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DISCUSSION AND LITERATURE REVIEW

Neurocysticercosis is caused by the pathogen taenia solium,
where pigs normally act as the host for these tapeworms.
When pigs consume food contaminated by the eggs of taenia
solium, the eggs develop into oncospheres and into cysts
(called ‘cysticerci’) inside the pig tissues. When human
consumes uncooked pork with these cysts then they would
become mature tapeworms in human alimentary tract.
Neurocysticercosis occurs when the individual consumes food
contaminated by the eggs of taenia solium instead of
cysticerci, where the eggs would then develop into cysts
inside the human body in various tissues, including the
central nervous system.

BACKGROUND AND OBJECTIVES

Neurocysticercosis is one of the most common causes of
treatable epilepsy worldwide. However, it is not usually seen
in Hong Kong as sanitization improves. Here we illustrate a
case of neurocysticercosis in a Chinese woman and review
the current literature.

CASE ILLUSTRATION

A 56 years old Chinese woman initially presented with
dizziness and vomiting for 2 days. She did not have any other
neurological symptoms, nor episodes of seizure. CT brain that
time revealed multiple small hyperdensities up to 5 mm
located in both hemispheres. Metastatic brain tumour was
suspected and malignancy workup including tumour markers
and PET-CT were all negative.

Later an MRI brain with contrast was done which showed
numerous lesions with different features, suggestive of
concurrent hemorrhagic and calcified lesions. It was also
noted to have some eccentric enhancing lesions with
suspected scolex appearance. At this juncture,
neurocysticercosis was considered as a major differential
diagnosis and further workup was done. On further history
taking, patient denied history of consuming raw pork.
Cysticercosis antibody IgG was also taken and negative.

Based on the radiological findings, her condition was treated
as neurocysticercosis. She was started on albendazole 800mg
daily and praziquantel 3.3g daily, with dexamethasone 6mg
daily cover, started one day before the aforementioned two
anti-parasitics.

Interval MRI brain showed an increase in hypodense lesions
and increase in reactive edema in frontal lobe. Another
follow up MRI brain later showed enlarging lesions with
severe vasogenic edema. Hence she was put on the second
course of antiparasitics with steroid cover.

LATEST PROGRESS

In view of negative taenia antibody and no extraneural
disease compatible with neurocysticercosis found, occult
malignancy was still a differential diagnosis other than
neurocysticercosis. Nevertheless, PET-CT noted similar
findings including shotty reactive lymph notes and there were
no new changes. Latest MRI showed several enlarging lesions
and otherwise findings similar to previous MRIs.

A few days after the latest MRI, patient developed acute
onset of vomiting and dizziness for 3 days. She was afebrile,
and she has no other neurological deficits nor seizure. She
was hence admitted for further management. CT brain at that
time showed suspected increased in number of lesions.

TREATMENT GUIDELINES
Currently, the major components of treating neurocysticercosis include symptomatic control by anti-epileptics, anti-inflammatory
drugs by steroid or less commonly methotrexate, anti-parasitics and surgery for selected cases. According to the subtypes,
treatment strategy and focus may also differ. Based on the guideline from the Infectious Disease Society of America (IDSA) and
American Society of Tropical Medicine and Hygiene (ASTMH), patients with intraparenchymal neurocysticercosis should have
steroid cover started prior to anti-parasitic regimen, which would be albendazole monotherapy 15mg/kg/day x 10-14 days for
cases with 1-2 viable cysticerci, and albendazole + praziquantel 50mg/kg/day if there are more than 2 cysticerci. For calcified
lesions only, symptomatic treatment is warranted but not anti-parasitic. Surgical removal may be indicated in cysticerci
obstructing the third ventricle, and shunting may provide relief in cases of subarachnoid neurocysticercosis that causes
hydrocephalus.
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The gold standard for diagnosing neurocysticercosis remains
to be biopsy to obtain the histology. However, as brain
metastasis is a major differential diagnosis of this condition,
usually extensive workup needs to be done before
proceeding to the invasive brain biopsy. In 2001, Del Brutto et
al. proposed a set of diagnostic criteria combining histological
radiological, serological and clinical features of
neurocysticercosis.

It was until 2017 that the same working group led by Del
Brutto proposed a revised set of criteria for the diagnosis of
neurocysticercosis. With the revised criteria, diagnosis is
simplified and definitive diagnosis can be made by two major
neuroimaging criteria plus exposure, without the need of
invasive biopsy that would have been required in the 2001
criteria. However, it is of note that these criteria cannot be
compared for their diagnostic accuracy, as it is unethical to
conduct trials which would require invasive biopsy for all
patient in order to ascertain the definitive diagnosis in every
patient with similar presentation. Nevertheless, in a
retrospective study, Carpio et al. noted sensitivity of 100%
(23/23; 95% confidence interval 85.7-100%) in subarachnoid
neurocysticercosis and 79.3% (23/29; 95% confidence
interval 61.6-90.2%) for ventricular neurocysticercosis.

'Scolex’ appearance on
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CONCLUSION
Neurocysticercosis is a rather rare condition in this locality, however when it
appears, it may mimic many conditions which require detailed workup to
ascertain the diagnosis. With advances in neuroimaging, diagnosis of
neurocysticercosis is possible without the need of obtaining this tissue. The
mainstay of treatment for this condition would be medical therapy, however
clinicians should monitor for any involvement of the ventricular system and CSF
space which may require early surgical intervention.
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