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ABSTRACT: INTRODUCTION: Cysticercosis is the most common parasitic disease of the 

nervous system. The disease occurs when humans become the intermediate host in the life cycle 

of Taenia solium by ingesting its eggs from contaminated food. The most common sites of 

involvement of cysticerci are soft tissue, eye and central nervous system. Unusual location of the 

cysts may result in uncommon manifestations. Ocular cysticercosis can involve both the 

intraocular and extra ocular muscle. Extra ocular muscle cysticercosis is rare. PRESENTATION 

OF CASES: In the department of ophthalmology, G.S.L medical college, Rajahmundry we are 

reporting 6 cases of cystic lesions of eye. 
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INTRODUCTION: Cysticercosis is the most common parasitic disease of the nervous system. 

The disease occurs when humans become the intermediate host in the life cycle of Taenia solium 

by ingesting its eggs from contaminated food. The cysts of cysticercus cellulosae in man lodge 

frequently in muscles, central nervous system and in the eye.[1] Unusual location of the cysts may 

result in uncommon manifestations mimicking a host of neurological disorders.[2] Ocular 

cysticercosis involve both the intraocular and extra ocular muscle. Extra ocular muscle 

cysticercosis is rare. Unusual presentations of extra ocular muscle are mentioned in the literature. 

 

MATERIALS AND METHODS: In the department of ophthalmology, we reporting 6 cases of 

cystic lesions of eye, each patient was examined clinically and investigated and was surgically 

excised and histologically examined. 

 

CASE SERIES: CASE 1: 10 years old Female patient came with Complaints of a progressively 

increasing swelling in the right eye since 30days.On anterior segment examination, Round cystic 

swelling - 10 mm x 10 mm swelling seen Lateral to the caruncle of right eye, partly covered by 

the plica semilunar is Pinkish white in colour with black speck seen just below its center. [Fig. 1] 

The wall of the cyst was tense, with overlying conjunctiva slightly suffused and adherent over the 

most prominent portion of the swelling, Slightly tender on pressure, irreducible and fixed to the 

globe. Ocular movements – Full, no Regional lymph nodes palpable, fundus is normal. Stool 

examination and CT brain was normal. The cyst was removed under GA. Intra-operatively the 

swelling was found to be firmly adherent to the medial rectus muscle sheath, so a part of the 

sheath had to be removed along with the cyst. Histo-pathology confirmed the clinical diagnosis of 

cysticercosis in association with the sheath of medial rectus muscle. [Fig. 2] 

 

CASE 2: 9 year old female came with chief complaints of Painless swelling over the inner canthus 

of her left eye Since 8 weeks, she consumes vegetarian food, on anterior segment examination, 
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swelling of size 8*9mm seen at medial canthus of left eye, [Fig. 3] Ocular movements were 

normal though the swelling was very close to the medial rectus muscle. The overlying conjunctiva 

was normal and fundus was normal. CT brain and stool examination was normal. The cystic mass 

was surgically excised in intact condition, It was whitish hemispherical cystic swelling measuring 

about 7 mm x 8 mm with a milk white spot, found was adhered to underlying MR muscle. 

Histopathological examination of the cyst showed the dense milk white spot where the scolex 

with its hooks and suckers remained invaginated. [Fig. 4, 5] 

 

CASE 3: 12 year old female came with complaints of Swelling in the RE of 1 month duration, a 

Pork eater, on anterior segment examination a Swelling of 10x10mm seen at medial canthus of 

right eye [Fig. 6], overlying conjunctiva slightly suffused, Ocular motility was full and remaining is 

normal, fundus normal. CT brain and stool examination is normal. The cyst was removed under 

general anesthesia. Cyst was a grayish-white translucent cyst with a visible scolex. During 

surgery, the sub-conjunctival cyst was found adherent to the adjacent medial rectus muscle. 

Histopathologic analysis of the parasitic cyst showed a scolex with double rows of hooklets and a 

cyst wall consisting of a laminated membrane wall with columnar cells. [Fig. 7] The fibrous wall of 

the cyst showed numerous foamy macrophages. 

 

CASE 4: 26year female came with complaints of Swelling in the superior fornix near the outer 

canthus – LE of 1cmx1cm, small, transparent, light pink cystic swelling [Fig. 8]. Cyst was 

removed and histopathology: Section shows a cyst lined by simple to stratified low cuboidal cells, 

the wall is made up of vascularized fibrocollagenous tissue. [Fig. 9] There are clusters and nests 

of closely packed serous glands in the wall showing focal cystic changes.  

