Tolosa-Hunt综合症又称痛性眼肌麻痹综合症( painful ophthalmoplegia
syndrome)
T2-weighted image reveals low signal intensity mass in the left CS (arrows). This is a nonspecific finding. Imaging supports the diagnosis of Tolosa–Hunt syndrome, but the classic clinical presentation and biopsy results are necessary to make the diagnosis confidently

T2加权像显示左侧海绵窦低信号肿物(箭头).为非特异性发现. 影像支持Tolosa-Hunt综合症, 但需要有典型的临床表现和活检才能确立诊断. 




海绵窦血栓

A and B, Cavernous sinus thrombosis secondary to sphenoid and ethmoid sinusitis. A, T2-weighted axial image shows lateral bulging of the dural wall of the left CS (arrow). The CS contents are relatively low in signal intensity, consistent with thrombosis. The left ICA is patent, as there is signal void within the lumen, consistent with flowing blood (arrowhead). Note the high-signal intensity benign secretions within the sphenoid and ethmoid paranasal sinuses. B, T1-weighted axial image following gadolinium-based contrast agent shows bulging of the left CS and thin, nonnodular meningeal enhancement (white arrows), probably due to inflammation in the dura. Dural enhancement is often seen associated with extraaxial infection. Also note that the lumen of the left ICA (black arrows) is more narrow than on the right, suggesting spasm from the periarterial inflammatory process.
图A B为海绵窦血栓继发于蝶筛窦炎症. 图A T2横断像显示左海绵窦壁向外膨胀(箭). 海绵窦内相对低信号,符合血栓. 左ICA通畅, 可见腔内流空,符合血液流动(箭头).注意蝶筛窦内高信号的分泌物.图B强化横断T1显示左海绵窦壁向外膨胀,薄的,无分叶脑膜强化(白箭), 可能为硬膜炎症所致.硬膜强化多伴有脑外感染.注意左ICA(黑箭)比右侧窄,提示动脉周围炎症所致的动脉痉挛. 



（缩略图，点击图片链接看原图） 

海绵窦动脉 动脉瘤

A–C, Right cavernous ICA aneurysm. A, Sagittal T1-weighted image shows a lesion with heterogeneous signal extending into the sphenoid sinus. B, On the T2-weighted axial image, the lesion arises from the medial aspect of the right cavernous ICA (long arrow) and has mixed signal intensity. The black regions, or signal void, are due to flowing blood in the patent portion of the aneurysm, whereas the area of higher signal intensity (short arrow) suggests either disturbed slow flow or clot. C, After gadolinium, notice the heterogeneous enhancement within the aneurysm. The band of varying high and low signal intensity parallel to the aneurysm (arrowheads) is a “phase” artifact, which is commonly seen on MR near moving or flowing blood. A phase artifact can be used to confirm that the lesion is an aneurysm. 


海绵窦动静脉漏
A and B, Indirect carotid cavernous fistula (left). On this postgadolinium-enhanced T1-weighted axial image notice the flow voids in the left cavernous sinus (arrow), discrete from the normal cavernous ICA. The extraocular muscles on the left are swollen and edematous. Catheter angiogram, lateral view, left ICA injection. There is shunting into the cavernous sinus with retrograde drainage through the dilated superior ophthalmic vein. 


垂体瘤侵犯

Cavernous sinus invasion by pituitary adenoma. On this T1-weighted coronal image obtained after gadolinium administration, note the normal CS venous sulcus beneath the cavernous portion of the ICA on the left (large arrow). This space is replaced by tumor on the right, suggesting CS invasion. The other findings of CS invasion include widening of the right CS and lateral displacement of the lateral wall (arrowheads). Small bilateral arrows, cranial nerves (probably III and/or IV) in the superolateral walls of the CS. 


脑膜瘤

A and B, Cavernous and paracavernous meningioma. A, The enhancing meningioma on the T1-weighted postgadolinium contrast study involves the right CS, the right paracavernous region, and spills into the prepontine cistern. B, On the coronal T1-weighted sequence, note the spiculated enhancement pattern. Nerve sheath tumors generally have a more homogeneous pattern of enhancement. Also note the dural tail (arrow), a nonspecific finding, but one that supports the diagnosis of meningioma. 


