
Introduction
Cysticercosis is a parasitic infection that occurs due to the larvae 
of Taenia solium [1]. Cysticercosis occurs worldwide but has a 
higher prevalence in developing countries due to poor access to 
sanitation facilities and close interaction between humans and 
animals, especially pigs. It is the most common human parasitic 

infection of the nervous system in immunocompetent 
individuals [2]. Isolated muscular involvement is extremely rare, 
and if present, is often underreported due to a high threshold for 
suspicion and being a neglected disease [3]. Often, the disease is 
part of the spectrum in which a neural cyst is present along with a 
muscular cyst [4]. In contrast to neurocysticercosis (NCC), the 

Author’s Photo Gallery

DOI: https://doi.org/10.13107/jocr.2024.v14.i02.4248
This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License https://creativecommons.org/licenses/by-nc-

sa/4.0/, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms

140

Dr. Ashok M GhodkeDr. Dhruv A Shah Dr. Shahish S Surme

Case Report

Access this article online

Website:
www.jocr.co.in

DOI:
https://doi.org/10.13107/jocr.2024.v14.i02.4248

1Department of Orthopaedics, MGM Medical College, Navi Mumbai, Maharashtra, India.

Address of Correspondence: 
Dr. Dhruv A Shah, 
Department of Orthopaedics, MGM Medical College, Navi Mumbai – 410 209, Maharashtra, India. 
E-mail: dr.dhruvshah96@gmail.com

© 2024 Journal of Orthopaedic Case Reports  Published by Indian Orthopaedic Research Group    |

Submitted: 19/11/2023; Review: 11/12/2023; Accepted: January 2024; Published: February 2024

Dr. Laksh A Agrawal

Journal of Orthopaedic Case Reports 2024 February:14(2):Page 140-144

Dhruv A Shah¹, Ashok M Ghodke¹, Shahish S Surme¹, Laksh A Agrawal¹, Ameya H Velankar¹

Introduction: Cysticercosis leads to a cyst formation known to occur due to the Taenia solium parasite. Patients normally present with seeding 
and formation of the cysts in the central nervous system (CNS) as neurocysticercosis (NCC). Intramuscular cysts are rare presentations and are 
mostly incidental findings in NCC patients. We present a rare case of a rapidly progressing isolated cysticercosis of the flexor digitorum 
profundus (FDP) muscle leading to a pseudotumor and presenting with pseudo-Volkmanns contracture and a positive Volkmanns sign.
Case Report: A 26-year-old right-hand dominant vegetarian female presented with a 3-month-old progressive swelling on her right forearm 
with no antecedent trauma history. A positive Volkmann’s sign was present. Radiographs were normal, and ultrasonography showed a cysticercus 
cyst in the FDP muscle belly with a multiseptated abscess around the tendons of the middle, ring, and little fingers at the musculotendinous 
junction. Bones and nerves were spared. After ruling out CNS involvement and providing oral antiparasitic cover, she underwent a successful 
surgical exploration with cyst excision, debridement, and freeing of the involved tendons. Immediately post-operatively, she was able to 
completely extend the three involved fingers without flexion at the wrist joint (resolving Volkmann’s sign). She reported significant 
improvements in the functions of daily life. She was protected with a splint for 2 weeks. There was no recurrence, and the swelling subsided. 
Histo-pathology reports depicted cysts with visible scolices.
Conclusion: It is important to consider the possibility of ‘Myoparasitism’ in atraumatic cases showing contractures. Clinching the right 
diagnosis is essential and best done with a multidisciplinary approach with ultrasonography, magnetic resonance imaging, electromyography, 
and nerve conduction velocity studies. It is essential to rule out life-threatening NCC beforehand and offer prophylaxis. Surgical exploration is 
generally indicated to regain normal function and free the involved structures.
Keywords: Volkmanns contracture, cysticercosis, pseudotumor, cyst.

Abstract

Learning Point of the Article:
The diagnosis and treatment protocol outlined in this article for the management of cysticercosis of the muscle belly is important to be 

aware of otherwise can be missed for a long time.

Pseudotumor – Cysticercosis of the Flexor Digitorum Profundus 
Mimicking Volkmanns Contracture
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musculoskeletal involvement is generally not fatal [5]. The 
muscular form has been described in three forms: the myalgic 
type, the mass type, and the pseudohypertrophic type [6]. The 
patient may be afebrile and can range from asymptomatic to 
presenting with a painful, tender swelling, and rarely, as we 
report, can present with pseudo-Volkmanns contracture. Head, 
neck, trunk, and upper limb involvement are seen more 
commonly than lower limb involvement [7]. The diagnosis of 
intramuscular cysticercosis is often missed due to nonspecific 
clinical presentations and can have several clinical differentials, 
such as lipomas, epidermoid cysts, neuroma, neurofibromas, 
pseudoganglia, sarcoma, myxoma, pyomyositis, a cold abscess, 
or tuberculous lymphadenitis [6].

