                                                                                                           TABLE 1
                                                         Tabular representation of all cases of IVNCC
	author
	gender
	age
	diagnosis
	localization
	type of treatment
	outcome
	analysis of blood and CSF
	symptomatology

	1.Yerneni K et al. 2020
	f
	36
	CT+MRI+Hy
(racemose NCC)
	FV
	EVD+Craniotomy,(Part of cyst ruptured )
albendazole +dexamethasone+(praziquantel 

	Favorable outcome
FU- no inf
	No inf
	Sz, HA, FND ,N/V

	2.Lynze R.F  et al. 2019

	f
	37
	(MRI)( FLAIR)+ Hy

	FV
	Ventriculostomy+Craniotomy+abendazole+prednisolon
	Favorable outcome
FU- 9 month
	cysticercosis immunoglobulin G (IgG
 ELISA + at 0.75 optical density (considered
positive if >0.51)
	HA,FND,

	3.Simão,D et al. 2018

	f
	36
	MRI+Hy
5 weeks later MRY+Hy- no evidence of CSF flow through the previous ventriculostomy stoma
	FV
	ETV+.Craniotomy-cyst removal
New ETV-5 weeks later- 
	Good
FU-5 months


	The CSF analysis showed
 no cells and normal 
glucose and proteins’ levels.
	HA,VD,PE


	

4..Das KK et al.2017

	

m
	

12
	CT+ MRI-(FLAIR) Blake’s Pouch Remnant of Mega Cisterna Magna
Hy

	
FV
	End+Craniotomy -complete removal cyst
	Good 
FU-6 weeks
	No inf
	HA,V/N,AS, PE

	5.Ceja-Espinosa A,.et all 2017
.

	m
	51

	CT+Hy

	FV
	End+suboccipital-complete removal cyst


	Good
FU-no inf.

	No inf.
	HA,N/V,AS,FND,PE

	6. Kurz C et al  2016
	?
	?
	MRI+slight dilatation LV and FV
racemose cyst + surrounding inflammatory reaction
	 FV

	cyst removal- probably craniotomy
	improved cognition 
FU- no inf
	 (CSF) analysis- elevated cell count. (39 cells/μL), elevated rotein.concentration (761 mg/L), and  eosinophilia. WBC- 10,700/μL with 2% eosinophils. Immunoblot  (LDBio® Diagnostics, -positive in serum and CSF. Lentin-lectin-glycoprotein enzyme-linked  immunoelectrotran sfer blot  and recombinant rT24-immunoblot confirmed  the diagnosis of NCC in serum and CSF. an antigen ELISA- positive  in serum  not in CSF.
	MC,AS,HA,N/V,Sz

	7. Shahani,L  2015
	f
	40
	MRI+Hy
	FV
	VP+Craniotomy
+abendazole+dexamethason
	Favorable outcome
FU-no inf.
	Serum
cysticercosis antibody was tested and
 was positive
	HA, N/V,


	8
. -2nd case
	f
	39
	CT+MRI+Hy -subtle 
evidence of prior granulomatous disease
	FV
	EVD+VP shunt
+abendazole+ dexamethasone for  30 days
	
Favorable outcome
FU no information
	Pathologic evaluation-
incompletely necrotic metazoan 
tissue consistent with
the diagnosis of neurocysticercosis.

	HA,FND,N/V


	
9. Chen G et al.2015
	m
	22
	MRI
Hy-no inf
	FV
	End
	No inf
	a positive reaction on the 
cysticercosis immunological test
	HA,N/V

	10. Amelot A, Fallot T 2014
	f
	19
	CT+MRI+Hy
	FV
	Craniotomy+ albendazole immediately after surgery
	No inf.
	
	HA, N/V,FND
III cranial palsy-left

	

11. Neyaz  Z et al.2014,

	

f
	

35
	MRI((SWAN+FIESTA)
+Hy
	FV
	
VP shunt+ antihelminthics
.
	

