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The patient was treated conservatively without histologic 
confirmation, thereby avoiding a surgical procedure. The 
patient was treated with a 2-week course of  albendazole 
and prednisolone. There was a substantial improvement in 
the retinal congestion and edema. A repeat CT done on 
30th day showed complete resolution of  the lesion.

The diagnosis of  cysticercosis is based on clinical, serologic, 
and imaging findings. The clinical findings and serologic results 
may occasionally be nondiagnostic. Thus, imaging studies are 
often helpful in establishing the diagnosis of  cysticercosis.[2]

Four stages are noted in the evolution of  cysticercosis: 
Vesicular, colloidal vesicular, granular nodular, and the nodular 
calcified stage. The CT and MRI appearances differ with the 
stage of  the disease.[3] Identification of  the cyst and associated 
scolex is seen in the vesicular stage.[4] This appearance is 
strongly suggestive of  cysticercosis, especially in endemic 
regions of  the world. The vesicular stage was probably present 
in our case; our imaging studies revealed a cyst with a mural 
nodule (scolex). The optic nerve receives its blood supply from 
a branch of  the central retinal artery a branch of  ophthalmic 
artery. Hematogenous spread along the branches of  this artery 
may result in isolated involvement of  the optic nerve.
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Cryptococcal Meningitis with 
Multiple Cranial Nerves Palsies: 
A Review of Literature

Sir,
Cryptococcal meningitis (CM) is a common opportunistic 
infection in patients with human immunodeficiency virus 
(HIV) infection. If  untreated, it is invariably fatal with 
30-82% mortality.[1] Cranial nerve palsies are seen in about 
25% of  patients and usually involves a single cranial nerve, 
most commonly the abducens nerve. Involvement of  
multiple cranial nerves is very unusual. We report a 20-year-
old lady who presented with multiple cranial nerve palsies 
due to CM as the first presentation of  HIV infection. She 
had headache since 2 months and altered behavior since 2 
days. Cranial nerves involved were the second, sixth, and 
seventh in the form of  decreased visual acuity bilaterally, 
bilateral lateral rectus palsy, and left upper motor neuron 
facial palsy. Cerebrospinal fluid fungal culture grew colonies 
of  Cryptococcus neoformans. Perineuritic adhesive arachnoiditis 
due to CM has been shown as the cause for cranial nerve 
palsies in autopsy studies.[2] A review of  literature is shown 
in Table 1.

Adhiti Krishnamoorthy, Anjana Joel, 
Kundavaram Paul Prabhakar Abhilash

Table 1: Reported cranial nerve involvement in 
CM (1985-2013)
Author(s) Age/sex HIV 

status
Cranial nerves Outcome

Sadunet al.[3] 34/F Positive Bilateral 4th N/A

Mohanet al.[4] Male Positive Bilateral 2nd,3rd,6th,7th, 
and 8th

Alive

Cohenet al.[5] N/A Positive Bilateral 2nd N/A

Kwoket al.[6] Male Negative Unilateral 6th Alive

Lipson et al.[2] N/A N/A Bilateral 2nd N/A

Tjia et al.[7] 21/F N/A Bilateral 6th Dead

Tjia et al.[7] 11/F N/A Bilateral 6th Alive

Tjia et al.[7] 13/F N/A Unilateral 7th Alive

Tjia et al.[7] 24/F N/A Bilateral 6th Alive

Tjia et al.[7] 24/M N/A Bilateral 6th Alive

Tjia et al.[7] 27/M N/A Bilateral 2nd and 3rd Dead

Tjia et al.[7] 67/F N/A Bilateral 6th Alive

Tjia et al.[7] 32/M N/A Bilateral 6th Alive

Tjia et al.[7] 32/F N/A Bilateral 6th Alive

Mahadevan et al.[8] 20/M Negative Unilateral 3rdand 
12thand bilateral 6th, 
7th, 9th, and 10th

Dead

Leite et al.[9] 43/M Positive Unilateral 7th Alive

Prada et al.[10] 23/M Positive Bilateral 2ndand 8th Dead

N/A: Not available; CM: Cryptococcal meningitis; HIV: Human immunodeficiency 
virus; M: Male; F: Female
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