Case Report
A 26-year-old healthy female right-hand dominant vegetarian 
female presented to our orthopedic outpatient clinic with the 
complaints of a 3-month-old progressive swelling that suddenly 
appeared on the medial aspect of her forearm and had gradually 
progressed in size over the past 3 months. She had no 
antecedent trauma history. She had difficulty extending her 
right middle, ring, and little finger and was kept in a flexed 
position at the metacarpophalangeal and interphalangeal joints, 
with a more severe deformity of the little finger than the middle 
finger (Fig. 1 and 2). The patient displayed a positive pseudo-
Volkmann’s sign as the fingers could not be extended with the 
wrist held in extension, but the fingers were extendable 
passively with the wrist in the flexed position. The patient had 
no other systemic manifestations. A provisional diagnosis of 

Vol k man n’s  i sc h em i c  co nt rac t u re, 
p s e u d o t u m o r ,  o r  t u b e r c u l o s i s 
manifestation was considered (Fig. 3 and 
4).
Plain orthogonal radiographs were taken of 
the forearm, and any bony injury or 
abnormality was ruled out. A specialized 
ultrasonography was undertaken of the 
forearm by a musculoskeletal sonologist 
and was suggestive of a well-defined 
hypoechoic multiseptated cystic lesion 
measuring 6.5 cm × 3.8 cm × 2.2 cm with a 
central echogenicity suggestive of a scolex. 
On a color Doppler, the mass and wall 
showed increased vascularity. The lesion 
was located at the musculotendinous 
junction of the flexor digitorum profundus 
(FDP) muscle, with the tendons of the 
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Figure 1: Anterior View of clinical comparison of the restriction of movement of the right hand before surgery, immediately after surgery 
and 18 months after surgery.

Figure 2: Lateral View of clinical comparison of the restriction of movement of the right hand 
before surgery, immediately after surgery and 18 months after surgery.
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medial three fingers passing through the lesion. The overlying 
ulnar artery and nerve were spared. An electromyography-
nerve conduction velocity was done to confirm the non-
involvement of the nerves of the forearm (Fig. 5).
After consulting with an infectious diseases specialist, the 
patient underwent magnetic resource imaging (MRI) of the 
brain to rule out any NCC, along with an MRI of the forearm. 
The patient was advised oral praziquantel thrice daily and 
albendazole twice daily for 14 days to assist in the involution of 
the cyst, and a trial was given to manage the patient 
conservatively.
Unfortunately, after 8 days of treatment with the above 
antiparasitic drugs, the cyst wall burst, and there was a yellowish 
discharge from the skin from the center of the swelling. The 
patient was admitted, and after an anesthetic workup, surgical 
exploration and debridement were planned.
After administering general anesthesia and aseptic preparation 
of the patient under a tourniquet, a 10 cm incision was made on 
the antero-medial aspect of the forearm, centered over the 

swel ling.  The soft t issue was 
dissected, the FDP tendon was 
approached, and the cyst was 
visualized. The cyst was incised and 
opened, and the purulent sample 
was collected. The necrotic tissue 
and all visible material of the cyst 
were debrided, and the tendons 
were v isual ized and f reed.  A 
thorough wash was given to remove 
all the necrotic material from the 
w o u n d .  T h e  t e n d o n s  w e r e 
visualized, and their free movement 
was appreciated by passively 
extending and flexing the fingers of 
the hand. The ulnar nerve and 

artery were explored, and their non-involvement was 
confirmed. The wound was closed over an 8-Fr negative suction 
romovac drain with a polyamide monofilament suture. A sterile 
dressing was applied. The drain was removed on the following 
day of the surgery. She had no neurovascular compromise post-
surgery and was started on active and passive physiotherapy on 
day 2 after surgery (Fig. 6: yellow arrow depicting the fibrosed 
tissue with a cyst entrapping the tendons).
The patient had a return of range of movement and a resolving 
Volkmann’s sign. The flexion and contracture of the fingers were 
reduced immediately! The middle and ring fingers returned to 
near full extension, and the little finger also improved. She was 
discharged on post-operative day 4 with regular daily 
physiotherapy, a cover of Praziquantel and Albendazole for a 
further 2 weeks, and advice for a regular follow-up. The intra-op 
histopathological sample came positive for T. solium, with its 
characteristic hooklets and suckers being identified.
She was regularly followed up at 3 monthly intervals, and at 1 
year post-op follow-up, she had full resolution of the disease and 

a complete range of movement 
with no flexion or contracture of 
any of  the f ingers  and no 
systemic manifestations.

