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Bénh an

» Bénh nhan: . Q. X, nam, sinh nam 1973 ( 46 tuoi)
» Dan toc Kinh

» Nghé nghiép: lam ray

» Dia chi: Bak NOng

» Thuan tay phai

» Ngay nhap vién: 12/12/2019



Bénh su

» Céach nhap vién 20 ngay bénh nhan thay dau ving hoc mat (P) va vang tran
thai duong bén (P) dau lién tuc, khéng theo mach dap sau 1-2 ngay thay mat
(P) sup dan va nhin déi. Bénh nhan co di khdm tai miii hong chan doan viém
X0ang, co choc hut xoang nhung tinh trang dau khong cai thién. Tinh trang sup
mi mat (P) ngay cang nhiéu khién mat (P) khéng tu mé duoc, dau va sung
nhiéu ving hoc mat (P) nén bénh nhan di xudng bénh vién mat thanh phd
kham sau do chuyén qua bénh vién Chg Ray diéu tri.

» Trong thoi gian ndy BN khong sot, khdng nghet miii s6 miii, khéng mat mui




Tinh trang IGc nhap vien

» Bénh nhan tinh, tiép xuc tot
» M: 56 lan/ phat, HA 140/90 mmHg, NT: 20 lan/ phut, Nhiét do 37
» Pau sung ving hoc mat (P)+ tran (P), dinh (P)

» Sup mi (P), dong tir (P) 4mm dap tmg kém véi anh sang . Pong tur (T) 2
mm, dap tng tot vdi anh sang

» C4c co quan khac chua ghi nhan bat thuong



Dién tién tir 1G¢ nhap vién dén lic kham
12/12-> 17/12

» Bénh nhan dau ving hoc mat (P) kém vung tran dinh (P) lién tuc
khong sot, khong giam tiét mo hol, song thi ki€u dirng doc

» Triéu chitng dap (g véi truyén methylprenisolon 1g



Tién can

Ban than:

» Chua ghi nhan tién cin bénh ly
Gia dinh:

» Chua ghi nhan bat thuong



Kham tong quét 17/12/2019 (ngay thit 5 sau nhap vién)

» Sinh hiéu 6n
» Tong trang trung binh
» Luoc qua cac co quan: mat (P) sung, an dau, khéng nghe &m thoi



Kham than kinh 17/12/2019( ngay th{r 5 sau nhap vién)

1. Chirc ning than kinh cao cap: binh thuong
2. Tu thé, dang bo: binh thuong
3. 12 day than kinh so



Kham mat

» Sup mi mat (P) hoan toan, 16i mat, khéng
giam tiet mo hol, khong sung huyét két
mac, an dau, khong nghe am thoi

» Dong tir khong déu (P) 16n hon (T), PXAS
dap ung kém bén mat (P)

» Liét II(P), IV(P) ( song thi kiéu dting doc
tang khi nhin xudng dudi vao trong)

» Than kinh van nhan con lai binh thuong
» Soi day mat ?




Kham 12 than kinh so

- Day V: di cam, giam cam giac dau vung V1 bén
(P), van dong ham binh thuong, phan xa giac mac
dap tmg nham mat bén trai, bén phai sup mi hoan
toan nén khong danh gia dugc

- Day so con la1 chua ghi nhan bat thuong



Kham than kinh

» 4. Van dong: suc co déu 2 bén, truong luc co binh thuong
» 5. Phan xa gan xuong: ++

» 6. Cam giac: giam cam glac vung day V1

» 7.Phan xa thap (-)

» 8.Dau mang nao(-)



TOm tat bénh an

» BN nam, 46 tudi, khoi phat bénh 20 ngay véi sup mi mat (P)
» Tri¢u chirng co nang:

- Pau ving hoc mat, tran, dinh (P) lién tuc

- Nhin doi

- Sup mi mat (P) ting ning dan
» Tri¢u chirng thuc thé:

- Sup mi mat (P) hoan toan

- Liét HI(P), IV(P)

- Pau ving 6 mat va ving chi phoi V1



Pat van de

Hoi ching liét nhiéu day so



Chan doan

» Chan doan vi tri
- Xoang hang
- Pinh hdc mat, khe trén 6 mat

» Chan doan nguyén nhan
U
Viém nhiém
Huyét khoi
Mach mau



Bién luan vi tri ton thuong

» Trung ndo: bénh nhan khong co6 yéu Y2 doi bén (Weber), khéng c6 mua giat
d6i bén (Benedikt), khdng c6 run hay that diéu d6i bén (Claude)-> loai
trung nao

» Khoang lién cudng chd bat chéo vai cac mach mau théng sau, ndo sau:
khong nghi do kem liét day 1V

» Xoang hang, khe trén 6 mat, 6 mat: déu gay ra liét nhiéu day so = can
CLS dé giup xac dinh vi tri ton thuong



