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Neurocysticercosis is a parasitic 

nervous system disease and one of the 

most neglected tropical diseases that 

emerges as the most common cause of 

epilepsy and acquired seizures in 

developing countries. A person may 

be infected following ingesting foods 

contaminated with Taenia solium 

eggs. This article discusses the case of 

parenchymal neurocysticercosis in a 

25-year-old male with a chief 

complaint of focal-to-bilateral 

seizures. The seizure happened after 

eating and lasted for five minutes. The 

patient had left unilateral hemiparesis, 

which lasted for around 24 hours 

following the seizure. The patient had 

five focal seizures in the last year but 

has never sought medical treatment. 

The patient had a habit of consuming 

raw pork. CT scan showed an oval 

lesion with heterogeneous density in 

the right centrum semiovale with 

minimal perifocal edema. The patient 

was given albendazole, phenytoin, 

pantoprazole, dexamethasone, and 

folic acid. After treatment, the 

patient's condition improved and MRI 

results showed no abnormality. In this 

case we report a parenchymal 

neurocysticercosis with atypical 

phenomenon, such as focal 

neurological deficit due to space 

occupying lesions with improvement 

in symptoms and neuroimaging 

results. This offers up new paths for 

research into the causes of focal 

neurological deficit other than 

infarction and hemorrhage. 

Introduction 

Neurocysticercosis is a parasitic 

disease that affects the nervous 

system. It is caused by a parasitic 

cyst/larvae infection of the Taenia 

solium tapeworm.[1] Taenia solium 

infection spreads by fecal-oral route, 

mostly through the consumption of 

raw pork in countries across the world 

with insufficient food safety and 

sanitary regulations.[2] 

Neurocysticercosis is endemic in the 

majority of low-income countries, 

such as in Latin America, Asia, and 

sub-Saharan Africa and contributes to 

30% of epilepsy cases in endemic 

areas.[3] Indonesia is one of the 

countries in Asia where 

neurocysticercosis is endemic, 

particularly in Papua and Bali.[4] 

Unfortunately, its incidence is 

unknown due to neuroimaging that 

are not available to all in endemic 

countries.[5] This has led in an 

underestimation of the global 

incidence and burden of 

neurocysticercosis, making it one of 

the most serious neglected tropical 

diseases.[6 ] 
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Case Presentation 

A 25-year-old male came into the emergency 

room with a chief complaint of focal-to-bilateral 

seizures before their ER visit.  The seizure 

happened in the following sequence: eyes glance 

to the left, head turns to the left, left arm jerking, 

then whole body rigidity with eyes squinting 

upwards. Before onset, the patient felt sudden 

dizziness, stiffness, and weakness. The seizure 

happened after eating and lasted for five minutes. 

Consciousness was maintained in all steps before 

rigidity, nausea (+), vomiting (+), headache (+), 

and there is a laceration on the left shoulder due 

to a fall. The patient had left unilateral 

hemiparesis, which lasted for around 24 hours 

following the seizure. Two weeks prior, the 

patient complained of sudden neck stiffness that 

disappeared on its own, lasting only about five 

minutes. The patient had five focal seizures in 

the last year but has never sought medical 

treatment. The patient had a habit of consuming 

raw pork. There was no significant family 

history. His vital signs and physical examination 

were within normal limits. Laboratory results 

showed an increase in liver enzymes (ALT and 

AST.) 

Head CT-scan for this patient were conducted to 

confirm the diagnosis. Head CT-scan showed an 

oval lesion with heterogeneous density 

measuring +/- 0.7 x 0.6 x 0.7 cm in the right 

centrum semiovale with a central dot inside and 

minimal perifocal edema. Ring contrast 

enhancement is observed when contrast is 

administered. 

 

 

Figure 1. Head CT-scan 

Based on clinical symptoms of seizures and CT 

scan results of the brain parenchyma, the patient 

was diagnosed had parenchymal 

neurocysticercosis with symptomatic epilepsy. 

The patient was given albendazole, phenytoin, 

pantoprazole, dexamethasone, and folic acid for 

1 month. After treatment, the patient's condition 

improved, MRI results showed no abnormality, 

and the symptoms of seizures were no longer 

present. 
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Figure 2. Head MRI Post Treatment 

Discussion 

 Neurocysticercosis is one of the World Health 

Organization's 17 most neglected tropical 

diseases, and it is expected to be eradicated by 

2030.[7]  It is caused by ingesting food 

contaminated with embryonated eggs of Taenia 

solium. This disease has been related to 

insufficient waste handling and free-range 

pigs.[3 ] 

Taenia solium is a human tapeworm that can 

cause two clinical presentations: taeniasis if adult 

worms found in the small intestine and 

cysticercosis if cyst/larval stage found in the 

tissue.[6] Pigs and humans are hosts in the 

natural life cycle of Taenia solium. Pigs can 

ingest human feces carrying embryonated eggs 

(or gravid proglottids) and hence become 

intermediate hosts in countries with poor 

sanitation. The embryonated eggs will then 

hatch, pass through the intestinal wall, enter the 

circulatory system, migrate to numerous tissues, 

such as the striatal muscle, and develop 

cysticerci in this tissue.[8] The cysticerci will 

hatch in the small intestine when humans 

consume contaminated undercooked pork meat. 

