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] Editorial

Neurocysticercosis: About 5 reported Thai cases

Human cysticercosis occurs when an individual with
taeniasis brings his unwashed hands to his mouth
(self-infection) or by the ingestion of contaminated
food, water, fruits, and vegetables from orchards
and gardens fertilized or irrigated with material
that have been contaminated with Taenia solium
eggs (hetero-infection). The increase of migration,
immigration, tourism, and globalization also strengthens
this dissemination. Neurocysticercosis (NCC) is globally
spreading because infection of the taeniasis/cysticercosis
complex is becoming widely endemic, particularly in
the rural areas of Central and South America, Asia,
and Africa.l" In accordance with the criteria of the
World Health Organization, endemic regions for the
taeniasis/cysticercosis complex are those regions where
the contamination rate of the population is above 1%
for taeniasis, 0.1% for human cysticercosis, and 5% for
animal cysticercosis. In Asia, the endemic countries
are China, Taiwan, India, Vietham, Myanmar, Nepal,
and the numerous islands of Indonesia. However, it
is less common in Thailand, South Korea, Philippines,
Malaysia, and Bangladesh.

Because of the communication difficulties arising
from language and the wide discrepancies in the
availability of laboratory resources, data on NCC
incidence continue to be underestimated. The need to
diagnose NCC, the knowledge of its epidemiology, and
the natural evolution of the disease is often the only
element available to most neurologists in developing
countries.

In general, NCC is more frequent (51-80%) among
males; however, female predominance (53-75%)
has been observed, particularly in more severe
manifestations.” Deaths due to NCC range from 4.8 to
25.9% patients with NCC and in neurosurgery patients,
this rate is 0-60%.!!
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Table 1: The main differences between the larval
metacestode (CC) and racemose (CR) forms of
Taenia solium

Cysticerci CcC CR

characteristics

Aspect Round Diversified

Scolex Present Absent

Diameter 1to 20 mm 20to 77 mm

CNS preferential ~ Parenchyma Meninges Ventricles

location subarachnoid space
Number 1 to 2000 1t03

CSF Normal alteration of one  Typical syndrome

manifestation or more parameters

typical syndrome

Clinical Epilepsy headache Intracranial
manifestation hypertension Mixed
Prognosis Benign Severe

In the central nervous system, the cysticerci are
fundamentally present in two forms [Table 1]: The
simple larval form (Cysticercus cellulosae = CC) and
racemose cysts (Cysticercus racemosus = CR).®! The CC
presentation is more frequent and usually associated
with the benign clinical or asymptomatic form and can
be located anywhere in the brain. The CR, represented
by cysts or multiloculated clusters that resemble
“bunches of grapes,” and is responsible for the most
severe clinical forms. It is located in the cerebrospinal
fluid (CSF) space, where it can develop. Studies suggest
the existence of two other forms of cysticerci that are
infrequent and rarely used in the denomination: The
acephalic (multilobulated) and intermediate (large cyst
with scolex) forms.¥! The unique CR form occurs in
4-25% of cases.™

One significant characteristic of NCC is the lack
of a typical syndrome as we can see in Wiwanitkit
and Wiwanitkit summary.’’ May be asymptomatic,
symptomatic or fatal; have an acute, sub-acute or chronic
picture; or may be in remission or exacerbated. Moreover,
neurological examinations are normal in 25-83% of
patients.”! Rare manifestations are described in the
literature like Parkinson’s syndrome always associated
with the presence of CC and not to the CR, as reported
by Wiwanitkit A and Wiwanitkit V! Asymptomatic
form may be considered as a natural evolution of a
clinical or sub-clinical manifestation, and its diagnosis
may be an accidental laboratory or autopsy finding.
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All clinical manifestations of NCC can mimic other
pathologies, mainly infectious and parasitic diseases,
which complicate diagnosis. The CSF may be normal,
even in patients with viable cysticerci. Computed
tomography and magnetic resonance imaging have
allowed noninvasive diagnoses but can lead to false
negatives.

In an attempt to standardize the diagnostic criteria of the
NCC, diagnostic criteria were initially proposed in 1996
and revised in 2001, based on objective clinical, imaging,
immunological, and epidemiological data.!®

Treatment is a highly controversial issue. Based on the
great differences in clinical presentation, pathogenesis,
natural history, and treatment options for the different
forms of NCC, a consensus of recommendations has been
established.”? Two drugs are commonly used praziquantel
and albendazole. The choice of anti-inflammatory
drugs includes steroids and dextrochlorpheniramine.
Surgical treatment is still very controversial.
Surgical removal has been recommended in cases of
intraventricular cysticercosis and intraparenchymatous
solitary giant cysts, provided there is no pericystic
inflammatory reaction. The neuroendoscopic resection
is the recommended procedure for intraventricular and
subarachnoid basal cisterns cysts.[®! In NCC, shunts
have frequent obstructions and may require multiple
revisions. The recommendation is that this surgery
must be performed before the introduction of cysticidal
treatment.