Good
FU-6moths- 

	
	FND, V/N,
PE


	12. Khade P et al 2013
	f
	28
	CT+MRI
Hy
	FV
	Craniotomy+abendasole,corticosteroids
Antibacterial, antiviral, and steroid therapies were initiated  due to meningoencephalitis
	Favorable outcome
Postoperatively, developed a pseudomeningocele, which resolved spontaneously
FU-5 moths
	CCSF analysis, a protein level of 42 mg/dL and glucose level of 42 mg/dL. 
WBC- 165 cells/ mm3 , 86% were lymphocytes.RBC- 33 cells/mm3 . 
, 
	ME,AS,HA

	13..Dubey D et al.2012

	f
	17
	MRI-Hy

	FV
	Albend+dexam
	Good 
FU- 6 month
	
	HA

	14.
Velho V et al.2009
	m
	16
	CT+MRI
,+Hy(moderate)
	FV
	Craniotomy
(Cysticercus cellulose
(Racemose form)
+ abendazole
	Favorable outcome
FU- no inf
	No inf
	HA,N/V,FND,VD

	15
.Prashantha D.K. et al.2008
	m
	38
	CT+MRI-Hy
contrast
enhancing granulomas with scolex in the fourth ventricle
	FV
	VP-shunt two times+ levodopa/carbidopa, 275 mg 4 times per day+
trihexyphenidyl
6mg per day gradually increased to 12 mg
[bookmark: _Hlk68783614]per day+oral steroid
	FU-3 months
- stopped all medications and was almost asymptomatic. 
	
	N/V,FND,
AS, Par.D

	16
Suri a et al.2008
	f
	13
	MRI
Hy
	FV
	End+ETV+abendazole
	Favorable outcome
FU-6 months
	
	HA,V/N,FND,PE


	17
.Hussain M et al 2007
.-9th case

	f
	17
	CT-Hy MRI
	FV
	End+ ETV
 incomplete .cyst.removal
	Good
FU-*
	
	HA;V/N,FND

	18
. -11th case

	m
	24
	CT-Hy MRI
	FV
	End-+ ETV-
	good
	
	HA, V/N, lower cranial nerve palsy

	19
. -13th case

	f
	22
	CT-Hy MRI
	FV
	End+ETV-
	good
	
	HA, Sz

	20
.-15th case

	f
	12
	CT-Hy MRI
	FV
	End+, ETV-
	good
	
	HA,V/N,FND

	21
.- 16 th case

	f
	20
	CT-Hy MRI
	FV
	End+, ETV
	good
	
	HA, Sz

	22
.- 17 th case

	m
	12
	CT-Hy MRI
	FV
	End+, ETV-
	good
	
	HA,N/V,VD

	23
. -19 th case

	f
	18
	CT-Hy MRI
	FV
	End+, ETV-
	good
	
	HA,VD

	
24.
-20 th case

	
m
	
45
	CT-Hy MRI
	FV
	

End+, ETV-
	good
	
	HA,VD

	25
21st case
	m
	32
	CT-Hy MRI
	FV
	End+, ETV-
	good
	
	HA, N/V

	26.Rabbani I et al.2004

	m
	19





	MRI-FLAIR+ three-dimensional(3-D) spoiled gradient recalled echo (SPGR)
	FV
	Craniotomy
Cyst excision + albendasole
	Complete resolution of symptoms
FU-no inf
	
	HA

	27
.Zymberg ST et al 2003

	m
	56
	MRI+Hy
	FV
	End+EVT
	Good
FU-1 year
	
	Sz,
HA ,FND

	 

28. Singh S et al 2003
	f
	21
	CT +MRI (FLAIR)+ gadolinium
moderate HY.
nidus (scolex) at the level of foramen of Megendie
	FV
	Operation performed, most likely Craniotomy
Cyst excision confirmed to be NCC
	Favorable outcome
FU no inf
	ELISA, and EITB tests for 
cycysticerci
antibodies were negative
	HA,N/V,FND,AS,VD,PE ,ME