The tapeworm then attaches itself to the 

intestinal wall using its scolex, a jaw-like 

structure containing suckers and hooks. This is 

called taeniasis.[9] Humans are also able to 

become intermediate hosts by consumption of 

foods or drinking water infected with Taenia 

solium eggs or by human-to-human transmission. 

The same situation as in the case of pork will 

occur, with the striatal muscle, subcutaneous 

tissues, central nervous system, and eyes being 

the most afflicted organs. The condition is 

known as neurocysticercosis when it occurs in 

the central nervous system.[3] We suspect that 

the patient we reported experienced 

neurocysticercosis through eating undercooked 

pork that contained Taenia solium eggs . 
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Figure 3. Life cycle of Taenia solium [8] 

Neurocysticercosis is classified into two types 

based on the parasite's location: parenchymal (in 

the brain and medulla tissues) and 

extraparenchymal (primarily in the 

intraventricular and subarachnoid spaces, in 

between the leptomeninges, arachnoids, and pia 

mater, where cerebrospinal fluid circulates). The 

clinical, therapeutic, and prognostic 

consequences of neurocysticercosis in the 

parenchymal and extraparenchymal types are 

completely different.[10], [11] We discovered a 

parenchymal neurocysticercosis in this patient. 

There are four stages of parenchymal 

neurocysticercosis, and the neuroimaging results 

varies depending on the stage. In the vesicular 

stage, the cyst measures 4-5 mm, is filled with 

clear fluid, has a thin, semi-transparent wall, an 

eccentric opaque scolex, and usually does not 

display symptoms. The cyst begins to deteriorate 

in the colloid stage, causing an inflammatory 

reaction that culminates in the replacement of 

clear cyst fluid with gelatinous material due to 

hyaline degeneration in the larvae. In the 

granular nodular stage, the cyst wall is replaced 

by lymphoid nodules and necrosis with the 

scolex transforming into mineralized granules, 

edema decreases, and ring enhancement persists 

in CT scan. In the nodular calcification stage, CT 

scan reveals granular tissue that has converted 

into calcified nodules without contrast 

enhancement.[12] In this case, CT scan showed 

an oval lesion with heterogeneous density in the 

right centrum semiovale with minimal perifocal 

edema and ring contrast enhancement indicating 

the patient was in the granular nodular stage of 

parenchymal neurocysticercosis. 

Clinical signs of neurocysticercosis range from 

asymptomatic to severe critical symptoms that 

are related with larval size, quantity, stage, 

location, and host immune reaction.[13] In this 

case, the cyst is located in the white matter (in 

the right centrum semiovale), that generates 

adult-onset epilepsy.[6] Headache, which is the 

second most frequent symptom after epilepsy 

and focal neurological deficit (unilateral 

hemiparesis), which is a rare symptom of 

neurocysticercosis (only 5-15% of cases) are also 

experienced by this patient.[13] 

Seizures are the major or perhaps the sole 

symptom of parenchymal neurocysticercosis, 

occurring in 80% of symptomatic patients.[14] 

Neurocysticercosis is the predominant cause of 

acquired epilepsy in the majority of the 

developing world, and it has been regarded as on 

of the primary disease causing the excess 

percentage of epilepsy recorded from these 

areas.[15] According to research, all stages of 

parenchymal neurocysticercosis are connected 

with reactive seizure via different mechanisms. 

At the vesicular stage (viable cysts), it develops 

as a result of inflammation or compressive 

effects on the brain parenchyma. Reactive 

seizure may develop in the colloidal and granular 

stages as a result of the inflammatory process 

associated with the host immune system's attack 

on the parasites. However, at the nodular 

calcified stage, gliosis occurs around deceased 

parasites, and late exposure of remaining 

antigenic material to the brain parenchyma may 

result in a persistent epileptogenic lesion.[16] 

Recurrent inflammatory episodes and consequent 

reactive seizure activity may culminate in 
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persistent local or distant epileptogenic lesions, 

resulting in acquired epilepsy.[17] 

Parenchymal neurocysticercosis is associated 

with the focal neurological deficit such as pure 

motor hemiparesis (PMH).[18] PMH can be 

caused by lacunar infarction or space occupying 

lesions.[19] In regard to our case, unilateral 

hemiparesis that occur in this patient was not 

caused by lacunar infarction based on 

neuroimaging results. A CT scan of the brain 

revealed no indication of recent infarction or 

bleeding. An oval lesion in right centrum 

semiovale with minimal perifocal edema were 

the results in CT scan of brain. As this is not 

owing to a lacunar infarction, the hemiparesis in 

our case is most likely attributable to the 

compressive impact of oval lesion with minimal 

perifocal edema on the right centrum semiovale. 

