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Asymptomatic Disseminated Cysticercosis
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Introduction
Cysticercosis refers to a parasitic infestation which is caused by 
encysted larval stage of the pork tape worm, Taenia solium. In the 
life cycle of Taenia solium, humans act as definitive hosts and they 
harbour the adult forms of the tape worm in their small intestines 
[1]. Although tape worm infestation is a major and a global public 
health problem, disseminated cysticercosis is a rare clinical entity 
with around 50 cases being reported so far [2]. Various authors 
have reported disseminated cysticercosis which involved central 
nervous system, striated muscles, sub-cutaneous tissues, orbits, 
lungs and heart [2-8]. We are reporting here a very rare case of 
disseminated cysticercosis which involved brain, lungs, heart, orbit, 
face, pancreas, kidney and spleen in a young male who sought 
medical attention for progressive dysphagia, which was later 
diagnosed as achalasia cardia. 

Case Report
A 27-years old Nigerian male presented with the chief complaint 
of dysphagia which had two year’s duration. The dysphagia was 
initially to solids, which further progressed to liquids as well. An 
upper GI endoscopy which was done in Nigeria revealed a distal 
oesophageal stricture, with no evidence of a growth. The patient 
subsequently came to India for further treatment. 

On general clinical examination, he was found to be a well nourished 
individual. His vital parameters were all within normal limits. Multiple 
subcutaneous nodules (10-15mm) were detected all over his body. 
On examination of his respiratory system, bilateral basal crepitations 
were heard. Rest of the clinical examination was within normal limits. 
Routine haematological and biochemical parameters were within 
normal limits. His HIV ELISA test was negative. 

He underwent a plain CT scan, followed by a contrast enhanced 
CT scan of the chest in a 64 slice multi-detector row CT scanner 
(GE Healthcare, Milwaukee, WI, USA). The CT scan study revealed 
a moderately dilated oesophagus with an air fluid level within it. 
The distal oesophagus showed smooth luminal narrowing, with 
a thin stream of orally administered contrast, which was noted to 
pass into the stomach [Table/Fig-1], which was consistent with a 
diagnosis of achalasia cardia. The same was also confirmed on a 
conventional barium swallow study. Besides, there were multiple, 
discrete parenchymal nodules (maximum size: 10mm) which were 
distributed randomly in both lung fields [Table/Fig-2]. On soft tissue 
window setting, most of these nodules showed presence of central 
fluid attenuation (HU=6 to 10) with an eccentric hyperdense (HU=45 
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to 55) focus which was consistent with a diagnosis of cysticercosis 
[Table/Fig-3]. Similar fluid attenuating nodular lesions were noted 
in the visualized thoracic and abdominal walls. On a closer look, 
at least one such lesion was also noted in the musculature of the 
interventricular septum [Table/Fig-4]. The visualized upper abdomen 
revealed presence of similar lesions within the pancreas, spleen and 
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[Table/Fig-1]: CT scan of thorax and upper abdomen (thick coronal 
reconstruction) demonstrates dilated contrast filled distal esophagus 
with smooth tapering at the gastroesophageal junction consistent with 
a diagnosis of achalasia cardia

[Table/Fig-2]: Axial (a) and coronal (b) sections of the thorax (Lung 
window) demonstrate multiple, discrete parenchymal nodules 
(maximum size: 10mm) distributed randomly in both lung fields
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possibly, in upper pole of right kidney [Table/Fig-5 and 6]. In view of 
these findings, NCCT, followed CECT of the head were carried out, 
although he did not give any past history of seizures. Findings of CT 
scan of head were consistent with a diagnosis of neurocysticercosis 
which was in vesicular stage [Table/Fig-7]. In addition, similar lesions 
were noted in and around the orbit as well as in facial muscles [Table/
Fig-8]. Based on the CT scan findings, a diagnosis of achalasia 
cardia with an incidentally detected (asymptomatic) Disseminated 

Cysticercosis (DCC) was made. Later, he was found to be positive 
for anticysticercal antibodies by ELISA . 

He underwent cardiomyotomy for achalasia cardia through the 
abdominal route. During the immediate post-operative period, 
he was on prophylactic antibiotics, analgesics and proton pump 
inhibitors (pantoprazole). He had an uneventful post-operative 
recovery. Although he was asymptomatic for DCC, he was treated 
with oral albendazole under supervision. A neurological consultation 

[Table/Fig-3]: Axial section (Soft tissue window) demonstrates multiple small lung nodules with most of them having central fluid attenuation and peripheral 
eccentric hyperdense focus (single white arrow). Also note similar lesions in the chest wall (black arrow)

[Table/Fig-4]: Axial section (magnified) demonstrates cysticercus lesion in the interventricular septum (single white arrow). Also note dilated distal esophagus 
with air fluid level (double white arrow)

[Table/Fig-5]: Axial section through upper abdomen demonstrates cysticercus lesion in the mid body of pancreas (single white arrow) and also possibly in 
the anterior aspect of the right kidney (double white arrow).

