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ABSTRACT

«  Cysticercosis is a parasitic infestation caused by the larval form of the tapeworm, Taenia solium (T. solium). The common sites for cysticerosis
include the brain, eyes, and skeletal muscle. Ocular or adnexal involvement is commonly seen with the commonest ophthalmic site being

subretinal space and the vitreous cavity.

»  However, only a handful of cases of orbital cysticercosis have been reported in the past. We report a rare and unusual case of isolated eyelid
cysticercosis ina 12year old female masquerading as an asymptomatic slowly growing subcutaneous painless mass menifested as a ptosis.

*  Clinical, serological, and radiological examinations are needed to diagnose

* AsMRIbrain and USG findings were suggestive of cysticercosis,patient was started oral steroids and oral albendazole

»  Four weeks of oral albendazole (15 mg/kg) and oral steroids (1.5 mg/kg) in a tapered dose are the recommended treatment for both NCC and

orbital cysticercosis

»  Without evidence of an eosinophilia and stool ova and cysts and without a positive ELISA-test for cysticercosis the pathognomonic appearance
of'the thickened muscle, the cyst and the scolex inside should lead to the diagnosis cysticercosis

*  Prognosis is best for patients who seek treatment early and whose imaging studies normalize after initial infection.

Aim: To study importance of neuroimaging techniques in diagnosing rare causes of ptosis.
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INTRODUCTION

One of the most important parasites which frequently causes blindness
in humans is the cysticercus cellulosae. Cysticercus cellulosae, the
larval form of the pork tapeworm Taenia solium, is the causative
organism of cysticercosis. Cysticercus cellulosae may become
encysted in various bodily tissues, usually the eyes, central nervous
system and subcutaneous tissues. Acquired strabismus, diplopia,
recurrent redness, and painful proptosis are some of the clinical signs
in patients with orbital cysticercosis. Ocular involvement is usually
unilateral but bilateral involvement may occur in cases of disseminated
cysticercosis.

DISEASE

Cysticercosis is a parasitic infection caused by the larval form of the
cestode, Taenia solium (T. solium), also known as a pork tapeworm.[1]
Cysticercosis affects various parts of the body. When it affects the
central nervous system, it is called neurocysticercosis (NCC) and often
leads to seizures and epilepsy.[2] In fact, NCC is the leading cause of
adult onset epilepsy in the world.[1] In addition to NCC, ocular or
orbital cysticercosis can also occur.[3]

Orbital/ocular cysticercosis

Orbital/ocular cysticercosis (OOC) is a preventable cause of
blindness.[3] The larval form of T. solium that causes OOC is
Cysticercus cellulosae.[3]The disease affects thousands of people in
developing nations.

OOC can result in a number of manifestations depending on the
location of the cysts. The ocular adnexa have been noted to be the most
common site of disease in India.[4][5][6] Although OCC is less
common in the Western world, the posterior segment of the eye is one
of the most common sites of infection. Kruger-Leite et al reported that
35% of the cysts were found in the subretinal space, 22% in the
vitreous, 22% in the subconjunctival space, 5% in the anterior
segment, and only 1% in the orbit.[7] When the extraocular muscles
are involved, the superior rectus is the most common.[8] If the cyst is
found in the subconjunctival space, it is thought to be from spread from
the adjacent muscles.

Anterior segment cysticercosis

Anterior segment cysticercosis is very rare. The route of entry of the
cyst into the anterior chamber is debated, but one theory is that it enters
via the anterior chamber angle.[4]

Posterior segment cysticercosis

Within the posterior segment, cysts can occur in the retinal, subretinal,
or vitreal space. Inferotemporal subretinal cysts are the most common
in the posterior segment.[9] It is hypothesized that the parasite travels
to the posterior segment via the short ciliary arteries.[3] It is very
uncommon for the optic nerve to be involved.[10]

Etiology, Pathogenesis, and Transmission

Asnoted above, cysticercosis is caused by the cestode Taenia solium. 1

Infection of this parasitic occurs when humans ingest the eggs of the

cestode through three possible sources:

1. Contaminated food and water infested with the eggs (hetero-
infection),

2. Auto-infection by ingesting the ova of the existing parasite

3. Retrograde peristalsis causing the transport of mature proglottids
bearing eggs from bowel to stomach (internal auto-infection).[3]

Humans are the definitive host, while pigs are the intermediate host and
harbor the cestode in their intestines. After humans ingest the eggs, the
eggs lose their protective capsule secondary to exposure to gastric
acid. The eggs mature into larvae which migrate in the bloodstream
and eventually penetrate tissues such as the brain, eye, and striated
muscle.[11]

