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ABSTRACT: Cysticercosis is a common parasitic infection in tropical countries. Many cases of 

disseminated cysticercosis are being reported recently. However DCC with asymptomatic 

neurocysticercosis is a rare occurrence. Still rarely reported cases are of albendazole resistant DCC 

and neurocysticercosis. We herein report a case of Albendazole resistant Disseminated Cutaneous 

Cysticercosis with simultaneous involvement of eyes, muscles and asymptomatic neurocysticercosis. 

Disease was resistant to albendazole. The patient responded to Praziquantel with near complete 

resolution of DCC and NCC. 
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INTRODUCTION: Human cysticercosis is a zoonotic infection the result of accidental ingestion of 

eggs of Pork Tapeworm i.e. Taenia Solium, usually due to contamination of food by human feces with 

Taeniasis. Human cysticercosis is an important cause of epilepsy and neurological morbidity in many 

developing countries. Cysts occur especially in striated muscles, subcutaneous tissues, the nervous 

system and the eye. However less than 50 disseminated cysticercosis cases have been reported 

worldwide till date.1 Asymptomatic and incidental detection of neurocysticercosis is reported in to be 

15% approximately.2 Neurocysticercosis, is clinically a pleomorphic disease that may be 

asymptomatic or manifest with mild to severe neurologic disease. 

The clinical manifestations vary with the number of parasite, size, location of the lesion, stage 

of cysts and the intensity of the host’s immune response.3Cysticerci produce symptoms when the 

cysts begin to die. The inflammatory reaction produced due to their degeneration produce 

manifestations which include epilepsy, focal neurological signs, intracranial hypertension, cognitive 

decline, cerebellar ataxia, symptoms of hydrocephalus and psychiatric disorders. 

About 54% of patients present with subcutaneous nodules.4 Del Brutto et al has proposed a 

set of diagnostic criteria based on neuroimaging studies, serological tests, clinical presentation and 

exposure history.5 CT and MRI remains the most effective means of diagnosis. Sensitivity of 

serological test tends to be high for patients with multiple cysts (94%) but substantially lower for 

patients with a single cyst or calcified cysts (28%).6 The management of cysticercosis with cysticidal 

drugs has been topic of debate.7Albendazole and praziquantel which are currently available both are 

effective though Albendazole is 2-3 times more efficient than Praziquantel, 8  also because of its low 

cost and availability it is used more widely. There is no role for cysticidal drugs in inactive 

neurocysticercosis, i.e. calcified cysts, since the parasites are dead. 

In this report, simultaneous and extensive involvement of the brain, eyes, muscles and 

subcutaneous tissues and has been reported very few times previously in literature. Also resistance 

to albendazole and resolution following praziquantel is not yet reported. However they may only be 

partially effective against vesicular and colloidal shaped cysts.9 Although resistance of cysticercosis to 
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Albendazole in humans has not been reported it may occur though.10 This is the report of a case of 

disseminated cysticercosis from Nagpur, Central India. 

 

CASE REPORT: 36 yr. old man, laundry man by occupation, came with complaints of multiple 

nodules all over body since last 5 yrs. It started initially with development of few small nodules over 

right forearm which gradually spread all over body involving mainly all 4 extremities, trunk, back, 

neck as well as few over face.  

There was no history of headache, visual disturbances, cognitive impairment, seizures, of any 

neurological deficit. Patient was non hypertensive and non-diabetic. There was no history of TB or 

exposure to TB. There was no similar complaint in family members. 

On examination, patient was Afebrile, with normal BP. He had multiple asymptomatic pea 

sized subcutaneous nodules all over body, they were well defined oval in shape with firm consistency. 

His cardiovascular, Respiratory, Abdominal examination was within normal limits. Neurological 

examination was normal. Fundus examination was normal. 

During laboratory evaluation, his absolute eosinophilic count was raised which was 522. He 

was HIV negative. ELISA for cysticercal antibodies was positive. His chest x-ray was normal. USG 

abdomen was showing multiple eccentric lesions of 0.5×0.8 cm with hyperechoic focus within noted 

in subcutaneous flare all over abdomen, no intra-abdominal lesion.  

His CT brain was done which was suggestive of multiple granulomatous lesions scattered 

throughout brain parenchyma with some showing eccentric calcified focus s/o neurocysticercosis 

(proto-scolex and calcified stage). There was also involvement of temporalis, masseter, bilateral 

posterior neck muscles and superior oblique muscles on left side. 

Excisional Biopsy of nodule from forearm revealed Biloculated cyst with scolex in it and 

surrounding connective tissue. It was composed of bladder wall of cysticercus showing thin tegment, 

muscle layer and loose mesenchyme. Cyst wall was lined by fibrous tissue showing foreign body giant 

cells and lymphocytes. Patient was treated in a private hospital with 2 cycles of Albendazole 

30mg/kg/day with steroids for 8 days.  

However there was no response. Patient was started with Tab praziquantel (50mg/kg/day) 

for 21 days, Tab prednisolone 20mg twice a day, also Tab phenytoin 100mg three times a day was 

started to prevent occurrence of seizures in future. At follow up 3 months later, there was marked 

reduction in the sizes and numbers of subcutaneous nodules and with the patient remaining seizure 

free. At follow up after 6months, there was complete resolution of most of cutaneous lesions and CNS 

lesions. 

 

DISCUSSION: This patient has fulfilled the diagnostic criteria for human neurocysticercosis. Presence 

of 1 absolute criterion out of 3 is required for a definitive diagnosis as proposed by Del Bruttoetal’5 

i.e. Cystic lesions showing the scolex on CT or MRI. He also had 1 major and 1 minor criterion. His 

ELISA for cysticercal antibodies was positive and he had innumerable subcutaneous nodules all over 

body. Cysticerci can lodge themselves in any part of the ocular and extraocular tissues and associated 

brain parenchyma involvement is also quite rare. Our patient had cysticerci in left superior oblique 

muscle. A case of orbital cysticercosis associated with multiple cysts in the brain and subcutaneous 

tissue was reported as probably the first such case by Pushkeret al.11 



DOI: 10.14260/jemds/2014/2275 

CASE REPORT 

J of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 3/ Issue 13/ Mar 31, 2014           Page 3247 
 

Case of human cysticercosis with such extensive dissemination, virtually involving all possible 

sites viz. brain, eyes (extra ocular), muscles and subcutaneous tissues simultaneously, is indeed very 

rare. Though few cases are previously reported, all of them had some or the other neurological 

deficit. But in spite of having large number of intracranial cysticerci patient was totally asymptomatic. 

Albendazole resistant though is not reported yet. Response to Praziquantel following Albendazole 

failure is also not reported. Case is thus most unusual. 
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BEFORE TREATMENT: 

 

   
 

 
 

 

 
 

 
 

 

 

 

A BILOCULATED, THIN-WALLED CYST CONTAINING WATERY  
FLUID AND A TINY WHITE AREA IN THE CENTER 

 

HISTOPATHOLOGY OF A SUBCUTANEOUS FOREARM NODULE, SHOWING  
ENCYSTED LARVA OF THE CYSTICERCUS SURROUNDED BY A CHRONIC 

 INFLAMMATORY INFILTRATE AND GIANT-CELL  REACTION (H AND E, × 100) 
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AFTER TREATMENT: 
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