Nguyéen nhan
» Viém
» Sarcoid, SLE, Wegner, Churg-straus, GCA
« HG1 chiing Tolosa-hunt
« Viém hoc mét vo cin
» Bénh loan ning tuyén giap thé mat
» Nhiém
« Nam Fungi , Mucormycosis, Aspergillosis
« Strep, staph, actinomyces, anaerobes, TB
> U
 Ung thu hach, vOom hong
» latrogenic / Chan thuong
» Mach mau



Nguyen nhan thuong gap

» 1. Khoi u xoang hang

» 2. Chirng phinh dong mach canh trong xoang hang
» 3. Huyét khoi xoang hang

» 4.Sang thuong Viém (ton thuong viém)



A \

Can lam sang

» CLS chan doan: MRI so ndo c6 gado, choc do DNT

» CLS thuong quy:
- CTM, chitc ning gan than, ion do, glucose mau



Két qua can 1am sang
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Két qua doc MRI

u, cudng ndo va ban cau tidu nio hai bén trong gioi han

_Hinh dang va tin hiéu cac cAu trac hanh, ca
kich thuéc # 7 --> 15 mm, giam

binh thuong.

-Tén thuong vung 1éu nio hai bén, lidm ndo sau va xoang hang (P),

tin hidu trén TIW va T2W, bat thuoc Gd dang vidn, kem phil nfo ving cham hai bén

_CAu truc duong gitta khong di léch. HE thong ndo thét trén va dudi 18u thay dugc trén phim trong
gi6i han binh thuong.

-Hep ning dong mach canh trong (1)

-Khong thay bat thuong cac xoang va phﬁ?m meém xung quanh.

Keét luan :
Tén thuong vung léu ndo hai bén, lidm nio sau va xoang hang (P) trén phim nghi viem

Hep nang dong mach canh trong (1)
13:44 Ngay 16 thang 12 nam 2019




Dich nao tuy

» Dinh ndo tuy trong, khong mau, ap luc trung binh

» Té bao: 12 lympho 90%, khong c6 hong cau

» Sinh hoa: Glucose DNT/Mau= 67/ 89 mg/dl ( khong giam)
Protein DNT: 46.76 ( tang nhe)
Cl 121 ( trong g161 han binh thuong)
Bilirubin 0.02 mg/dl ( trong gi61 han binh thudng)

» Nhuom soi khong thay lao nam, vi tring

» PCR lao am tinh



Can lam sang

» C4c xét nghiém khac chua ghi nhan bat thuong



Chan doan

» Viém xoang hang. Td hoi ching Tolosa Hunt ?



Chan doan xac dinh




Picu tn

- biéu tri khang viém: methylprednisolone 500mg 2 chai pha
NaCl 0.9% TTM XXX giot/phut

- Di€u tri1 triéu chirng



Ban luan
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Giai phau hoc cavernous sinus



O Xoang hang dwoc két ndi v&i nhau, cac cau truc tinh mach da k&nh nam & ca hai bén cla sella
turcica v&i tuyén yén bén trong (pituitary gland).

[ Xoang hang kéo dai tir dinh héc mat (orbital apex) dén hang Meckel(Meckel cave).

[ Méi xoang bao gdm cac kénh tinh mach dwoc bao boc béi dura matter va thu thap mau tir cac
tinh mach héc mat trén va dudi, pterygoid plexus(ddm réi xwong cdnh) va tinh mach
Sylvian chay vao superior va inferior petrosal sinuses

O Bén trong xoang hang & dong mach canh trong hang va dam rdi than kinh giao cam (SP).
Trong thanh bén cé cac day than kinh so Ill (oculomotor), IV (trochlear), V1 (nhanh méat cta day
V) va V2 (nhanh ham trén); day than kinh VI (abducens) nam trong vung Ian can cia déng
mach canh trong.

O Sw hién dién cltia cac day than kinh so trong xoang hang la nguyén nhan gay ra cac trieu chirng
hdi chirng xoang hang dac trwng ophthalmoplegia mét phan hoac toan bé, mat cam giac mat,
c6 thé di kém v&i dau mat va exophthalmos.



Superior sagittal
sinus

Falx cerebri

Inferior sagittal
sinus

Straight sinus

Cavernous sinus

Junction of sinuses
Transverse sinuses

Sigmoid sinus

Jugular foramen

Right internal
jugular vein
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Detailed H&P with emphasis on
ophthalmic and neurologic
findings ~ Pain, Cranial nerve
palsies, Affcrent pupillary
defect

Kham va héi bénh st
dac biét than kinh va l

mat: dau, ligt day so,
ton thwong duwong thi
giac hwong tam.. ..

