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Abstract

Background: Cerebral Sinovenous Thrombosis (CSVT) is a frequent pathology associated with a wide range of causative factors and non-specific 
clinical symptoms which need a timely diagnosis and adequate therapy.

Objective: To describe the imaging features of CSVT.

Material and methods: We review the role of various diagnostic modalities in the management of CSVT. Besides, various mimics and pitfalls in 
imaging of these cases are described.

Results and conclusion: Imaging plays a key role in the early diagnosis and management of CSVT cases.
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Introduction
CSVT is a frequent pathology associated with a wide range of 

causative factors and non-specific clinical symptoms. The projected 
annual incidence is 2 to 7 cases per million population [1]. We 
briefly review the underlying pathophysiology, causes, and clinical 
presentation in CSVT, followed by a radiologic approach to the 
investigations and management.

Etiopathogenesis

The Superior Sagittal Sinus (SSS) is most frequently involved 
(66.7%), followed by the lateral and sigmoid sinuses [2,3]. The 
causative factors in CSVT are numerous and can be broadly divided 
into local or systemic factors. Local factors are related to the inherent 
or mechanical conditions of the intracranial veins or venous sinuses, 
which alter the venous flow and may predispose to the development 
of thrombosis. Common examples include neoplastic infiltration, 
regional infection such as mastoiditis, or injury caused by trauma. 
Systemic factors may affect the blood flow and dynamics or pertain to an 
underlying systemic illness. Examples include oral contraceptive use 
and pregnancy/puerperium, which alter the hormonal homeostasis 
and lead to a hypercoagulable state. Various systemic illnesses 

such as dehydration, sepsis, connective tissue disorders can lead to 
hypercoagulable states. Hematological conditions such as protein 
S and C deficiencies, factor V Leiden mutation, antiphospholipid 
syndrome, and vasculitis can contribute to a thrombogenic state. 
Nevertheless, in nearly 25% of cases, no cause may be identified and 
are termed as idiopathic [2].

Parenchymal changes can occur secondary to the increased 
venous pressure in thrombosed vessels, especially if the collateral 
pathway is insufficient. However, if suitable venous collaterals are in 
existence, parenchymal changes may partially or entirely resolve [4-
6].

Clinical presentation

The clinical presentation can range from asymptomatic to severe 
encephalopathy, coma, or death. The more common neurological 
features at presentation are acute-onset headache, focal neurological 
deficits, seizures, raised intracranial pressure, irritability, and altered 
consciousness. Parenchymal involvement is more commonly 
associated with focal neurological deficits and seizures. Intracranial 
hypertension is seen in up to 22-40% of patients with CSVT. Hence, 
CSVT must be excluded in patients with unexplained intracranial 
hypertension [4].



Indian Journal of Applied Radiology Shashank Raj, et al.

Citation: Raj S, Bhatia V, Bhatia P, Joshi M, Saini AG, et al. Imaging in Cerebral Sinovenous Thrombosis. Indian J Appl Radiol. 2021;7(1): 157.
02

Imaging techniques

Non-contrast computed tomography (NCCT): NCCT is the 
screening imaging technique of choice in these patients as they 
commonly have a non-specific clinical presentation. The most 
crucial radiological clue is the ‘dense clot sign’ (Figure 1), which is 
visualized as a hyperattenuating thrombus in the occluded sinus [7]. 
However, it may be seen in only 25% of the cases. Altered attenuation 
of venous sinuses may be seen in dehydration, elevated hematocrit, 
or adjacent subarachnoid or subdural hemorrhage. The physiological 
increase in sinus attenuation can be differentiated from CSVT by 
comparing it with the arterial attenuation value. The ‘cord sign’ 
symbolizes the thrombus of a cortical vein/sinus and is visualized 
as a linear hyperdensity along the cortical vein (Figure 2). Ancilliary 
signs include venous infarction involving the subcortical region 
with sparing of the cortex [8]. It does not correspond to any specific 
arterial territory. Hemorrhage may appear hyperdense within the 
infarcted parenchyma (Figure 3). The location of the infarct can give 
a fair idea about the venous structure involved. For example, superior 
sagittal sinus often leads to parenchymal changes in the parasagittal 
position (Figure 4). Vein of Labbe thrombosis involves the temporal 
lobe (Figure 4), and deep venous system involvement leads to the 
infarction of thalami, and basal ganglia, including the internal capsule 
(Figure 4).

CT venography

CT venography is a notable imaging procedure for detecting 
CSVT [9]. It is considered even superior to conventional TOF MR 
venography. The thrombus is seen as a filling defect in the dural 
venous sinus along with enhancement along the periphery which 
likely results from the development of collaterals and is described 
as an “empty delta sign” (Figure 1). Additionally, 20% of cases show 
enhancement of the tentorium as well as falx which is probably 
secondary to venous stasis and hyperemia [9]. However, a normal 
NCCT or CECT does not exclude the diagnosis of CVT (false negative 
in 10-30%) and MR venography needs to be carried out in case of 
strong clinical suspicion.

