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Case Report

Ocular cysticercosis in north India- A case series
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A B S T R A C T

Ocular cysticercosis is a parasitic infestation in human eye caused by encystment of parasite, Taenia solium
in tissues. We present a 3cases of ocular cysticercosis in a young child managed surgically. We discussed
our findings in context to cases described by other researchers.
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1. Introduction

Cysticercosis is a parasitic infection caused by the larval
form of the cestode of Taenia solium (T. solium), also
known as a pork tapeworm.1 The most commonsystemic
involvement is neurocysticercosis.2 Ocular and adnexal
cysticercosis (OCC) represents 13% to 46% of systemic
disease.3 OCC is preventable cause of blindness4 OCC
manifests in many ways depending on the location of the
cysts.

Initial medical treatment of Intraocular cysticercosis with
antihelminthic drugs like albendazole or praziquantel is
useful. Consequently surgical removal of the parasite is the
treatment of choice.5–7

We hereby present three interesting cases of OCC and a
review of literature.

2. Case 1

An eight-year boy presented with diminution of vision,
painless swelling right eye since 15 days. His best corrected
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visual acuity right eye (OD) 6/12 and left eye (OS) was 6/6.
Clinical examination right eye revealed axial proptosis with
abduction defecit. Right eye pupil shows relative afferent
pupillary defect and disc odema. MRI shows cystic lesion
near orbital apex and right parieto occipital lobe lesion with
scolex (Figure 1).

Child was diagnosed with ocular cysticercosis, and he
was treated with oral steroid 1.5 mg per kg body weight
3 days followed by tablet albendazole 15 mg per kg body
weight started 3 days later for 28 days. At his follow up visit
there was reduction in proptosis and disc edema resolved
and extraocular movement also improved (Figure 2).

3. Case 2

A twelve-year-old child presented with whitish lesion in
left eye since 2 months. His BCVA 6/18 OD and 6/6
OS. Clinical examination left eye revealed an inferior
subconjunctival cyst rest posterior segment examination was
with in normal limits. Patient was admitted for surgical
excision but there was spontaneous extrusion of cyst same
evening. CT scan shows involvement of left temporal
lobe and histopathology report suggestive of scolex with
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Fig. 1: (a): Proptosis right eye; (b): Abduction defecit right eye; (c): Color fundus photograph showing disc odema; (d): MRI showing
medial rectus cystic lesion with scolex

Fig. 2: (a): Post treatment photograph showing improved abduction in right eye; (b): Color fundus photograph showing disc with regular
margins

hooklets. Oral steroids 1.5 mg per kg body weight were
started in followed by tablet albendazole 15mg per kg body
weight for 28 days (Figure 3).

4. Case 3

A 42 year alcoholic male with whitish floating mass in left
eye and blurred vision. His BCVA 6/18 OS and 6/6 OD.
Clinical examination left eye shows anterior chamber cyst
with scolex and icterus in both the eye, rest examination
with in normal limits. Liver function tests were borderline.

CT scan revealed tiny calcified lesion in parietal and
frontal lobe, USG abdomen shows simple cyst with
hepatomegaly. Surgery Visco expression of cyst left eye was
done. Steroid was started with 1.5 mg per kg body weight,
followed by tablet albendazole 400 mg twice daily for 28
days. Histopathology report of aqueous sample suggestive
of larval stage of taenia solium. Post op day 7 vision was
6/6 (Figure 4).
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Fig. 3: (a): Photograph showing subconjunctival cyst left eye; (b): Spontaneous extrusion of subconjunctival cyst; (c): Eye after cyst
extrusion (d): Color fundus photograph of left eye; (e): Histopathology showing taenia solium scolex with hooklets indicating larval
stage; (f): CT showing calcified lesion in left temporal lobe

