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ABSTRACT

Cysticercosis, a parasitic disease caused by Taenia solium larva, is a major public health problem in developing countries.
The encysted larval stage can affect any part of the body, but are most frequently detected in brain, eye, skeletal muscle and
subcutaneous tissues. Isolated cysticercosis of the abdominal wall can rarely mimic acute abdomen due to its nonspecific
clinical presentation. We report a case of isolated cysticercosis of the right lower abdominal wall ina 25-year-old female
who presented with acute abdominal pain mimicking clinically as acute appendicitis. High resolution ultrasonography
showed typical features of cysticercosis in the abdominal wall and the patient had excellent clinical response to
albendazole.
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INTRODUCTION

Cysticercosis is a parasitic disease endemic in developing
countries and its magnitude has increased in developed
countries due to population mobility."*Cysticercosis can affect
various organs including the brain, spinalcord, orbit, muscle,
subcutaneous tissue, and heart.The clinical manifestations of
the patients vary depending on the site of larval encystment,
number of the cyst and the extent of associated inflammatory
responses or scarring.”* Soft tissue cysticercosis frequently
presents with multiple lesions and involvement of central
nervous system. Isolated involvement ofsoft tissue is rare and
can mimic other soft tissue lesions including neoplasms and
other infective or inflammatory pathologies.’Radiological
imaging plays an important role in establishing the diagnosis
by demonstrating scolex on CT, MRI and/or ultrasonography
(USG). The aim of our case report is to present an isolated case
of cysticercosis of the anterior abdominal wall in right lower
quadrant mimicking clinically as acute appendicitis.

CASE REPORT

A 25 year old female presented with sudden onset of acute
abdominal pain in right lower quadrant that woke her up from
sleep in the morning. There was no history of nausea,
vomiting, loose motion, fever or trauma. Physical examination
revealed tenderness over McBurney's point. A complete CNS
and ocular examination were unremarkable. Laboratory
investigation showed normal white blood count and ESR. She
was clinically suspected to be a case of acute appendicitis and
was referred for ultrasonography. High resolution ultrasound
(figurel) revealed a well-defined cystic lesion of size 11 x9
mm with an echogenic mural nodule (i.e. scolex) projecting
into the cyst with associated pericystic inflammation in the
muscle of anterior abdominal wall in right lower quadrant in
the region of McBurney's point.

Figure 1: High resolution ultrasonography shows a well-
defined cystic lesion with an echogenic mural nodule (i.e.
scolex) projecting into the cyst with associated pericystic
inflammation in the muscle of anterior abdominal wall in
rightlower quadrant suggestive of cysticercosis.

There was no any evidence of appendicitis on ultrasonography.
Since the sonographic features were typical of muscle
cysticercosis, FNAC or biopsy was not performed and
empirical treatment with albendazole along with steroid was
started. The patient had excellent clinical response and follow-
up ultrasound at three months showed complete resolution of
the cystand edema.

DISCUSSION

Human cysticercosis is caused by infestation of encysted
larvae of the tapewormTaenia solium, which results from
consumption of food or water contaminated with viable eggs
of Taenia solium or regurgitation of proglottids into the
stomach from the intestine of people harboring a gravid
worm.’ Cysticerci may be found in any organ, but it has strong
predilection to involve central nervous system. Muscle
infestation is usually associated with CNSinvolvement or with
multiple cysts or both. The clinical presentation of
cysticercosis depends primarily on the anatomic location,
number of the cyst and extent of associated inflammatory
response by the host.”” Clinically solitary soft tissue
cysticercosis can be confused with soft tissue tumor and other
infective or inflammatory pathologies. Moreover, abdominal
wall involvement can mimic hernia or grave intrabdominal
pathology including acute abdomen resulting in diagnostic
dilemmas. Our patient presented with acute abdominal pain in
right lower quadrant mimicking clinically as acute
appendicitis because of the location of the cyst in the
abdominal wall in the region of McBurney's point.

Serological test for specific anticysticercal antibodies has low
sensitivity when the parasite burden is low as in solitary
lesions. FNAC or excisional biopsy provides most definitive
diagnosis by identification of scolex or the parasitic
fragments.® Radiological modalities like CT, MRI and USG
play crucial role in establishing the diagnosis of cysticercosis.
High frequency USG is readily available, cheaper and reliable
modality for the diagnosis of soft tissue cysticercosis. Four
different types of sonographic appearances of cysticercosis
have been described by Vijayaraghavan.’ First type is
cysticercus cyst containing echogenic scolex with
inflammation around it, as a result of death of the larva.
Similar picture was observed in our case. The second type is an
irregular cyst with very minimal fluid on one side, indicating a
leakage of fluid. The scolex is not seen within the cyst. It may
be due to escape of the scolex outside the cyst or partial
collapse of the cyst. The third appearance is a large irregular
collection ofexudative fluid within the muscle with the typical
cysticercus cyst containing the scolex, situated eccentrically
within the collection. This may be due to chronic intermittent
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leakage of fluid from the cyst, leading to florid inflammatory
exudates.This appearance is similar to an intramuscularabscess,
but the visualization of the cysticercus cyst within it clinches
the diagnosis. The fourth appearance is of calcified cyst
appearing as multiple elliptical calcificationsin soft tissue.

Treatment of cysticercosis depends on the site of involvement,
number of cyst and symptoms of the patient. Isolated soft
tissue cysticercosis can be treated with surgical excision and/
or with antihelminthic medications such as albendazole or
praziquantel in conjunction with steroids.”"” Our patient was
treated with oral albendazole and steroid and showed excellent
response.

CONCLUSION

Isolated cysticercosis of the abdominal wall is rare entity and
the clinical diagnosis can be challenging as it can mimic other
grave pathologies including acute abdomen due to its
nonspecific clinical presentation as in our case. High
resolution ultrasonography is proven to be a good modality for
diagnosis and follow-up of soft tissue cysticercosis.
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