Multiple cranial nerve palsies
(L IV, V,, VI) +/- pupil
involvement +/- V, involved

HLIvV, v, Vi Optic nerve V., involved
involved involved

Supenior orbital fissure Orbital apex syndrome Cavernous sinus
syndrome syndrome

Liet day IIl, 1V, V1,VI Liet day I, IIl, 1V, V1,VIxdong tr, V2 I, 1V, V1,Vizdong t, V2




Cavernous sinus
syndrome (CSS)

Abducens Nerve (VI),

Oculomotor Nerve (lll),

Trochlear Nerve (1V),

Ophthalmic Branch Of
Trigeminal Nerve (V1)

Maxillary branch of the
trigeminal nerve (V2)

Oculosympathetic
fibers .

Orbital apex
syndrome (OAS)

Oculomotor Nerve (lil),

Trochlear Nerve (1V),

Abducens Nerve (VI),

Ophthalmic Branch Of
Trigeminal Nerve (V1)

Optic Nerve
dysfunction.

Superior orbital
fissure syndrome
(SOFS)

Oculomotor Nerve (1),

Trochlear Nerve (1V),

Abducens Nerve (VI),

Ophthalmic Branch Of
Trigeminal Nerve (V1)
OR Nasociliary nerve




Hoi chirng xoang hang
(Cavernous Sinus Syndromes)



Hoi1 chimg xXoang hang

ad Cac triéu chirng

- ophthalmoplegia,

- chemosis,

- proptosis,

- Horner syndrome,

- and/or trigeminal sensory 1oss



d Nguyén nhan

- vascular,
iInflammartory,
traumatic,

- congenital,

- neoplastic processes

Anh hwéng trén cavernous sinus




d Bénh ly xoang hang thuwong gap

- Intra- and extracavernous or metastatic neoplasms,
- INntfra-cavernous carotid artery aneurysms,

- carotid-cavernous fistulas

- Infections,

- thrombosis,

- Tolosa-Hunt syndrome.



Dich té hoc

[ Tai Hoa Ky, khodng 5% ophthalmoplegias thi phdt lién quan dén cac day than
kinh‘so trong cac xoang hang. ’
(Diéu nay coé Ié dung trén toan thé gidi).

Q Chirng phinh ddng mach xoang chiém 5% s6 lwong phinh ddng mach ndi so khdng
16(5% of giant intracranial aneurysms)



Hau hét cac tén thwong anh huwdng dén xoang hang déu coé thé diéu tri dworc.

Ung thw di can la mot nguyén nhan thwong gap cua héi chirng xoang hang, va tién lvong
phu thudc vao loai khdi u cu thé.

Ty l& t& vong do huyét khdi xoang hang da gidm tlr 100% xudng 20% vé&i sw cai thién chan
doan va diéu tri.

Chirng phinh déng mach xoang va 16 rd C-C c6 thé dwoc diéu tri thanh cédng bang ky thuat
ndi mach.

Lan réng bén cla u tuyén yén, mot nguyén nhan pho bién clia hdi chirng nay, cé thé dwoc
dieu tri bang phau thuat, xa tri chon loc, va mét chat chud van dopamine (dopamine
agonist) trwdng hop prolactinoma.



Triéu chtrng 1dam sang, chan doan va diéu tri



Cédc dau hiéu va triéu chirng thwrong thay & bénh nhén bj ton thuong
xoang hang bao gom:

- mat thj giac,

- Léi mat(proptosis),

- xung huyét mat va két mac,

- tang ap lwc mat,

- Liét van nhan (ophthalmoplegia) va dau.

Cdc triéu chirng thwdng 18 mot bén nhwng cé thé 2 bén frong céc qua trinh neoplastic.

Céc triéu chirng c6 thé 1a cap tinh hodac tién trién cham. Cac khdi u nquyén phat thwdng gap
nhat tfrong hdi chirng xoang hang.




PROPTOSIS




Carotid-cavernous fistula.

SPREAD OF INFECTION TO
CAVERNOUS SINUS

BN ni 55 tudi, ban dau cé triéu chirng dau mat va u tai
dong bd & bén trai. Cé dwoe phat hién co 16 rd xoang
ddng mach canh trai gian tiép va Coiling thanh cong cla
16 rd. Hinh anh nay cho thay ¢ 4y sau tha thuat, phat
trién left eye chemosis and diplopia.

Cac tac gia da thay mot sb trwérng hop cai thién trong
vong 4-8 tuan sau khi coiling.