	  29.
2ndcase
	f
	36
	CT+ MRI (FLAIR )+gadolinium+
CT ventriculogram(cyst presentation)
+ moderate HY
	FV
	Operation performed, , most likely Craniotomy
Cyst excision confirmed to be NCC
	Favorable outcome
FU no inf.
	Immunological tests for cysticercal antibodies were positive
	FND,urinary incontinence,PE

	 30
.3rd case
	f
	21
	MRI+gadolinium moderate HY+ ( cyst and the nidus). +Arnold-Chiari malformation
	FV
	Operation performed, , most likely Craniotomy
 
Cyst excision confirmed to be NCC
	Favorable outcome
FU no inf.
	The immunological tests for serum cysticercal antibodies were negative
	VD,HA,N/V,FND,PE
,CNP- V n-l.side

	  31
.4th case
	m
	26
	MRI( FLAIR )+ gadolinium(cyst wall and  nodular enhancement)
rmoderate +Hy
	FV
	Operation performed, , most likely Craniotomy
 Cyst excision confirmed to be NCC
	Favorable outcome
FU no inf
	The immunological tests for serum cysticercal antibodies were negative
	HA,FND,N/V,AS,
PE

	32. Zhu L et al. 2002

	f
	12
	MRI+gadolinium
Hy
	FV
	VP shunt+abendasole-(inflammatory reaction with increased ICP)+mannitol and dexamethasone+another dose of abendasole
	favorable outcome
FU 6 months
	CSF-WCC-288x106(40%-neutrof,-
,60%limf
Protein-110g/L
glucose-0.9mmol/L
Enzymatic immunoassay of CSF and 
serum+ for cysticercosis


	HA,N/V,fever

	33Anand B et al.2001
   1st case

	m
	12
	CT
	FV
	End+ETV+ perioperative steroids
+post.abendazole
	Good
FU-no inf
	
	no description of symptomatology -raised ICP

	34.- 2nd case

	m
	25
	CT-
	FV
	End+DO perioperative steroids
+post.abendazole
	Good
FU-no inf
	
	no description of symptomatology
-raised ICP

	35.
 Colli BO et al 1999
	f
	35
	CT+ventriculogram
Hy
	FV
	Craniotomy+VP shunt (reoperation) due to inflammatory obstruction of the outlet foramina of the ventricle(arachnoiditis)

	satisfactory 
outcome

No inf.
	No  inf
	HA, N/V,PE

	36.
Bandres JC et al 1992
	m
	26
	MRI+CT
mild Hy
	FV
	Craniotomy(removed multiple cysts)+prazinquatel+steroid
	favorable outcme
FU no inf
	WCC -6,200/mm3 with a normal 
differential cell count.
	HA, V/N, FND, PE

	37 .Fandino J et al .1991


	f
	55
	CT+Hy
	FV
	[bookmark: _Hlk67491336]VP shunt
Prazinquantel+dexametason
	Clinical improvement
.FU-no inf
	CSF-Complement fixation reaction +
	HA,MC,VD,PE

	38 .Ferrante L 1985
	f
	19
	CT+PEG
Hy-no inf
	FV
	Craniotomy
	Satisfactory outcome
15 years
	No inf
	HA, N/V, PE

	39
2nd case
	m
	72
	CT+PEG
Hy-no inf
	FV
	Craniotomy
	Satisfactory outcome
5 months

	No inf
	HA, N/V,PE

	40
.Apuzzo MLJ et al. 1984
	f
	40
	CT+ Metrizamide contrast entriculography+Hy
	FV
	[bookmark: _Hlk68784060]VP previously+Craniotomy
Partly removed cyst due to adhesive ependymitis
	Satisfactory outcome
(dysconjugate gaze resisted)
FU-no inf
	No information
	HA,AS,FND

	41.
Zee et al. 1984
	f
	40
	 CT +metrizamide
ventriculogram 
Hy
	FV
	VP+Craniotomy
granular ependymitis and adhesive arachnoiditis
	Favorable outcome
FU- no inf
	No inf
	HA,FND

