
ROMANIAN JOURNAL OF NEUROLOGY – VOLUME XIV, NO. 2, 201598

CLINICAL CASES

NEUROCYSTICERCOSIS PRESENTING WITH 
PAROXYSMAL SENSORY DISTURBANCE  
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ABSTRACT
Author reports the case of a 28 years-old woman presenting episodes of paresthesia of the right arm with duration 
of approximately 4 days which remitted spontaneously, followed after two years by episodes of right hemipares-
thesia. Brain MRI followed by brain stereotactic biopsy established the diagnosis of neurocysticercosis. Since 
electroencephalography showed no spike-wave abnormalities it was diffi cult to establish if symptoms were sec-
ondary to parietal lesion itself or were focal sensory seizures. After treatment with albendazole, methylpredniso-
lone and sodium valproate the patient had a good recovery.
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INTRODUCTION 

Neurocysticercosis is the most common helmin-
thic infection affecting the central nervous system 
of humans being caused by Taenia solium. Two 
hosts are involved in the life cycle of this cestode, 
humans and pigs. Humans are defi nitive hosts for 
the adult tapeworm, whereas both pigs and humans 
may be intermediate hosts for the larval form (cys-
ticercus). In the usual cycle of transmission, a few 
gravid proglottids from the adult tapeworm – at-
tached to the intestinal wall of humans – are passed 
every few days with feces. Each proglottid liberates 
thousands of infective eggs to the environment. (1) 
Diversity of clinical manifestations of neurocysti-
cercosis is related to differences in the number and 
location of the lesions within the nervous system 
and to the intensity of the host’s immune response 
against the parasites. Seizures are the most com-
mon clinical form of presentation of neurocysticer-
cosis, occurring in up to 80% of symptomatic in-
fections. (2) Focal neurological signs have been 
described in 5% to 15% of patients (3) and often 
follow a chronic course resembling that of a brain 

tumor or of a focal granulomatous process (ie tu-
berculoma). (4) There were reports of cases of isch-
emic strokes (5), as well as intracranial hyperten-
sion related to hydrocephalus due to arachnoiditis, 
ventricular cysts, granular ependymitis or encepha-
litis. (6) Some patient with neurocysticercosis pres-
ent cognitive decline and even dementia. (7) Intra-
sellar cysticerci (8), spinal arachnoiditis (9) and 
intraocular cysticerci (10) were also reported. Di-
agnosis is based on neuroimaging, positive serum 
immunoblot for the detection of anticysticercal an-
tibodies and histologic demonstration of the para-
site from brain biopsy. (1) On MRI vesicular (via-
ble) cysticerci appear as small and rounded cysts 
that are well delineated from the brain parenchyma. 
Usually there is no edema or abnormal enhance-
ment. A sizable proportion of those cysts have in 
their interior an eccentric hyperdense nodule repre-
senting the scolex, giving them ‘‘hole-with-dot’’ 
appearance, which is pathognomonic of neurocys-
ticercosis. (11) Treatment comprises albendazole 
15 mg/kg/d from 3 days to 7 days depending on the 
type of cysts or praziquantel 30 mg/kg for 1 day or 
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15 days, antiepileptic drug therapy may be added 
upon apparition of seizures as well as corticoste-
roids that are mandatory in heavy infection. (1)

CASE REPORT 

Author reports the case of a 28 years-old woman 
without signifi cant family or medical history which 
presented, after the birth of his child, episodes of 
paresthesia of the right arm with duration of ap-
proximately 4 days which remitted spontaneously, 

followed after two years by episodes of right hemi-
paresthesia. Neurologic examination showed: nor-
mal consciousness, no meningeal signs, hypoesthe-
sia of the right side of the body, no pyramidal 
syndrome. General examination was normal. Oph-
talmologic examination was normal. Brain MRI 
revealed two cystic like lesions, with thin wall that 
showed intense contrast enhancement, localized at 
the right lenticular level (10/8/7 mm) and left pari-
etal level (25/20/23 mm); the parietal lesion is sur-
rounded by important edema and inside shows a 

FIGURE 1. Brain MRI (A-B) T1 sequences with contrast enhancement, (C-D) T2 sequences: two cystic-like lesions, 
with thin wall that showed intense contrast enhancement, localized at the right lenticular level (10/8/7 mm) and left 
parietal level (25/20/23 mm); the parietal lesion is surrounded by important edema and inside shows a small bud 
attached to the wall that appear hyperintense on T1 with contrast enhancement representing the scolex („hole-with-
dot“ sing)
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small bud attached to the wall that appear hyperin-
tense on T1 with contrast enhancement represent-
ing the scolex (‘‘hole-with-dot’’ sign); on diffusion 
weighted images the parietal lesion showed hy-
posignal except for a small bud attached to the wall 
that presented hypersignal. (Figure 1)

Electroencephalography showed no spike-wave 
abnormalities. The stereotactic brain biopsy and 
subsequent histology established the diagnosis of 
neurocysticercosis. Chest radiography and abdomi-
nal ultrasound were normal. Since electroencepha-
lography showed no spike-wave abnormalities it 

was diffi cult to establish if symptoms were second-
ary to parietal lesion itself or were focal sensory 
seizures. The patient was treated with albendazole 
15 mg/kg/day for 1 week associated to sodium val-
proate 600 mg/day for 2 month and methylpred-
nisolone 32 mg/day for 2 weeks with progressive 
tapering of the dose. The patient experienced com-
plete recovery. 
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