A woman with
sinus ... |




Triéeu chieng Cavernous sinus:

Unilateral and isolated third, fourth, or sixth cranial nerve palsy

Variety of combination nerve palsies resulting in partial or complete ophthalmoplegia
Painful ophthalmoplegia

Proptosis (pulsating exophthalmos suggests a direct C-C fistulq)

Ocular and cranial bruits

Conjunctival congestion; arterialization of conjunctival veins

Ocular hypertension

Opfic disc edema or pallor; retinal hemorrhages

Anesthesia in the ophthalmic division of the trigeminal nerve (V1) and/or decreased or
absent corneal reflex and possibly anesthesia in the maxillary or V2 branch

Pupil in mid-position and nonreactive if both sympathetic and parasympathetic fibers of
the third nerve are affected

VVVVVVYVYVVY
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Chan doan hoi chirg xoang hang

Bénh nhan nghi ngd cé ton thwong xoang hang nén chén dodn hinh énh

« Cat nhigu Iep méng(thin-section multiplanar) orbit va vung sellar / parasellar.

* Pre-contrast and posfconftrast scans.

« CT scan cung cap hinh énh tot hon céc céu tric xwong.

« Tuy nhién, MRI str dung T2, FLAIR, pre-contrast and post-contrast T1-weighted with a fat
saturated protocol images, cung cap chi tiét tot hon vé tat cé cac mé mém co trong xoang,
the expected signal void of the carotid artery, and its relation to the surrounding
structures as well as individual nerves if the thin-section 3D are acquired.



Chan dodan hinh anh Cavernous Sinus
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Cavernous Sinus Thrombosis:

Acute fulminant invasive mucormysosis with sphenoid
sinusitis complicated by acute cavernous sinus thrombosis
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Cavernous ICA Aneurysm.



2.9 cm right cavernous sinus meningioma






Schwannoma. Axial postcontrast T1-weighted image shows a well-defined enhancing mass (arrow)
involving the Meckel cave on the right. Although the findings are nonspecific, the most common
mass in thislocationis a schwannoma.



Tolosa Hunt syndrome (THS)

U THS Ia tinh trang viém u hat I;h(“)ng dac hiéu nam
& dinh héc mat va kéo dai dén xoang hang.
O THS c6 thé hai bén 5% bénh nhan.

Q Dap &’ng manh véi corticosteroid toan than.

Q Xuat hién duoéi dang mét khoi mé mem, twong
dwong v@i chat xam trén T1-wi.

Q N6 cho thay tin hiéu thay déi trén T2-wi va tang
cwdng dd twong phan trung binh dén cudng dod
cao . ICA trong xoang hang c6 thé dwoc thu
hep b&i qua trinh viém

Diagnosis

* One or more episodes of unilateral orbital pain
persisting for weeks if untreated;

» Paresis of one or more of the third, fourth, and/or
sixth cranial nerves and/or demonstration of
granuloma in MRI or biopsy;

* Paresis coincides with the onset of pain or follows
it within 2 weeks;

» Pain and paresis resolve within 72 hours when
treat adequately with steroids;

» Other causes have been excluded with
appropriate evaluation.
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MRI ciia mét ngwdi dan dng 40 tudi bi dau mat hdc mat nghiém trong, liet day Il hodn todn va VI maét phan.
Hinh &nh axial khéng c6 (trai) va tang cwéng (phai) cho thay sw day da khéng dac hiéu lién quan dén
xoang hang trai, phu hop véi hdi chirng Tolosa-Hunt trong bénh si. Diéu tri bang steroid san xuat giai quyét
hoan toan cac triéu chung.
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Coronal T1-weighted MRI with (below) and without (above) enhancement cho thay (nonspecific
fullness involving the left cavernous sinus) phi hop véi hdi chirng Tolosa-Hunt (THS). Cac dac diém hinh anh
la khéng dac hiéu va phai dwoc dat trong bdi canh ciia bénh s, kiém tra va dién bién Iam sang dé tranh chan
doan sai vé cac qua trinh xoang hang xam nhap (infilirating), nhiém tring ho&c neoplastic.



Tolosa Hunt syndrome: axial (a) and

coronal (b) T2-wi, sagittal (c) enhanced
CT, showing a tissular hypointense
enlargement of the left cavernous sinus
(arrows) with an enhancement and an
extension to the orbital apex (star on
Image c). These findings are consistent
with a Tolosa Hunt syndrome.




TOLOSA HUNT SYNDROME

CE-MRI IN A CASE OF TOLOSA HUNT SYNDROME. AXIAL T2W (FIG. 1) AND AXIAL
CONSTRUCTIVE INTERFERENCE IN STEADY STATE (FIG. 2) IMAGES REVEALHYPOINTENSE
THICKENING OF THE CAVERNOUS DURA (YELLOW ARROWS), IPSILATERAL TO THE
OPHTHALMOPLEGIC EYE. COMPRESSION OF THE CONTENTS AT THE ORBITAL APEXWAS
OBSERVED. AXIAL CONTRAST ENHANCED T1W IMAGE (FIG. 3) REVEALS HOMOGENEOUS
ENHANCEMENT OF THE THICKENED CAVERNOUS DURA.




