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Acute angle closure as an atypical presentation
of ocular cysticercosis, a case report
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Abstract

Ocular cysticercosis is an endemic disease in developing countries with diverse clinical presentations depending on the cyst location. We highlight a case of subre-
tinal intraocular cysticercosis that presented with acute angle closure, an atypical clinical presentation. The initial treatment involved medical therapy with alben-
dazole, oral steroids, and ocular hypotensive agents. During follow-up, despite symptom control and ocular hypertension, a significant intraocular inflammatory
reaction was identified, requiring surgical management. The patient underwent pars plana vitrectomy with favorable anatomical and visual outcomes. This case
emphasizes the importance of recognizing atypical clinical presentations to promote timely diagnosis and treatment and suggests that cyst size may influence the
inflammatory response and the decision between medical or surgical management.
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Cierre angular agudo como una presentacién atipica de cisticercosis ocular, un reporte de caso
Resumen

La cisticercosis ocular es una enfermedad endémica de paises en vias de desarrollo, con presentaciones clinicas diversas segun la localizacion del quiste. Se destaca
un caso de cisticercosis intraocular subretiniana que debuté con un cierre angular agudo, una presentacion clinica atipica. El tratamiento inicial involucro terapia
médica con albendazol, esteroides orales e hipotensores oculares. En el seguimiento, a pesar del control de la sintomatologia y la hipertension ocular, se evidencid
una importante reaccion inflamatoria intraocular que requirié manejo quirdrgico. Se realizé una vitrectomia via pars plana con un desenlace anatémico y visual
favorable. Este caso resalta la importancia del reconocimiento de presentaciones clinicas inusuales para favorecer el diagnostico y tratamiento oportuno, y sugiere
que el tamafo del quiste puede influir en la respuesta inflamatoria y en la eleccién del manejo médico o quirtrgico.

Palabras clave: Cisticercosis; oftalmologia; hipertension ocular; ecografia.

Introduction

Cysticercosis is a parasitic infection caused by the larval form
of Taenia solium. It is an endemic clinical entity in Africa, In-
dia, Asia, Mexico, and Latin America, where poor sanitary
conditions facilitate transmission'. The most frequently affec-
ted sites are the subcutaneous tissue (24.5%), followed by the
brain (13.6%) and the eye (10.8%)'. Owing to its high vascular
density, the eye is the primary organ affected’. The disease
primarily affects individuals between 20 and 50 years of age,
with a higher prevalence in males according to some stu-
dies'?3. In Colombia, between 2009 and 2013, the reported
incidence of ocular cysticercosis was 0,19/100,000 cases*.

From an ophthalmological perspective, cysticercosis can pre-
sent with extraocular or intraocular involvement. Extraocular
involvement is more common in Eastern countries, whereas
intraocular cases are more frequently reported in Western re-
gions? Intraocular cysticercosis typically manifests as painless
visual acuity decline and, to a lesser extent, myodesopsia®.
However, atypical presentations can occur, as highlighted in
this case of subretinal intraocular cysticercosis presenting
with acute angle closure, a rare manifestation.

Early diagnosis in such atypical cases can be difficult; however,
the use of diagnostic aids such as ocular ultrasound or com-
puted tomography may be the key to diagnosis owing to their
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typical presentation patterns. Treatment may involve antipa-
rasitic therapy, corticosteroids, or a surgical approach, depen-
ding on the severity and response to medical management.

Case description

A 51-year-old male, with no pertinent past medical history,
presented to the emergency department with acute deterio-
ration in visual acuity in the right eye associated with red-
ness, pain, ipsilateral headache, and emetic episodes. The ini-
tial ophthalmological examination revealed a best-corrected
visual acuity of counting fingers in the right eye (OD) and
20/20 in the left eye (OS) with anisocoria due to non-reactive
mydriasis in the right eye (Fig. 1a). The extraocular motility
was normal. The anterior segment examination showed no
abnormalities in the left eye, while the right eye demonstra-
ted an asymmetric narrow anterior chamber compared to the
contralateral eye, with a closed chamber angle on goniosco-
py and intraocular pressure of 28 mmHg in the OD and 12
mmHg in the OS, following a dose of 500 mg of oral acetazo-
lamide administered by the emergency department.