MRI

MRI is considered to be a more sensitive modality for the 
detection of CVTas compared to NCCT. Non-visualization of flow 
void along with altered SI in the venous sinus is the principal finding 
of CVT (Figure 5). The SI of the thrombus on T1WI and T2WI is 
dependent on the age of the thrombus which in turn is dictated by 
the paramagnetic effect of hemoglobin breakdown products [10,11].

An acute venous thrombus may simulate the signal of a normal 
flow void (Figure 6). Therefore, contrast-enhanced MRV or CTV is 
usually important to attain the diagnosis at this stage. The thrombus 
in the subacute stage is seen in ~ 55 % of the patients at presentation 
and is the easiest state at which MR can detect a thrombus as SI of 
the sinus is most distinct as compared to that in a normal flow state 
(Figure 6) [12]. MR black blood thrombus imaging technique is a 
3D variable flip angle TSE T1W technique that quells the signal in 
the normal vessel and demonstrates the thrombus as a hyperintense 
signal. Table 1 shows the relative signal of the thrombus at various 
stages on conventional sequences.

Figure 1: (a) Axial NCCT image shows hyperdense thrombus in SSS (black 
arrow) known as “dense clot” or “delta sign”. (b) Axial CTV in the same 
patient shows filling defect (white arrow) in the SSS outlined by enhancing 
dura called “empty delta sign”.

Figure 2: Axial NCCT head (a) showing linear hyperdensity along the left 
transverse sinus (black arrows) called “cord sign” b. Axial CTV image (b) in 
the same case shows filling defect (white arrows) in the left Transverse sinus 
s/o thrombosis.

Figure 3: Axial NCCT head shows haemorrhagic venous infarct in left 
temporoparietal region.

As many as 15% of patients with CVT may have chronic 
thrombus with incomplete recanalization and may possess a 
diagnostic challenge at MR images (Figure 7) [11]. Marked 
enhancement may be observed in the thrombus that can resemble 
the typical enhancement of a normal sinus [13]. It presumably results 
from intrinsic vascularization of the organized thrombus having 
intrinsic vascularisation. Therefore, enhancing the sinus does not 
unavoidably signify patency and it should be correlated with the MR 
venography. SWI ((Susceptibility weighted)/Gradient Recalled Echo 
(GRE) sequences are very sensitive in detecting blood breakdown 

Table 1: Venous thrombus appearance on routine MRI.

RBC product stage T1 T2
Acute (0-5 days) Deoxy-Hemoglobin Isointense Hypointense

Subacute (6-15 days) Meth-Hemoglobin Hyperintense Hyperintense
Chronic (>15 days) Hemosiderin Isointense Iso/Hyperintense
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products and play an important role in diagnosing CVT especially 
cortical vein thrombosis [11]. Presence of paramagnetic products 
like deoxyhemoglobin and meth-Hb in the thrombus yield blooming 
artifact in the venous segments that are thrombosed. SWI/GRE is 
more important in acute thrombosis where the SI may falsely be 
normal as discussed earlier. Well delineated tubular hypointensity on 
SWI also suggests cortical vein thrombosis which can be persistent 
for weeks and can be associated with underlying cortical/subcortical 
WM petechial hemorrhages along with sulcal SAH (Figure 8).

Few studies have also evaluated the role of DWI in CVT [14]. 
Diffusion restriction has been demonstrated in 41% of patients with 
CVT. It has also been seen that in patients with diffusion restriction 
complete recanalization was less frequent and the duration of clinical 
symptoms way longer.

Kalita et al evaluated the role of CVT score, which was computed 
giving 1 point for each thrombosed sinus and 3 points for SSS. They 
demonstrated that the CVT score did not correlate with clinical 
severity and risk factors. Additionally, there was no relation of CVT 
score with death and 6 months outcome [15].

MR venography

The most commonly used technique is TOF MR venography 
which is based on the occurrence of flow-related enhancement of spins 
inflowing into an imaging slice. The 2D TOF technique is preferred 

Figure 4: a. Axial NCCT scan showing left temporal lobe infarct (thick white 
arrow) suggestive of vein of labbe thrombosis b. Axial CTV in the same 
patient shows filling defect in left TS, Vein of labbe and left sigmoid sinus 
(curved arrow) s/o thrombosis. c. Axial NCCT head showing b/l basal ganglia 
and thalamic edema (black star) d. Saggital CTV in the same case shows 
filling defect in the straight sinus and ICV (black arrows)s/o thrombosis. e. 
Axial NCCT head shows hyperdense thrombus (white arrow) in the SSS and 
SS with subtle edema (white star) in left frontoparietal white matter f. Axial 
CTV in the same patient shows filling defect involving the SSS (white arrow).