	42
-2nd case
	f
	27
	CT +metrizamide
ventriculogram 
Hy
	FV
	No information 
	died
	No inf
	HA, N/V,Sz

	43
Zee C et al 1980
	f
	23
	CT+Hy
	FV
	[bookmark: _Hlk68783875]VP shunt+Craniotomy
	No inf
	No inf
	HA, N/V,FND

	 44
.-2nd. Case-
	m
	23
	CT+ PEG+Hy
	FV
	[bookmark: _Hlk68783910]Craniotomy
	No inf
	No inf
	HA, AS, PE



                                                                                                                                                                            Lateral ventricle
	1.Bonaventura RD et al. 2019
	f
	28
	CT+MRI(gadolinium+ unilat  .Hy

	LLV(frontal horn)
	End+ corticost.+ albendazole
	Favorable outcome 
FU-1 years
	Serological
exams for cysticercosis( - )
direct and cultural stool exam.( -).
hist.-vesicular stage
	HA,N/V,VD,MC,PE 

	
2..Queiroz RM et al. 2017

	

f
	

39
	
CT+ MRI -Hy
-Cyst +ventriculitis
Probable  Dg.
	anterior horn of the LLV,+FOM.
	
VP-Shunt

	

Died 
	
	HA, Sz,FND

	3  Jensen TO and Post JJ 2016
 

	f
	50
	MRI-Hy.
	RLV+FM-no scolex,

	 End.+EVD
	Favorable clinical outcome FU-no inf
	18x109-WBC
(17x109 .
CSF-6x106-WBC-5x106 polymorphnuclear.
Gluc-4.4 mmol/L
Prot-0.09 g/L
Afer extr. drain –only mild pleocitoc.
 
	HA,N/V,AS,FND

	
4.Teerasukjinda O et al. 2016


	m
	37
	CT+MRI- Gadolinium-enhanced
Large cyst.- partially calcified mural nodule.
 Comes from endemic region

	RLV-occipital horn

	No any treatm.
	Favorable clinical outcome 
FU-no inf
	
	NA

No symptoms related to NCC.



	

5. Agrawal A and  Rao GM 2014


	

m
	

16
	 
(CT) 
+ (MRI) (FLAIR)+
asymmetrical Hy+
	

LLV
ant horn and body
	

End+
+EVD + albendazole.
	

Favorable clinical outcome FU-no inf

	
	HA, AS,FND,fever

	
6. Joshi KC et al. 2013

	
m
	
42
	
MRI+Hy
	

LLV near FM.-buldging in 3rd V

2,5 years ago
endoscopic ..removal 3rd ventr cyst
	
.End+ETV+
abendasol+
carbamasepin
	
Favorable clinical outcome

FU-. 16 years
MRI no cyst
	
Hb-13. gm/dL,
pack cell volume (PCV)-36, total leucocytes counts WBC-6000 cells/mm 3 , , serum Creatinine-0.6 mg/dL, BT and CT-2′30² and 5", respectively.
 Serum ELISA test for NCC antibodies was negative
	AS, previuos symptoms
HA

	7.Ramos-Z ú ñ iga R et al. 2011
. 

	m
	23
	MRI
 no evidence of global hydrocephalus
	FOM+LV-NM

	.End+septostomy
	Favorable clinical outcome 
 FU-no inf
	
	HA, N/V,

	8. Pant B, et al 2011

	m
	18
	CT-Hy
	LV-NM
localization of the cyst is unknown
	End+ ETV
	No inf
	
	HA, N/V, AS, PE 

	9  2rd case

	f
	43
	CT-Hy;
MRI
	RLV
The cyst was surgically removed through ETV
	End +ETV
	Favorable clinical outcome FU-no inf
	
	HA, N/V, VD

	10-3rd case
	m
	70
	CT -Hy-  
	LV-NM
	VP shunt+ETV+End

	Died
	
	AS

	11.Kaelesidis T and Thian N 2011


	
m



	
41



	
MRI+asym.Hy



	BLV(2cyst RLV and one LLV



	End+steroids




	Favorable clinical outcome FU-1 year



	
	HA

	
12.Singh SK et al 2010
	f
	35
	CT and MRI-only
huge cyst
	RLV-temporal horn
Large cyst