Fundus examination was normal in the left eye; however, in
the right eye, an inferior hemorrhagic retinal detachment was
noted, with macular involvement and the appearance of a su-
bretinal mass. Ocular ultrasound was performed, identifying
in B-mode a subretinal cystic lesion approximately 7 mm in
diameter, which in A-mode showed a peak of high reflecti-
vity inside, suggestive of a scolex, findings consistent with a
case of ocular cysticercosis (Fig. 1b and 1c). A complementary
cranial computed tomography scan ruled out central nervous
system involvement (Fig. 1d). The patient denied eating raw
or uncooked foods or visiting or living outside the city.

In consultation with the patient, considering the size of the le-
sion, the posterior location, and the potential morbidity asso-
ciated with surgical intervention, medical management was ini-
tiated with albendazole at a dose of 15 mg/kg/day divided into
two doses, along with steroid treatment with oral prednisolone
at a dose of 1 mg/kg/day. Topical hypotensive management
was added with timolol 0.5% / dorzolamide 2% / brimonidine
0.2%, one drop every 12 hours in the right eye. On follow-up
assessment one week later, the intraocular pressure was ade-
quately controlled (14 mmHg), pain was modulated, and visual
acuity was stable; however, the patient developed significant
cellularity in the vitreous cavity (Fig.1e). The patient underwent
surgery, where pars plana vitrectomy was performed with a
transvitreal approach via retinotomy and using silicone oil as a
tamponade, achieving successful retinal reattachment.

Discussion

Cysticercosis is an endemic clinical entity in Africa, India, Asia,
Mexico, and Latin America, with the eye being one of the pri-
mary organs affected because of its high vascular density’. It
primarily affects individuals between 20 and 50 years of age,
with a higher prevalence in males according to some studies’?3.

Cysticercosis is a parasitic disease caused by Cysticercus ce-
llulosae, the larval stage of Taenia solium. Humans acquire
the infection through the ingestion of eggs from conta-
minated food or water. The larvae penetrate the intestinal
wall, migrate via the bloodstream, and develop into cysts in
various tissues, including the eye. Ocular cysticercosis can
cause significant visual impairment, depending on the cyst
location and immune response’.

Ophthalmic clinical presentations can be divided into extraocu-
lar forms, involving extraocular muscles, subconjunctival spa-
ce, optic nerve, and appendages, which are more commonly
seen in Eastern countries, and intraocular variants, which, in or-
der of frequency, affect the intravitreal space, subretinal space,
and anterior chamber, representing 7.73%, 3.77%, and 1.43%
of reported ocular cysticercosis cases, respectively’.

Common presenting symptoms of intraocular cysticercosis,
according to a cohort study by Tarun et al., which included 44
patients, were decreased visual acuity (93%), floaters (27%),
ocular pain (18%), and red eye (13%), likely attributable to
concurrent anterior uveitis due to the absence of ocular hy-
pertension®. In another cohort study by Sudha and Priyanka,
which included 30 cases with intraocular involvement, the ini-
tial symptoms were decreased visual acuity (100%) and floa-
ters (3%), with no documented cases of ocular hypertension
or angular closure?.

The diagnosis of subretinal ocular cysticercosis requires di-
fferentiation from other conditions, such as neoplasms, su-
bretinal abscesses, and other parasitic infections, such as
toxoplasmosis or hydatid disease. Imaging techniques such
as ultrasound, computed tomography, and magnetic reso-
nance imaging play a crucial role in identifying typical cystic
lesions, which, on ultrasound, usually show a hyperreflective
peak attributed to the scolex or cephalic portion of the pa-
rasite, helping differentiate it from a hydatid cyst, the latter
being less common and more frequently causing extraocular
involvement. Serological tests, while supportive, may have
limitations in specificity, requiring a comprehensive clinical
and radiological approach®.

