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Medscape Handbook gratefully recognize the contribution of previous author Kenneth Mankowski, DO for the development and writing of this article. Tolosa-HuntAter syndrome callsPainfuloful ophthalmologyNuro-ophthalmological examination, showing ophthalmoplegia in a patient with Tolosa-Hunt syndrome, before
treatment. The central image is a forward look, and each image around it represents a look in that direction (for example, in the upper left image the patient looks up and right; the left eye is unable to perform this movement). The examination shows the ptosis of the left eyelid, exotropy (external deviation) of the primary
look of the left eye and parez (weakness) of the left third, fourth and sixth cranial nerves. Specialty Neuroscience Tolosa-Hunt Syndrome (THS) is a rare disorder characterized by severe and one-sided headaches with orbital pain, along with weakness and paralysis (ophthalmoplegia) of certain eye muscles (extraocular
paralysis). In 2004, the International Headache Society presented a definition of diagnostic criteria that included pellets. Signs and symptoms of symptoms are usually limited to one side of the head, and in most cases individual will experience severe, severe pain and paralysis of the muscles around the eye. [3] [3] can
subside without medical intervention, but repeat without a noticeable pattern. In addition, affected people may experience paralysis of various facial nerves and upper eyelid drooping (ptosis). Other signs include double vision, fever, chronic fatigue, dizziness or artralgia. Sometimes the patient can present with a sense of
protrusion one or both eyeballs (exophthalmos). The causes of the exact cause of THS are not known, but the disorder is considered to be and is often assumed to be associated with inflammation of the areas behind the eyes (cavernous sinuses and upper orbital crack). (quote is necessary) A diagnosis of THS is usually
diagnosed through an exception, and as such a huge number of laboratory tests are needed to rule out other causes of the patient's symptoms. These tests include a full blood test, thyroid function tests and electrophoresis of a serum protein. Studies of cerebrosal fluid may also be helpful in distinguishing THS and
conditions with similar signs and symptoms. BRAIN MRI and contrast orbits, magnetic resonance angiography or digital angiography of subtraction and CT of the brain and orbits with and without contrast can be useful in detecting inflammatory changes in the cavernous sinus, superior orbital crack and/or orbital top.
Inflammatory change of orbit in cross-sectional imaging in the absence of cranial nerve paralysis is described by a more benign and general nomenclature of the orbital pseudotumor. (quote is necessary) Sometimes a biopsy can be obtained to confirm the diagnosis, as it is useful in excluding neoplasm. Differentials for
consideration when diagnosing THS include craniofaringioma, migraine and meningioma. Treatment for THS includes immunosuppression such as corticosteroids (often prednisone) or steroid-sparing agents (such as methotrexate or azathioprine). Radiation therapy was also offered. The THS Forecast Forecast is
generally considered good. Patients usually react to corticosteroids, and spontaneous remission can occur, although the movement of the eye muscles may remain damaged. Approximately 30-40% of patients treated for THS experience a relapse. THS epidemiology is rare both in the United States and internationally.
