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Abstract
Cysticercosis is a disease caused by cysticercuscellulosae, the larval form of tapeworm, Taeniasolium. Human cysticercosis occurs when
eggs are ingested via faecal-oral transmission from an infected host. Humans become an accidental intermediate host, with development of
cysticercosis within various organs. Isolated muscular involvement is rare with only a handful of cases reported in the literature. Involvement
of the extensor carpi radialis brevis muscle is rarer with no such case reported. We present a case of isolated cysticercosis of the extensor
carpi radialis brevis muscle that presented a diagnostic challenge. Initially treated on line of tennis elbow elsewhere, but diagnosed to be
cysticercus cyst on high resolution ultrasound. The patient’s infection was successfully managed non-operatively with oral antihelminthic and
symptomatic treatment.
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Introduction
Cysticercosis is a systemic manifestation caused by dissemination of the larval form of the pork tapeworm, Taeniasolium. Human
cysticercosis occurs when eggs are ingested via faecal-oral transmission from a tapeworm host. The human then becomes an accidental intermediate host, with development of cysticercosis within
organs. In order of frequency, the occurrence of cysts in humans is
the central nervous system, the eye, striated muscle, subcutaneous
tissue, and rarely, other tissues [1]. Isolated muscular involvement
is rare, and as the symptoms are non-specific, it presents a diagnostic dilemma for the treating surgeon. The clinical manifestations
may vary depending on the site of involvement. High resolution USG
is an inexpensive, readily available, and radiation-free modality for
the diagnosis of soft tissue lesions. To our knowledge, this is the
only case reported in extensor carpi radialis brevis muscle.

Case report

A 40-year old healthy female, housewife, right hand dominant,
visited orthopaedic OPD in January 2015 with chief complaint of
pain over lateral aspect of right elbow since 6 weeks. While doing
household work, she developed pain over lateral aspect of right
elbow which was constant and she also had difficulty in lifting
weight. The pain was made worse by twisting movement of forearm
and relieved by rest. The patient had not suffered any constitutional
symptoms during this period. The patient’s physical status was
good and her medical and family history was insignificant. The
patient was a non-vegetarian, but there was no history of pork or

beef consumption. She had visited local physician and orthopaedic
surgeon and was being treated on the line of tennis elbow. In
spite of six weeks of treatment she continued to have pain and
difficulty in using her dominant limb, so she visited our institution.
On physical examination there was no obvious swelling, local
warmth or erythema over the site of pain. Tenderness was elicited
over lateral aspect of upper forearm just below elbow joint. Deep
palpation could not be done because of pain. Range of motion of the
elbow and shoulder joints were within normal limits and there was
no evidence of distal neurovascular deficit.
The laboratory investigation which patient had was normal
with no evidence of anemia or leucocytosis. Radiograph of the
right elbow which patient had with her showed no calcification
but there was inflammatory stranding in the subcutaneous
fat (Figure 1). Taking soft tissue swelling in mind, patient was
advised for high resolution ultrasound. High resolution ultrasound
examination reported 2.5×1.5×1.3 cm size cystic lesion within the
extensor carpi radialis brevis muscle below the right elbow joint
with eccentric calcification within causing shadowing. The cystic
lesion was tense and non-compressible. No abnormal vascularity
was seen in the lesion or the periphery. The report was consistent
with cysticercus cyst in the muscle (Figure 2). The patient was
managed conservatively with oral antihelminthic medication (oral
albendazole 15mg/kg/day divided into two doses daily for 3 weeks)
and symptomatic treatment (trypsin and chymotrypsin, piroxicam
and omeprazole). The patient was followed up twice a week for the
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first week and then weekly thereafter for 4 weeks. Patient showed
initial symptomatic relief from the second day of treatment and at
the end of four weeks there was complete resolution of the swelling
on palpation and the patient was essentially symptom free. On
follow up at 8 months the patient had been managing well with
activities of daily living and reported no further symptoms.

more specific for neurocysticercosis [17], CT may be the modality
of choice for muscle cysts as it can demonstrate multiple cysts
in a honeycomb or leopard skin pattern against a background of
muscle mass [18]. Treatment of soft tissue cysticercosis depends
on the location of the cysts [1] Surgical excision is done for isolated
skeletal muscle or soft tissue cysticercosis associated with abscess.
Recently, case reports have advocated non-operative management,
even for painful masses, with antihelminthic medication and oral
steroid therapy [6,15,16]. Follow-up USG is done after three weeks
of antihelminthic medication to look for resolution of the lesion.
Steroids are commonly used as a cover for the inflammatory
response to the necrotic pathway. In our case, we instituted only
oral antihelminthic (albendazole) and symptomatic treatment,
with success. Steroid was not used.

Conclusion
Figure 1.

Isolated muscular cysticercosisposes a diagnostic dilemma for
treating physicians, thus, should always be part of the differential
diagnosis of subcutaneous and intra-muscular swelling. High
resolution USG is a good modality for diagnosing soft tissue
cysticercosis.
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Discussion
Cysticercosis is a parasitic infection caused by Cysticercuscellulosae, the larval form of Taeniasolium. Humans are the only definitive host while both humans and pigs can act as intermediate hosts.
Cysticercosis in humans is caused by consumption of food or water
contaminated with viable eggs of T. solium or regurgitation of eggs
into the stomach from the intestine of people harboring a gravid
worm [1,2] If the eggs contaminate food sources, upon ingestion
they develop into larvae and result in cysticercosis. Hence, even
people who do not consume pork, including vegetarians, can develop cysticercosis [2,3]. Isolated muscular involvement is rare [4]
and because of the non-specific symptoms it presents a diagnostic
dilemma for the treating physician. Till date there are only a handful of cases of isolated intra-muscular cysticercosis reported in the
literature [3-14]. In our case, we too faced a diagnostic challenge
due to the rarity of this presentation. Most muscular cysticercosis
is asymptomatic and goes unnoticed for the life of the patient. The
clinical features depend on the location of the cyst, the cyst burden, and the host reaction. Subcutaneous cysticercosis may cause
painless or painful subcutaneous nodules [2] Muscular cysticercosis may present clinically with myalgia, pseudotumoror mass and
pseudohypertrophy [2-4] Clinically, soft tissue cysticercosis can be
misdiagnosed as lipoma, epidermoid cyst, abscess, pyomyositis, tuberculous lymphadenitis, neuroma, neurofibroma, sarcoma, myxoma, ganglion, or fat necrosis [15-18].
High-frequency USG has become relatively inexpensive and
is a readily available and reliable diagnostic modality for the
diagnosis of soft tissue cysticercosis [16,17,19]. Although MRI is
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