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Abstract
Neurocysticercosis is Taenia Solium infection of the central nervous system and meninges. Although highly 
uncommon, spinal cysticercosis frequently occurs in conjunction with intracranial cysticercosis. The least frequent 
are often those involving the intramedullary. We report a 50-year-old male patient who presented with complaints 
of lower back pain with a burning sensation over bilateral thighs. A magnetic resonance imaging (MRI) scan of his 
dorsal spine revealed a relatively well-defined lobulated lesion at T11 vertebral level. Intramedullary cysticercosis is 
a challenge to diagnose, and neurocysticercosis should also be considered in cases of intramedullary space-occupying 
lesion.
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Introduction

The term “neurocysticercosis” (NCC) refers to Taenia 
Solium infection of the central nervous system (CNS) 
and meninges.1 It is most common in people who live in 
poverty and have poor hygiene habits. Spinal cysticercosis 
is a very rare condition (0.25 – 5.8%) and is most often 
found in combination with intracranial cysticercosis.2 
Spinal neurocysticercosis can be divided into extradural, 
intradural, extramedullary, and intramedullary. 
Intramedullary presentations are often the least common, 
and only 46 cases have been recorded.3 Here, we 
report a 50-year-old male patient with intramedullary 

cysticercosis at the T11 vertebral level. Surgical removal 
and histopathologic examination confirmed the diagnosis 
of intramedullary neurocysticercosis.

Case Presentation

A 50-year-old male patient presented with 2 months 
of history of constant dull aching pain over lower back 
associated with a burning sensation in the bilateral thighs. 
He developed insidious onset and progressive weakness 
in bilateral lower limbs (right > left) for the last 2 weeks 
and was bed bound. His bowel and bladder functions were 
normal.

On neurological examination, he had spastic 
paraparesis with muscle power 2/5 in the right lower 
limb and 3/5 in the left lower limb. Knee reflexes were 
exaggerated bilaterally, and the plantar reflex was upward 
going in the right and mute in the left. The sensation was 
impaired bilaterally below the L3 level. 

A magnetic resonance imaging (MRI) scan of his dorsal 
spine revealed a relatively well-defined lobulated lesion 
showing a hypointense T1-weighted image, hyperintense 
T2-weighted image signal intensity with high signal in fat-
saturated sequences and mild cord expansion occupying 
the central portion of the spinal cord at T11 vertebral level. 
The lesion showed faint peripheral rim enhancement in 
the post-contrast study. Screening MRI of the brain did not 
show any abnormal intensity.

He underwent laminectomy of T11 and partial 
laminectomy of T10 and T12. Midline myelotomy was 
done, and the lesion was excised en bloc. Pre-operatively, 
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level of the lesion was localized by marker X-ray and 
intra-operatively using ultrasonogram. Intraoperatively, 
A 1* 1 * 0.5 cm3 size, greyish- yellow, smooth, cystic, 
avascular, intramedullary mass with clear demarcation 
from cord tissue was noted over dorsal aspect of spinal 
cord. Histopathologic examination revealed cysticercosis.

The patient was started with oral Albendazole along 
with oral Dexamethasone for three weeks. In immediate 
postoperative period his muscle strength improved to 3/5 in 
bilateral lower limbs with occasional burning paresthesia. 
On 3 months follow up his lower limbs muscle strength 
improved to 4+/5.

Figure  SEQ Figure \* ARABIC 1 (a) Sagittal T1 weighted magnetic resonance imaging showing hypointense lesion 
opposite T11 vertebral level.
(b) Sagittal T2 weighted magnetic resonance imaging showing hyperintense lesion opposite T11 vertebral level.
(c) Post contrast sagittal T1 weighted magnetic resonance imaging showing faint peripheral rim enhancement.