Figure 5: Sagittal T1WI shows loss of normal flow void in the SSS s/o sinus 
thrombosis.

Figure 6: Axial T1WI (a) shows isodense clot in the SSS (white arrow)which 
in the same patient appears hypointense (white arrow) on T2WI (b) and 
mimics a normal flow void s/o acute thrombus. Note the haemorrhage with 
surrounding vasogenic edema in the right frontal lobe (c) Axial T1WI shows 
hyperintense clot (black arrow)in the SSS s/o subacute thrombus d. Axial 
T2WI in the same patient shows the hyperintense (black arrow) sub acute 
thrombus in the SSS.

Figure 7: a. Axial T2WI shows hyperintense signal (thin white arrow) within 
the SSS. b. Axial T1WI in the same case shows the isointense thrombus 
9black arrow) in SSS which on T1PC. c. shows partial recanalization 
(thick white arrow). Findings represent partially recanalized chronic SSS 
Thombosis. Note the cortical laminar necrosis in the left temporoparietal 
region.

Figure 8: Axial SW image (a) showing tubular hypointensities s/o cortical 
vein thrombosis along the left temporal sulci (white arrows) with associated 
subcortical haemorrhages.The thrombosed cortical vein is hyperintense on 
T1w (b) image (black arrow).
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over the 3D TOF technique. It has reduced sensitivity to signal loss 
from saturation effect experienced in 3D technique in which a volume 
of the image is obtained concurrently by phase encoding in the slice 
select direction. Another technique i.e., phase contrast MRV is also 
uncommonly used due to its reliance on operator-dependent velocity 
encoding parameters.

These 2D techniques show the most sensitivity to blood flowing 
perpendicular to the plane of acquisition. Conversely, blood flowing 
within the plane of the acquisition can lead to saturation resulting 
in loss of signal, a known pitfall of TOF MRA. To negate this effect, 
acquisition in an oblique plane is advantageous. Contrast-enhanced 
MRV utilizes the T1 shortening effect of gadolinium and helps in 
improved visualization of smaller vessels as well as venous sinuses 
as there is a reduction in the artefactual absence of flow due to 
turbulence, in-plane, or slow flow [16].

According to ACR appropriateness criteria MR venography 
+/- intravenous contrast is the investigation of choice in a patient 
suspected of having CVT with a rating score of 9 followed by CT 
venography with a score of 8 [17].

Parenchymal changes in CVT

In addition to the delineation of vessels on MRI, parenchymal 
lesions related to CVT are also depicted better on MR imaging as 
compared to CT. Focal parenchymal edema is visible on CT in ~8% 
versus 25% cases on MRI [13,18,19]. DWI plays an important role in 
differentiating vasogenic edema (which shows increased ADC values) 
from the cytotoxic type of edema (shows reduced ADC values). 
It has been shown that patients with decreased ADC values more 
commonly demonstrate parenchymal sequalae whereas in subjects 
with increased ADC values there may be a complete or near-complete 
resolution as these are mere because of venous hypertension [20]. 
Hemorrhage may or may not be associated with both types of edema. 
Parenchymal enhancement is also seen in 1-29 % of cases which 
is classically gyral and may also involve the adjacent WM. It likely 
occurs secondary to damage to the blood-brain barrier (Figure 3) [2]. 

The role of MR perfusion has also been studied in cases of CVT 
although the data is scarce. The most common finding in a study was 
increased MTT with normal rCBV in the areas drained by thrombosed 
vein [21]. The MTT also showed resolution with treatment on follow up.

A study by Khandelwal et al. [3], in which they compared CTV 
and MRV, concluded that there is a significant correlation between 
these techniques. Considering MRVas a gold standard, CT had good 
sensitivity and specificity of around 75-100%. In another study by Issar 
et al. MRI was able to detect sinus and parenchymal abnormalities in 
100 and 52% as compared to NCCT which was able to diagnose these 
abnormalities in only 36 and 42% respectively [22].

Deep venous occlusion 

It is not uncommon and can be observed in ~ 16 to 20 % of 
CVT cases. Clinically these patients present with rapidly progressive 
deterioration of the sensorium and signs of raised ICT and can 
mimic encephalitis [23,24]. Most striking imaging finding is thalamic 
vasogenic edema which can be seen in 76% of CT and 86% of MR 
images (Figure 4) [23]. This edema may extend to involve caudate 
as well as deep WM. The thrombus may also be visualized on MR 
images in ICV, VOG, or straight sinus. 19% of cases may also show 
thalamic hemorrhage and mortality rates being ~ 22 to 37% [23].

