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ABSTRACT

Case Report

Cerebral Cysticercosis Masquerading
as Eclampsia: A Case Report
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Neurocysticercosis is a preventable parasitic disease of nervous system caused by Taenia solium. It may present with seizures,
focal neurological deficits, decreased visual acuity and altered mental status. Eclampsia is a neurological manifestation of
hypertensive disorders of pregnancy presenting as seizures. In common obstetric practice, all cases of unexplained seizures
are managed as eclampsia unless proven otherwise. Neurocysticercosis presenting first time in pregnancy with seizures can
be confused with eclampsia. The index case was referred to us in a similar manner in the second trimester of pregnancy with
a diagnosis of eclampsia. Patient was evaluated further for the cause of seizures and was found to have neurocysticercosis on
imaging. She was then conservatively managed and the pregnancy was continued till term rather than termination of pregnancy

which is the standard management of eclampsia.
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CASE REPORT

A 20-year-old primigravida at 22 weeks and 3 days of gestation
presented with history of an episode of seizure in the morning. It
involved tonic clonic activity of all the four limbs associated with
uprolling of eyes and loss of bladder control. This patient did not have
any prior history of seizure episode or any family history of the same
and belonged to rural agricultural background. On presentation to
the nearest hospital, the blood pressure of the patient was recorded
to be 130/90 mmHg. Keeping a provisional diagnosis of eclampsia
in mind, the patient was administered loading dose of magnesium
sulfate at the peripheral centre and was referred to higher centre. On
reception to higher centre, patient was conscious and oriented to
time, place and had stable vitals. Her general physical examination
was normal with no evidence of neurological deficit. The abdominal
examination was suggestive of 22 weeks pregnancy. Magnesium
sulfate prophylaxis was continued. Her complete blood counts,
coagulogram, liver and renal function tests, urine analysis and
fundus examination was normal. In view of all clinical findings non-
consistent with eclampsia-pre-eclampsia syndrome, a Magnetic
Resonance Imaging (MRI) was planned. MRI reported two well
defined hypointense lesions, one measuring 4.4x5.6 mm in left
parietal region (without perilesional oedema) and another measuring
4x4 mm in left frontal region with mild perilesional oedema suggestive
of chronic calcified granulomas of neurocysticercosis [Table/Fig-1].

Patient was started on tablet levetiracetam 500 mg twice a day
(BD) and injection dexamethasone 4 mg i/v BD for five days and
then tapered off. Possible adverse effects of the medications were
explained to the patient. After observation in the hospital for one
week and starting levetiracetam 500 mg BD, patient was discharged
from the hospital. There was no further episode of seizure or
increased blood pressure. The antenatal period was followed-up as
per standard protocol. Patient was induced with dinoprostone gel
at 40 weeks gestation and delivered a male baby of 2.965 kg with
Appearance, Pulse, Grimace, Activity, and Respiration (APGAR)
scores of 8,9.

DISCUSSION
Neurocysticercosis can be confused with eclampsia in a previously
undiagnosed patient presenting first time in pregnancy. Eclampsia
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[Table/Fig-1]: MRI image showing 4.4x5.6 mm granuloma in left parietal region.

is the first differential diagnosis in any patient presenting with
seizures in the antenatal period. A major reason for this is the fact
that the symptoms viz., seizures, visual changes, headache, altered
mental status are common in both diseases. However, eclampsia
usually presents in the later part of the pregnancy and is usually
associated with increased blood pressure. The symptomatology
of neurocysticercosis depends on the stage of infection, location
of the cysts, and host response to the injury. Fully viable cystic
lesions usually remain subclinical unless symptoms are triggered
by compression of adjacent structures. Perilesional oedema and
seizures are caused by decaying stages (colloidal cysts) or dead
cysts (granulomas/calcifications) [1]. While subarachnoid lesions
cause stroke and hydrocephalus, ventricular lesions primarily cause
hydrocephalus and parenchymal lesions result in seizures. The
clinical presentations which have been reported include seizures,
hydrocephalus, headache and diplopia [2-6].
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[Table/Fig-2]: Various cases of neurocysticercosis discussed in literature [2,4,6,14-17].

