3): 232-244, doi:
10.1212/CPJ.0000000000000720.

19. Sutter P.A., Anderson M.G., Sahyouni R., Plonsker J., Ravindra V.M.,
Gonda D.D. et al. Anticoagulation for the treatment of septic cerebral venous
sinus thrombosis in the setting of pediatric sinogenic and otogenic intracranial
infections. Neurosurg. Focus 2023; 55(4): E8, doi: 10.3171/2023.7.FO-
CUS23374.

20. Proaifio J.S., Martinez P.A., Sendi P., Totapally B.R. Characteristics and
outcomes of children with cerebral sinus venous thrombosis. Neurocrit. Care
2023; 39(2): 331-338, doi: 10.1007/s12028-023-01765-7.

21. Teksam M., Moharir M., deVeber G., Shroff M. Frequency and
topographic distribution of brain lesions in pediatric cerebral venous
thrombosis.  Am. J. Neuroradiol. 2008; 29(10): 1961-1965, doi:
10.3174/ajnr.A1246.

22. Sébire G., Tabarki B., Saunders D.E., Leroy ., Liesner R., Saint-Martin
C. et al. Cerebral venous sinus thrombosis in children: risk factors,
presentation, diagnosis and outcome. Brain 2005; 128(Pt 3): 477-489, doi:
10.1093/brain/awh412.

23. Mallick A.A., Sharples P.M., Calvert S.E., Jones R.W.A., Leary M., Lux
A.L. et al. Cerebral venous sinus thrombosis: a case series including
thrombolysis. ~ Arch.  Dis. Child. 2009; 94(10): 790-794, doi:
10.1136/adc.2008.154708.

24. Mineyko A., Kirton A., Billinghurst L., Tatishvili N.N., Wintermark M.,
deVeber G. et al. Seizures and outcome one year after neonatal and childhood
cerebral sinovenous thrombosis. Pediatr. Neurol. 2020; 105: 21-26, doi:
10.1016/j.pediatrneurol.2019.08.012.

25. De Schryver E.L., Blom I., Braun K.P., Kappelle L.J., Rinkel G.J., Peters
A.C. et al. Long-term prognosis of cerebral venous sinus thrombosis in
childhood. Dev. Med. Child Neurol. 2004; 46(8): 514-519, doi:
10.1017/50012162204000866.

26. Hetherington R., Tuff L., Anderson P., Miles B., deVeber G. Short-term
intellectual outcome after arterial ischemic stroke and sinovenous thrombosis
in childhood and infancy. J. Child Neurol. 2005; 20(7): 553-559, doi:
10.1177/08830738050200070201.





