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A case of left orbital cysticercosis presenting as acute preseptal cellulitis.
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Abstract
Purpose: The purpose is to report a case of left orbital cysticercosis, presented with signs of acute
preseptal cellulitis.
Case report: Orbital infection is a form of inflammation caused by infective agents and, therefore,
orbital infection and other orbital inflammatory processes can have similar presentation. Parasitic
infestations of the orbit are rare, commonly located in the superolateral and superomedial angles of
the orbit. We report a case of 31 year old man who presented with acute painful rapidly progressive
periocular swelling, didn’t show any response to 1 week of systemic antibiotics. Left orbital cyst
excision was done after correlating with radiological findings and histopathological features were
suggestive of parasitic infected cyst.
Conclusion: Parasitic infected cyst could be considered in the differential diagnosis of unilateral
periocular swelling with proptosis, commonly in superior part.
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Introduction
Orbital infection is a form of inflammation caused by infective
agents and, therefore, orbital infection and other orbital
inflammatory processes can have similar presentation [1].
Patients with atypical presentation or those who are
unresponsive to medical treatment should have an orbital
biopsy for pathological diagnosis [2]. Parasitic infestations of
the orbit are rare [1], commonly located in the superolateral
and superomedial angles of the orbit. Cysticercosis is caused by
infection with intermediate larval stage of Taenia solium.
Human beings are definitive hosts that harbor the adult parasite
in the intestine and pigs are the intermediate hosts harboring
the larvae. Human cysticercosis occurs when they act as
intermediate host by ingesting the eggs via following modes of
infestation: a) contaminated food and water with the Taenia
solium eggs (hetero-infection); b) reinfection by ingestion ova
of the existing parasite (external auto-infection); c) retrograde
peristalsis causing the transport of mature proglottids bearing
eggs from bowel to stomach (internal auto-infection) [3]. The
most common clinical findings are periocular swelling,
proptosis, ptosis and restriction of ocular motility [4]. We
present a case of left orbital cysticercosis presented with signs
of acute preseptal cellulitis

any bruit and was felt in the superior part of the orbit; posterior
limit could not be reached. Fundus was normal in both eyes.

Case Report
A 31 year old man presented with painful rapidly progressive
periocular swelling since one week. There was no history of
trauma or systemic disease. He is a vegetearian. He had a
visual acuity of 6/6 in both eyes with normal head posture,
orthophoric gaze and full range ocular movements. Ocular
examination showed maceration of eyelids, mild axial proptosis
(exophthalmometry ~23mm) and mechanical ptosis (Figure 1).
The mass was tender, warm, irreducible, non pulsatile, without
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Figure 1: showing left mild axial proptosis with mechanical ptosis.

Patient was treated on systemic antibiotics and non-steroidal
anti-inflammatory drugs for one week. Inflammation was
controlled but the swelling didn’t respond to antibiotics.
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A magnetic resonance imaging (MRI) revealed a hypodense
lesion located in the superior part of the orbit (Figures 2a and
2b).

After one month of oral Albendazole 400 mg BD, the patient
was doing well and no proptosis or enophthalmos detected
(Figure 4).

Figure 2a: Axial section MRI sowing left orbit hypodense lesion.

Figure 4: After 1 month of oral antihelminthics.
Figure 2b: Coronal section MRI showing left orbit hypodense lesion.

Left orbit cyst excision was done using transcutaneous
approach after correlating with radiological findings. Sample
was sent for histopathology analysis (Figure 3).

Figure 3: Histopathologic appearance of cysticercosis showing
scolex with sucker (H&E 40x).

Histopathologic features showing scolex with sucker and
hooklets surrounded by a well-defined cyst wall were
suggestive of Parasitic infected cyst (Cysticercosis).
ELISA for cysticercosis was negative.
MRI brain and USG abdomen were normal.
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Discussion
Parasitic infestations of the orbit are rare and have highest
prevalence in developing countries [1] Cysticercosis is a
common parasitic infestation worldwide including India and
can affect almost all eye tissues like the vitreous cavity,
subretinal space, subconjunctival tissue, orbit and lid.
Cysticercus cellulosae can be a cause of orbital cellulitis also
[1]. Atul et al., who studied the sociodemographic trends in
ocular cysticercosis in India, showed a male preponderance of
2:1, with the maximum number of patients seen in the fourth
decade; 30% of them were vegetarians [5]. Diagnosis of
cysticercosis requires radiological visualisation using MRI or
CT. ELISA for cysticercosis can be supportive evidence for
diagnosis but can be negative. Histopathology is the only
confirmatory feature in those cases not responding to
antibiotics and with normal eosinophil count. Neurological
examination is mandatory after the diagnosis of cysticercosis.
Neurocysticercosis was found to be the most common cause of
epilepsy in a study from South India [6]. Treatment should
include total surgical excision of the cyst without rupture to
avoid relapse and starting on oral antihelminthics for almost 1
month [7]. Patients and their family members should be
educated to improve sanitation and food-preparation hygiene in
endemic areas. Parasitic infected cyst could be considered in
the differential diagnosis of unilateral periocular swelling with
proptosis, commonly in superior part.
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