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Case Report

Abstract
Neurocysticercosis manifesting with movement disorders is quite uncommon in children. Herein, we

report a case of neurocysticercosis in an eight-year-old boy who presented with myoclonus. Magnetic
resonance imaging of the brain revealed a solitary neurocysticercosis lesion in the left frontal lobe. The
child improved within two days of starting albendazole and prednisolone (for the neurocysticercosis).
Occurrence of myoclonus in neurocysticercosis has been discussed in this report.
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Introduction

Neurocysticercosis (NCC) is an important cause
of focal seizures in the Indian subcontinent and can
present with seizures, symptoms of raised
intracranial pressure as well as focal neurological
deficits [1-7]. Occurrence of movement disorders due
to neurocysticercosis is very rare [3, 8].  We report a
very rare presenting manifestation (i.e. myoclonus)
of neurocysticercosis in an eight-year-old male child.

Case Report/Case Summary

An eight-year-old male child presented with
complaints of flinging movements of right upper and
lower limb for seven days prior to the hospital
admission. The movements did not have any
exaggerating or relieving factors and showed no
diurnal variation. The movements were present
throughout the day including during sleep. There
was no history of fever. The parents did not give any
history of scholastic backwardness or seizures.

On clinical examination, the movements were
consistent with myoclonus. Neurologic examination
was essentially normal except for brisk deep tendon
reflexes in lower limbs and bilateral ankle clonus.
The child was investigated for Rheumatic fever
(antistreptolysin O titre, electrocardiogram, chest
radiograph and 2D-echocardiography), Wilson’s
disease (serum ceruloplasmin and slit lamp
examination for Kasyer-Fleicher ring on cornea), and
Autoimmune diseases (anti-nuclear antibody titre),
but this work-up was essentially normal. The
patient’s serum electrolytes, serum calcium,
phosphorus, creatinine, liver function tests, blood
glucose levels, complete blood count and
ultrasonography of abdomen were also normal. There
was no history of any drug intake (like
antidepressants, levodopa, phenytoin, etc.) which
can cause involuntary movements.

The magnetic resonance imaging of the brain
revealed a lesion with mixed signal intensity in left
high frontal gyrus on T2 weighted studies with
perilesional edema showing suppression on FLAIR
images. Diffusion studies did not reveal restricted
diffusion. A focal area in the lesion showed high T2
signal with corresponding rim enhancement on post-
contrast scans. No other focal or generalized lesion
was seen in the brain. These imaging findings were
consistent with a diagnosis of neurocysticercosis
(Fig.1). Magnetic resonance imaging of the spine was
normal. Electroencephalogram did not reveal any
epileptogenic focus. The patient was started on
treatment with albendazole and oral prednisolone.
The patient improved within two days with
disappearance of the myoclonus and was
discharged.
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Discussion

Neurocysticercosis is a parasitic infection of the
central nervous system acquired through ingestion
of the eggs of the pork tapeworm (Taenia solium) [2,
8].  The egg releases oosphere in the intestine which
crosses the gut wall, spreads hematogenously to
many tissues including brain and produce small fluid
filled bladders containing a single protoscolex.  In
the central nervous system, the cysts are mainly found
in the cortical and subcortical areas [3, 8].

Focal neurological findings are related to the size,
number, and location of the neurocysticercosis [1, 3,
8]. The presenting features (of neurocysticercosis)
include seizures, headache, focal neurological
deficits, raised intracranial pressure with or without
hydrocephalus, neuropsychiatric/ neuropsycholo-
gical disorders, etc [1, 3, 4, 7, 8]. Uncommon
presentations include mesencephalic syndrome,
dorsal midbrain syndrome, ptosis, papillitis, cervical
radiculopathy, cerebral hemorrhage, paraplegia,
dystonia, aphasia, etc [1, 8].  Extrapyramidal signs
and symptoms in patients with neurocysticercosis
have not been reported and this may be due to small
size of the cysts, their slow growth, or adaptation to
host tissue [3, 8].

Movements disorders due to neurocysticercosis
are rare, have been mainly reported in adults and
include hemichorea, hemiballismus, dystonia,
parkinsonism and rarely myoclonus [1, 3, 8, 9].
Movement disorders can result from one of these three
mechanisms: inflammatory reaction following death
of parasite, mass effect of a large cyst or effects of
antiparasitic therapy [3, 8].

Myoclonus is a movement disorder, which
presents itself with sudden, brief and shock-like jerks
which can be divided into cortical, subcortical, spinal
and peripheral (based on the presumed source of its
generation) [9, 10, 11].  Cortical myoclonus is the most
common form of myoclonus and mainly affects the
distal upper limbs and face [10]. Focal cortical
myoclonus points to a lesion of the sensorimotor
cortex with hyper-excitability (due to vascular,
inflammatory or neoplastic cause) [10].  Focal and
multifocal jerks are typical of cortical myoclonus [10].

Our patient had a focal cortical myoclonus due to
the inflammatory etiology, which in our case was
neurocysticercosis in the frontal paramedian
location. Movement disorders are known to develop
due to lesions in frontal lobe as explained by fronto-
subcortical connections [12]. Our patient was treated
with oral steroids (oral prednisolone 2mg/kg/day)

Fig. 1:  Magnetic resonance imaging (T2 weighted images) showing focal lesion in left high frontal region (suggesting
neurocysticercosis)
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for 5 days followed by anti-helminthic treatment
(albendazole 15 mg/kg/day), but he actually
improved within two days. This can partly be
explained by the natural resolution of the
perilesional edema. A similar Pediatric patient of
neurocysticercosis manifesting as myoclonus has
been reported by Puri et al. (1991) in an 11-year-old
female manifesting only as myoclonic seizures;
wherein the diagnosis was based upon the enzyme-
linked immune-sorbent assay, computed tomography
and biopsy of a subcutaneous nodule [9]. The patient
was treated with sodium valproate and two courses
of praziquantel [9].

Neurocysticercosis should be kept in mind when
confronted with any neurological manifestation in
patients residing in endemic areas [13]. The current
Pediatric case of solitary neurocysticercosis
(manifesting as non-epileptic myoclonus) highlights
the need to consider neurocysticercosis in the
differential diagnosis of a patient presenting with
unilateral myoclonus, particularly when the patient
is from areas endemic for neurocysticercosis.

What is known?
Movement disorders are a rare presenting feature

of neurocysticercosis.

What is new/ What does this report add?
Myoclonus can be a presenting manifestation of

neurocysticercosis in children.
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