Cavernous sinus tumors



Q Ophthalmoplegia cap tinh hoéc tién trién cham Ia biéu hién nai tréi, véi chirng nhin doi
phé bién nhat. Béi khi painful diplopia

d Thong thwong bénh nhan co6 tién st ung thu. Thinh thoang, hdi chirng xoang hang Ia biéu
hién dau tién cua u hé thdng (bénh bach cau, ung thw hach).

O Exophthalmos cé thé dwoc quan sat.

3 Néu u tuyén yén, cac triéu chirng ndi tiét va / hodc thiéu hut trwdng thi giac co thé xuat hién



Tham kham

O Metastatic lesions: Isolated or combined ophthalmoplegia, painful
ophthalmoplegia, anesthesia in the ophthalmic nerve

Q Pituitary tumors: Isolated or combined ophthalmoplegia (lateral extension);
endocrine signs such as acromegaly, gigantism, galactorrhea, Cushing's disease,
and temporal or bitemporal visual field defects

A Primary intracranial fumors: Isolated or combined ophthalmoplegia and/or
primary aberrant regeneration of the third cranial nerve



Nguyén nhan

Metastatic tumors

. Breast
. Prostate
. Lung

Localized spread of tumor
. Nasopharyngeal

. Pituitary

Primary intfracranial tumors

. Meningiomas

. Neurofibromas

. Chondromas (less common)

Lymphomas




d In the case of metastatic tumors, diagnosis of the primary neoplasm generally
precedes the cavernous sinus syndrome.

d A lumbar puncture with cytologic examination can be helpful.
If a primary neoplasm of the nasopharynx is suspected, a biopsy may be needed.

d In the case of pituitary tumors with lateral extension, fumor resection may be
necessary.

A Rarely, a biopsy of the cavernous sinus tumor is needed for diagnosis



Phinh mach canh xoang hang
(Carotid-cavernous aneurysms)



d

d

Bénh nhan thwdng 1a ngudi gia va xuat hién véi liét van nhdn ban cap hodc man tinh. Hiém
khi, dau twong tw nhw dau day than kinh sinh ba.

Sw v& tw phat cia chirng phinh ddng mach C-C dan dén 16 ro C-C trwc tiép. Khéi phat cap tinh
exophthalmos I&n v&i orbital, ocular, and conjunctival chemosis, binocular diplopia, and
visual loss.

Co hailoai 16 ro C-C.

L6 ro trwe tiép hién dién v&i cac triéu chirng cap tinh ndi bat.

Céc 16 ro gian tiép dwoc dac trwng: mild proptosis, chronic diplopia, drooping of the lid, a
red eye, arterialization of the conjunctival vessels, and visual loss. Bénh nhan cé thé bao
céo "tiéng 6n" chu quan trong dau.



Tham khdm

Q Isolated or combined ophthalmoplegia
Q Painful ophthalmoplegia
d Decreased pain sensation in the V1 ophthalmic division

Carotid-cavernous fistulas

» Direct. Unilateral massive proptosis, pulsating exophthalmos, lid congestion, conjunctival
chemosis, orbital congestion, ocular hypertension, visual loss, optic neuropathy, optic disc
edema, retinal hemorrhages, retinal venous congestion, and loud ocular and cranial bruit

» Indirect: Similar signs and symptoms of lesser severity; occasionally, isolated
ophthalmoplegia, particularly if the fistula drains posterior




Q As MRI and/or magnetic resonance angiography (MRA) are often specific,
cerebral angiography generally is not required to make a diagnosis.

A Perform arteriography if endovascular occlusion of the aneurysm or fistula is
planned.

Carotid-cavernous fistulas

The dramatic clinical presentation and MRI and/or MRA of direct fistulas leave little
doubt regarding the diagnosis.

By contrast, indirect fistulas, particularly those draining into the petrosal sinuses, are
associated with subtle findings and possibly a hormal MRI and/or MRA




Cavernous sinus aneurysms

d Treat cavernous sinus aneurysms by endovascular balloon occlusion

Carotid-cavernous fistulas

d Treatment ideally consists of endovascular obliteration of the
fistula with coills, although some cavernous sinus dural arterio-
venous fistulas may be managed observationally



Huyét khoi xoang hang
(Cavernous sinus thrombosis)



Q Diéu nay la khdng thwéng xuyén trong thdi dai khang sinh.

O N6 cé thé xay ra bién chirng ctia nhiém trung ttr ethmoid, sphenoid ho&c frontal sinuses
hoac tw nhiém trung midfacial, dental, or orbital infections

Q Bénh nhan c6 thé xuat hién nhiém tring huyét hodc di cén thuyén tac, thuwong xay ra nhat
& phdi. Ldm sang co thé xuat hién nhw hdi chirng suy hd hap cap tinh (ARDS).