Causes of CVT Mimics and Chameleons
CVT Chameleons (Misleading Signs Concealing CVT)

NCCT

- Lack of increased attenuation of a thrombosed sinus. It can 
occur if the imaging is delayed [25].

- Hyperdense sinus might not be seen due to volume averaging 
and is most commonly encountered in transverse sinus.

- Hypoplastic dural sinus can be difficult to discern in the 
background of a hyperdense skull even if thrombosed. It is a frequent 
finding in which there can be a partial or complete absence of one of 
the TS. More commonly right TS is bulkier as compared to the left. In 
about 59% of cases, left TS is atretic (20%) or hypoplastic (39%) [26]. 
CT may be supportive in these asymmetric sinuses as congenitally 
hypoplastic TS/SS would have smaller jugular foramina or sigmoid 
sinus grooves. “Gibraltar sign” was proposed by Pettersson et al to aid 
in the diagnosis of a dominant TS with a very high PPV. The junction 
of SSS with the calvarium on axial images shows a resemblance to 
the Rock of Gibraltar. The direction of the slope of the groove points 
towards the dominant TS and the opposite side may be hypoplastic 
[27].

CT venography

The high density of the thrombus sometimes makes it invisible 
against the background contrast enhancement.

Partially recanalized chronic thrombus

Thrombus with vascularity, may enhance and become isodense 
to sinus.

MRI

An acute thrombus may mimic flow void as discussed earlier.

Enhancement of the chronic sinus thrombus due to vascularity.

Signal shine through of the thrombus. It occurs due to the T1 
shortening effect of the thrombus. The thrombosed segment of the 
sinus shows intermediate SI on TOF MRV falsely appearing as that of 
normal sinus flow. However, it shows a lesser intense signal than the 
other patent veins. Correlation with source images as well as T1 and 
T2 sequences is of paramount importance.

CVT Mimics

NCCT: Sinuses are normally slightly hyperdense in infants and 
young children (Figure 9). It is due to higher hematocrit values than 
in adults as well as lower brain attenuation. 

High hematocrit can cause hyperdense sinus. Arteries in these 
patients also show raised attenuation which is an important clue.

CECT: Fenestrations and arachnoid granulations. Arachnoid 
granulation may mimic thrombus and are most frequent in the 
lateral part of TS where the vein of Labbe enters the TS (Figure 10) 
[28]. However, their round shape &small extent along the dural sinus 
differentiates them from thrombus. On MRI they show CSF signal 
intensity.

High or asymmetric bifurcation of the superior sagittal sinus. 
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In about 20% of patients with a high bifurcation of SSS can give a 
“pseudo delta sign” which mimics sinus thrombosis. A similar sign 
can be seen in head trauma on NCCT images (Figure 11).

MRI: SI of a venous sinus may imitate thrombus on SE MR 
sequences. The prime causes are decreased flow velocity, in-plane 
flow& entry slice phenomenon which results in a lack of expected 
flow void [29]. It is particularly a common finding in children <2 years 
of age. Slow flow phenomenon more commonly involves left TS, SS, 
and jugular bulb likely secondary to physiological compression by left 
brachiocephalic vein during the respiratory cycle [30].

MR venography 

Saturation effect due to in-plane flow or decreased flow velocity 
results in signal loss Hypoplasia/atresia (Figure 12). 

Inferior saturation band used to saturate arterial signal can also 
saturate the cephalad blood flow in the anterior and middle part of 
the SSS and can lead to signal loss.

Management
Medical management 

Systemic anticoagulation and hydration is the cornerstone 
of treatment. Anticoagulation aims at preventing thrombus 
propagation rather than dissolving it. A randomized trial consisting 
of 20 patients revealed significantly improved outcomes in CVT 
patients who received heparin, even in the coexistence of ICH 
[31]. Recommendation of the European federation of neurological 
societies [32]:

Administration of oral anticoagulants for at least 3 months if 
CVT is due to a transient risk factor.

In the case of mild thrombophilia or “heterozygous” factor V 
Leiden or prothrombin G20210A mutation, anticoagulants need to 
be given for 6 to 12 months.

In the case of recurring CVT or a patient with severe 
thrombophilia like protein C and S mutation, “homozygous” factor V 
Leiden mutation, antiphospholipid antibody, anticoagulation should 
be continued for an indefinite period. 

Deep venous involvement along with parenchymal hemorrhages 
if associated with CVT is regarded as poor prognostic factors.

Endovascular management

Mechanical Thrombectomy (MT) and administration of 
thrombolytics are the endovascular options for CVT (Figure 13). 
Indications include: -

-Patients having neurological deterioration despite 
anticoagulation and hydration

- Patients in whom anticoagulation is contraindicated

- Patients with ongoing intractable headache [33]

In a study including 52 patients having CVT, MT along with 

Figure 9: Axial NCCT Head shows hyperdensity (arrow) in the SSS in 
a young child which occurs due to higher hematocrit and lower brain 
attenuation.