OPINION: simple conjunctival cyst. 

 

CASE 5: 3year old, female came with Swelling in the lateral aspect of the upper eyelid in left eye 

– 1 month of 1.5x1.8cm, Soft, freely mobile [Fig. 10]. Cyst surgically excised and sent for 

histopathology 

 

GROSS EXAMINATION: Received single ovoid grey white tissue measuring 0.7X0.5x0.5 cm, cut 

section shows white pultaceous material.  

 

MICROSCOPIC EXAMINATION: cyst is lined by attenuated stratified squamous epithelium and 

is filled with lamellar keratin [Fig. 11]. Diagnosis s/o consistent with angular dermoid. 

 

CASE 6: 53 year old female came with Swelling in the left upper eyelid since 1 year duration, 

Gradual onset and progressive, a firm nodular swelling on the left upper eyelid of 1cm in 

diameter, [Fig. 12] non tender. Smear HP - degenerated enucleated and nucleated benign 

squamous epithelial cells scattered over a background of granular necrotic debris s/o epidermoid 

cyst left upper eyelid. [Fig. 13, 14] 

 

 



 

CASE REPORT 

J of Evidence Based Med & Hlthcare, pISSN- 2349-2562, eISSN- 2349-2570/ Vol. 2/Issue 20/May 18, 2015    Page 3075 

 

DISCUSSION: Cysticercus cellulosae is the larval form of the pork tapeworm, Taenia sodium. 

Man is the only known final host for T sodium. The organism can remain in the host's intestinal 

tract causing little or no disturbance. Human cysticercosis is acquired by ingestation of tapeworm 

eggs shed in faeces. The eggs mature and the larvae penetrate the intestinal muscoa to enter the 

portal circulation, where they are carried to other organs.[3] In the eye cysticerci may be situated 

intraocular or extra ocular. In India most common site of localization is orbit, whereas posterior 

segment involvement is more common in western people. Intraocularly, cysticerci occur in 

vitreous body and sub retinal.[4,5] but some may be found in the anterior chamber and 

subconjunctival.[6,7] The most damaging location is intravitreal and subretinal location which leads 

to blindness in 3 to 5 years unless the parasite is removed. It has been pointed out by Malik et 

al[6] that the left eye is more commonly involved. Death of the larvae within ocular tissues can 

stimulate severe inflammatory reaction. Such infestations are an important cause of blindness in 

the endemic areas of South-east Asia, Central America, and Africa. Medical therapy has not 

proved successful, and treatment is surgical excision.[8] The diagnosis of cysticercosis can be 

presumptively established by the presence of small calcific densities on roentgenogram of the 

skull or extremities. Other tests such as electroencephalography, CT scan, or arteriography may 

confirm space occupying intraparenchymal brain lesions. Eosinophilia may be present in 

disseminated disease. Serological testing is often inconclusive, more than 50% of patients with 

neurocysticercosis having no quantifiable antibody response.[9] Magnetic resonance imaging of 

neurocysticercosis is well documented. 16 In a recent case of orbital cysticercosis it produced 

images of cysts in extraocular muscle and outlined a scolex within a cyst.[10] Although additional 

confirmation is necessary, MR imaging may be the best method of assessing patients with 

presumed orbital cysticercosis. 

The treatment of ocular cysticercosis is conflicting. Where the intraocular cyst responds 

best by surgery, surgical removal of extraocular cysticercosis is fraught with complications. R 

Sihota et al evaluated the efficacy of oral albendazole in extraocular cysticercosis in the 

randomized clinical trial and reported a marked clinical respond in the patients.[11] 

 

CONCLUSION: 6 cases - provisionally diagnosed as cystic lesions, excised and submitted for 

histopathological examination. Among six cases, three cases were reported as parasitic-

cysticercosis, one as conjunctival cyst, one as epidermoid cyst and one as angular dermoid. The 

patients having parasitic cysts are female children with involvement of Medial Rectus and no 

evidence of neurocysticercosis. 
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Figure 1 Figure 2 

Figure 3 Figure 4 
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Figure 5 Figure 6 

Figure 7 Figure 8 

Figure 9 Figure 10 
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