Differential diagnosis

Differential diagnosis of Orbital Cysticercosis includes orbital
idiopathic myositis, lesions causing compressive optic neuropathy,
such as tumors and metastases, muscle abscesses and hematomas.
Other parasitic infections should also be included in the differential,
such as hydatid cysts.[3]

The differential diagnosis for NCC includes CNS lesions such as
abscesses and tumors.[17]

Casereport

24 y/o Hindu female residing at Rajasthan, presented to our tertiary
care hospital with complain of painless, gradually progressive
drooping of right upper eyelid since 1 month. Patient had complain of
fever since a month which was not documented. On eliciting detailed
history, patient was vegetarian by diet.
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On examination,
Best corrected visual acuity was 6/6 in both eyes.

Intra ocular pressure with Goldmann applanation Tonometry was-
OD- 18 OS-22 mmhg

Examination of right upper eyelid revealed moderate ptosis with no
signs of acute inflammation. She had painless ocular movements and
ophthalmoplegia with maximum restrictions of upward gaze. On
palpation, non tender subcutaneous mass was noted on right upper
eyelid, of approximately 2 cm * 1 cm which was freely mobile and skin
pinch test was negative. Anterior segment examination was within
normal limits and pupils were bilaterally symmetrical and normally
reacting to light. Fundus examination and cranial nerve examination
were normal. The search for other soft tissue swelling over the body
did notreveal anything. Systemic examination was insignificant.

Ptosis evaluation:

Ptosis evaluation

Right eye Left eye
0 mm Margin to reflex distance 1 5 mm

5 mm Margin to reflex distance 2 6 mm

5 mm Palpebral fissure height 11 mm
Normally reacting|Pupillary reaction Normally
to light reacting to light|
Absent Lid crease Absent
Absent Lagophthalmos Absent
Good Bell's Good

4-5 mm Levator palpebrae superioris action |12 mm
Present Frontalis overreaction Absent
Negative Ice pack test Negative
MANAGEMENT

The diagnosis of myocysticercosis is based on clinical, serologic, and
radiological findings. The clinical findings may occasionally be non-
specific and hence, nondiagnostic. The serology in myocysticercosis
may show false positive reports.

We advised the patient to undergo array of routine investigations and
advised MRI Brain with orbits.

Heamogram Within normal limits IG* 0.6% (normal upto 0.4%)
Thyroid function tests Within normal limits X-ray chest
(posteroanterior view) Within normal limits Acetyl choline receptor
antibody Negative

Interestingly MRI revealed the actual cause of ptosis in this patient to
be Orbital Cysticercosis.

MRI findings:

MRI reveals a hypointense cystic lesion and hyperintense scolex
within the extraocular muscle.

B-scan on the first visit of the patient:
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B-scan ocular ultrasonography reveals a well-defined cystic lesion
with clear contents and a hyperechoic area suggestive of a scolex.

B-scan after one month follow up:

Serial B-scan ocular ultrasonography or CT scanning of the orbit helps
to follow the resolution of the cyst, which is recognized by the
disappearance of the scolex.

DISCUSSION

Orbital Cysticercosis was not potential diagnosis in this patient, who is
vegetarian by diet. But with help of neuroimaging techniques, proper
treatment was started to this patient.

Treatment
As MRI brain and USG findings were suggestive of
cysticercosis,patient was started on oral steroids and oral albendazole.

Four weeks of oral albendazole (15 mg/kg) and oral steroids (1.5
mg/kg) in a tapered dose are the recommended treatment for both NCC
and orbital cysticercosis.

RESULTS
Patient responded to the treatment with resolution of ptosis and
ophthalmoplegia.

Ptosis table

CONCLUSION

Ocular and orbital cysticercosis has varied clinical manifestations
depending upon the site of involvement, stage of the cyst and the host-
immune responses.

With the advent of the new imaging techniques, ocular and orbital
cysticercosis is now increasingly diagnosed even in non-endemic
zones. A high index of suspicion along with characteristic features on
imaging helps us to establish an accurate diagnosis and initiate
appropriate treatment depending upon the site of involvement.

Without evidence of an eosinophilia and stool ova and cysts and
without a positive ELISA-test for cysticercosis the pathognomonic
appearance of the thickened muscle, the cyst and the scolex inside
should lead to the diagnosis cysticercosis.

Prognosis is best for patients who seek treatment early and whose
imaging studies normalize after initial infection.
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