Figure 10: CTV showing round filling defect in the right TS s/o arachnoid 
granulation.

Figure 11: Coronal NCCT Head in a child with subdural hematoma which 
layers along dura (black arrow) leading to empty delta sign (white arrow) on 
NCCT (not CECT).

Figure 12: Hypoplastic left TS & Sigmoid sinus which appears thrombosed 
due to signal loss on 2D TOFMRV. 3D post contrast MPRAGE image shows 
normal enhancement.
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urokinase injection lead to complete and partial recanalization of the 
thrombus in 87% and 6% respectively [34].

Several non-randomized studies to compare endovascular 
therapy and systemic anticoagulants have shown that the results with 
endovascular therapy are at par with that of intravenous heparin 
[35,36].

References
1.	 Stam J (2003) Cerebral venous and sinus thrombosis: incidence and causes. 

Adv Neurol 92: 225-232.

2.	 Leach JL, Fortuna RB, Jones BV, Gaskill-Shipley MF (2006) Imaging of 
cerebral venous thrombosis: current techniques, the spectrum of findings, 
and diagnostic pitfalls. Radiographics 26 Suppl 1: S19-41.

3.	 Khandelwal N, Agarwal A, Kochhar R, Bapuraj JR, Singh P, et al. (2006) 
Comparison of CT venography with MR venography in cerebral sinovenous 
thrombosis. AJR Am J Roentgenol 187: 1637-1643.

4.	 Masuhr F, Mehraein S (2004) Cerebral venous and sinus thrombosis: patients 
with a fatal outcome during intravenous dose-adjusted heparin treatment. 
Neurocrit Care 1: 355-361.

5.	 Rother J, Waggie K, van Bruggen N, de Crespigny AJ, Moseley ME (1996) 
Experimental cerebral venous thrombosis: evaluation using magnetic 
resonance imaging. J Cereb Blood Flow Metab 16: 1353-1361.

6.	 Yuh WT, Simonson TM, Wang AM, Koci TM, Tali ET, et al. (1994) Venous 
sinus occlusive disease: MR findings. AJNR Am J Neuroradiol 15: 309-316.

7.	 Virapongse C, Cazenave C, Quisling R, Sarwar M, Hunter S (1987) The 
empty delta sign: frequency and significance in 76 cases of dural sinus 
thrombosis. Radiology 162: 779-785.

8.	 Poon CS, Chang JK, Swarnkar A, Johnson MH, Wasenko J (2007) 
Radiologic diagnosis of cerebral venous thrombosis: pictorial review. AJR 
Am J Roentgenol 189(6 Suppl): S64-S75.

9.	 Ozsvath RR, Casey SO, Lustrin ES, Alberico RA, Hassankhani A, et al. (1997) 
Cerebral venography: comparison of CT and MR projection venography. AJR 
Am J Roentgenol 169: 1699-1707.

10.	Favrole P, Guichard JP, Crassard I, Bousser MG, Chabriat H (2004) Diffusion-
weighted imaging of intravascular clots in cerebral venous thrombosis. Stroke 
35: 99-103.

11.	Selim M, Fink J, Linfante I, Kumar S, Schlaug G, et al. (2002) Diagnosis 
of cerebral venous thrombosis with echo-planar T2*-weighted magnetic 
resonance imaging. Arch Neurol 59: 1021-1026.

12.	Hinman JM, Provenzale JM (2002) Hypointense thrombus on T2-weighted 
MR imaging: a potential pitfall in the diagnosis of dural sinus thrombosis. Eur 
J Radiol 41: 147-152.

13.	Dormont D, Sag K, Biondi A, Wechsler B, Marsault C (1995) Gadolinium-
enhanced MR of chronic dural sinus thrombosis. AJNR Am J Neuroradiol 
16: 1347-1352.

14.	Casey SO, Alberico RA, Patel M, Jimenez JM, Ozsvath RR, et al. (1996) 
Cerebral CT venography. Radiology 198: 163-170.

15.	Kalita J, Singh VK, Jain N, Misra UK, Kumar S (2019) Cerebral Venous Sinus 
Thrombosis Score and its Correlation with Clinical and MRI Findings. J Stroke 
Cerebrovasc Dis 28: 104324.

16.	Farb RI, Scott JN, Willinsky RA, Montanera WJ, Wright GA, et al. (2003) 
Intracranial venous system: gadolinium-enhanced three-dimensional MR 
venography with auto-triggered elliptic centric-ordered sequence--initial 
experience. Radiology 226: 203-209.