	End
(Temporal a trans-sulcal route).
The cyst inside has multiple similar small cysts
	Favorable clinical outcome FU no inf
	
	HA,N/V

	13.-2nd case
	f
	35
	CT+MRI 
	RLV-temporal horn-multiple cysts
	End+VP shunt
	Favorable clinical outcome 
FU 1 year
	
	HA,Sz , AS

	14.Jivan K et al 2010
	f
	30
	CT+MRI unilat Hy

	RLV-2 cysts :close to  FOM and occipital horn
	End+steroid +  abendasole
	Favorable clinical outcome 
FU one week
	 ELISA test  was negative

	HA, raised ICP, AS,
PE

	15.Herrera SR et al., 2010
	m
	40
	CT (ventriculography) +MRI+Hy

	LLV- multipl cysts in atrium,body and occipital horn
	EVD+End+anti-helminthics
	Not specified in the text
	Not specified in the text
	NA

	  16.2nd case
	m
	41
	CT (ventriculography+

MRI(-FLAIR)-right lateral
ventricle dilatation

	RLV+FOM
	End+albendazole +
Steroids
	Not specified in the text
	Not specified in the text
	HA, N/V

	17 .S Kalra,  et al. 2009
	f
	6
	CT +MRI (-hyperdense ring lesion in the septum pellucidum)
3 years later MRI-enlarged left lateral ventricle, calcified septum pellucidum.

	LLVNCC(hyperintensity in the left frontal horn adjacent to the calcified septum pellucidum lesion with suspicion of loculated frontal horn or a cyst.
	ceftriaxone, vancomycin, metronidazole
3 years later acetazolamide +dexamethasone
End+septum pellucidotomy+albendazole
	Repeat MRI -4 months later +and 16 monmonthster ) showed progressive decrease in the size of the lesion and calcification of the ring lesion
3 years later repeat MRI 6-month and one year -decompressed left lateral ventricle and a calcified lesion in septum pellucidum ).  asymptomatic for two years since surgery
	A CSF -protein 136 mg/dL, sugar 40 mg/dL (blood sugar 119 mg/dL) WBC -2200 (88% polymorphs and 12 % lymphocytes). Gram stain -cultures of blood and CSF were sterile
repeated CSF protein 38 mg/dL, sugar 44 mg/ dL (blood sugar 93 mg/dL) and 430 cells with 70% lymphocytes and 30% polymorphs. CSF-ELISA for Mycobacterium tuberculosis and cysticercosis, and PCR for M. tuberculosis in the CSF -
	HA, N/V
 ME

	


18٭Hussain M et al 2007

	



f
	



45
	


CT+ MRI +Hy 
٭(see below)
	

LV-NM
pre-coronal frontal burr hole approach
	
End
	

Favorable clinical outcome -٭(see bellow
FU-٭(see bellow)
	
	HA,N/V,AS

	
.
19-.2nd-case

	


f
	


31
	


CT+ MRI+ Hy
	


LV-NM
pre-coronal frontal burr hole approach
	


ETV+ End+septostomy
	Favorable clinical outcome 
	
	HA,N/V

	20.-3rd case

	f
	14
	CT- MRI+ Hy
	LV-NM
pre-coronal frontal  burr hole approach
	End, slipped cyst
	Favorable clinical outcome 
	
	HA, N/V, Sz

	21.-4th case

	m
	33
	CT- MRI+ Hy
	LV-NM
pre-coronal frontal burr hole approach
	End.-partial removal 
	Favorable clinical outcome 
	
	
HA,FND


	