Most focal neurological deficit cases caused by 

space occupying lesion are irreversible.[20] 

However, after dexamethasone, phenytoin, and 

albendazole treatment, the patient’s clinical 

manifestations  in this case improved 

significantly during hospital stay. The symptoms 

of recurrent seizures and focal neurological 

deficit were gone after one month of medication, 

and the cyst was no longer visible on MRI 

findings . 

Dexamethasone which is a steroid is used to 

control local inflammatory effects (cerebral 

edema) and minimize the worsening of 

neurological symptoms due to parasite death.[21] 

Antihelmentic drugs that usually used for 

neurocysticercosis are praziquantel and 

albendazole. However, in our case, we used 

albendazole since it is more effective than 

praziquantel in eliminating cysts and causing 

overall clinical improvement, and it also has 

good pharmacological interactions with 

dexamethasone. Dexamethasone increases 

plasma level of albendazole by decreasing the 

clearance of albendazole sulfoxide, the active 

metabolite of albendazole.[22] Antiepileptic 

drugs are frequently utilized since seizures are 

the most prevalent manifestation of 

neurocysticercosis. Phenytoin and 

carbamazepine are the first line therapy for 

control secondary seizures due to 

neurocysticercosis.[23] 

Conclusion 

Neurocysticercosis is one of the most neglected 

tropical diseases. It caused by infection of Taenia 

solium via fecal-oral route. In our case, the 

patient experienced neurocysticercosis through 

eating undercooked pork that contain Taenia 

solium eggs. Neurocysticercosis is classified into 

two types based on the parasite's location, such 

as parenchymal and extraparenchymal with 

different clinical manifestation, therapeutic, and 

prognosis. We report a parenchymal 

neurocysticercosis with atypical phenomenon, 

such as focal neurological deficit (unilateral 

hemiparesis). Although in general focal 

neurological deficits due to space occupying 

lesions are irreversible, in this case we report a 

neurocysticercosis patient with improvement in 

symptoms and neuroimaging results. This offers 

up new paths for research into the causes of focal 

neurological deficit other than infarction and 

hemorrhage. 
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Highlights: 

 A report of parenchymal 

neurocysticercosis with atypical 

phenomenon, such as focal neurological 

deficit due to space occupying lesions. 
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 Neurocysticercosis is one of the most 

neglected tropical diseases that caused 

by infection of Taenia solium via fecal-

oral route. 

 

REFERENCES 

1. Bahtiar R, Wijanarko F. Intraventricular 

Neurocysticercosis: A Case Report. Indones 

J Med. 2018;3(1):56–64.  

2. Kornegay J. Seizures and Status Epilepticus 

in Adults. In: Tintinalli’s Emergency 

Medicine: A Comprehensive Study Guide, 

9e. 2022.  

3. Hamamoto Filho PT, Rodríguez-Rivas R, 

Fleury A. Neurocysticercosis: A Review into 

Treatment  Options, Indications, and 

Their Efficacy. Res Rep Trop Med. 

2022;Volume 13(December):67–79.  

4. Wandra T, Ito A, Swastika K, Dharmawan 

NS, Sako Y, Okamoto M. Taeniases and 

Cysticercosis in Indonesia: Past and Present 

Situations. Parasitology. 2013 

Nov;140(13):1608–16.  

5. Butala C, Brook TM, Majekodunmi AO, 

Welburn SC. Neurocysticercosis: Current 

Perspectives on Diagnosis and Management. 

Front Vet Sci. 2021;8(May):1–10.  

6. Gripper LB, Welburn SC. Neurocysticercosis 

Infection and Disease–A Review. Acta Trop. 

2017;166:218–24. 

7. Kaur R, Arora N, Rawat SS, Keshri AK, 

Sharma SR, Mishra A, et al. Vaccine for a 

Neglected Tropical Disease Taenia solium 

Cysticercosis: Fight for Eradication Against 

All Odds. Expert Rev Vaccines. 2021 

Nov;20(11):1447–58.  

8. Garcia HH, Gonzalez AE, Gilman RH. 

Taenia Solium Cysticercosis and Its Impact 

in Neurological Disease. Clin Microbiol Rev. 

2020;33(3):1–23.  

