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Disseminated cysticercosis presenting with bilateral proptosis: A case 
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1. Introduction

  Bilateral proptosis is frequently caused by Graves’ disease. 
Unilateral proptosis suggests a possibility of orbital cellulitis, 
vascular diseases like carotid-cavernous fistula and cavernous sinus 
thrombosis. Unilateral proptosis is also noted in many retrobulbar 
tumors. Infiltrative diseases, like collagen vascular disorders, 
sarcoidosis, leukemia and lymphoma, can produce both unilateral 
and bilateral proptosis. We are reporting a case of bilateral proptosis 
having an unusual cause.

2. Case report

  A 22-year-old man came with bilateral proptosis of 1-year duration 
(King George Medical University in Lucknow India on 22 December, 
2017). The consent to publish the images was from the father of the 
patient.
  Two years ago, he had one generalized seizure, followed by altered 
sensorium, then he was treated for cysticercosis encephalitis. He 
remained in coma for 7 days, and received antiepileptic drugs and 
corticosteroids. He had improved remarkably. Then he continued 
medications for 1 month then stopped them. In the follow up, he had 
many seizures, last seizure occurred almost 1 year before. He still was 
not taking antiepileptic treatment and did not complain of diplopia. 
On examination, his vision was normal. Fundus examination did not 

reveal any abnormality. Neurological examination, including detailed 
mental status examination was normal. Neuroimaging of brain 
revealed massive parenchymal cerebral neurocysticercosis. Many 
brain lesions demonstrated eccentric scolex (Figure 1). In addition, 
there was a heavy infestation of orbital tissues, leading to bilateral 
proptosis (Figure 2). We treated the patient only with corticosteroids. 
Albendazole was not given. Except proptosis, he remained 
asymptomatic for 2 months and discharged from hospital. Two-
months later, the patient again developed encephalopathy and died 

in the intensive care unit.

3. Discussion

  Ocular cysticercosis is commonly encountered in endemic countries, 
which is frequently a component of disseminated cysticercosis. Ocular 
cysticercosis either affect extraocular tissues like subconjunctival 
and periorbital structures or affect intraocular compartment where 
larva is present in vitreous fluid, subretinal space or found floating 
in anterior chamber. The patients with intraocular cysticercosis have 
vision loss[1-3]. Involvement of extraocular muscles is the commonest 
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form of ocular cysticercosis. Extraocular muscle cysticercosis clinically 

manifests with diplopia and ophthalmoplegia. If cyst is inflamed, eye 

pain and conjunctival redness are present. In some rare cases, larva 

affect optic nerve or subretinal space. B-scan ocular sonography is a 

reliable method for the demonstration of subretinal cysticercosis. On 

B-scan, subretinal neurocysticercosis appears as a well-defined cyst 

with a hyperechoic scolex[4,5].

  Cysticercosis encephalitis is often associated with diffuse cerebral 

oedema and raised intracranial pressure. Cerebral oedema is caused by 

the intense host inflammatory response against antigens released by 

dying cysts. Antiparasitic treatment in cysticercosis encephalitis can 

be detrimental and sometimes life-threatening. Antiparasitic treatment 

in cysticercosis encephalitis is associated with further worsening 

of cerebral oedema[6,7]. We had deferred albendazole in our patient 

because he had evidence of cysticercosis encephalitis in the past.  

  The treatment of ocular cysticercosis depends upon location of 

the cyst. If the cyst is subretinal, it needs to be removed surgically. 

Antiparasitic treatment can be safely used for extraocular or retro-

orbital cysticercosis. In intraocular cysticercosis, antiparasitic treatment 

can be detrimental. A dying cysticercosis cyst in eye can also evoke 

inflammatory reaction. Intraocular inflammatory reaction can result 

in vitritis, retinal hemorrhages, retinal detachment, proliferative 

vitreoretinopathy and disc edema. Patients with intraocular cysticercosis 

might manifest conjunctival redness, reduced visual acuity, vision loss 

or blurred vision. It is recommended that subretinal cysticercosis should 

be surgically removed before starting antiparasitic treatment[8-11].

Figure 2. The 22-year-old patient shows bilateral protrusion of the globes 

with respect to the orbit.

  In conclusion, the present case is unusual in many respects. There 

was a heavy parasitic load in brain and surrounding soft tissues. 

Ocular tissues, including extraocular muscles are heavily infested 

with the cysticercus larvae. He did not have any eye symptom, 

except proptosis till he had another episode of acute encephalopathy. 

At this time, the patient succumbed to his illness.
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Figure 1. High-resolution sonography of the orbits showing multiple cysts (red arrows) involving the orbits (A-F). MRI brain T2W image shows multiple 

cystic lesions with scolex suggestive of neurocysticercosis involving the brain and the orbits (G). MRI brain FLAIR sequence shows massive cysticercosis (H).
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