To date, acute angle closure has not been identified as the
initial clinical presentation of subretinal cysticercosis. In our
case, this was the reason for the patient’s consultation. We
believe that it was precipitated by the mass effect of the
cyst and associated hemorrhagic retinal detachment, cau-
sing anterior displacement of the iridocorneal diaphragm,
highlighting an atypical clinical presentation and a previously
unreported mechanism of ocular hypertension in patients
with ocular cysticercosis. Our case responded well to con-
ventional hypotensive management.

A literature search did not find similar cases reported for
subretinal presentation, finding only mechanisms described
for angular closure, including pupillary blockage secondary
to the mechanical effect of the cyst in the anterior chamber

249



250

M.I. Pérez-Palacio, et al

REVISTA INFECTIO

d

Figure 1. Slit lamp examination, Ultrasound and Tomographic Findings

(a) and (e): Photograph of the anterior segment of the right eye showing ciliary injection
and medium non-reactive mydriasis with a narrow anterior chamber (a). Oblique slit lamp
section shows dense vitreitis occurring after the start of albendazole therapy (e).

(b), (c), and (d): Ocular ultrasound of the right eye in A and B modes showing a
hemorrhagic retinal detachment involving the macular area and associated with a
subretinal cystic lesion (b), which in A-mode shows a high reflectivity peak inside
suggestive of scolex, findings compatible with ocular cysticercosis (c). Simple axial cranial
computed tomography revealed no evidence of central nervous system involvement (d).

and two cases related to chronic inflammation caused by the
presence of the cyst in the absence of treatment, leading to
anterior segment neovascularization and, consequently, neo-
vascular glaucoma®’.

The diagnosis of intraocular cysticercosis is established
through clinical and image evaluation, with ultrasonography
being a cost-effective, radiation-free method with sensitivity
comparable to that of computed tomography for diagnosing
ocular cysticercosis, in this case, determining definitively the
etiology of the patient’s clinical presentation’.

Considering the size of the cyst and the morbidity associa-
ted with surgical procedures, medical management with al-
bendazole and oral prednisolone was chosen in consultation
with the patient, in line with some reports, such as that by
Lim et al., where a 51-year-old patient with neurocysticer-
cosis and subretinal cysticercosis was successfully managed
with albendazole and oral prednisolone, achieving a visual
acuity of 20/25 in the affected eye after 2 months, with a
previous visual acuity of 20/4008. Similarly, Singh and Singh
reported a case of a 24-year-old woman who started oral
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therapy with albendazole and oral prednisolone, achieving
stability in visual acuity and quiescence of uveitic symptoms®.
Additionally, Garcia et al. reported the successful treatment
of a subretinal macular cysticercosis case in a 25-year-old pa-
tient using praziquantel and oral prednisolone, achieving a
final visual acuity of 20/30 with an initial acuity of 20/100.

According to the reviewed protocols, although the initial re-
commendation is surgical management, an alternative to
consider based on case complexity and patient preferences is
the use of albendazole 15 mg/kg/day divided into two doses
associated with oral prednisolone at a dose of 1-1.5 mg/kg/
day for 6 weeks with follow-up every 1-2 weeks’. In our case,
although there was resolution of acute angular closure with
improvement in symptoms and ocular hypertension, signifi-
cant vitreous inflammation developed, leading to reconsidera-
tion of surgical management, which had favorable outcomes.
One reason for this inflammatory progression could be the
large initial size of the cyst, an aspect that we consider relevant
when choosing different therapeutic strategies and which we
believe can be a substrate to generate sub-analysis of present
and future studies related to the treatment of this entity.
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Ocular cysticercosis is a rarely reported clinical entity in Latin
America, and in this case, presented with atypical acute an-
gular closure. Ocular ultrasound is a fundamental part of the
diagnostic approach. In our case, medical management was
associated with significant inflammatory processes, possibly
related to the initial size of the cyst, requiring surgical mana-
gement, despite what has been suggested in some reports.
This may be an important variable to consider when deter-
mining different therapeutic modalities. There are still clinical
presentations of this entity to be identified, making timely
recognition crucial for diagnosis and management to reduce
the risk of visual sequelae.
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