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Neurocysticercosis: a contemporary presentation of
the neuroimaging main stages

Mariana Lopes @ ,' Mafalda Ferreira

DESCRIPTION

Cysticercosis is a tissue infection caused by
larval cysts of the tapeworm Taenia solium that
is acquired from faecal-oral transmission (inges-
tion of eggs present in contaminated food or
water) and is one of the major causes of epilepsy
in areas where T. solium is endemic.’ > Migra-
tion from endemic areas is one of the reasons
why Portugal is the second country in Western
Europe with a higher number of human cystic-
ercosis hospitalisation cases with a mean of 45
cases per year.’

Diagnosis of neurocysticercosis is based
on exposure history and neuroimaging and
confirmed by serological testing, but neuroim-
aging might be enough to establish the diagnosis
if there is evidence of a scolex on a cystic lesion
or a combination of parasite cysts in different
stages.' 7

We report a case of a young man of African
origin, resident in Portugal for several months,
without relevant medical history. The prehospital
emergency team was activated due to an episode
of generalised tonic-clonic seizure, witnessed by
his girlfriend. At arrival, the patient presented
psychotic symptoms involving persecutory delu-
sions and aggressiveness.

On admission to the emergency department, he
underwent a head CT that showed several cystic
lesions suggestive of parasitic origin at different
stages (figure 1). Electroencephalogram showed
no epileptic activity or focal changes. At hospital
admission, the patient was calm, with an unre-
markable physical examination.

After admission to the infectious diseases
ward, head MRI was performed which confirmed

Figure 1
cyst in the vesicular stage in the right temporal lobe (dark
arrow). Axial FLAIR (B) shows three cystic lesions, two

in the vesicular stage, with identifiable intracystic scolex
(dark arrows) and one in a granular-nodular stage with
cyst retraction (white arrow). FLAIR - Fluid-attenuated
inversion recovery

Non-contrast axial CT image (A) showing a
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Figure 2 Non-contrast axial CT image (A) showing two
nodular calcified stage cysticercosis lesions (dark arrows).
Axial FLAIR (B) of a cyst on the early colloidal-vesicular
stage in the right frontal lobe with vasogenic oedema
surrounding the cyst (dark arrow). Axial T2-weighted

(C) and axial postcontrast T1-weighted (D) sequences
displaying a granular-nodular lesion (dark arrow). FLAIR -
Fluid-attenuated inversion recovery

the diagnosis of parenchymal neurocysticercosis
with multiple lesions in all stages of radiologic
presentation. Cysts with prominent scolex were
visible (figure 2). Funduscopic examination
excluded ocular cysticercosis.

Three parasitological stool samples collected
1 day apart were negative. Anti-T. solium 1gG
antibodies were not detected by ELISA test and
western-blot assay on sera was inconclusive.

In the first days of admission, symptomatic
treatment with levetiracetam and dexameth-
asone was started. After the result of MRI,
targeted therapy with albendazole and prazi-
quantel was administered for 14 days.

The patient remained stable during hospi-
talisation, without further episodes of seizure
or behavioural changes. MRI after completing
therapy exhibited a reduction of lesions
dimensions.

He was discharged and kept follow-up in
infectious diseases appointments.

This case represents a classic presentation of
neurocysticercosis with an uncommon feature
of peri-ictal psychosis. Its most interesting
feature is the richness of radiographic data,
namely the presence of the four stages of paren-
chymal neurocysticercosis, known as Escobar’s
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pathological stages.®” Calcifications are best visualised on
non-contrast CT scan and more recent lesions on MRI.® The
presence of antibodies for T. solium by enzyme-linked immu-
notransfer blot is useful to confirm the diagnosis, although
in this case, serological tests were negative. This possibility
is described in the literature’ and does not rule out the diag-
nosis. If parenchymal cystic lesions are visible 6 months after
treatment, retreatment is advisable.

Learning points

» Seizures are the most common clinical presentation of
neurocysticercosis and less frequently behavioural changes
or psychosis may be present and it is important to exclude
this organic cause particularly if there is an exposure history
compatible with cysticercosis.

» Complementarity of CT scan and MRI is extremely
helpful and, if the scolex is identified, the diagnosis of
neurocysticercosis is certain.
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