One reported case has been reported in New South Wales, Australia. Both sexes, male and female, suffer equally, and this usually occurs around the age of 60. References to Tolosa-Hunt syndrome. Who called him. 2008-01-21. La Mantia L, Courone M, Rapoport AM, Bussone G (2006). Tolos-Hunt Syndrome: A Critical
Literature Review based on IHS 2004 criteria. Cephalgia. 26 (7): 772–81. doi:10.1111/j.1468-2982.2006.01115.x. PMID 16776691. S2CID 31366123. a b c d e f g h i j k l &lt;Danette C Taylor, DO. Tolosa-Hunt syndrome. Telemedicine. Get b Tolosa Hunt Syndrome. National Organization for Rare Disorders, Inc. received
2008-01-21. Fubert-Samier A,, Sizon I, Mayor JP, Tyson F (2005). Long-term treatment of Tolosa-Hunt syndrome after low-dose focus radiation therapy. Headache. 45 (4): 389–91. doi:10.1111/j.1526-4610.2005.05077-5.x. PMID 15836581. ClassificationDICD-10 External Links: G44.850ICD-9-CM: 378.55MeSH:
D020333DiseasesDB: 31164SNOMED CT: 95794005Exteral Resource Media: Neuro/373Orphanet: 6468 Wikimedia Commons6 associated with Tolos Hunt syndrome. Received from to add Editors' Contribution: Add Summary of Tolos-Hunt Syndrome describes episodic orbital pain associated with paralysis of one or
more of the third, fourth and/or sixth cranial nerves that usually resolve spontaneously, but can remit. The story was first described in 1954 by Tolosa, who found granulomatous inflammation in the cavernous sinus during the autopsy of a patient with severe left-sided trigeminaal pain and general ophthalmology. In 1961,
Hunt reported six cases of one-sided painful ophthalmology, which tested negative with angiography and lumbar puncture and was quickly resolved with steroids. Tolos-Hunt syndrome was first classified by the International Headache Society in 2004 and is now part of the ICHD-3 classification. ICD-10 in Tolos Hunt
syndrome is H49.40. Disease Unilateral orbital or periorbital pain with paresis of the third, fourth and/or VIth cranial nerves secondary to idiopathic inflammation of the cavernous sinus, upper orbital crack or orbit. Diagnostic criteria of ICHD-3 in Tolos-Hunt syndrome are: A. One-way orbital or periorbital headache,
performing the criterion C B. Both: a. Granulomatous inflammation of the cavernous sinus, superior orbital crack or orbit, demonstrated by MRI or biopsy b. Paresa of one or more ipsyluteral third, fourth and/or sixth cranial nerves. C. Evidence of cause-and-effect volume and another: a. Headache of ipsyal granulomatous
inflammation b. Headache preceded paresis of the third, fourth and/or sixth nerves at ≤2 weeks, or developed with it. D. No better taken into account is another diagnosis of ICHD-3 (see differential diagnostics section for more information) it should be noted: Some reported cases of Tolos-Hunt syndrome had additional
involvement of trigeminal nerve (usually the first department) or optical, facial or acoustic nerves. Sympathetic pupil inertia sometimes affects. The syndrome was caused by granulomatous material in the cavernous sinus, an excellent orbital crack or orbit in some biopsies. Careful measures are needed to rule out other
possible causes of painful ophthalmoplegia. Etiology Etiology Idiopathic syndrome. Risk factors A possible risk factor for Tolosa-Hunt syndrome is a recent viral infection. Pathophysiology syndrome Tolosa-Hunt is an idiopathic, sterile inflammation of the cavernous sinus. His pathology is described as fibroblastic,
lymphocytic and plasma-tastic infiltration of the cavernous sinus. Granulocyte and giant cell infiltrations were also described. Pathology can spread to an excellent orbital crack (sphenokavart or paracellar syndrome) or orbital top and affect the optic nerve. The involvement of cranial nerves III, IV and VI, as well as
sympathetic fibers in cavernous ICA or parasympathetic fibers that surround the oculomotor nerve can occur in secondary granulomatous inflammation. Diagnosis Ofthalmopares or ophthalmoplegia is a hallmark of Tolos-Hunt syndrome. The patient may complain of double vision worse at a distance, headaches,
dizziness, nausea, neck stiffness, photophobia, blurred vision, and dull pain can be associated with headaches. Physical exam In addition to the patient's standard ophthalmological examination including vision, IOP, pupil testing on APD and nystagmus, slit lamp and extended exam fundus, a full sensor exam must be
done. This includes a oculotor exam (to test esotropic, exotropy, hypertropy or hypotropy), ducts, faces, saccades, stalking, and head tilt/turn. A common finding is the kidnapping deficit associated with esodeviation, which increases with the view of the affected side. Lids should be checked for ptosis or rollover cover or
any change in the diaphragm cover during eye movements (to check for an anomaly regeneration). The strength of the lid, fatigue or variability should be noted. The sensation of the face must be checked. Stereopsis and colored plates should also be evaluated. Clinical diagnosis Involving several adjacent cranial nerves
