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Thrombosis of the supraorbital ophthalmic vein

Trombóza horní orbitální žíly
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Dear editor,

With an incidence of 3–4/ 1,000,000 persons 

per year, superior ophthalmic vein thrombo-

sis (SOVT) is a rare and serious pathological 

process of the orbit [1]. Its primary clinical 

manifestation is sudden and painful exoph-

thalmos in addition to chemosis and con-

junctival congestion [2,3]. SOVT can also be 

a secondary symptom of septic and asep-

tic conditions, e. g., orbital cellulitis in para-

nasal sinusitis [1,2], septic thrombosis of the 

cavernous sinus, vascular malformations, To-

losa-Hunt syndrome, or tumours of the orbit 

and cavernous sinus [3]. Imaging methods 

are principally used for the dia gnosis.

The possible systemic risk factors are hy-

percoagulant conditions, infl ammation, and 

systemic malignancies [1,2,4].

Thrombosis of the supraorbital vein in 

connection with varices of the orbit is even 

rarer than SOVT – we could only fi nd eight 

described cases so far. The aetiology is not 

clear; primary varices are congenital and 

typically manifested during the second 

and third decades of life whereas the sec-

ondary often result from retrograde fi lling 

in vascular malformations, e. g., carotid cav-

ernous fi stula or intracranial arteriovenous 

malformation [5,6].

A 36-year-old woman was referred to 

our department with a history of a day-

long painful swelling of the right upper eye-

lid with exophthalmos. The patient also de-

scribed an intermittent feeling of “my eyes 

popping out of my head” during the Vals-

alva manoeuvre, laughter, or trunk bending. 

A more detailed interview revealed the sup-

pression of olfactory and gustatory percep-

tion during the Valsalva manoeuvre, which 

had been long investigated and moni-

tored in the neurological outpatient de-

partment. This was followed up by a psy-

chiatrist as a converse disorder. She was 

a non-smoker and the medication received 

was non-thrombogenic.

A dominant protrusion of the right eye and 

dilatation of episcleral vessels were revealed. 

The anterior segment was without pathol-

ogy. No relative aff erent pupillary defect was 

observed in both eyes. The patient presented 

with diplopia and moderate pain when look-

ing towards the upper-right quadrant. Right 

eye protrusion reached 6 mm (Exopthal-

mometry: 28-105-22) (Fig. 1). The posterior 

segment showed upper-limit excavation of 

the optic nerve (0.35 c/ d). The best corrected 

visual acuity (BCVA) was 6/ 12 in both eyes was 

found. Intraocular pressure was 25 mmHg in 

the right eye and 18 mmHg in the left one. 

Full-field perimetry revealed a concentric 

narrowing with a preserved central sector 

in the range of 10–20 degrees. CT and MRI 

showed no corresponding CNS correlation. 

A below normal bilateral reduction of the 

retinal nerve fi bre layer (RNFL) was observed 

in the temporal quadrant through optical 

coherence tomography. Further laboratory 

testing revealed a slight increase in C-Reac-

tive Protein (CRP) (12.65 mg/ L). A total blood 

cell count analysis excluded the possibility 

of leucocytosis and the patient was afebrile. 

Other tests, including thyroid gland hor-

mone analysis, were within normal range.

CTA of the head revealed a markedly de-

veloped vascular structure in the right orbit 

pushing the eye ventrally. The brain MRI con-

fi rmed thrombosis of a varicose supraorbital 

vein in the right side; the left section of this 

varicose vein showed greater development 

without any blockage (Fig. 2A). 

In cooperation with a haematologist, 

an anticoagulant low-molecular-weight 

heparin (LMWH) therapeutic strategy was 

adopted, followed by additional dia gnostic 

tests for existing thrombophilic conditions, 

in that the lupus anticoagulant test was pos-

itive. The patient was indicated for life-long 

anticoagulant warfarin therapy. 