[Table/Fig-6]: Axial section (a) and coronal reconstruction (b) demonstrating cysticercus lesion within splenic parenchyma

[Table/Fig-7]: Contrast enhanced CT scan brain: demonstrates multiple cysts with most of them having eccentric mural hyperdense focus suggestive of 
neurocysticercosis (vesicular stage). Note absence of perilesional edema or contrast enhancement

[Table/Fig-8]: Axial (a) section through the orbit demonstrates presence of cysticerci in the muscles of face (white arrow) and neck (black arrow). Sagittal 
section through orbit (b) shows presence of cysticercus lesion in the upper eye lid and in the inferior aspect of orbit (white arrow)

was sought and he was put on antiepileptic medication. A post- 
operative follow up CT oesophago-gastrography revealed good 
contrast opacification of the oesophagus, GE junction and 
stomach, with no evidence of any extra-luminal tracking or pooling 
of contrast. The patient was briefed about the status of DCC and 
he was subsequently discharged from the hospital with an advice 
of periodic follow ups. 

Discussion
Cysticercosis has been known since ancient times. This disease 
was noted in human beings as early as 1550 [9]. Even today, 
cysticercosis is a common public health problem worldwide, 
especially in developing countries, which include India. The disease 
which was once thought to be confined to the developing countries, 
is increasingly being recognized in the industrialized countries as 
well, because of immigration across the globe. The prevalence 
of the taeniasis varies from place to place, depending on certain 
factors like geography, ethnicity, religious rituals, income, food 
habits, personal hygiene, level of education and overall standards 

of living. There are great variations in the reported incidence and 
prevalence of taeniasis in the Indian subcontinent [9].

Although cysticercosis is quite common, DCC with multiple organ 
involvement is rather rare. So far, around fifty cases have been 
documented in the English literature. Clinical features of DCC 
depends on the localization of the cysts, parasite burden and host 
parasite interaction. The central nervous system is most commonly 
involved in DCC, followed by striated muscles, sub-cutaneous tissues 
and orbits and accordingly, the most common presenting feature is 
recurrent episodes of seizure in a case of Neuro Cysticercosis (NCC). 
Other features of NCC include headache, chronic meningitis, focal 
neurological deficits, psychological disturbances, dementia, etc [9]. 
Orbital cysticercosis may present as proptosis, diplopia and even 
loss of vision. Cardiac and pulmonary involvements are frequently 
asymptomatic [8] and they may be detected as an incidental 
finding during imaging workups. Involvement of sub-cutaneous 
tissues often manifests as palpable subcutaneous nodules. Diffuse 
muscular involvement can manifest as myalgia, weakness or 
pseudohypertrophy [6,9]. 
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With the advent of imaging modalities like high resolution ultra
sonography, CT scan and MRI, there has been a substantial increase 
in the detection rate of cysticercosis [10]. Neurocysticercosis (NCC) 
is now considered as the single most common cause for seizure 
in the developing countries [11]. Bhalla et al., [2] described a case 
of DCC which involved brain, sub-cutaneous tissues, skeletal 
muscles, right orbit and thyroid gland in a patient who presented 
with generalized tonic clonic seizure. Recently, Atin Kumar et al., 
[3] reported a paediatric symptomatic case of extensively dis
seminated cysticercosis which involved virtually entire striated 
muscular system, sub-cutaneous tissues, paraspinous region, 
lungs, tongue and parotid glands, which was diagnosed on the 
basis of whole body MRI with parallel imaging. Pulmonary and 
cardiac cysticercosis is extremely rare, with only few cases having 
been reported in the English literature. Bastos et al., [5] described 
a case of DCC with pulmonary and cardiac involvement, which 
was demonstrated in a helical CT scan. With increasing use of high 
resolution ultrasonography, CT scan and whole body MRI, more 
and more cases of DCC are expected to be encountered in day 
to day clinical practice. As was illustrated by Atin et al., [3] whole 
body MRI can help in arriving at a confident diagnosis of DCC, in 
evaluating the organs which are affected, in estimating the para-
site burden and even in demonstrating the various evolutionary 
stages of the cysticerci. In general, MRI is known for its excellent 
soft tissue resolution. Moreover, unlike CT scan, MRI does not have 
any ionizing radiation hazards, thus making it as the most suitable 
and stand alone imaging modality for the comprehensive diagnosis 
of DCC. 

Our case was unique in several aspects. Firstly, despite involve
ment of multiple organ systems which included the central nervous 

system, our patient was asymptomatic, as far as DCC was 
concerned. Diagnosis of DCC was made while the patient was 
being investigated for dysphagia, which later on, was found to be 
caused by achalasia cardia. Secondly, pancreatic, renal and splenic 
involvements in DCC, as were observed in our case, have only been 
described extremely rarely in the literature [12]. 
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