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Clinical Problem:

A 1l4-year-old boy presented with a painless,
progressively enlarging right cheek swelling for six
months. There was no fever or trauma. He had a mixed
dietary pattern. On examination, there was a solitary,
non-tender, freely mobile, well-defined, smooth, firm
swelling in the right cheek measuring approximately
1.5 X 1.0 cm. Oral cavity examination was normal.
Other systemic and general examination were normal.
Ultrasonography (USG) of the cheek showed an
intramuscular well defined cystic lesion measuring 1.4
X 1.2 mm with a central echogenic focus measuring
0.3 X 0.2 mm and thin septae suspicious of a dermoid
cyst or epidermal inclusion cyst. Surgical excision of
the cyst was performed. On microscopic examination,
an undulating cyst wall resting on skeletal muscle and
adipose tissue and lined by foamy histiocytes was
seen. The separate soft tissue mass on sectioning
revealed irregularly shaped membranous infoldings
representing cysticercus larvae. Histopathology was
suggestive of cysticercus cellulosae of the cheek (Figure
1). Subsequently, a magnetic resonance imaging (MRI)
brain was done to rule out neurocysticercosis which
was normal and ophthalmology examination was also
normal.

Figure 1. Histopathology showing an ulcerated cyst
wall suggestive of cysticercus cellulose.
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Should the child be treated with antihelminthics?

Discussion:

Pediatric cheek swellings can be attributed to various
causes including lymphadenopathy, abscesses,
odontogenic infections, neurofibromas, lymphangiomas
and tumors.! Of these, a rare cause of a slowly
progressive cheek swelling is cysticercosis cellulosae
caused by the larval stage of the pig tapeworm,
Taenia solium. Cysticercosis is caused by a parasitic
cestode belonging to Phylum Platyhelminthes. This
tapeworm has a two host life cycle with the definitive
host being humans who harbor the worms and the
intermediate host being pigs who harbor the larvae.
On consumption of improperly cooked or raw pork,
the larvae present in the meat hatch to form the adult
worms in the small intestine. This infestation is known
as taeniasis.?3* Human cysticercosis, on the other
hand, is a larval infestation in which humans are the
intermediate hosts. Eggs passed out in feces may
contaminate food, water or hands and thus may be
ingested by humans.?34 These eggs form larvae in the
intestine following which they penetrate the mucosa to
reach the blood vessels and lymphatics. They are then
transported to various organs particularly the brain,
lungs, heart, skeletal muscles and skin. These larvae
eventually die triggering a foreign body reaction with
granuloma formation, fibrosis and calcification about
3 months later. These lesions are known as cysticerci.*

Oral cysticercosis is a rare presentation with less than
a hundred cases reported in literature at present.2> A
case-based review has found that the tongue is the
most common site of predilection, accounting for about
50% of the cases followed by the labial and buccal
mucosa.? Cheek cysticercosis with the involvement of
masseter or buccinator muscles has been reported in
a small minority of cases.3567:82

Intramuscular cysticercosis may be classified into
three types based on their clinical presentations.
Firstly, the myalgic type, in which the death of the
larva and subsequent cyst fluid leakage triggers
acute inflammation presenting as severe localised
pain. The mass-like, pseudotumor-like or abscess-
like type, in which intermittent cyst fluid leakage
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and collection around the cyst leads to chronic
inflammation and presents with a mass lesion.
Lastly, the pseudohypertrophic type, in which
the scolex calcifies and the capsule retracts and
thickens.? Differential diagnoses include mucocoele,
lipoma, fibroma, hemangioma, neurofibroma, dermoid
cyst, epidermoid cyst and salivary gland tumors.'2 Our
patient had a mass-like cheek cysticercosis.

Diagnosis can be made on imaging in most cases with
confirmation by histopathological examination.?¢7 USG
has four distinct pathognomonic appearances of
intramuscular cysticerci: cyst surrounded by an
inflammatory mass; irregular cyst surrounded by
minimal fluid at one end; large irregular exudative
fluid collection with an eccentrically located cyst within
this collection; and elliptical calcified cysts resembling
millet seeds.?%” Magnetic resonance imaging (MRI)
can visualise active and degenerating cysticerci well
whereas computerised tomography (CT) can visualise
calcified cysticerci well.?

Fine-needle aspiration cytology (FNAC) can be used
to detect the larval fragments which contain multiple
ovoid nuclei in a fibrillary stroma surrounded by a
light-stained undulating membrane. Typically, the
aspirate contains pearly white lesions which represent
the larvae. Histopathological examination shows larvae
within the tissue or scolices within the cysts.?

Treatment of oral cysticercosis depends upon the
disease activity and the location of the cysts.?3 Inactive
cysts do not require treatment. Medical management
with antihelminthics such as albendazole at a dose of
15 mg/kg/day for 8 days or praziquantel at 50 mg/kg/
day in three divided doses for 15 days is effective in the
treatment of cysticercosis.? Surgical excision is also a
favourable treatment modality for oral cysticercosis due
to their superficial location and well-localised lesions.
Surgical excision may be done for tissue diagnosis,
cosmetic reasons or for lesions causing discomfort.8?

The dilemma of choosing to treat with antihelminthics
in such cases is a unique one. Chand et al.> and
Mittal et al.®, chose sole conservative management
in their respective cases as USG findings were
highly suggestive of cysticercosis in both, hence
surgical excision for tissue diagnosis was not needed.
Similarly, Dysanoor et al.®, initially managed their
case medically as USG findings were highly suggestive
of cysticercosis. Ramakrishnan et al.” chose sole
conservative management as FNAC confirmed the
diagnosis of cysticercosis. Krishnamoorthy et al.?, did
administer antihelminthics post-excision as they were
not able to rule out the presence of neurocysticercosis

due to patient unaffordability for neuroimaging.

In our case, since the diagnosis was not confirmed
on USG, we went for surgical excision to obtain a
tissue diagnosis. Other factors favouring surgical
management in this patient include the solitary nature
of the lesion and the possibility of complete excision.
Following excision, we chose not to treat our patient
with antihelminthics as there was no presence of
cysticercosis in the eye or the brain.
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