The progression of NCC may be simple or complicated,
have remission with or without treatment, and may
exhibit symptoms that can disappear for long periods
of time or persist until death. In other words, NCC may
be asymptomatic, symptomatic or fatal; have an acute,

sub-acute or chronic picture, or may be in remission or
exacerbated.

Svetlana Agapejev

Division Neurology, Department Neurology, Neurosurgery,
Psychiatry and Medical Psychology, Faculty of Medicine, Saint Paul
State University (UNESP), Botucatu, Saint Paul State, Brazil

Address for correspondence:
Dr. Svetlana Agapejev,

rua Angelino de Oliveira, 646,
18608-224 Botucatu — SP, Brasil.
E-mail: sagapejev@terra.com.br

References

1. PawlowskiZ, Allan],Sarti E. Controlof Taeniasoliumtaeniasis/ cysticercosis:
From research towards implementation. Int J Parasitol 2005;35:1221-32.

2. Agapejev S. Neurocysticercosis: The enigmatic disease. Cent Nerv Syst
Agents Med Chem 2011;11:261-84.

3. Rabiela-Cervantes MT, Rivas-Herniandez A, Castillo-Medina S,
Gonzilez-Angulo A. Morphological evidence indicating that C. cellulosae
and C. racemosus are larval stages of Taenia solinm. Arch Invest Med (Mex)
1985;16:81-92.

4, Chung JY, Kho WG, Hwang SY, Je EY, Chung YT, Kim TS, ¢/ a/. Molecular
determination of the origin of acephalic cysticercus. Parasitology
2005;130:239-46.

5. Wiwanitkit S, Wiwanitkit V. Racemose cysticercosis: A summary of 5
reported Thai cases. ] Neurosci Rural Pract 2015;6:451.

6. Del Brutto OH, Rajshekhar V, White AC Jr, Tsang VC, Nash TE,
Takayanagui OM, ¢ al. Proposed diagnostic criteria for neurocysticercosis.
Neurology 2001;57:177-83.

7. Garcia HH, Evans CA, Nash TE, Takayanagui OM, White AC Jr, Botero D,
et al. Current consensus guidelines for treatment of neurocysticercosis.
Clin Microbiol Rev 2002;15:747-56.

JV, Torres-Corzo ],  Rodriguez-Della ~ Vecchia R,

Guizar-Sahagun G, Rangel-Castilla L. Intraventricular and subarachnoid

basal cisterns neurocysticercosis: A comparative study between

traditional treatment versus neuroendoscopic surgery. Childs Nerv Syst
2009;25:1467-75.

8. Proafio

How to cite this article: Agapejev S. Neurocysticercosis: About 5
reported thai cases. J Neurosci Rural Pract 2015;6:469-70.

Source of Support: Nil. Conflict of Interest: None declared.

Author Help: Reference checking facility

e Example of a correct style

Otolaryngol Head Neck Surg 2002;127:294-8.

*  Enter each reference in new line, without a serial number.
*  Add up to a maximum of 15 references at a time.

article in PubMed will be given.

possible articles in PubMed will be given.

The manuscript system (www.journalonweb.com) allows the authors to check and verify the accuracy and style of references. The tool checks
the references with PubMed as per a predefined style. Authors are encouraged to use this facility, before submitting articles to the journal.
*  The style as well as bibliographic elements should be 100% accurate, to help get the references verified from the system. Even a
single spelling error or addition of issue number/month of publication will lead to an error when verifying the reference.
Sheahan P, O'leary G, Lee G, Fitzgibbon J. Cystic cervical metastases: Incidence and diagnosis using fine needle aspiration biopsy.

*  Only the references from journals indexed in PubMed will be checked.

e If the reference is correct for its bibliographic elements and punctuations, it will be shown as CORRECT and a link to the correct

e If any of the bibliographic elements are missing, incorrect or extra (such as issue number), it will be shown as INCORRECT and link to

470 Journal of Neurosciences in Rural Practice | October - December 2015 | Vol 6 | Issue 4