suggests the call of a cavernous sinus or subarachnoid space. Only one nerve can be involved, most likely the sixth cranial nerve, which is the only one not protected within the wall of the final sinus. In addition to a full ophthalmological examination as described, the doctor should carefully look for Horner syndrome, facial
hypoesthesia or anorgoment of the eye vascular vessels, orbital venous congestion, high IOP or pulsed pressure. All the positive results should be noted and consider the differential diagnoses listed below. Diagnostic procedures Most suitable images include MRI/MRA (DWI series), which provides information on the
cavernous sinuses and orbital top in more detail than CT scans. MRI may be able to provide detailed information about granulomatous inflammation, assisting in formal Tolos-Hunt syndrome. However, these results can be unreliable. A biopsy can also be used to demonstrate granulomatous inflammation and may be
more reliable, but the procedure may be it is difficult to get contrast A CTA w/ and w/o if MRI/MRA is not available. A lumbar puncture can be done to check for opening pressure and CSF should be evaluated for infection/oligoclonial bands. The latest data confirm the use of high-resolution 3D base MRI skulls with
isotropic constructive intervention in a stable state (CISS) and 0.6 mm cut images with and without contrast as an effective way to visualize cranial nerves and cavernous sinus lesions that have not previously been visualized. Laboratory tests should include tests that may exclude the various diseases listed above, taking
into account the patient's history and context. This may include -CBC W diff -RPR and FTA-ABS -ACE -ANA-ANA-ANCA, c-ANCA -Anti dsDNA -RF-TFTs -HBa1C and fasting glucose -If there is no pain: myasthenia antibody (binding/blocking/modulation of antibodies and anti-MUSK antibodies) Differential diagnosis of
Tolosa-Syndrome is considered a diagnosis. Thus, before the diagnosis of Tolos-Hunt syndrome it is necessary to take into account and exclude the following entities: ischemic disease: hemorrhage, ischemic mononeuropathy Infectious process: postviral syndrome, chronic inflammation of the petrotic bone (recurrent



ear infections), syphilis, basal meningitis Anatomy: aneurysm, AVM, sleepy cavernous fistula, cavernous sinus thrombosis, pseudo-tumor cerebral, Dwayne/Mebius syndrome, inflammatory diseases of Kiari malformation: sarcoidosis, granulematosis with polyangiitis (formerly Vegener), Behset disease, disease IgG4
Autoimmune condition: myasthenia pituitary adenoma, metastases, CPA lesion, nasopharyngeal cancer, chordoma, chondrosarcoma, brain stem glioma in children Demielinizing disease: MS Others: Diabetes, Head Injury, BBPV, Meniere, ophthalmic migraine both symptom and physical examination results (headache,
ptosis, ophthalmoplegia, etc.) can be expected to resolve quickly with oral steroid cone regimen within 3-4 months. The patient may be in conjunction with the Neurological Service to exclude other individuals listed in the differential diagnosis of Tolosa-Hunt syndrome. Before starting steroids, a fungal infection orbit with
fungal sinusitis (mcormicos in diabetic/immunocompromise) is a differential diagnosis that should be considered, because in this case, starting steroids will worsen the disease. Several treatments have been investigated for cases of steroid-resistant Tolosa-Hunt syndrome. Lee's case report, et al. was published in which
gamma-knife radiation therapy is used to provide marked short-term relief without recurrence of symptoms. Antitabolic agents such as methotrexate, infliximab and micophenolat mophety have it has been shown to cause dramatic improvement in patients who are considered steroid-resistant. The prognosis for Tolos-
Hunt syndrome is excellent. A full recovery is expected with steroid treatment. The disease can have a relapse-remitting of course. References Albert et al. Principles and practice of ophthalmology. Third edition. © 2008. Aligluo et al. Tolosa-Hunt Syndrome: Case report. In the Journal of Neuroradiology. 1999. 26 (1): 68.
BCSC series. Neuroophthalmology. Section 5. American Academy of Ophthalmology. Tolosa-Hunt Syndrome: a critical literature review based on the criteria of IHS 2004. Cephalalgia is an international headache journal. 2007. 27 (8): 960-961. Dwayne's ophthalmology. Lipincott Williams and Wilkins. CD Rom 2006
Edition. www.oculist.net Mendes et al. Painful ophthalmoplegia of the left eye in a 19-year-old woman, with a focus on Tolos-Hunt syndrome: case report. Cases of J. 2009; 2: 8271. Takahashi Y et al. Tolos-Hunt Syndrome with atypical intrasellar and juxtasellar: Two case reports. Curume Medical Journal. 1996. 43: 165-
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