17.	Expert Panel on Neurologic I, Salmela MB, Mortazavi S, Jagadeesan 
BD, Broderick DF, et al. (2017) ACR Appropriateness Criteria((R)) 
Cerebrovascular Disease. J Am Coll Radiol 14: S34-S61.

18.	Bergui M, Bradac GB (2003) Clinical picture of patients with cerebral venous 
thrombosis and patterns of dural sinus involvement. Cerebrovasc Dis 16: 
211-216.

19.	Ferro JM, Correia M, Rosas MJ, Pinto AN, Neves G (2003) Cerebral Venous 
Thrombosis Portuguese Collaborative Study Group. Seizures in cerebral vein 
and dural sinus thrombosis. Cerebrovasc Dis 15: 78-83.

20.	Ducreux D, Oppenheim C, Vandamme X, Dormont D, Samson Y, et al. 
(2001) Diffusion-weighted imaging patterns of brain damage associated with 
cerebral venous thrombosis. AJNR Am J Neuroradiol 22: 261-268.

21.	Doege CA, Tavakolian R, Kerskens CM, Romero BI, Lehmann R, et al. (2001) 
Perfusion and diffusion magnetic resonance imaging in human cerebral 
venous thrombosis. J Neurol 248: 564-571.

22.	Issar P, Chinna S, Issar SK (2017) Evaluation of Cerebral Venous Thrombosis 
by CT, MRI and MR Venography. J Assoc Physicians India 65: 16-21.

23.	Crombe D, Haven F, Gille M (2003) Isolated deep cerebral venous thrombosis 
diagnosed on CT and MR imaging. A case study and literature review. JBR-
BTR 86: 257-261.

24.	von Mering M, Stiefel M, Brockmann K, Nau R (2003) Deep cerebral venous 
sinus thrombosis often presents with neuropsychologic symptoms. J Clin 
Neurosci 10: 310-312.

25.	Linn J, Pfefferkorn T, Ivanicova K, Muller-Schunk S, Hartz S, et al. (2009) 
Noncontrast CT in deep cerebral venous thrombosis and sinus thrombosis: 
comparison of its diagnostic value for both entities. AJNR Am J Neuroradiol 
30: 728-735.

26.	Alper F, Kantarci M, Dane S, Gumustekin K, Onbas O, et al. (2004) Importance 
of anatomical asymmetries of transverse sinuses: an MR venographic study. 
Cerebrovasc Dis 18: 236-239.

27.	Pettersson DR, McLouth JD, Addicott B, Pollock JM, Barajas RF (2018) 
The Gibraltar Sign: An Anatomic Landmark for Predicting Transverse Sinus 
Dominance Laterality on Conventional MRI. J Neuroimaging 28: 99-105.

28.	Provenzale JM, Kranz PG (2011) Dural sinus thrombosis: sources of error in 
image interpretation. AJR Am J Roentgenol 196: 23-31.

29.	Rodallec MH, Krainik A, Feydy A, Helias A, Colombani JM, et al. (2006) 
Cerebral venous thrombosis and multidetector CT angiography: tips and 
tricks. Radiographics 26 Suppl 1: S5-S18.

30.	Tanaka T, Uemura K, Takahashi M, Takehara S, Fukaya T, et al. (1993) 
Compression of the left brachiocephalic vein: cause of high signal intensity 
of the left sigmoid sinus and internal jugular vein on MR images. Radiology 
188: 355-361.

Figure 13: 50 year male with history of seizure and headache. Axial NCCT 
(a) image shows presence of thrombosed SSS with hemorrhagic venous 
infarct in left parietal lobe. DSA lateral view venous phase (b) shows non 
opacified superior saggital sinus (black arrows). DSA lateral view image (c) 
shows presence of aspiration catheter (thick white arrow) and Angioplasty 
balloon ( thick black arrow). Final DSA lateral view image (d) shows 
significant recanalization (black arrows) of the SSS post thromoaspiration 
and angioplas.