Fig. 4: (a): Left eye with cyst in anterior chamber; (b): Calcified lesions in parietal lobe; (c): USG abdomen showing simple liver cyst;
(d): Fundus photograph of left eye showing normal fundus; (e): Histopatholgy showing taenia solium scolex with hooklets indicating
larval stage; (f): Eye after viscoexpression of cyst
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5. Discussion

Cysticercosis of extraocular mucle usually presents as
recurrent pain, redness, proptosis, ocular motility restric-
tion, diplopia and ptosis.8,9 In some casesoptic nerve
compression by the cyst may cause decreased vision, disc
edema and painful ocular motility.10Enlarging cyst may
lead to axial proptosis, restricted ocular motility or simply
may present as atypical optic neuritis.11Two different
studies on myocysticercosis reveal inferior rectus (Sekhar
& Honavar 1999) and medial rectus (Puri & Grover 1998),
respectively, as the commonest muscle to get affected.

The problem is common in children because of their
unhygienic habits. In our first case child presented with
diminution of vision along with axial proptosis with
abduction restriction in right eye due to involvement
of medial rectus and optic nerve. Similarly Neelam
Pushkar et al12reported involvement of medial rectus with
atypical optic neuritis in 2001. This report is interesting
because involvement of medial rectus is less common and
involvement of medial rectus along with optic nerve is
rarer.NCC and OOC are endemic in areas of poor sanitation,
such as Southeast Asia, the Indian subcontinent, Latin
America, and Africa. In India, 78% of the cases with ocular
cysticercosis have been reported from states of Andhra
Pradesh and Pondicherry.5

In our second case adolescent boy presented with inferior
subconjunctival cyst.

RK Bansal et al.13 reported spontaneous extrusion of cyst
in three adolescent cases. Similarly Karan Bhatia et al.14

also reported extrusion of cyst in adolescent boy.
Conjunctival involvement is usually in the form of a

painless or painful yellowish, nodular subconjunctival mass
with surrounding conjunctival congestion. Rarely subcon-
junctival abscess or granuloma may occur. Subconjunctival
presentation could be due to spontaneous extrusion of cyst
from extraocular muscle into the subconjunctival space.
Because of its constant motility it may erodes through the
conjunctiva and comes out leaving a rent in the conjunctiva
which heals in a short period.15 In a series on ocular
cysticercosis from India, 60% patients had subconjunctival
Cysticerci.16 In another case series from India, the cyst
was in the anterior orbit in 69% of cases, subconjunctival
space in 24.6%, posterior orbit in 5.8%, and the eyelid in
0.6% of cases.17 The posterior segment is more affected in
western countries, whereas in India the cysts are more often
subconjunctival.18

Our third case young male presented with a free floating
live cyst in anterior chamber of left eye. The cysts enter the
eye via posterior cilliary arteries while the route to anterior
chamber is still debatable. SP Singh et al.19 also reported
live cyst in anterior chamber. Surgical removal of parasite
is treatment of choice.9 We also removed cyst surgically
by viscoexpression. Cyst if ruptured can cause intense
inflammatory reaction leading to plastic iridocyclitis20 so

careful removal of cyst is necessary. Very few anterior
chamber cyst cases has been reported yet.

Ocular involvement is usually unilateral but bilateral
involvement may occur in cases of disseminated cys-
ticercosis 15 Left eye is more commonly involved in
comparison to the right, possibly because larva may be
preferentially routed to the left internal carotid artery which
directly originates from the aorta; Serial B-scan ocular
ultrasonography or CT scanning of the orbit helps to follow
the resolution of the cyst, by the disappearance of the
scolex.Medical therapy with albendazole and oral steroid is
recommended for the extra ocular muscle form and retro
orbital cysticercosis, in these cases dramatic improvements
have been reported.21

It is important to have CT scan of the head done
to rule out cysts in the brain before starting cysticidal
drugs. In patients with associated cysticercosis of the brain,
the patient should be hospitalized and the cysticidal drug
administration should be under neurological supervision as
these agents provoke.

6. Source of Funding
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7. Source of Funding

None.
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