




PROPTOSIS CA USED BY HYDATID DISEASE

to all the neighbouring soft tissues; and a firm, whitish, shining sac bulged out separating
it from the bone. This was shelled out and the fibrous mass removed. The sac
was found to be a hydatid cyst full of opalescent fluid, and containing three
grape-like daughter cysts. The fibrous
mass surrounding it was recognized as
the adventitia.
Microscopic examination proved that

the cysts were all sterile and contained ;-
only degenerate scolices.

FiG. 1.-Case 1, showing right prop- FiG 2 Case 1 radiograph demonstrating
tosis produced by development of dense opaque shadow of hydatid cyst.
intra-orbital hydatid cyst.

Case 2. N. S. R., female, aged 12 years. When seen in 1946 she complained of
right proptosis of 3 months' duration which was ascribed to trauma (Fig. 3, overleaf).
As a result of panophthalmia in infancy the patient had developed a nebula on each

cornea. She had no history of any allergic manifestations and diplopia was not
complained of. The proptosis was mainly forwards and outwards, associated with
slight inward and downward limitation of eyeball movements. The right conjunctiva
was congested.
On palpation a cystic swelling was felt to be stretching the inner part of the right

upper eyelid, and extending deeply into the right orbital cavity; its extent and attach-
ments could not be ascertained. It was not tender and appeared to follow the
movements of the eyeball. The skin of the lid was not adherent to it. The orbital
margins were felt to be intact.

Nasal examination revealed no abnormality.
Radiological examination showed that the right orbit was dilated mainly at the

expense of its inner wall (Fig. 4, overleaf), but the cyst was not visible.
The right ethmoid and maxillary sinuses were opaque and the right frontal sinus absent.
Systematic clinical and laboratory tests revealed anaemia (Haemoglobin 58 per cent.)

and eosinophilia 15 per cent.
Precipitin and complement-fixation tests were negative. On exploration a unilocular

hydatid cyst was found mainly inside the muscle cone, lying above and on the sides of
the optic nerve, following it back to the optic foramen; the inner and anterior part
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AHMAD BEY HANDOUSA

of the cyst was protruding out into the orbital tissues outside the cone, and this
was the part that was presenting under the lid. The
adventitia was thinner in this case than in Case 1.

FIG. 3. Case 2, right prop- FIG. 4. Case 2, radiograph showing primary
tosis produced by hydatid dilatation of the orbit resulting from develop-
cyst lying mainly inside the ment of hydatid cyst.
muscle cone.

This cyst was full of hydatid fluid and scraping of the germinal layer proved it to be
fertile; Fig. 5 demonstrates the cyst wall with a scolex inside.

FIG. 5. Case 2, photomicrograph of portion of hydatid cyst.
A- erminal la\er. C-Cvst ca itx. S-Scolex in section.

Case 3, male, aged 9 years. When seen in 1950, he complained of left-sided,
gradually increasing proptosis, associated with failing vision, of 5 months' duration.

610

copyright.
 on D

ecem
ber 3, 2021 by guest. P

rotected by
http://bjo.bm

j.com
/

B
r J O

phthalm
ol: first published as 10.1136/bjo.35.10.607 on 1 O

ctober 1951. D
ow

nloaded from
 

http://bjo.bmj.com/


PROPTOSIS CAUSED BY HYDATID DISEASE

The condition was not associated with fever or any constitutional disturbances. It
was painless. There was no history suggestive of allergic phenomena, and diplopia was
not complained of. The proptosis was directed forwards, upwards, and inwards
with limitation of eyeball movements downwards and outwards. The cornea was
intact. The left pupil was slightly dilated compared with the right, but reacted well
to light. A cystic swelling thought to be the cause of the proptosis was felt in the
lower and outerpart ofthe left orbital cavity. The bony margins of the left orbit were felt
to be intact. Vision in the left eye was 6/24, and the left fundus appeared to be normal.

Nasal examination revealed double maxillary sinusitis and an adenoid mass. The
general medical condition was good.

Radiological examination did not reveal the cyst, but the left orbital cavity was
seen to be bigger than the right (primary orbital dilatation).

A-Hydatid cyst proper
B-Adventitia

FIG. 6.-Case 3, radio-
graph taken after
lipiodol filling of cyst,
showing double-walled
cyst.

Laboratory tests showed eosinophilia 7 per cent. The precipitin and complement-
fixation tests were negative.

In view of the position of the cyst and in the light of previous experience, a hydatid
cyst was suspected; aspiration, lipiodol filling, and re-x-raying were attempted. The
cyst fluid showed no cellular elements or scolices, and was bacteriologically sterile.
Chemically it contained: Protein ... ... 250 mg./100 ml.

Sugar ... ... 63 mgj/00 ml.
Chloride,... ... 710 mg./100 ml.

