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§ A 46-year-old female from Kamonyi District (southern 
province of Rwanda) presented to Kigali Teaching 
University Hospital with acute-onset bilateral lower limb 
weakness & calf pain x2 weeks. 

§ + 3/10 bilateral calf pain, making it difficult to stand. 

§ + Intermittent fevers, headache, generalized weakness.

§ + 3-year history of multiple, painless subcutaneous 
nodules in her arms, chest, and neck. 

§ ROS: No weight loss, night sweats, or neck stiffness. 

§ T 39.2�C, HR 110 bpm, BP 109/63 mmHg, RR 21 cpm, O2: 93% RA

§ General: No acute distress, well-nourished.

§ Neurologic: AAOx3. CN II-XII grossly intact. Decreased 
ROM of B/L lower extremities due to pain. Strength 4/5 
in B/L lower extremities. Sensation intact. 

§ Cardiopulmonary: S1, S2, RRR. Lungs CTAB.

§ Musculoskeletal: Several palpable, non-tender, mobile 
nodules (~1.5 cm diameter): 1 in sternal area, 1 in R 
anterolateral chest, 2 in R neck, and 5 clustered 
nodules in R forearm.

CXR: No acute process
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§ Seroprevalence of human cysticercosis in 
Rwanda is 7%.2 There is increased 
prevalence of cysticercosis in people with 
epilepsy in the southern province of 
Rwanda.3

§ Cysticercosis can be transmitted via the 
fecal-oral route by ingestion of the eggs or 
gravid proglottids from the Taenia solium
human carrier & poor hygiene practices. 

§ Albendazole is the typical treatment with 
superior CNS penetration, as compared to 
praziquantel. Although at times both 
medications, which are cysticidal, can be 
administered for cysticercosis treatment.1

§ These antiparasitic drugs decrease 
parasite load, leading to antigen release 
which may cause severe inflammation. 
Thus, corticosteroids can be initiated prior 
to antiparasitic drugs to reduce 
inflammation.

Case Description

Emergency Department Course

Physical Examination
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Case Description (continued)

§ Disseminated cysticercosis is a rare complication of 
cysticercosis. Cysticercosis is a parasitic disease, 
caused by larval cysts of the Taenia solium
tapeworm, commonly noted in 
areas such as Africa, Asia, & 
Latin America. 

§ Less than 50 cases of 
disseminated cysticercosis
have been reported worldwide,1
mostly in India.

§ We present a case of disseminated 
cysticercosis and  neurocysticercosis from  Rwanda. 
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Figure 4. Endemicity of Taenia solium, 2015. Source: World Health Organization

Background

Disseminated Cysticercosis
§ She was started on empiric Ceftriaxone and given IV fluids. 

Empiric prednisolone was initiated in setting of concern for 
inflammation. 

§ On day 5, FNA of the subcutaneous nodule demonstrated 
significant keratinous debris & lymphocytes, suggestive of 
cysticercosis (Figure 4a). 

§ An excisional biopsy of the nodule preliminarily 
demonstrated cyst wall structures & elements containing 
a calcareal body (Figure 4b). 

§ H&E stain section showed a fibrous cyst containing a 
protoscolex with identifiable suckers & ramifying cystern. 
There was a loose channel rich stroma & calcareous 
bodies were readily noted. 

§ With the manifestation of cutaneous cysticercosis, she was 
diagnosed with disseminated cysticercosis. She was 
discharged with albendazole & prednisolone taper x30D. 

§ 3 weeks post-discharge, she had an outpatient MRI Brain 
revealing disseminated cysticercosis with vesicular stage 
neurocysticercosis, with racemose neurocysticercosis
component.

§ On follow-up 3 weeks post-discharge, she denied 
headache or fevers, but had intermittent dizziness. Exam 
was significant for persistent subcutaneous nodules 
(relatively unchanged). She had improved ambulation & 
was able to stand independently.  

Hospital Course
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Figure 1. Map of Rwanda

Pathology

Figure 4. a) Fine needle aspirate of 
the right anterolateral chest wall 
subcutaneous nodule demonstrating 
significant amount of keratin. 

Figure 4. b) Biopsy of nodule 
demonstrating cyst wall and portion 
of the calcareous body. 

Figure 3. MRI brain demonstrates features of disseminated cysticercosis with vesicular stage 
neurocysticercosis, with racemose neurocysticercosis component.

Figure 2. a) Right forearm with a cluster of subcutaneous nodules, approximately 1.5 cm 
in diameter. b) Right neck subcutaneous nodule. c ) Right neck subcutaneous nodule.