Q Pau retrobulbar, sup mi mat trén va nhin déi cé thé 1a nhirng triéu chirng dau tién cho
thay sw lan rong cua tdén thwong dbi véi xoang hang.



QA N&i chung, qud trinh truyén nhiém tién phdt lién quan dén xoang canh mui va / hoic
viém mo té bdo héc mat(orbital cellulitis)

QA Ngodi cdc dau hiéu nhiém trung tai choé va todn thén, cé thé thay nhirng diéu sau déy

Isolated or combined ophthalmoplegia
Painful ophthalmoplegia

Orbital congestion, lid chemosis, proptosis
Visual loss, optic disc edema (unilateral)
Signs of meningeal irritation



Cavernous sinus thrombosis

d Imaging of the orbit and/or nasal sinuses is helpful in the search for
an infectious/inflammatory source.

_An aseptic thrombosis may be associated with conditions such as
hyper-coagulopathy and lymphoproliterative disorders.

d A hematologic workup is indicated in these patients



Q Piéu tri khang sinh liéu cao nén dwoc hwéng dan chdng lai cac mam bénh phd bién nhat,
chang han nhw S. aureus va S. pneumoniae, cling nhuw gram-negative rods and anaerobes.

0 Chong déng mau trong huyét khoi xoang hang béi nhiém tring dang gay tranh céi, nhung cé
thé day nhanh sw phuc hoi.

QO Drainage bat ky vi tri nhiém tring chinh (vi du, &p xe, viém xoang) dwoc khuyén céo.
Q Corticosteroid khdng dwoc khuyén céo.

A Thubc chéng ddng mau cling ¢o thé hivu ich & bénh nhan vé tring



Sang thwong viém nhiém khéac
(Miscellaneous inflammatory lesions)



3 Lién quan dén xoang hang hodc thanh ctia xoang (walls of the sinus)

Q Herpes zoster & giai doan cap tinh hodc man tinh hiém khi gay dau, nhin déi va mi mat ngoai cac
mun nwoc zoster dién hinh. Trong giai doan man tinh, moét vét seo tw ton thwong cap tinh thwong
duoc tim thay.

A Tinh trang viém v can clia thanh xoang hang dwoc goi la hdi chirng Tolosa-Hunt.

O Sarcoid hodc Wegener granulomatosis ciing cé thé dan dén hdi chirng xoang hang.



Tolosa-Hunt syndrome: Isolated or combined, painful ophthalmoplegia
Herpes zoster: Acute zoster ophthalmicus, typical skin lesion, and keratitis

Sarcoidosis: Systemic signs, uveitis, ophthalmoplegia, facial diplegia



Cac héi ching viém khac

d Cdc héi chirng xoang hang vieém co thé dap &ng vai diéu fri
viém hé théng cu thé hoac viém mach.

d Hoi ching Tolosa-Hunt ddp &¢ng 1ot vai liéu trinh diéu tri steroid liéu
cao 3 dén 6 thang co thé giam dan sau do.



d Phan (ng viém xo hdéa khéng dac hiéu (nonspecific fibrotic inflammatory) va hiém khi viém
mob hat c6 thé xay ra, sinh thiét hiém khi dwoc str dung de thiét 1ap chan doan.

O M6t dap tng tich cwc vai steroid dwoc coi la chan doan, nhwng phan &ng dwong tinh gia
c6 thé xay ra trong ung thw hach va cac khoi u khac cua ky sinh trung.

(Sinh th,ié't xoang hang doi hdi phai phau thuét cat so, lién quan dén bénh tat. Han ché phau
thuéat cat so cho bénh nhan mac hdi chtkng xoang hang tién trién dwoc ghi nhan)



Viém xoang hang, téon thwong nhiém tring va u hat

@ Nhiém trung trong xoang hang hodc cac cau trac lan can co thé dan dén huyét khéi xoang va /
hoac phat trien viém nhiem.

O Céac nguyén nhan hiém gap nhwng quan trong bao gom: aspergillosis, Wegener
granulomatosis, lao va sarcoidosis.

Mot sé trong so céc tridu chiing nay ¢6 chung héi chiing Tolosa-Hunt (unilateral
ophthalmoplegia, cranial nerve palsies, and a dramatic response to corticosteroids), which
describes a retroorbital pseudotumor encroaching the cavernous sinus



Tolosa Hunt Syndrome

0 HGi chirng Tolosa Hunt la mét bénh viem mo hat vé can hiém gap, dac biét la viem xoang
hang va / hodc khe trén héc mat gay liet van nhan kém dau.

Qd Ty & mac wdce tinh clia hdi chirng nay la mét trwdng hop trén mét triéu mdi nam.

A Lanh tinh nhwng ddi khi né cé thé gay ra thiéu hut than kinh vinh vién.

