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Selected Summaries
Is medical treatment of neurocysticercosis
effective?
Martinez HR, Rangel-Guerra R, Arredondo-Estrada
JH,
Marfi! A, Onofre J. (Neurology Service, Internal Medicine
Department,
Hospital Universitario UANL, Monterrey,
Mexico; Radiology
Department,
Hospital Muguerza,
Universidad de Monterrey, Monterrey, Mexico.) Medical
and surgical treatment in neurocysticercosis-a
magnetic
resonance study of 161 cases. J Neural Sci 1995;130:25-34.
SUMMARY
The authors studied 161 consecutive patients with active
neurocysticercosis, i.e. those who had 'viable lesions' in
the central nervous system diagnosed by magnetic resonance
imaging (MRI). Patients with inactive disease (i.e. with calcified
lesions) were excluded. The active forms were sub-classified into
four types according to the location of the cysts: (i) parenchymal
(85 cases); (ii) sub arachnoidal (46 cases); (iii) ventricular (24
cases); and (iv) racemose cysticercosis-a multiloculated sterile
cyst without a scolex (6 cases).
Medical treatment was given to 136 patients. In 126 patients
albendazole was administered in a dose of 15 mg/kg/day for
ten days; in 10 patients praziquantel was given in a dose of
50 mg/kg/day for 15 days. If the initial response to treatment
was not satisfactory, albendazole was repeated. Surgery was
performed in 30 patients to remove the cyst. One month after
treatment all patients had a follow up MRI.
The MRI proved to be an accurate method for recognizing
the viability of the lesion. It detected a high-intensity signal
nodule representing the scolex of the cyst which the authors
considered to be a pathognomonic sign of an active lesion.
There was also a good response to medical treatment; albendazole being more effective than praziquantel. In 93% of cases
follow, up MRI scans were normal after albendazole therapy,
while only 60% of the patients responded to praziquantel. The
response to therapy was better in subarachnoidal neurocysticercosis compared to the otherforms. An important observation
was that some patients with the ventricular and racemose forms
of cysticercosis also responded to medical therapy. Surgery was
the treatment of choice for intraventricular lesions. None of
the patients had any major toxic reaction following medical
treatment.
The authors conclude that MRI is a sensitive method for
diagnosing the active form of neurocysticercosis. Albendazole
was effective in all forms of neurocysticercosis including
intraventricular and large racemose lesions. When parenchymatous neurocysticercosis showed atypical MRI appearances
it manifested as intractable seizures and had to be removed
surgically.

COMMENT
Neurocysticercosis is the commonest parasitic disease of the
nervous system. It is an endemic disease and a major health

problem in most developing countries including India and
the commonest cause of symptomatic epilepsy.'
MRI is the best method of diagnosing various stages
and types of neurocysticercosis,
while computerized
tomographic (CT) scan is accurate in detecting small parenchymatous calcifications. MRI is the investigation of choice
if the lesions are subarachnoidal, ventricular or racemose.
However, in the absence of MRI facilities, a reliable
diagnosis of neurocysticercosis and its types can still be
made using CT scanning.
Data regarding the natural course of neurocysticercosis
indicate a spontaneous improvement. The lesions either
disappear or calcify. These reports also indicate that in
patients
with parenchymal
neurocysticercosis
clinical
deterioration
usually occurs when viable cystic lesions
are exposed to the body's immune defences and become
inflamed-they
appear as ring- or disc-enhancing CT lesions
with surrounding brain oedema.i-' A similar sequence of
events is also noted following anticysticercal treatment which
rapidly produces larval death, perhaps hastening the natural
course of events.
However, it is not certain whether it improves long term
clinical outcome. In fact it has been suggested that the acute
enhanced inflammatory reaction following anticysticercal
treatment may produce more extensive cerebral gliosis and
actually have a detrimental effect."
Other important issues in the management of neurocysticercosis are duration of antiepileptic therapy, and the
prospects for antiepi!eptic
drug withdrawal.
Firstline
anti epileptic monotherapy
usually controls seizures but
the long term prospects for control and antiepileptic drug
withdrawal are poor despite effective anticysticercal treatment and an improvement in the CT or MRI. A high relapse
rate is common and in a few patients the seizures become
intractable. 5
Though the authors did not observe any adverse toxic
reaction to anticysticercal therapy, several reports from
India have cautioned against careless and unsupervised use
of praziquantel in patients with heavy parasitic loads.s-?
Some of these patients rapidly developed coma after the
first few doses. Headache, nausea, vomiting and seizures
are frequent following anticysticercal therapy because of the
host's inflammatory reaction to the dying parasites. Though
corticosteroids rapidly! reverse these effects, a few deaths
have been reported.v?
This MRI-based study further confirms previous observations but found anticysticercal treatment to be effective in
all forms of neurocysticercosis. Previously subarachnoidal,
ventricular and racemose types were only thought to be
amenable to surgical treatment. The usefulness of anticysticercal treatment needs to be further evaluated in
long term, prospective, randomized, controlled trials with
definite clinical end-points (e.g. effect on the associated
epileptic disorder). Moreover, in India, most patients with
neurocysticercosis are poor and not able to afford a full
course of albendazole or praziquantel. For them, effective
symptomatic treatment may remain the best option.
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COMMENT