https://pubmed.ncbi.nlm.nih.gov/12760187/
https://pubmed.ncbi.nlm.nih.gov/12760187/
https://pubmed.ncbi.nlm.nih.gov/17050515/
https://pubmed.ncbi.nlm.nih.gov/17050515/
https://pubmed.ncbi.nlm.nih.gov/17050515/
https://pubmed.ncbi.nlm.nih.gov/17114562/
https://pubmed.ncbi.nlm.nih.gov/17114562/
https://pubmed.ncbi.nlm.nih.gov/17114562/
https://pubmed.ncbi.nlm.nih.gov/16174934/
https://pubmed.ncbi.nlm.nih.gov/16174934/
https://pubmed.ncbi.nlm.nih.gov/16174934/
https://pubmed.ncbi.nlm.nih.gov/8898711/
https://pubmed.ncbi.nlm.nih.gov/8898711/
https://pubmed.ncbi.nlm.nih.gov/8898711/
https://pubmed.ncbi.nlm.nih.gov/8192079/#:~:text=In venous sinus occlusive disease,signal on T2%2Dweighted images.
https://pubmed.ncbi.nlm.nih.gov/8192079/#:~:text=In venous sinus occlusive disease,signal on T2%2Dweighted images.
https://pubmed.ncbi.nlm.nih.gov/3809494/
https://pubmed.ncbi.nlm.nih.gov/3809494/
https://pubmed.ncbi.nlm.nih.gov/3809494/
https://pubmed.ncbi.nlm.nih.gov/18029905/
https://pubmed.ncbi.nlm.nih.gov/18029905/
https://pubmed.ncbi.nlm.nih.gov/18029905/
https://pubmed.ncbi.nlm.nih.gov/9393193/#:~:text=The systematic comparison of imaging,as compared with MR venography.
https://pubmed.ncbi.nlm.nih.gov/9393193/#:~:text=The systematic comparison of imaging,as compared with MR venography.
https://pubmed.ncbi.nlm.nih.gov/9393193/#:~:text=The systematic comparison of imaging,as compared with MR venography.
https://pubmed.ncbi.nlm.nih.gov/14699171/
https://pubmed.ncbi.nlm.nih.gov/14699171/
https://pubmed.ncbi.nlm.nih.gov/14699171/
https://pubmed.ncbi.nlm.nih.gov/12056941/
https://pubmed.ncbi.nlm.nih.gov/12056941/
https://pubmed.ncbi.nlm.nih.gov/12056941/
https://pubmed.ncbi.nlm.nih.gov/11809544/#:~:text=Conclusion%3A Hypointense appearance of thrombus,sequences to avoid this pitfall.
https://pubmed.ncbi.nlm.nih.gov/11809544/#:~:text=Conclusion%3A Hypointense appearance of thrombus,sequences to avoid this pitfall.
https://pubmed.ncbi.nlm.nih.gov/11809544/#:~:text=Conclusion%3A Hypointense appearance of thrombus,sequences to avoid this pitfall.
https://pubmed.ncbi.nlm.nih.gov/7677038/
https://pubmed.ncbi.nlm.nih.gov/7677038/
https://pubmed.ncbi.nlm.nih.gov/7677038/
https://pubmed.ncbi.nlm.nih.gov/8539371/
https://pubmed.ncbi.nlm.nih.gov/8539371/
https://pubmed.ncbi.nlm.nih.gov/31422004/#:~:text=CVST score did not correlate,papilloedema%2C and frontal lobe lesion.
https://pubmed.ncbi.nlm.nih.gov/31422004/#:~:text=CVST score did not correlate,papilloedema%2C and frontal lobe lesion.
https://pubmed.ncbi.nlm.nih.gov/31422004/#:~:text=CVST score did not correlate,papilloedema%2C and frontal lobe lesion.
https://pubmed.ncbi.nlm.nih.gov/12511691/
https://pubmed.ncbi.nlm.nih.gov/12511691/
https://pubmed.ncbi.nlm.nih.gov/12511691/
https://pubmed.ncbi.nlm.nih.gov/12511691/
https://pubmed.ncbi.nlm.nih.gov/28473091/
https://pubmed.ncbi.nlm.nih.gov/28473091/
https://pubmed.ncbi.nlm.nih.gov/28473091/
https://pubmed.ncbi.nlm.nih.gov/12865607/
https://pubmed.ncbi.nlm.nih.gov/12865607/
https://pubmed.ncbi.nlm.nih.gov/12865607/
https://pubmed.ncbi.nlm.nih.gov/12499715/
https://pubmed.ncbi.nlm.nih.gov/12499715/
https://pubmed.ncbi.nlm.nih.gov/12499715/
https://pubmed.ncbi.nlm.nih.gov/11156766/
https://pubmed.ncbi.nlm.nih.gov/11156766/
https://pubmed.ncbi.nlm.nih.gov/11156766/
https://pubmed.ncbi.nlm.nih.gov/11517997/
https://pubmed.ncbi.nlm.nih.gov/11517997/
https://pubmed.ncbi.nlm.nih.gov/11517997/
https://pubmed.ncbi.nlm.nih.gov/29322704/
https://pubmed.ncbi.nlm.nih.gov/29322704/
https://pubmed.ncbi.nlm.nih.gov/14651078/
https://pubmed.ncbi.nlm.nih.gov/14651078/
https://pubmed.ncbi.nlm.nih.gov/14651078/
https://pubmed.ncbi.nlm.nih.gov/12763334/
https://pubmed.ncbi.nlm.nih.gov/12763334/
https://pubmed.ncbi.nlm.nih.gov/12763334/
https://pubmed.ncbi.nlm.nih.gov/19213820/
https://pubmed.ncbi.nlm.nih.gov/19213820/
https://pubmed.ncbi.nlm.nih.gov/19213820/
https://pubmed.ncbi.nlm.nih.gov/19213820/
https://pubmed.ncbi.nlm.nih.gov/15273441/#:~:text=These results suggested that transverse,of suspected dural sinus thrombosis.
https://pubmed.ncbi.nlm.nih.gov/15273441/#:~:text=These results suggested that transverse,of suspected dural sinus thrombosis.
https://pubmed.ncbi.nlm.nih.gov/15273441/#:~:text=These results suggested that transverse,of suspected dural sinus thrombosis.
https://pubmed.ncbi.nlm.nih.gov/28722200/
https://pubmed.ncbi.nlm.nih.gov/28722200/
https://pubmed.ncbi.nlm.nih.gov/28722200/
https://pubmed.ncbi.nlm.nih.gov/21178043/
https://pubmed.ncbi.nlm.nih.gov/21178043/
https://pubmed.ncbi.nlm.nih.gov/17050519/
https://pubmed.ncbi.nlm.nih.gov/17050519/
https://pubmed.ncbi.nlm.nih.gov/17050519/
https://pubmed.ncbi.nlm.nih.gov/8327678/
https://pubmed.ncbi.nlm.nih.gov/8327678/
https://pubmed.ncbi.nlm.nih.gov/8327678/
https://pubmed.ncbi.nlm.nih.gov/8327678/