.22- 5th case

	


f
	


18
	


CT- MRI+ Hy
	

LV-NM
right parietal burr-hole approach  in trigonal NCC
	

End+, ETV,
Septostomy
	

Favorable clinical outcome

	
	HA,AS,IIIn.palsy

	23.S Kalra,  et al. 2006
	m
	28
	CT+MRI (and Flair)+ RLV dilatation 
	RLV-cyst in the atrium and FOM
	Craniotomy +VPS due to later HY
	Favorable clinical outcome 
FU-13months
	
	HA, N/V,VD

	


24.Anandh B et al.2001

	


m
	



18
	
CT- +MRI٭+ (some patients, not closely specified in the text) +ICP

	
RLV
Right precoronal frontal approach
	
[bookmark: _Hlk67463759]End-septostomy-perioperative steroids
+post.abendazole
	
Favorable clinical outcome


 FU-no inf
	
	no inf

	25..-2rdcase

	f
	7
	CT-Hy
	LLV

	[bookmark: _Hlk67463794]End+septostomy+ perioperative steroids
+post.abendazole
	Favorable clinical outcome 
FU-18 months
	
	no inf

	  26.3rd case
	f
	32
	CT+- ICP
	LLV
	End
	Favorable clinical outcome+
FU – no inf
	
	no inf

	 27.4th case
	m
	12
	CT+ ICP
	LLV
	[bookmark: _Hlk67463882]End+ albendazole
	Favorable clinical outcome
FU-18 months
	
	no inf

	28.Bandres JC et al.1992
	f
	27
	CT- dilation of the lateral ventricles + contrast showed a 1.5-cm cyst in the right lateral ventricle
	RLVNCC
	Prazinquatel + dexamethasone 
2weeks later deterioration-The cyst had increased in density
repeat Prazinquatel + dexamethasone 
A follow-up CT 3 months resolution of the cyst and no hydrocephalus.
	
	WBC- 6,200/mm3 normal differentiall cell count
2 weeks later: CSF: WBC-1,024 white mm' (34% polymorphonuclear lymphocytes [PMNs], 66% lymphocytes); glucose, 64 mg/dL; and protein, 106 mg/dL
	HA,N/V,AS,PE
 ME

	29-Apuzzo  LJM et al.1984
	m
	37
	CT+ventriculography
+Hy 
	LLV freely mobile
	End –cyst rupture during procedures.
	Favorable outcome 
11 months
	No inf
	HA,AS,FND

	
30.Zee CH et al.1984
	f
	10
	CT-moderate dilated
left lat.ventricle

	LLV+FOM
	ventriculostomy
	Died
cysticercal cyst 
confirmed at autopsy

	CSFanalysis : only18 mm3 WBC,

	HA,N/V, ME ,AS

	


31.-2nd  case
	


f
	


32
	


CT+methrisamide ventriculography+Hy
Comes from endemic region
	


RLV 
	


ventriculostomy
	
Died
Pathol.findings
Cerebral edema+cerebellar tonsilar herniation
	


	.HA,FND,AS,
cerebellar herniation

	32.-3rd case
	f
	25
	
CT+methrisamide ventriculography+Hy
Comes from endemic region
	LLV
	ventriculostomy
	Died
Pathol.findings
cerebral edema
cerebellar
tonsillar herniation
	
	AS, cerebellar herniation

	


33.Milenkovic Z et al .1982
	



m
	




33
	



PNE+asym Hy
	

LLV+FOM
Transcort-transventr.microsurg.
approach
	

VP shunt+
Craniotomy+ steroids+anticonv.th
	

Favorable outcome 
FU-2 years
	
CSFanalysis:-22 mm3WBC;protein-184 mg/dl;gl-7mg/dl
	HA,N/V,FND, PE

	.34-2nd case
	m
	32
	
	LLV-
	No any treatment
NCC confirmed at autopsy
	Died -no related  with the NCC 
	CSFanalysis:-protein -mg/dl;
,gl-60mg/dl, WBC- 15 mm#(5 lymph)
	No symptoms related to NCC

	35.Zee C et al 1980
	f
	34
	CT+PEG+unilat.Hy
	RFOM
	Craniotomy
	No inf
	No inf
	HA, N/V;PE



L,R-left,right ventricle;FOM-foramen Monro

                                                                                                                                               Third ventricle NCC

	1. Sharma A and Raj A 2018
	f
	30
	
CT+MRI-Hy (4th V notmal size)
	

TV
	
[bookmark: _Hlk67904144]EVD +IV- dexamethasone and praziquantel th.
	
