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ABSTRACT: Cysticercosis had been extremely common in South Asia, Particularly in countries like 

India, Bangladesh, Pakistan, Nepal etc. Most Common reason could be unhealthy practices by 

peoples like lack of hand washing before meals and after defecation, un properly cooked food, eating 

raw vegetables etc. and all these are due to lack of awareness and education. This is a case of 38 year 

old male from north eastern state presented with brief event of unconsciousness and seizure. On 

examination weakness on the left upper limb was present. Other test results also didn’t conclude any 

significant result. On detailed history patient mentioned that 2 years back he had an episode of worm 

infestation for which he had taken some local treatment but the condition didn’t resolve for much 

time. CT scan of brain showed ring enhancing small calcification with size 6 mm. There was long latency 

of more than 2 years when the patient developed worm infestation and developing seizure by now. 
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INTRODUCTION: Human tapeworm infection caused due to Taenia solium, is endemic in those areas 

where uncooked/semi cooked pork is consumed or where there is not practices for hand washing. Its 

prevalence is high in sub-Sahara Africa, Central and South America, India, China and parts of South East 

Asia.1 Cysticercosis refers to the human infection with the cysticercus stage (larva) of Taenia solium. It 

is acquired by accidental ingestion of eggs found in excreta of patients harboring the adult worm as a 

result of contamination of food and water. Cysticercosis is one of the most common parasitic diseases of 

the nervous system in humans especially in developing countries.2  

This parasitic disease can cause a variety of neurological abnormalities, with wide 

presentation but the most common in all is being seizures. The most common form is 

neurocysticercosis which commonly presents with epilepsy, headache, personality change, and 

aphasia and limb weakness. About 50, 000 deaths occur due to neurocysticercosis annually 

throughout the world, with no less than 20 million people infected by cysticercus.3 

NCC is one of the most serious problems of public health in the developing nations. It has 

varied clinical presentations. In the clinical setting, the diagnosis of NCC is not simple because 

similar clinical and radiological picture can also be present in other diseases of the central nervous 

system (CNS). In fact the only way of obtaining a definitive diagnosis is through surgical removal 

and subsequent identification of the parasite.  

However this invasive method is seldom practiced, as most of these lesions carry a benign 

and self-limiting course. Therefore, a diagnosis of NCC is usually obtained after combining the 

clinical findings with radiological, serological, and epidemiological data. 

The detection of antibodies against cysticercus antigens in the blood or cerebrospinal fluid is 

of major importance in the diagnosis of NCC. The advent of ELISA has held a lot of promise in the 

diagnosis of NCC. 
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CASE REPORT: A 38 year old male, from north eastern state, a worker in a local dhaba of Indore, 

presented with the brief episode of sudden loss of consciousness and fits. This was his 1st 

presentation. The episode of fits was preceded by weakness in upper part of arm and forearm on left 

side. He was put on phenytoin. 

On examination the patient was afebrile, fully conscious, orientated and showed no 

neurological abnormalities EEG showed intermittent left temporal slowing without epileptic activity. 

Systemic investigations including full blood count, serum urea and electrolyte, chest X-ray were all 

normal except for the blood, which showed mild leukocytosis and eosinophilia. Lumbar puncture and 

stool sample analyses were negative and gave no definitive pathological results. 

On detailed history patients reviled that 2 years back he had an acute abdominal pain and 

sever vomiting after ingestion of semi cooked pork in back home. After that he was passing smalls 

worms in his stool for many months for which he had taken some “local treatment”.  

The symptoms got subside for some time but it re occur 5 months back and it on and off, for 

which he has not taken any medication. Then Enzyme immunoassay test was done using purified 

extracts of Taenia solium antigen which came out to be strongly positive for serum IgG.  

CT scan of the brain showed a small ring enhancing calcified focal area of 6 mm over white 

matter in the right parietal region. There was mild presence of cerebral edema. There were two other 

calcified spots on the same parts of the brain without surrounding edema. After that the patient 

was diagnosed as a case of neurocysticercosis of the brain. 

The patient received an antiparasitic treatment with albendazole 15 mg/kg in combination 

with dexamethasone 4 mg every 8 h for 4 weeks and phenytoin for the seizure. 
 

DISCUSSION: The differential diagnosis of a different cystic cerebral lesion on CT or MRI includes 

abscess, tubercle, metastasis from various parts and glioblastoma. Parasitic CNS infections and sub- 

acute cerebrovascular events should also be considered. The clinical picture of NCC is variable with 

seizures, focal neurological signs, and intracranial hypertension depending on the amount and 

localization of the cysts.4 According to post mortem studies, 80% of neurocysticercal infections 

remain asymptomatic.5 

Negative results on serological testing do not rule out NCC and sometimes, invasive 

procedures, such as surgical removal or brain biopsy, are required to confirm the diagnosis. Specific 

anthelminthic therapy with albendazole or praziquantel is recommended for patients with non-

calcified, viable cystic lesions.6, 7 

The long interval between the infection and clinical symptoms of at least five years was 

consistent with a previous study, which reported a latency varying between a few months to 30 years, 

average 4.8 years.8 The invasion of the brain by larva of Taenia solium has been known to result in a 

unique host-parasite immune response.9 
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