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Tiroid ilişkili göz hastalığı



erkeklerde 3/100.000/yıl 

bayanlarda 16/100.000/yıl

Bartley: 1995.
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Aktif faz vs. pasif faz

Hastalığın fazı
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•  Kapak retraksiyonu (%90) 

•  Konjesyon (%90) 

•  Proptozis (%60) 

•  Ekstraoküler adale tutulumu (%20 - 40) 

•  Korneal tutulum (%1) 

•  Optik nöropati (%5) 

Çekilme
Dolgunluk

Çıkıklık
Şaşılık
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Belirti bulgu yok 

Sadece kapak retraksiyonu  veya  proptozis 
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Müller kasına 
 5 ünite BtA



MULLER’E BOTULINUM
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:YUMUŞAK DOKUS

Tedavi:  

Klinik aktivite?

•  Aktif inflamasyon        İmmün supresyon* 

•  İnaktif süreç   Rehabilitasyon (LH) 



P •   proptozis 

•  0.      Yok (20mm veya az)* 

•  1.      Minimal (21-23mm) 

•  2.      Orta (24-27mm) 

•  3.      Belirgin (28mm veya fazla) 



Beden et al

283

the correlations and the degree of variance in one
measure determined by the other, respectively. Re-
gression analysis also was conducted to assess
whether there is any significant effect of age on the
volume of the thick part of the lateral wall. For all
analyses, p<0.05 was accepted as statistically signifi-
cant, while p<0.01 was accepted as highly significant.
Statistical aid was supplied by the Department of Bio-
statistics, Medical Faculty, Ondokuz Mayıs University.
Analyses were performed using SPSS, release 13.01,
Statistical Package Program.

RESULTS

Measurements from 18 dried skulls and CT images of
20 subjects (10 male and 10 female, mean age
49.20±11.60 years) were completed. 
Transillumination revealed that the first thick part of
the greater wing of the sphenoid is located posteroin-
feriorly (on the inferomedial surface of the lateral wall),
adjacent to the inferior orbital fissure. This thick seg-
ment blends with the second thick segment, which is
located anterosuperiorly (in the superolateral section

of the lateral wall) through a narrow band before it
blends to the thick substance of frontal bone. Hence,
the horizontally narrowest segment of the thick mass
of the lateral orbital wall is located at the junction of

Fig. 2 - Image showing the narrowest part of the trigone at the upper
border of the lateral rectus muscle (arrow). 3D bone density image;
*lateral rectus muscle.

Fig. 1 - Measurements at various distances for exact location of the
thick substance of the greater wing of the sphenoid. A-B: Rim-inferi-
or orbital fissure distance; A-C: rim-trigone distance; C-D: width of
the base of the trigone; D-E: trigone-orbital apex distance; F-G: rim-
trigone distance at narrowest part of trigone; G-H: width of the nar-
rowest part of the trigone; G-C: height of the trigone (distance be-
tween base and narrowest part of trigone); #: the thin part of the
greater wing, neighboring the superior orbital fissure and middle cra-
nial fossa.

Fig. 3 - Three-dimensional bone density image, demonstrating the
thick (larger arrow) and thin segments (small arrow) of the lateral or-
bital wall adjacent to middle cranial fossa between the superior and
inferior orbital fissures.
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INTRODUCTION