Discussion
Cyst icercosi s  i s  a  d i sease 
occurring due to the infestation 
with the larval form of the T. 
solium parasite. This infection 
occurs mostly in developing 
c o u n t r i e s  d u e  t o  t h e 
consumption of infected food 
and water. The most common 
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Figure 3: Return to normal.

Figure 4: Arrow depicting the presence of the swelling before surgery and complete subsidence of the 
swelling 18 months after the surgery.
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presentations are headaches and seizures due to neural 
involvement and the formation of a space-occupying lesion in 
the brain. This being said, isolated intramuscular involvements 
of cysticercosis are also seen. In previously reported English 
literature, this single unilocular or multilocular cyst has been 
reported only 5 times in the biceps brachii muscle [8], flexor 
digitorum profundus [9], psoas [10], extensor carpi ulnaris 
[11], and the tendoachilles tendon sheath [12]. It is 
documented that, while the larvae grow inside the cyst, they 
may remain minimally antigenic until the host response or 
chemotherapy causes gradual death of the cyst accompanied by 
marked inflammation and pericystic edema [13]. Only once 
before has the involvement of Flexor digitorum profundus been 
reported.
A swelling of the forearm with contracture of the wrist or fingers 
with no previous history of trauma should warrant an 
investigation for the possibility of a pseudotumor formation 
due to cysticercosis infestation. This report aims to appraise the 
orthopedic surgeon regarding the presentation of this condition 

a n d  t h e  a v a i l a b l e 
i n v e s t i g a t i o n  a n d 
management options.
A radiograph would only 
be able to show a soft 
tissue shadow or, rarely, 
can show a calcified cyst. 
These can sometimes be 
f o u n d  a s  i n c i d e n t a l 
f i n d i n g s  i n 
asymptomatic patients. 
H i g h - r e s o l u t i o n 
ultrasonography remains 
t h e  i nv e s t i gat i o n  o f 
choice, with the ability to 

visualize the cyst and underlying soft-tissue structures with 
accuracy and a lower cost. The only possible limitation is the 
intra-observer bias in sonography diagnosis. The scolex of the 
parasite within an oval or round, well-defined cystic lesion, if 
visualized, becomes the diagnostic feature. MRI remains a gold 
standard technique for intramuscular cysticercosis. MRI is 
superior to a computed tomography scan in evaluating the 
disease stages and edema.
Laboratory studies can aid in the diagnosis, viz., erythrocyte 
sedimentation rate and C-reactive protein. At some centers, 
there may be a possibility to confirm diagnosis with the help of 
indirect hemagglutination, enzyme-linked immunosorbent 
assays, and enzyme-linked immunoelectrotransfer blots by 
diagnosing specific antibodies in the serum [14]. They help in 
diagnosing an active or inactive phase of the disease. All patients 
with suspected cysticercosis infection should undergo some 
sort of neuroimaging to rule out any cyst or infestation in the 
brain. 

For management, treatment is indicated 
for patients with live cysticerci. It is most 
commonly treated with praziquantel (50 
mg/kg for 15–30 days) or albendazole 
(10–15 mg/kg for 10–15 days) [15]. The 
inflammation may be reduced by the 
a d m i n i s t r a t i o n  o f  c o n c o m i t a n t 
corticosteroids at a low dose. There may be 
a need for a cover with an antiepileptic 
drug. For cysts that are outside the central 
nervous, system the most appropriate 
approach is a surgical resection of the 
lesion, which should be done under the 
cover of medical therapy [16].

Conclusion
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Figure 5: Ultrasonography image of the cyst with scolices.

Figure 6: Intra-opeartive images showing the cyst and free tendons post debridement (yellow 
arrow depicting the fibrosed tissue with cyst entrapping the tendons).
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Clinical Message

The accurate diagnosis and treatment protocol outlined above in 
this article for the management of cysticercosis of the muscle belly 
are important to be aware of. Also, the importance of surgical 
management along with medical cover is essential in the treatment 
and prevention of any other untoward manifestations.
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The diagnosis of cysticercosis of the muscle or myoparasitism 
should be considered in cases where a patient presents with 
swelling of the forearm, which may or may not have any 
contractures or movement abnormalities. Clinching the 
diagnosis is essential to begin treatment and allow further 
imaging to prevent any other complications.