淋巴瘤

Lymphoma of the left cavernous sinus. T1-weighted image, without gadolinium contrast, shows subtle widening of the left CS, slight medial displacement and narrowing of the left cavernous ICA, and lateral displacement of the lateral CS wall (white arrow). The right Meckel's cave is a hypointense structure (black arrow) posterolateral to the CS. Note the cisternal portion of the left fifth cranial nerve (arrowhead), seen coursing through CSF. 



淋巴瘤

Lymphoma of the left cavernous sinus. In another patient, the postgadolinium T1-weighted axial image reveals marked compression of the left cavernous ICA with near-complete loss of flow void within the vessel. There is enhancement within the CS mass, but it enhances less than the normal right CS. Note the second lymphoma mass in the right orbit (arrow). 



淋巴瘤

A and B, Lymphoma of the cavernous sinus. A, On this T2-weighted axial image, note the markedly low-signal intensity mass in the sphenoid sinus, pituitary fossa, and left cavernous sinus. B, After gadolinium administration, there is robust enhancement within the osseous and CS components of the invasive nonnodal lymphoma. 


鼻咽癌侵犯

Perineural spread of adenoid cystic carcinoma, originating in the nasopharynx. This lesion is subtle, with thin, nonnodular dural enhancement (straight arrows) and asymmetric widening of the right CS, seen on this axial T1-weighted gadolinium-enhanced image at the level of the skull base and CS. Note the fine enhancement of the cisternal portion of the fifth cranial nerve (curved arrow), consistent with tumor. 


痛性眼肌麻痹综合征（Tolosa-Hunt syndrome,THS），是一种较少见的神经内科及眼科疾病。本病的发病率较低。
THS首先由Tolosa于1954年报道1例，临床表现为剧烈眼眶周围疼痛，同侧眼球运动神经(第Ⅲ、Ⅳ、V颅神经)损害及角膜反射减退，患者脑血管造影显示颈内动脉末梢到虹吸部狭窄，尸检发现动脉内膜炎。Hunt等1961年报告6例眼眶周围疼痛及第Ⅳ颅神经损害伴同侧第v颅神经第1支损害的患者，经类固醇治疗完全缓解，并命名为痛性眼肌麻痹。Smith等1966年对5例不明原因的痛性眼肌麻痹患者首先命名为THS。近年国内病例报告逐年增多。
一、THS病因、病理和临床
本病病因不明，一般认为是发生于海绵窦、眶上裂或眶尖部的非特异性炎症或肉芽肿。有人认为其为一种变态反应性疾病，可能与病毒感染、免疫缺陷有关。也有人认为与巨细胞性血管炎、胶原组织病等有关。许多其他疾病也可引起类似继发性改变，但多不主张将其归为THS。
二、影像学表现
本病的诊断主要依靠临床表现，并需经影像学、实检查等排除其他病变。部分病例影像学表现异常，结合表现可以作为确诊的依据，有重要诊断价值。1／3左右的患者影像学检查无异常发现。激素治疗后复查，在数周至数月内海绵窦区软组织病灶明显减小或消失。
本病影像学诊断主要依靠CT、MRI。MRI具有伪影少、多方位成像、软组织分辨率高的优点，较CT更有诊断价值。
CT、MRI表现为一侧海绵窦增大，致两侧海绵窦不对称。局部可见软组织肿块，CT多为等密度，MRI T1WI与灰质呈等信号或稍低信号，T2WI呈稍低、稍高信号或等信号。病变范围多累及于一侧海绵窦、眶尖、邻近硬脑膜，少数患者局限于一侧海绵窦或眶尖，邻近桥前池、中颅窝硬脑膜常常受累，明显增厚。增强扫描，患侧海绵窦及眶尖的病变明显强化。受累硬脑膜亦明显强化，呈条带状。蝶鞍、眶壁、岩骨骨质一般均无破坏。
MRA及DSA检查，部分患者可见颈内动脉海绵窦段狭窄、粗糙，少数病例可有眼上静脉轻度扩张。 



（缩略图，点击图片链接看原图） 