9. Hernández-Chea RD, Morales-Ramírez P, 

Hernández M, Toledo A, Hun A, Sciutto E, 

et al. Taenia Solium Taeniasis/Cysticercosis 

in Guatemala: A Prevalent Public Health 

Problem? Pathog Glob Health. 2023 Jan 

2;117(1):5–13. 

10. Marcin Sierra M, Arroyo M, Cadena Torres 

M, Ramírez Cruz N, García Hernández F, 

Taboada D, et al. Extraparenchymal 

Neurocysticercosis: Demographic, 

Clinicoradiological, and  Inflammatory 

 Features. PLoS Negl  Trop 

Dis. 2017 Jun;11(6):e0005646.  

11. Carpio A, Romo ML, Parkhouse RME, 

 Short B, Dua T. Parasitic Diseases 

of The Central Nervous System: Lessons for 

Clinicians and Policy Makers. Expert Rev 

Neurother. 2016;16(4):401–14.  

12. Singhi P. Neurocysticercosis. Ther Adv 

 Neurol Disord. 2011;4(2):67–81. 

13. Carabin H, Ndimubanzi PC, Budke CM, 

Nguyen H, Qian Y, Cowan LD, et al. 

 Clinical Manifestations Associated 

with Neurocysticercosis: A Systematic 

Review. PLoS Negl Trop Dis. 2011 

May;5(5):e1152. 

14. Singh G, Burneo JG, Sander JW. From 

Seizures to Epilepsy and Its Substrates: 

Neurocysticercosis. Epilepsia. 

2013;54(5):783–92. 

15. Bruno E, Bartoloni A, Zammarchi L, 

Strohmeyer M, Bartalesi F, Bustos JA, et al. 

Epilepsy and  Neurocysticercosis in 

 Latin America: A Systematic 

Review and Meta-Analysis. PLoS Negl Trop 

Dis. 2013;7(10):e2480. 

16. Nash TE, Del Brutto OH, Butman JA, 

Corona T, Delgado-Escueta A, Duron RM, et 

al. Calcific Neurocysticercosis and 

Epileptogenesis. Neurology. 2004 

Jun;62(11):1934–8.  

17. Nash TE, Mahanty S, Loeb JA, 

 Theodore WH, Friedman A, Sander 

JW, et al. Neurocysticercosis: A Natural 

Human Model of Epileptogenesis. Epilepsia. 

2015 Feb;56(2):177–83.  

18. Barinagarrementeria F, Del Brutto OH. 

Neurocysticercosis and Pure Motor 

Hemiparesis. Stroke. 1988 Sep;19(9):1156–

8.  

19. Collister RE, Dire DJ. Neurocysticercosis 

Presenting to The Emergency Department as 

A Pure Motor Hemiparesis. J Emerg Med. 

1991;9(6):425–9. 

20. Ashizawa T, Rolak LA, Hines M. Spastic 

Pure Motor Monoparesis. Ann Neurol. 1986 

Nov;20(5):638–41. 

21. White AC, Coyle CM, Rajshekhar V, Singh 

G, Hauser WA, Mohanty A, et al. Diagnosis 

and Treatment of Neurocysticercosis: 2017 

Clinical Practice Guidelines by The 

Infectious Diseases Society of America 

(IDSA) and The American Society of 

Tropical Medicine and Hygiene (ASTMH). 

Am J Trop Med Hyg. 2018;98(4):945–66.  

22. Takayanagui OM, Lanchote VL,  Marques 

MP, Bonato PS. Therapy for 

Neurocysticercosis: Pharmacokinetic 

Interaction of Albendazole Sulfoxide with 

Dexamethasone. Ther Drug Monit. 1997 

Feb;19(1):51–5. 

23. Frackowiak M, Sharma M, Singh T, Mathew 

A, Michael BD. Antiepileptic Drugs for 

Seizure Control in People with 

Neurocysticercosis. Cochrane database Syst 

Rev. 2019 Oct;10(10):CD009027. 
 

https://aeji.journals.ekb.eg/
https://aeji.journals.ekb.eg/


Case report  

 

Diksha et al., Afro-Egypt J Infect Endem Dis, March  2025;15(1):xxx 

https://aeji.journals.ekb.eg 

DOI: 10.21608/aeji.2025.337353.1440  

510 

Cite as: Satya Diksha, I., Hiranandini Prawista, I., Weisnawa, I., Harkitasari, S., Purnamasidhi, C., 

Sumadewi, K., Permatananda, P. Parenchymal Neurocysticercosis as One of the Most Neglected 

Tropical Diseases: A Case Report. Afro-Egyptian Journal of Infectious and Endemic Diseases, 2025; (): 

-. doi: 10.21608/aeji.2025.337353.1440 

https://aeji.journals.ekb.eg/
https://aeji.journals.ekb.eg/