Indian Journal of Applied Radiology Shashank Raj, et al.

Citation: Raj S, Bhatia V, Bhatia P, Joshi M, Saini AG, et al. Imaging in Cerebral Sinovenous Thrombosis. Indian J Appl Radiol. 2021;7(1): 157.
07

31.	Einhaupl KM, Villringer A, Meister W, Mehraein S, Garner C, et al. (1991) 
Heparin treatment in sinus venous thrombosis. Lancet 338: 597-600.

32.	Einhaupl K, Stam J, Bousser MG, De Bruijn SF, Ferro JM, et al. (2010) EFNS 
guideline on the treatment of cerebral venous and sinus thrombosis in adult 
patients. Eur J Neurol 17: 1229-1235.

33.	Ferro JM, Canhao P, Stam J, Bousser MG, Barinagarrementeria F, et al. 
(2004) Prognosis of cerebral vein and dural sinus thrombosis: results of the 
International Study on Cerebral Vein and Dural Sinus Thrombosis (ISCVT). 
Stroke 35: 664-670.

34.	Li G, Zeng X, Hussain M, Meng R, Liu Y, et al. (2013) Safety and validity of 
mechanical thrombectomy and thrombolysis on severe cerebral venous sinus 
thrombosis. Neurosurgery 72: 730-738.

35.	Smith AG, Cornblath WT, Deveikis JP (1997) Local thrombolytic therapy in 
deep cerebral venous thrombosis. Neurology 48: 1613-1619.

36.	Wasay M, Bakshi R, Kojan S, Bobustuc G, Dubey N, et al. (2001) 
Nonrandomized comparison of local urokinase thrombolysis versus systemic 
heparin anticoagulation for superior sagittal sinus thrombosis. Stroke 32: 
2310-2317.

https://pubmed.ncbi.nlm.nih.gov/1679154/
https://pubmed.ncbi.nlm.nih.gov/1679154/
https://pubmed.ncbi.nlm.nih.gov/20402748/
https://pubmed.ncbi.nlm.nih.gov/20402748/
https://pubmed.ncbi.nlm.nih.gov/20402748/
https://pubmed.ncbi.nlm.nih.gov/14976332/
https://pubmed.ncbi.nlm.nih.gov/14976332/
https://pubmed.ncbi.nlm.nih.gov/14976332/
https://pubmed.ncbi.nlm.nih.gov/14976332/
https://pubmed.ncbi.nlm.nih.gov/23313983/
https://pubmed.ncbi.nlm.nih.gov/23313983/
https://pubmed.ncbi.nlm.nih.gov/23313983/
https://pubmed.ncbi.nlm.nih.gov/9191776/
https://pubmed.ncbi.nlm.nih.gov/9191776/
https://pubmed.ncbi.nlm.nih.gov/11588319/
https://pubmed.ncbi.nlm.nih.gov/11588319/
https://pubmed.ncbi.nlm.nih.gov/11588319/
https://pubmed.ncbi.nlm.nih.gov/11588319/

	Title
	Abstract 
	Introduction 
	Causes of CVT Mimics and Chameleons 
	Management
	References
	Table 1
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6
	Figure 7
	Figure 8
	Figure 9
	Figure 10
	Figure 11
	Figure 12
	Figure 13