Throughout the hospitalization period, 

the maximal measured protrusion of the 

right eye was 8 mm (Exophthalmometry: 

30-105-22). Gradual regression was appar-

ent after the administration of anticoagu-

lant therapy. On day 6, the protrusion was 

diminished by 4 mm and the acute compli-

cations abating BCVA remained unchanged.

Fig. 1. Protrusion of the right bulbus.
Obr. 1. Protruze pravého bulbu.
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Follow-up examination after one month 

did not reveal any diff erence in ocular pro-

trusion. After six months, another brain MRI 

was performed showing bilateral varicose 

vein development and dilated venous struc-

tures; however, all signs of thrombosis were 

now absent (Fig. 2B). Progressive atrophy of 

the optic nerve was observed bilaterally, but 

BCVA remained unchanged.

We present a rare case of SOVT with typ-

ical symptoms developed from varices of 

the supraorbital vein in the right orbit and 

a thrombophilic condition. Thanks to its 

early detection, the patient was success-

fully treated with LWMH anticoagulant ther-

apy [6]. The varices of the orbit are mostly 

asymptomatic and thrombosis of the varix 

may be the initial manifestation of an undia-

gnosed asymptomatic varix [7].

Varices are typically characterized by in-

termittent exophthalmos, often triggered 

by the Valsalva manoeuvre or other similar 

stimuli [8,9]. Our case report describes pre-

viously unrecognized orbital varices in as-

sociation with intermittent exophthalmos, 

which were belittled due to the psychiatric 

anamnesis of the patient. 

The clinical symptoms of SOVT are sec-

ondary to the impaired venous drainage, 

i.e., swelling of the eyelids, chemosis of the 

conjunctiva, dilatation of the episcleral ves-

sels, exophthalmos with limited movability 

of the eye, diplopia, and decreased visual 

acuity [1]. Our patient manifested only some 

typical symptoms of impaired venous drain-

age. This can be explained by the early de-

tection and therapy. 

Advanced stages of the disease such as in-

creased venous pressure in the orbit could 

lead to the central retinal vein occlusion or 

secondary glaucoma [4]. Atrophy of the 

optic nerve can be a late complication of un-

treated thrombosis [9].  

Correct dia gnosis of orbital varices is fre-

quently achieved through brain MRI [9]. 

There is no guideline for SOVT therapy. In 

aseptic cases, anticoagulant LWMH therapy 

can be administered. Intravenous antibio tics 

in combination with LWMH are administered 

in all septic cases [1,10]. The use of corticos-

teroids is controversial. In aseptic aetiology, 

a high dose of steroids can be administered 

during the initial stage with subsequent shift 

to oral treatment. In contrast, septic SOVT 

with an abscess of the orbit requires surgi-

cal drainage [10]. 

In our patient, we opted for conserva-

tive treatment with LWMH and no antibio-

tics. The patient improved after a couple of 

days of treatment. Most orbital varices with 

no apparent thrombosis are treated con-

servatively, often using prismatic correction 

in the treatment of diplopia. Surgery is indi-

cated only in cases of optic nerve compres-

sion and painful recurrent thrombosis [8,9]. 

In this case, we assume that thrombosis was 

the result of blood accumulation in the varix 

and a thrombophilic condition. 
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Fig. 2. (A) Transverse T2-weighted MRI scan shows thrombosis of the supraorbital vein 
and varices in the right orbit and presence of varices in the left orbit. (B) Transverse post-
contrast T1-weighted MRI scan shows bilateral orbital varices with no signs of thrombo-
sis 6 monhts after treatment. 
Obr. 2. (A) Transverzální T2 vážený snímek MR ukazuje trombózu supraorbitální žíly 
a varixů v pravé orbitě a přítomnost varixů v levé orbitě. (B) Transverzální postkontrastní 
T1 vážený snímek MR ukazuje bilaterální orbitální varixy bez známek trombózy 6 měsíců 
po léčbě.
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