Endoscopic stenting v. surgical bypass in
low bile duct obstruction
Smith AC, Dowsett JF, Russell RCG, Hatfield ARW,
Cotton
PB. (Department
of Gastroenterology,
The
Middlesex Hospital, London, UK.) Randomized trial of
endoscopic stenting versus surgical bypass in malignant
low bileduct obstruction. Lancet 1994;344:1655-60.
SUMMARY
A randomized prospective controlled trial comparing endoscopic stent insertion and surgical bypass in patients with
malignant low bile duct obstruction was carried out in the
Middlesex Hospital, London, UK. Two hundred and four
patients were randomized to surgery (103) or stenting (101);
3 patients were subsequently found to have benign disease and
were excluded, leaving 101 surgical and 100 stented patients
for assessment. Patients were excluded if they had a history of
other malignant disease within the previous five years, had
undergone surgery previously, or if they had difficult endoscopic
access (e.g. a previous Billroth II gastrectomy). All patients
were assessed by endoscopic retrograde cholangiopancreatography (ERCP), and if this failed, percutaneous transhepatic
cholangiography was performed. Surgical decompression
consisted of choledochoduodenostomy
(n=36), choledochojejunostomy (n=28) and cholecystoenterostomy (n=30).
Technical success was achieved in 94 surgical and 95 stented
patients, with functional biliary decompression being obtained
in 92 patients in both the groups. A combined percutaneous
transhepatic-endoscopic procedure was required in 19 patients
to pass the guide-wire through the biliary stricture.
The therapeutic success of either stent insertion or surgical
biliary-enteric anastomosis was indicated by at least a 20%
reduction in the serum bilirubin levels within five days after
the procedure (in most patients confirmatory ultrasound
evidence of biliary decompression was also obtained). There
was a lower procedure-related mortality, major complication
rate and median total hospital stay in favour of the stented
patients. However, jaundice recurred in 36 stented patients
and 2 surgical patients. Late gastric outlet obstruction occurred
in 17% of stented patients and 7% of the surgical group. Despite
the early benefits of stenting there was no significant difference
in the overall outcome between the two groups.
It was concluded that endoscopic stenting and surgery
are effective palliative treatments with the former having
fewer early complications and the latter having fewer late
complications.

The development of non-surgical techniques for relieving
malignant low bile duct obstruction has intensified the
debate on whether this or surgical bypass is better to relieve
jaundice in such patients with a limited life expectancy.
An unresectable tumour in a patient with malignant low
bile duct obstruction now poses a dilemma for the clinician.
Should he advise the patient to undergo endoscopic biliary
stenting or a surgical bypass? The present study shows that
both the techniques have a high rate of immediate technical
and therapeutic success. Unlike the results of previous
smaller studiesl-' the procedure-related mortality and major
morbidity rate were significantly higher for surgery and there
was also a trend towards a higher minor morbidity and 3D-day
mortality when surgery was compared with endoscopic stenting. The mortality from bile duct bypass surgery was 10%
in this study which is similar to that reported previously'
although not as high as 17% in a large French study." Endoscopic insertion of biliary endoprostheses
significantly
decreased the hospital stay even when patients who needed
stent replacement were included. This may be further
improved by the use of the recently introduced expandable
metal stents such as the Wallstent which has been found to
be functionally superior to polyethylene sterns.' There is a
reduced incidence of cholangitis, stent failure, hospital stay
and cost of treatment. Wallstents which are made of woven
titanium can be inserted through an 8F opening but expand
to 10 mm when in place. They remain patent for a longer
time than polyethylene stents, though tumour growth may
compromise their patency." However, even this can be
managed either by placing a conventional endoscopic stent
through the Wallstent? or by using covered Wallstents which
do not have holes. Schaer et al. 8 reported long term patency
of a Z stent covered with a silicon membrane for malignant
oesophageal stricture. Although nearly 10% of patients in
the stented group later needed surgical intervention for
gastric outlet obstruction, even these patients may now be
managed non-surgically by the use of expandable metal
stents in the duodenum."
An image intensifier is not always necessary and stents
can be inserted endoscopically without using it. 10,11 We insert
endoprostheses as outpatient procedures and have even
done so by the bedside of critically ill patients. As therapeutic
endoscopic skills improve it may become easier and costeffective to be treated by an endoscopist rather than to
undergo operation.
The present study shows that both surgery and endoscopic
insertion of biliary endoprosthesis have a high rate of
immediate technical and therapeutic success but we would

