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ABSTRACT

We report a child with occipital inflammatory granuloma of neurocysticercosis who presented with paroxysmal visual 
phenomenon and discuss its differentiation from migraine aura. Occipital seizures due to neurocysticercosis must be 
considered in the differential diagnosis of visual hallucinations in children in endemic areas.
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Among Indian children, neurocysticercosis 
is a common cause of seizures, both partial 
and generalized.1 The commonest site of 

intraparenchymal neurocysticercosis in this region has 
been reported to be parieto-occipital, with occipital 
lesions being somewhat uncommon.2 Paroxysmal 
visual phenomenon in a child may either represent 
an aura (a brief subjective symptom representing the 
initial manifestation of a partial epileptic seizure) or 
may constitute the entire epileptic seizure arising from 
the occipital lobe. If recurrent, such attacks may also 
cause diagnostic confusion with prodrome phase of 
classic or basilar migraine,3 or with a specific variety 
of migraine ‘typical aura without headache’ (Category 
1.2.3, International Headache Society classification).4 We 
herein report a pediatric patient with occipital lesion of 
neurocysticercosis, presenting with elementary sensory 
(visual) symptomatology. 

CASE REPORT

A 9-year-old male child with normal development and 
no suggestive past history presented with complaints 
of one episode of visual symptoms followed by loss 
of awareness in the class at school. Semiology of the 
event (as elicited from the child and confirmed from 
classmates and teacher) consisted of visual disturbance 
in the form of uniform abnormal (red) discoloration of 
objects lasting for 30-45 seconds in the whole field of 
vision, followed by non-responsiveness for a period 
of about 2-3 minutes. No clear history regarding 
onset in one-side of visual field later spreading to the 
other side, could be elicited. There was no vomiting 
or weakness following the episode. There was no 
history of prolonged standing or exercise prior to the 
episode. There was no history of headache. Systemic 
and ophthalmic examinations, and the interictal 
EEG were normal. Magnetic resonance imaging 
head (Fig. 1) revealed a ring-enhancing lesion in the 
occipital lobe with imaging features characteristic of 
neurocysticercosis.5 Serum electroimmunotransfer blot 
(EITB) assay, and cerebrospinal fluid (CSF)-Enzyme 
linked immunosorbent assay (ELISA) and EITB for 
cysticercosis could not be done. Serum ELISA for 
cysticercosis was positive, and there were no positive 
examination or laboratory finding suggestive of 
tuberculosis at any other site. Patient was managed as a 
case of single neurocysticercosis granuloma according 
to the departmental protocol with anticonvulsants 
(carbamazepine, 12 mg/kg/day, divided TID), cysticidal 
therapy (albendazole 15 mg/kg/day for 28 days) and 
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steroids (dexamethasone for 5 days). He had two 
further similar episodes 17 day and 21 day after start of 
therapy, for which anticonvulsant dose were increased. 
The child is at presently receiving carbamazepine 18 
mg/kg/day, divided thrice a day and is asymptomatic. 
A repeat neuroimaging of the head 7½-months later 
revealed calcification of the lesion (Fig. 2).

DISCUSSION

Migraine and epilepsy are easy to differentiate, 
however, there are cases, mainly children, with 
considerable difficulty in their differentiation.3 Visual 
manifestations are the most common form of migraine 

aura.4 Such phenomenon usually lasts 5-30 minutes and 
shows a marching phenomenon. Visual phenomenon 
may also be the presenting symptoms of an occipital 
seizure. Paroxysmal visual manifestations representing 
occipital seizures may present in form of blurred vision, 
loss of focus, seeing colored dots, or brief stereotyped 
complex visual hallucinations like seeing unfamiliar 
faces or scenes. Because of the similar features, the 
visual hallucinations associated with occipital lobe 
lesions may be confused with the aura of migraine.6 

Visual hallucinations associated with seizures differ 
from those of migraine in that they are of short 
duration, lack a fortification spectrum, are typically 
invariant from one episode to another, lack a march or 
build-up of the visual disturbance, always occur in the 
same hemifield (contralateral to the lesion), and may 
be followed by motor seizures.3,7,8 They may however 
show similarities with migraine visual hallucinations in 
that they may spread across the whole visual field, be 
followed by a headache or vomiting.

Isolated visual seizures due to neurocysticercosis have 
previously been reported in adult patients but not in 
children, probably because it is an infrequent location 
for neurocysticercosis in children,1,2 or younger 
children may not be able to clearly describe the event 
for the physician to make a diagnosis of visual seizures. 
Sharma et al reported 4 adult patients with occipital 
neurocysticercosis and complaints of seeing bright 
lights on the lateral side of the field of vision. Two of 
these also had associated mild headache, and one had 
a visual field defect.6 In our patient, formal visual field 
testing could not be done but the child had no visual 
field related complaints and normal confrontation 
testing. Most patients with lateral occipital lesions have 
been reported not to have visual field defects.7 In this 
case, however the lesion was located in the lingual 
gyrus of the occipital lobe (Fig.1). Garg et al reported 
occipital lesions in one-fifth of 4-18 year old seizure 
patients with single enhancing CT lesions and 16 (80%) 
of these had visual aura.8 However, these were followed 
by generalized seizures and tonic deviation of eyes 
and/or head in 9 and 7 patients, respectively. Isolated 
visual phenomenon was not seen in any of these 
patients.8 The EEG was normal in our patient, which is 
similar to the findings in previously reported cases.6,7  
As different from previous reports, visual hallucinations 
in this child were colored and spread across the 
whole of the field, which is much more suggestive of 
a migraine aura.3 Although the possibility remains 
that transient motor manifestations in this child could 
have been missed by the eyewitnesses during the first-

Figure 1. MRI-head showing an inflammatory granuloma 
located near the lingual gyrus of occipital lobe.

Figure 2. Follow-up CT scan 7½-month later shows 
calcification of the lesion.
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episode, the subsequent two episodes that occurred in 
home were observed by the parents and had no motor 
component.

To conclude, we describe a child with migraine-like 
visual phenomenon as the only manifestation of 
occipital neurocysticercosis. In view of the current 
case and similar reports in adults,6 we suggest that 
in endemic regions like India, occipital seizures 
due to neurocysticercosis should be considered as a 
diagnostic possibility in patients presenting with visual 
hallucinations, even when there are no associated 
motor manifestations.
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