0 Rat hiém khi xay ra trong hai thap ky dau tién clia cuc doi. Nhitng chuyén dong dau dén
nay xay ra do viém day than kinh so di qua xoang hang va khe trén héc mat. Cac day I,
IV, VI va nhanh V1.



Nguyén nhdn Tolosa Hunt Syndrome

d Tolosa Hunt Syndrome is an idiopathic disease with no known causes.



Triéeu chieng Tolosa Hunt Syndrome

Tolosa Hunt Syndrome has the clinical course of remission and recurrence and it is
characterized by acute onset of unilateral:

1- Retro orbital or Periorbital Pain.
2- In 4% to 5% the condition can be bilateral .

3- Painful Ophthalmoplegia or Ophthalmoparesis which can lead to diplopia or double vision.



4- Dysfunction of the pupil. Pupil is innervated by sympathetic and parasympathetic fibers.
Sympathetic fibers are responsible for Pupil dilation while parasympathetic fibers are
responsible for pupil constriction or miosis. Parasympathetic fibers are passing through
Oculomotor nerve while sympathetic fibers are passing through Abducens nerve and also
around arteries.

5- Paresthesia or loss of sensation of the cornea and forehead. These areas are supplied by
Trigeminal nerve.

6- Sometimes the optic nerve can be affected by the inflammation which can lead to blurred
vision.

/- Mild Proptosis and lid swelling can occur if the condition affects the orbit and its content.

8- Ptosis.



Chén dodn Tolosa Hunt Syndrome

International headache society criteria for Tolosa Hunt Syndrome include:

1- One or more episodes of unilateral orbital pain that lasts for 8 weeks if left untreated.

2- Paralysis of Oculomotor, Trochler and Abducens cranial nerves that begins within 2 weeks of
orbital pain.

3- Improvement of symptoms within 48-72 hours of initiation of corticosteroid treatment.

4- Exclusion of other diseases by investigations which include neuroimaging. MRI with Contrast is
the modality of choice.

Tolosa Hunt Syndrome is a diagnosis of exclusion because there are many diseases that can mimic
its clinical presentations such as tumors, sarcoidosis, Wegener's granulomataosis, systemic lupus
erythematosus, Multiple sclerosis and thyroid eye disease. For this reason laboratory tests are very
imporfant to rule out these diseases.



Diéu tri Tolosa Hunt Syndrome

d Corticosteroid is the drug of choice to treat this condition. High dose corticosteroid
for two 10 six weeks followed by tapering the dose within weeks to several months.

d There is significant reduction of pain within 24-72 hours of the initiation of
corticosteroid and this can help to confirm the diagnosis.

d Improvement of cranial nerves functions and regression of MRI abnormalities can
occur within 1-8 weeks.






Phu luc



Wegener's granulomatosis

Granulomatosis with polyangiitis is an uncommon disorder that causes inflammation
of the blood vessels in your nose, sinuses, throat, lungs and kidneys.

Formerly called Wegener's granulomatosis, this condition is one of a group of blood
vessel disorders called vasculifis. It slows blood flow to some of your organs. The
affected tissues can develop areas of inflammation called granulomas, which can
affect how these organs work.

Early diagnosis and treatment of granulomartosis with polyangiitis might lead to a full
recovery. Without freatment, the condition can be fatal



Lab tests
Blood tests can check for:

Signs of inflammation, such as a high level of C-reactive protein or a high erythrocyte sedimentation
rate — commonly referred to as a sed rate.

Anti-neutrophil cytoplasmic antibodies, which appear in the blood of most people who have active
granulomatosis with polyangiitis.

Anemia, which is common in people with this disease.

Signs that your kidneys aren’t properly filtering waste products from your blood.

Urine tests can reveal whether your urine contains red blood cells or has too much protein, which
might indicate that the disease is affecting your kidneys.
Imaging tests

Chest X-rays, CT or MRI can help determine which blood vessels and organs are affected. They can
also help your doctor monitor whether you're responding to tfreatment.
Biopsy



Treatment

With early diagnosis and appropriate tfreatment, you might recover from granulomatosis with
polyangiitis within a few months. Treatment might involve taking prescription drugs long term to prevent
relapse. Even if you're able to stop treatment, you'll need to regularly see your doctor — and possibly
several doctors, depending on which organs are affected — to monitor your condition.

Medications

Corticosteroids such as prednisone help suppress the immune system and reduce inflammation of the
blood vessels. Common side effects include weight gain, risk of infection and osteoporosis.

Other drugs that suppress your immune system include cyclophosphamide, azathioprine (Azasan,
Imuran), mycophenolate (CellCept) and methotrexate (Trexall). Rituximalb (Rituxan) is another opftion
for tfreating granulomatosis with polyangiitis. It's given by injection, and often is combined with
corficosteroids.

