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Case Study 1 

Cysticercosis – is it a Pathological or Radiologica l diagnosis? 2 

Abstract : 3 

Cysticercosis is one of the major neglected tropical diseases with increasing incidence 4 

recently. Adequate diagnosis is required for treatment of this eradicable disease. We report 5 

two cases of cheek swellings diagnosed as cysticercosis with differences in investigation 6 

modality used. While fine needle aspiration biopsy may help in definite diagnosis, site of 7 

lesion may not be appropriate. Ultrasonography on contrary can provide site accurately and 8 

help clinician in definite diagnosis. Thus clinician must select the modality appropriately 9 

according to feasibility and site of lesion. 10 
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Introduction  12 

Cysticercosis caused by Taenia solium larva is a modern day plague found worldwide. 13 

1Endemicity has been demonstrated in areas of pork consumption, poor hygiene and low 14 

socio-economic conditions. The morbidity and mortality is high due to hidden disease and 15 

late diagnosis.1 Diagnosis of this eradicable disease requires precise investigations. We here 16 

report two cases with diagnostic challenges.  17 

Case 1:  18 

A 12 year-old male child presented with painful swelling in right cheek since one week. His 19 

medical history was non contributory. On examination a three × two cm firm tender swelling 20 

was noted in right cheek with well defined margins and restricted mobility. Oral cavity 21 

examination and other ear, nose and throat (ENT) examination were within normal limits. 22 

General body examination showed no palpable swelling. Ultrasonography (USG) was done 23 

to reveal a well defined cystic swelling with eccentric scolex diagnostic of cysticercosis 24 

(Fig.1). 25 
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Case 2: 26 

A 30 year-old asymptomatic female presented by swelling in left cheek since one week. Her 27 

medical history was non contributory. On examination a two × two cm firm mobile non-tender 28 

swelling was noted in pre-auricular region. Oral cavity, ENT and systemic examination were 29 

within normal limits. Fine needle aspiration cytology (FNAC) was done to reveal presence of 30 

tegmental layer of larva confirming cysticercosis of parotid. Gadolinium enhanced magnetic 31 

resonance imaging (MRI) showed no cranial lesion, but cheek lesion was present in 32 

masseter suggestive of myocysticercosis (Fig.2). 33 

Both the patients received Albendazole at 15mg/kg body weight for one month and were free 34 

of disease on follow up. Child also received dexamethasone 8mg tapered over two weeks. 35 

Discussion: 36 

Cysticercosis is one of the major neglected tropical diseases disseminated worldwide due to 37 

increased immigration and travel.1,2 It is recently reported to cause hospitalization rate of 38 

8.03 per million population with case fatality rate of 1.4%.3 Soft tissue cysticercosis is known 39 

to be present in 54% of infected people, though neurocysticercosis presents more to the 40 

clinician.4 41 

Human beings, both definitive and intermediate hosts, may accidentally or incidentally 42 

become the host of parasite in three ways: faecal-oral infection, faecal-oral autoinfection and 43 

internal autoinfection. These eggs are partially digested in the stomach, evolve into 44 

oncospheres to penetrate the small intestinal mucosa and disseminate throughout the body 45 

eventually forming cyst.5An asymptomatic, isolated cyst may remain undetected, until it 46 

enlarges, migrates or dies and produces symptoms. 47 

Head and neck is second most common site for cysticercosis, presenting as subcutaneous 48 

nodules.6 It forms the differential diagnosis of any soft-firm swelling for an otolaryngologist 49 

including lipomas, neurofibromas, lymphadenopathy in neck, mucous retention cyst, fibroma, 50 
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leiomyoma, dermoid cyst, lipoma or a benign lesion of salivary gland or neural origin in oral 51 

cavity, acute parotitis, parotid abscess, parotid sialadenitis, subcutaneous tissue abscess, 52 

pyomyositis or lymphadenitis in cheek.7,8 53 

Such clinical scenario increases the dilemma for high yielding investigation, complicated 54 

further by variations in host-body reactions and stage of disease evolution. With economic 55 

constraints, as this disease is endemic in resource limited places, next investigation is 56 

usually FNAC or sonography. Possibility of definitive diagnosis by identification of larva has 57 

made the FNAC as first investigation in skin nodules though it has less sensitivity (46.4% to 58 

94.2%).6,8 Sonography is the investigation of choice in any soft tissue swelling. Human 59 

cysticercosis can be diagnosed reliably with demonstration of scolex in the lesion, sensitivity 60 

and specificity of which depends on expertise, thorough scanning, and stage of disease.9 61 

Using serological methods, sensitivity of antibody testing tends to be high for cases with 62 

multiple cysts (94%) than single or calcified cysts (28%). Further, false positive with prior 63 

exposure to T. solium antigens can occur.5 64 

Radiology is the investigation of choice if resources are available and affordable. Computed 65 

tomography/MRI has been used for diagnosis with demonstration of scolex. Role of CT in 66 

neurocysticercosis is well known and characteristic or suggestive features on MRI are 67 

respectively absolute or major criteria of Del Bretto et al for diagnosis. Starry sky appearance 68 

is seen in disseminated cysticercosis on MRI.10 Cysts are peculiarly oriented in direction of 69 

muscle fibres. Rather than absolute, more often radiology is suggestive of cysticercosis and 70 

forms one of the major diagnostic criteria, but histological examination gives the definitive 71 

diagnosis. 72 

We had two such cases which underline the importance of investigation modality as 73 

diagnosis changes accordingly. While FNAC was initial investigation in view of benign 74 

neoplasia, sonography was done in view of acute inflammatory disorder. FNAC did confirm 75 

cysticercosis, though, pathologist reported it as parotid lesion. This changed to 76 
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myocysticercosis of masseter with MRI. Such possibilities add another horizon of diagnostic 77 

dilemma. Importance of accurate diagnosis lies in definite management and disease 78 

eradication. 79 

Conclusion :  80 

Cysticercosis can be accurately diagnosed with easily available low cost investigations. 81 

Clinicians should choose appropriate modality with low threshold especially in endemic 82 

areas. While definite diagnosis can only be made by demonstration of larva, we suggest a 83 

compulsory radiological investigation in cysticercosis unless site is proven by other method. 84 
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Figures Legends 116 

Fig.1 117 

High frequency sonography of right cheek showing cystic lesion with eccentric scolex 118 

diagnostic of cysticercosis. 119 

Fig.2 120 

CEMRI of left masseter showing heterogenous lesion with central cystic component and 121 

peripheral enhancement 122 

Fig.1 123 
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 124 
High frequency sonography of right cheek showing cystic lesion with eccentric scolex 125 

diagnostic of cysticercosis 126 
 127 
 128 

Fig.2 129 

 130 
CEMRI of left masseter showing heterogenous lesion with central cystic component 131 

and peripheral enhancement 132 


