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Thrombosis of the Lateral Transverse Sinus
With Papilledema
8-year-old boy developed a documented middle ear infection of
right ear. He was treated with amoxicillin. Two days later,
he developed headache and vomiting. Corticosporin ear drops were
added to his drug therapy. Twelve days later, he developed horizon¬
tal diplopia. An allergy to amoxicillin was suspected, and therapy
with a combination of sulfamethoxazole and trimethoprim was begun
with some relief of his headache and earache. Two weeks later, an
ophthalmologist noted bilateral disc swelling and macular exúdate.
Results of magnetic resonance imaging of the head were normal, and
a viral cause of the bilateral sixth-nerve palsies and bilateral
neuroretinitis was suspected. Ten weeks after the initial ear infec¬
tion, the patient's ocular problems showed no improvement. He ar¬
-^- the

rived at our institution for further evaluation.
Best corrected visual acuity was 20/30 OD and 20/40 OS. Color vi¬
sual acuity was normal in the right eye and decreased in the left eye.
Visual fields showed an enlarged blind spot with moderate-to-severe
depression in both eyes, with the depression in the left eye being
greater than that in the right eye (Figs 1 through 4). Pupils were
sluggish, and a 1 + afferent pupillary defect was present in the left
eye. The patient showed 35-prism diopter esotropia and decreased
lateral gaze in both eyes. Fundus examination revealed massive
papilledema in both eyes, with protein around the disc and macular
exúdate (Figs 5 and 6). Opening pressure at lumbar puncture was
greater than 530 mm Hg. A second magnetic resonance imaging scan
showed a clot in the lateral sinus (Fig 7).
Thrombosis of the lateral (transverse) sinus was diagnosed. A
lumboperitoneal shunt was placed. Papilledema resolved, and the
patient had normal discs with only slight pallor 4 weeks thereaf¬
ter, although extensive peripapillary lipid in the posterior pole
remained. He is now orthophoric. His visual fields have also

Fig 7.— Magnetic resonance imaging with gadolinium. The lateral si¬
nus on the right side does not fill with intravenous contrast (arrow).

dramatically improved.
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This patient's condition was misdiagnosed as bilateral vi¬
ral sixth-nerve palsies, and he suffered progressive visual
field loss because of severe papilledema resulting from later¬
al sinus thrombosis and increased intracranial pressure. Any
child with an ear infection and subsequent onset of lateral
rectus paresis with papilledema should be considered to have
lateral transverse sinus thrombosis.1 Frequent follow-up

quantitative perimetry is essential for any patient with
papilledema. The marked difference between automated and
kinetic perimetry demonstrates statokinetic dissociation,
which is a well-known phenomenon in optic nerve pathology.
Steven M. Cohen, MD
John L. Keltner, MD
Sacramento, Calif
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Figs 1 through 4.—Humphrey and Goldmann visual fields. Both eyes
show enlarged blind spots. Moderate-to-severe peripheral depres¬
sion was present on automated perimetry, with greater depression in
the left eye than the right. The depression was not well seen on Goldmann visual fields because of statokinetic dissociation. Left eye
demonstrated nasal step on kinetic perimetry.

Figs
vere

5 and 6.—Fundus photographs of right and left eyes show
papilledema and hard macular exudates.
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