Figure  SEQ Figure \* ARABIC 2 (a) Intraoperative picture showing intramedullary cystic lesion.
(b) Hematoxylin and eosin stain showing outer cuticular layer, middle nuclear layer, and inner reticular layer of cyst wall.
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Discussion

Neurocysticercosis is most common in Latin America, 
Asia, and Africa but is becoming more common in other 
parts of the world because of global migration. It has been 
known in humans since the 1500s 4, and it is rare (0.25 – 
5.8%) to find cysticercosis in the spine.2 This is because the 
blood flow to the brain is much greater than the flow to the 
spine.5 Intramedullary lesions are much more uncommon, 
with only 46 cases recorded, while isolated intramedullary 
lesions are reported in only 25 cases.3,6  Intramedullary 
cysticercosis is most common in the thoracic spinal cord, 
likely due to the spread of Taenia solium eggs through 
the bloodstream. Cervical and lumbar spinal cord cases 
are rarer than thoracic spinal cord cases. This distribution 
pattern supports the idea that intramedullary cysticercosis 
is caused by the spread of Taenia solium eggs through the 
bloodstream since the blood supply to the thoracic cord is 
higher than other parts of the spine.7

The typical symptoms of spinal neurocysticercosis are 
myelopathy and radiculopathy brought on by spinal cord 
or root compression.8 Some patients may have sensory 
impairment of upper or lower limbs along with impairment 
of bowel and bladder functions. The number and location 
of lesions determine the clinical signs and symptoms.9 Our 
patient presented with paresthesia and spastic paraparesis 
without any bowel or bladder dysfunction.

Imaging and serological testing are used to make 
the proper diagnosis. MRI scans of patients with 
intramedullary cysticercosis usually show a cyst within 
the spinal cord that appears hypointense on a T1-weighted 
image and hyperintense on a T2-weighted image. 10 The 
scolex manifests as a hyperintense mural nodule inside 
the lesion. After the administration of contrast medium, 
some cysticercotic lesions show no change in size or 
appearance, while other lesions may show a ring-like 
enhancement around the edge.11 Serologic tests can help to 
determine if someone has cysticercosis, but the diagnostic 
value is limited. One test that is often used is the enzyme-
linked immunoelectrotransfer blot (EITB). This test is 
based on the detection of antibodies specific to Taenia 
solium antigens. It has a high specificity (100%) and a 
sensitivity (94%) for patients with two or more cystic or 
enhancing lesions.12 However, it is less sensitive (around 
72%) in patients with a single cysticercosis lesion.12 Other 
tests, such as serum immunoblot and cerebrospinal fluid 
enzyme-linked immunosorbent assay (ELISA), are also 
reliable but less sensitive.13

Early diagnosis and treatment of neurocysticercosis 
can exceptionally improve the outcome in the health 
of patients. The current consensus guidelines for the 
treatment of neurocysticercosis recommend surgical 
resection as the primary treatment for spinal intra- or 
extramedullary cysticercosis (evidence III).14 In our case, 

the clinical diagnosis of intramedullary cysticercosis prior 
to treatment was difficult. Based on a pathological study, 
neurocysticercosis was determined to be the cause. The 
lesion that causes progressive spinal compression, in our 
case, is best removed surgically to confirm the diagnosis 
and address the growing neurological deficit. After 
surgery, anthelmintic drugs are usually recommended to 
prevent the cyst from returning. Postoperative treatment 
with Albendazole (15 mg/kg/day) and Praziquantel (50 
mg/kg/day) is usually added for one to four weeks.15  After 
treatment with an anthelmintic, the body’s response can 
cause inflammation. This can damage the spinal cord, 
so steroids must be added to the treatment plan to help 
protect it. 16 Our patient received both Albendazole and 
Dexamethasone, which remarkably improved his health.

Conclusion

Intramedullary cysticercosis is a challenge to diagnose, 
and neurocysticercosis should also be considered in cases 
of an intramedullary space-occupying lesion. Surgical 
excision helps to decompress the cord, confirm the 
diagnosis and provide a plan for treatment.
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