Once your condifion is controlled, you might remain on some drugs long term to prevent relapse. These
include rituximalb, methotrexate, azathioprine and mycophenolate.



Sarcoidosis

Sarcoidosis is a disease characterized by the growth of tiny collections of inflammatory cells
(granulomas) in any part of your body — most commonly the lungs and lymph nodes. But it can also
affect the eyes, skin, heart and other organs.

The cause of sarcoidosis is unknown, but experts think it results from the body's immune system
responding to an unknown substance. Some research suggests that infectious agents, chemicals, dust
and a potential abnormal reaction to the body's own proteins (self-proteins) could be responsible for
the formation of granulomas in people who are genetically predisposed.

There is no cure for sarcoidosis, but most people do very well with no treatment or only modest
treatment. In some cases, sarcoidosis goes away on its own. However, sarcoidosis may last for years
and may cause organ damage.



Complications
Sometimes sarcoidosis causes long-term problemes.

Lungs. Untreated pulmonary sarcoidosis can lead to permanent scarring in your lungs
(pulmonary fibrosis), making it difficult to breathe and sometimes causing pulmonary
hypertension.

Eyes. Inflammation can affect almost any part of your eye and may cause damage to the
retina, which can eventually cause blindness. Rarely, sarcoidosis also can cause cataracts and
glaucoma.

Kidneys. Sarcoidosis can affect how your body handles calcium, which can lead to kidney
stones and reduce kidney function. Rarely, this can lead to kidney failure.

Heart. Cardiac sarcoidosis results in granulomas in your heart that can disrupt heart rhythm,
blood flow and normal heart function. In rare instances, this may lead to death.

Nervous system. A small number of people with sarcoidosis develop problems related to the
central nervous system when granulomas form in the brain and spinal cord. Inflammation in the
facial nerves, for example, can cause facial paralysis.



Diagnosis

Sarcoidosis can be difficult to diagnose because the disease often produces few signs
and symptoms in its early stages. When symptoms do occur, they may mimic those of
other disorders.

Your doctor will likely start with a physical exam and discuss your symptoms. He or she
will also listen carefully to your heart and lungs, check your lymph nodes for swelling, and
examine any skin lesions.

Diagnostic tests can help exclude other disorders and determine what body systems
may be affected by sarcoidosis



Treatment

There's no cure for sarcoidosis, but in many cases, it goes away on its own. You may not
even need treatment if you have no symptoms or only mild symptoms of the condition.
The severity and extent of your condition will determine whether and what type of
treatment is needed.



Churg-Strauss syndrome

Churg-Strauss syndrome is a disorder marked by blood vessel inflammation. This
inflammation can restrict blood flow to organs and tissues, sometimes permanently
damaging them. This condition is also known as eosinophilic granulomatosis with
polyangiitis (EGPA).

Asthma is the most common sign of Churg-Strauss syndrome. The disorder can also cause
other problems, such as hay fever, rash, gastrointestinal bleeding, and pain and
numbness in your hands and feet.

Churg-Strauss syndrome is rare and has no cure. Your doctor can usually help you control
symptoms with steroids and other powerful immunosuppressant drugs



Almost everyone with the condition has asthma, chronic sinusitis and elevated
counts of white blood cells called eosinophils. Asthma usually begins five 1o nine
years before the diagnosis of Churg-Strauss syndrome



Causes

The cause of Churg-Strauss syndrome is largely unknown. It's likely that a combination of
genes and environmental factors, such as allergens or certain medications, triggers an
overactive immune system response. Instead of protecting against invading bacteria and
viruses, the immune system targets healthy tissue, causing widespread inflammation.



Complications, which depend on the organs involved, can include:

Peripheral nerve damage. Churg-Strauss syndrome can damage the nerves in your hands and
feet, leading to numbness, burning and loss of function.

Skin scarring. The inflammation can cause sores that can leave scars.

Heart disease. Heart-related complications of Churg-Strauss syndrome include inflammation of
the membrane surrounding your heart, inflammation of the muscular layer of your heart wall,
heart attack and heart failure.

Kidney damage. If Churg-Strauss syndrome affects your kidneys, you can develop
glomerulonephritis. This disease hampers your kidneys' filtering ability, leading to a buildup of
waste products in your bloodstream



Diagnosis

No specific test can confirm Churg-Strauss syndrome. Because signs and symptoms are
similar to those of other diseases, it can be difficult to diagnose.

The early signs and symptoms, such as asthma and sinusitis, fend to be fairly
commonplace, so a diagnosis might not be made until the inflammation has caused

serious damage to organs and nerves



Treatment

There's no cure for Churg-Strauss syndrome, also known as eosinophilic granulomatosis
with polyangiitis (EGPA). But medications can help manage your symptoms

Medications used to treat Churg-Strauss syndrome include:
Corticosteroids

Other immunosuppressive drugs.