Died (cardiac arrest)
	Blood analysis :WBC- 21500 83% neutrophils plasma,procalcitonin levels - 30.80 ng/ml , lactate levels - 11.06 mmol/L..
CSF analysis :35-40 mononuclear cells/ per mm3,glucose - 8.4 mg/dl, protein-  239 mg/dl 

	HA,N/V,,,AS,
 ME+Fever


	.2..Jensen TO,Post JJ 2016


	f
	30
	CT-Hy+MRI
	TV
	[bookmark: _Hlk67904782]End+ EVD

	Good
FU-no inf.
	18x109WBC,(17x109 .
CSF analysis:- WBC-6x106(5x106polymorphnuclear).,Gluc-4.4 mmol/L,Prot-0.09 g/L
Serum test.ELISA -neg.

	HA, ,AS, ME+fever


	3..Shah HC et al.2016

	m
	23
	MRI-Hy
	TV
	[bookmark: _Hlk67905331]End+EVT
ependymitis + basal arachnoiditis.
VP shunt+ albendazole+
steroids
	Good
FU-one year
	
	HA, N/V,FND,)

	4.Teegala,R  et al.2014

	f
	17
	CT+Hy
	TV
	[bookmark: _Hlk67905790]EVT+End+ albendazole for one week+ antiepileptic 6 months
	Good
FU-2 years
	
	HA, N/V,FND,)

	5.-2nd case

	f
	15
	CT-Hy
	TV +FOM
	[bookmark: _Hlk67906030]End+ cysticidal treatment
	Good
FU-6motnhs
	
	HA,N/V,AS

	6 Ramos-Z ú ñ iga R et al. 2011

	f
	18
	CT+MRI+
Hy
	TV +FOM
	[bookmark: _Hlk67906279]End+EVT+cysticydal treatment
	Good
FU-no inform
	
	HA,N/V,AS,
Sz, MC

	7..Kelesidis T and Tsiodras S 2011
	m
	26
	CT+MRI-Hy+ aqueduct stenosis 
	cyst in the aqueduct
	End
	good
FU-no inf
	Blood analysis::WB- 6500/mm3,Polymorp.-75%; lymph-15%,Mon-8%-
CSF analysis:WBC-330;( 14% neutroph., 45% lymph., 38% mon., 3% eosin)., 
RBC-3 cells/mm3;  protein  - 84 mg/100 mL;. glucose- 43 mg/100 mL.
ELISA CSF +Serological dg confirmed ( serum & CSF)by EITB)

	HA, N/V

	8.Keshavarzi S et al.2010
	m
	32
	CT+Hy
	TV
	End+ETV+VP shunt(shunt revision four times9
	Favorable outcome
FU-6 months
	CSF analysis-2 times
Glucose- 73 mg/dL ,total protein < 10 mg/dL
glucose of 68 mg/dL and total 
protein of 425 mg/dL.
	MC,AS

	9.Hussain et al 2007.
-6th- case

	f
	12
	CT-Hy MRI
	TV
	End+, ETV-
	good
FU- ranged from 3 months to 5 years (average 18 months or 540 days
	