X ray demonstrated a double-walled cyst (Fig. 6). The radio-opaque lipiodol
filled the cyst cavity and the spaces between the two walls. This favoured the diagnosis
of hydatid cyst.
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AHMAD BEY HANDOUSA

On exploration, a unilocular cyst was found lying in the orbital cavity outside the
muscle cone; embedded (as in Case I) in thick fibrous tissue (adventitia) which was
firmly adherent to the surrounding tissues. There were no daughter cysts. Micro-
scopically scolices and echinococcus hooks were demonstrated, proving the cyst to
be fertile.

Caseni's intradermal test was carried out 2 weeks after operation and was found to
be negative, denoting the absence of any other hidden focus.

COMMENT

(1) AGE INCIDENCE.-According to Faust (1939), echinococcus
infection occurs as a rule in childhood and an embryo takes only
five months to develop into a cyst 1 cm. in diameter. Such a cyst in
such a confined cavity as the orbit is sure to produce symptoms, and
hence the early recognition of this disease when it affects the orbit.
The age of 9-12 years in my cases represents the average age incidence
in orbital cases.

(2) DIAGNOSIS.-The positive findings in favour of hydatid disease
in my cases were the presence of a cystic swelling and eosinophilia.
There were no allergic manifestations and the specific precipitin and
complement-fixation tests were negative. The negative results of
these tests increase the difficulty of diagnosis. Cyst puncture is
claimed to be inadvisable as liable to evoke allergic manifestations
or even cause the disease to spread. It was, however, tried in Case 3
and proved of more value than the specific tests usually done, being
followed only by a certain amount of oedema which disappeared in
three days, without much discomfort to the patient. The fluid
withdrawn, although negative for scolices, was typical of hydatid
fluid, and the lipiodol filling demonstrated a double-walled cyst, a
finding which to my knowledge could be given only by a hydatid cyst.
A careful aspiration of the cyst, followed immediately by lipiodol

filling while the needle is still inserted is, in my opinion, worth trial
in similar cases. Its diagnostic value is seen in Case 3. ' The lipiodol,
which is a strong solution of iodine, may also be enough to kill the
living elements of the parasite before surgical intervention, and thus
prevent spread of the disease if the cyst is accidentally ruptured
during operation.

Simple radiography demonstrated two important points in my
three cases:

(a) The cyst may throw a demonstrable shadow and its boundaries may be fully
defined as in Case 1. This is of value in guiding the operator.

(b) The orbit could be dilated by the development of a cyst in its cavity. This was
seen in Cases 2 and 3, but in Case 1, although the orbital cavity was dilated, the dense
opacity of the cyst overshadowed a large part of the orbital cavity so that its size could
not be judged from the radiograph.
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PROPTOSIS CAUSED BY HYDATID DISEASE

This point was discussed in a previous communication (Handousa
Bey, 1947), and it was shown that the same appearance could also
be caused by other intra-orbital tumours.

Exploration has proved to be the most reliable method of
diagnosis, and microscopic examination of scrapings from the lining
of the cyst has been the best way of finding out whether the cyst is
fertile or sterile.

(3) POST-OPERATIVE COURSE.-Recovery after operation was
uninterrupted. There was no sign of spread or recurrence of the
disease, but the first two cases developed enophthalmos. This was
avoided in Case 3 by preserving part of the adventitia, which is due
to a reaction of the tissues of the host and is not a part of the
parasite. A portion of the adventitia of appropriate size was left
behind and was enough to prevent sinking in of the globe.

SUMMARY

A study of three cases of intra-orbital hydatid cysts shows that:
(1) X-ray examination after lipoidol filling of the cyst can be of

diagnostic value and is worth trial in similar cases.
(2) The enophthalmos which ig liable to follow removal of the

cyst can be avoided by leaving in situ a portion of the adventitia
sufficiently large to prevent sinking in of the globe.

My thanks are due to Prof. Hilmy and Dr. Hashem of the Fouad I University, Cairo,
the staff of the department of Clinical Pathology under the directorship ofProf. Omar Bey,
the staff of the department of Radiology under the directorship of Prof. Ragheb Bey,
and Dr. Adly Yassin for their help in investigating these cases.

REFERENCES
FAUST, E. C. (1939). " Human Helminthology ", 2nd ed. Pp. 322-335. London.
HANDOUSA BEY, A. (1947). British Journal of Ophthalmology, 31, 155.
KHALIL BEY, M. (1939). "Incidence of Hydatid Cysts in the Different Organs

Proc. XI Ann. Cong. Med., Cairo, 1939.

613

copyright.
 on D

ecem
ber 3, 2021 by guest. P

rotected by
http://bjo.bm

j.com
/

B
r J O

phthalm
ol: first published as 10.1136/bjo.35.10.607 on 1 O

ctober 1951. D
ow

nloaded from
 

http://bjo.bmj.com/