Orbital decompression surgery for Graves’ ophthalmopa-
thy has been in existence for almost a century, since first
proposed by Dollinger in 1911. The surgery continues to
evolve (1-3). Various osteotomy procedures have been
utilized for functional and cosmetic reasons in patients
with Graves’ ophthalmopathy (1-3). 
Serious handicaps can result from inferior and medial wall
decompression, the most important of which are new on-
set diplopia and limitations imposed by coexisting pathol-
ogy in the paranasal sinuses (4-6). These complications
have warranted a search for safer techniques, especially
when surgery is planned for cosmetic reasons and in pa-
tients for whom medial wall resection may not be warrant-
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PURPOSE. To determine the exact anatomic location and volume of the thickest section of the
greater wing of the sphenoid bone (trigone), which is removed during deep lateral orbital wall
decompression. 
METHODS. Eighteen dried skulls were used to determine the exact anatomic location and com-
puted tomography (CT) images of 20 patients (10 male, 10 female) were used for volumetric cal-
culations.
RESULTS. Mean values were 14.5 mm for the orbital rim to inferior orbital fissure distance, 23.3
mm for rim to trigone distance, 13.0 mm for width of the trigone base, 5.8 mm for trigone to or-
bital apex distance, and 12.3 mm for trigone height. The width of the narrowest section of the
trigone was 5.2 mm. The trigone was found to have a lower segment (0.92 cc) neighboring the
inferior orbital fissure, and an upper segment (0.32 cc) adjoining the thick substance of frontal
bone. The narrowest part between these two segments was located just at the superior border
of the lateral rectus muscle. 
CONCLUSIONS. The authors recommend avoiding the thin rectangular portion located in the inter-
fissural area adjacent to the superior orbital fissure. A high intersubject variability underscores
the need for individualized preoperative analysis by imaging studies (Eur J Ophthalmol 2007; 17:
281-6)
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ed. The deep lateral orbital wall, in this respect, has been
proposed as a potentially safe and effective site for orbital
decompression surgery, since it provides much more ef-
fective decompression, being a site that is located directly
posterior to the globe (7-8). Such surgery has been shown
to reduce the risk of postoperative new-onset diplopia rel-
ative to medial and, especially, inferior wall decompres-
sion (5-7). Orbital surgeons have reported comparable
amounts of decompression achieved resecting the lateral
wall alone. However, a high degree of anatomic variation
between patients has been mentioned (4, 8). Anatomic
variations in vital relationships, with structures like the
middle cranial fossa, render decompression of the deep
lateral orbital wall more difficult, especially for surgeons
lacking extensive experience with this procedure, who
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          ekstraoküler kas tutulumu 

•  0.      Diplopi yok 

•  1.      Minimal (ekstrem bakışlarda) 

•  2.      Orta (belirli pozisyon fiksasyonu olmaksızın kısıtlanma) 

•  3.      Belirgin (glob fiksasyonu)  
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Proptozis 

 

 

 

 

 

 

 

 

 

Pratikte dekompresyon endikasyonları: 

 Steroide yanıt vermeyen DON 

Ekspojur keratopati 

Glob lüksasyonu 

Kozmetik rahatsızlık 

 

 

 

Ekstraoküler adale tutulumu ve diplopi 

 Hafif  Orta  A!ır  
Nospecs  Ekstrem 

bakı"larda  

kısıtlanma 

Glob fiksasyonu 

olmaksızın 

kısıtlanma  

Glob fiksasyonu 

Luigi Bartalena #ntermittant 

diplopi 

Sabit olmayan 

diplopi  

Sabit diplopi 

Gorman 

(Eugogo) 

#ntermittant 

diplopi 

Sabit olmayan 

diplopi 

Sabit diplopi 

 

 

 

DON 

 Hafif  Orta  A!ır  
Nospecs  20/20 – 20/60 20/70 – 20/200 20/200 den az - 

absolu 

Luigi Bartalena Subklinik  8/10 – 5/10 <5/10 

EUGOGO Görme azalması, GA defekti, RG defekti, CT bulguları 

 

 

A!ırlık sınıflaması 

 Hafif  Orta  A!ır   
Wiersinga 2002 <4mm proptozis 

Hafif yumu"ak 

doku tutulumu 

Ekstrem bakı"larda 

kısıtlılık 

Belirgin yumu"ak doku tutulumu 

>3mm proptozis 

Sabit veya sabit olmayan diplopi 

NOSPECS - 6 

EUGOGO 2003 Hafif – orta 

yumu"ak doku 

tutulumu 

Proptozis<25mm 

Belirgin yumu"ak doku tutulumu 

Proptozis>24 

Sürekli olmayan diplopi 

Punktat korneal boyanma 

Sürekli diplopi 

Optik nöropati 

 

 Hafif  Orta  A!ır  
Nospecs  21-23 24-27 >28 

Luigi Bartalena 19-20 21-23 >23 

Kennerdell  ? <25 >25 

Eugogo <24 (3mm’den az) >24 ? 

Beden  >18 >22 ? 
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LAKRIMAL SISTEM







TRANSKANALIKÜLER 
LAZER DSR
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