Letters to the Editor

A Neurocysticercosis Infestation Masquerading as Malignant
Brain Tumour

Sir,

We report an interesting case of neurocysticercosis causing
midline shift and mimicking a neoplastic lesion. This atypical
imaging findings of such a common disease is extremely rare,
and only few case reports are available in the literature.!']

A 50-year-old lady presented to the emergency with one day
history of multiple simple partial seizures involving right arm
and face without any motor deficit or loss of consciousness.
General and neurological examinations were otherwise
unremarkable. She had past history of seizures of multiple
types for 4 years. An urgent non-contrast CT scan of brain
was done which showed a relatively well-defined hyperdense

lesion (3.0 x 2.6 x 2.5 cm in size) located in the grey-white
matter junction of left posterior frontal region. The lesion
had a central focus of dense calcification and extensive
disproportionate perilesional edema causing compression of
ipsilateral lateral ventricle and midline shift [Figure 1]. Based
on these findings, neoplastic etiology was suspected and
anti-edema medicines including steroids, anti-epileptic drugs
and other supportive measures were started.

After 3 months, contrast-enhanced MRI was done which
revealed a well-defined multi-lobulated lesion in subcortical
white matter of left posterior frontal region [Figure 2]. The
peripheral rim was hyperintense on T1-WI, hypointense
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on T2-WI and showed smooth enhancement following
gadolinium administration. On the contrary, the core of
the lesion was hypointense on T1-WI, hyperintense on
T2-weighted and FLAIR images and had no enhancement.
Diffusion was restricted only within the core of the
lesion. Large single focus of calcifications was present
on susceptibility-weighted images. Compared to the
previous non-contrast CT scan, the size of the lesion had
reduced to 2.4 x 2.2 x 2.1 cm with significant reduction in
perilesional edema. The imaging appearance was suggestive
of conglomerate peripherally enhancing ring lesions and the

Figure 1: Non-contrast CT scan of brain shows a relatively well-defined
hyperdense lesion in left posterior frontal region predominantly at
grey white matter junction. The lesion had central focus of dense
calcification (b) and had extensive disproportionate perilesional edema
causing mass effect (a)

possibility of tubercular etiology or neoplastic etiology was
debated. However, regression in size of the lesion without
any definitive treatment for tuberculosis was against the
possibility of tuberculosis. Patient had undergone a CECT
4 years back for her seizure which was reviewed. The
previous CT scan showed a single discrete ring enhancing
lesion (SDREL) with eccentric hyperdensity s/o solitary
neurocysticercosis in the same location [Figure 3a]. In view of
previous CT findings of NCC and resolution of edema without
antitubercular therapy, the diagnosis of NCC was thought of
and it was decided to follow-up this patient clinically and
on imaging. The steroids were tapered over next one month.
The patient was continued on anti-epileptic therapy and her
seizures were controlled. Serial follow-up MRI done after 1
and 3 years [Figure 3b and c] showed progressive decrease
in the size of the lesion without any surgery or antitubercular
drugs supporting the final diagnosis of NCC, which had in
fact, masqueraded as a brain tumour.

The enlarging ‘NCC’ due to deposition of second NCC
cyst adjacent to previous cyst has been rarely reported,-?!
however this is the first reported case in which SDREL of
NCC has evolved into multiple conglomerate ring-enhancing
lesions of NCC during follow up. This could be explained by
deposition of multiple cysticercal larvae in one location and
metachronous development of these cysts at different time
points. Interestingly, the disproportionately large perilesional
edema was causing midline shift. which unusual in NCC.™!
Conglomerate NCC are common presentation of single NCC
lesionP! and these may become more than 2.5 c¢m in size,
mimicking giant NCC lesions, which is a rare form of NCC.[®

Figure 2: MRI Brain after 3- months shows a well-defined conglomerate ring lesion in left posterior frontal region. The penpheral rim is hyperintense
on T1-WI (a), hypointense on T2-WI (b). The core of the lesion is hypointense on T1-WI (a) and hyperintense on T2-WI (b and e). The core of the
lesions is bright in diffusion trace image (c) and dark in ADC image (d) suggesting diffusion restriction. Large single focus of calcifications was present
on susceptibility weighted image (f). On post contrast images (g and h), peripheral multi-lobulated smooth rim enhancement was noted without any

enhancement in core of the lesion
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Figure 3: Previous CT done 4-year back (a) shows a single ring-enhancing
lesion with eccentric scolex (arrow in a) suggestive of NCC granuloma in
same location. Follow up MRI (b and c) after 3-years shows resolution
of perilesional edema, significant reduction in size of the lesion and post
contrast enhancement

Most giant NCC lesions are cysts located in cisterns and
may be associated with perilesional edema in adjacent brain
parenchyma.”’ These cisternal NCC may show peripheral
enhancement. No report of giant parenchymal NCC lesion
with multiple septate appearance has been described in NCC.

Sometimes it is challenging to differentiate NCC from
tubercular or neoplastic lesions on imaging. Parenchymal
and subarachnoid neurocysticercosis may be confused with
a malignant brain tumour.?# The cyst may continue to grow
and also may be difficult to differentiate from neoplastic
lesion. The colloid vesicular and, to a lesser degree, granular
nodular stages can show pronounced enhancement around the
cyst and significant perilesional edema, making it difficult to
diagnose. Lesions in different stages can demonstrate internal
restricted diffusion, more often seen with the colloidal and
granular intraparenchymal forms. An early and accurate
diagnosis may potentially avoid an unnecessary surgical
intervention for this otherwise treatable infective lesion with
good outcome.
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