No. of Gestational
Author cases Presentation Site of lesion age Drug therapy Surgical management | Outcome
. Parenchymal (scattered Postpartum Divalproex
Webb C et 5 1. Seizure lesion in white matter) day 4 None Good
al., [2] 2. Headache, seizure Intraventricular Phenytom, dexamethasone, VP shunt planned Mortality
(hydrocephalus) 17 weeks mannitol

1. Seizure, altered Parenchymal .
Singhal SR ) mental status (frontal) 27 weeks Phenytoin, albendazole None Good
etal, [4] ) Pargnchymal 24 weeks Carbamazepine None Good

2. Seizure (parietal)
D'Cruz RF 1 Seconqary ) Parenchymal (right parietal 21 weeks Lamotrigene, levetiracetam None Good
etal, [14] generalised seizures | lobe)

Binocular diplopia, . . i/v mannitol,
Padhy SK 1 bilateral blurring of Parenchymal (multiple cystic | 2 weeks oral acetazolamide, oral None Good
etal., [6] L lesions) postpartum L

vision antiepileptics
Saldanha V 1 Seizures, coma Parepchymgl 8 days Phenobarbital, phenytoin None Good
etal., [15] (multiple lesions) postpartum

Altered mental Parenchymal Ventncglostomy folowed
Ramus RM . , . . . . by craniotomy and larval

1 status, severe (multiple lesions) and 39 weeks Diphenylhydantoin, praziquantil ; . Good

etal., [16] . cyst resection after six

headache ventricular (hydrocephalus) .

days of ventriculostomy
Sahai S 1. ggggas“:iigr;zmc Parenchymal (multiple) 28 weeks Both cases initially treated as
and Sahai 2 eclampsia, thereafter administered None Good
Parenchymal )

A[17] . ) . 27 weeks albendazole and anticonvulsants

2. Focal seizures (right parietal lobe)

The present patient presented with seizure episode at a relatively
early gestation. When atypical features are present, or clinical
status worsens, in a patient clinically diagnosed as eclampsia,
neuroimaging becomes important [2]. While MRI is highly sensitive
to identify small non-calcified cysts, oedema, or enhancement
around calcifications, and subarachnoid or intraventricular lesions,
CT scan is superior to MRI for the evaluation of calcified lesions. CT
scan involves radiation; MRI without gadolinium is not associated
with teratogenicity and should be the test of choice during any
stage of pregnancy [7]. Major differential diagnosis of cerebral
neurocysticercosis includes eclampsia, as discussed earlier and
tuberculomas. Good history taking, clinical examination, neuroimaging
and judicious use of serologic tests helps to clinch the diagnosis.
Neurocysticercosis can be treated with minimal interruption
to the course of pregnancy. Medical treatment is effective in
most cases although surgery may sometimes be indicated [5].
Treatment comprises of antiepileptic drugs with steroid therapy.
Major challenges faced during the antenatal period are possible
teratogenic effects of antiepileptic drugs and corticosteroid therapy.
The risks and benefits of the drugs should be discussed before
commencement of therapy. Anti-helminthic drugs should be delayed
until postpartum [8].

The pathophysiology of perilesional oedema is still not clear [2]. One
school of thought says that it occurs due to intermittent release
or recognition of parasite antigen by the host or periodic loss of
immune suppression resulting in an inflammatory reaction [9].
However, another hypothesis is that selective calcified lesions have
a propensity to cause perilesional oedema through disruption of
the blood-brain barrier [10,11]. A prospective study done in Peru
was suggestive of presence of perilesional oedema in 50% patients
with calcified granulomas presenting with recurring seizures [12].
This suggests the use of concomitant anti-inflammatory agents.
The effect of pregnancy on the natural history of the disease is not
known due to paucity of existing literature. Possibly, a shift towards
type 2 immune response may increase parasite survival and result in
disease reactivation and thus clinical symptoms [13]. Various cases
which have been reported in the literature have been described in
[Table/Fig-2] [2,4,6,14-17].

CONCLUSION(S)
Neurocysticercosis should be considered as a differential
diagnosis in patients presenting with seizures for the first

time in pregnancy, specially those living in endemic areas.
All patients diagnosed as eclampsia clinically with atypical
features should undergo neuroimaging. While the effect of
pregnancy on neurocysticercosis needs further research, that of
neurocysticercosis on pregnancy remains negligible unless the
disease is non-parenchymal and life threatening.
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