	HA, N/V,FND

	10.-8th case

	m
	27
	CT-Hy MRI
	TV
	End+, ETV-
	good
FU-same
	
	HA,Sz

	11.-12th case

	m
	18
	CT-Hy MRI
	TV
	End+, ETV-
	good
FU same
	
	N/V, lower cranial nerve palsy

	 12.Torres Corzo J et al 2006
1st case 
	m
	22
	MRI+

	TV
	End
	favorable outcome
FU-3 years
	
	HA, N/V

	 13. 
2nd case
	f
	17
	MRI+Hy(

	TV
	End
	favorable outcome
FU-1.5 years
	
	HA, VD

	14.
3rd case
	m
	28
	MRI+Hy(

	TV
	End
	favorable outcome
FU-2 years

	
	HA, N/V

	15
.4th case
	m
	43
	MRI
	TV
	End
	favorable outcome
FU-1 year

	
	AS

	16.
5th case
	m
	54
	MRI ependymitis
 
	TV
	End
	favorable outcome
FU-5 years

	
	HA, N/V,FND

	17
. 6th case
	f
	35
	MRI
	TV
	End
	favorable outcome
FU-1.5 years

	
	HA,FIND

	18. Anand B et al . 2002.

	m
	25
	CT-
	TV
	End +aquductoplasty+ perioperative steroids
+post.abendazole
	Good
severe ependymitis of  3rd
FU-no inf
	
	no inf.

	 19.Cudlip S. A et al. 1998
	m
	28
	CT + MRI +Hy
(sparing IV th ventr.)
	TV (thin walled cystic lesion at the FOM
	 twoVP shunt(revised both)+ End +ETV+abendayole+steroids
	Favorable outcome
FU -unknown
	 CSF normal. Opening pressure -30 cm of water
	HA,N/V,MC, AS

	20. Neal JH 1995
	f
	21
	CT+ MRI 
Hy
	TV
	ventriculostomy+ End
	favorable outcome
FU –no inf
	
	HA,N/V,AS,

	21.Zee CS et al .1984

	f
	30
	CT+metrisamid+Hy obstruction of the right FOM)
	TV
	No inf
	died
	
	HA,FND,AS,

	22.
-2nd case
	
f
	
29
	 
CT+metrisamid+Hy
	
TV FOM
	
No inf
	
died
	
	HA,AS,Sz

	23.Apuzzo MLJ et al 1984
	m
	20
	CT+ Metrizamide ventriculogram+Hy
	TV
	Craniotomy
	Favorable outcome
FU-27 months
	CSF-localizationeitreatment%, cysticercosis titer- 1:8
	HA


                                                                                                                                        
                                                                                                                                                                                      Mobile IVNCC
	1. Nash TE et al 2018
	f
	23
	CT+MRI
Hy
	mobile cyst from TV to FV ventricle
	EVD+Suboccipital craniotomy
	good recovery
 mild memory impairment
FU-3 years
	Multiple LP- variable number of WBC ranging from 6 to 195/mm3 with 6–8% eosinophils. CSF+ for antibodies to T. solium 
	HA,AS, MC,FND,VD

	2. Khalid S, et al.2017


	m
	17
	MRI+ (CISS) + Repeat MRI with CISS

	FV+ TV  migration in LV
	End +albendazole + VP
	Good .
FU-3 months 
	no
	HA,VD, PE

	3. Aron A et al 2017





	f
	40
	CT+MRI+Hy
(Comes from endemic region).

	LV-occipit horn
Cyst from TV
	[bookmark: _Hlk67669900]EVD+albendasole+
corticosteroids.

	Do well clinically
FU - 8 months

	CSF analysis.protein levels  elevated ˃600mg/dl;no WBC.
Posttreatment : after 10 days CSF protein levels˂10 mg
	HA, N/V, PE

	4. Shah A et al 2017
	m
	22
	CT+MRI- HY-enlargement of both LV 
	Cyst in LV-migr.in TV then in FV
	Craniotomy
	Good
FU-9 moths
	
	HA,N/V,AS,

	5. Chen G et al. 2015 
	m
	33
	MRI
Hy no inf
	mobile cyst from TV to FV
	EVD+ End
	good recovery
FU –no inf
	No inf
	HA,N/V,AS,

	6. Kotha VK 2013
	m
	42
	CT+MRI (FLAIR)+Hy+
another MRI later- confirmation of cyst in RLV.

	TV. in RLV-occipital horn 
	Craniotomy
for the 3rd cyst-not found+
VP shunt +anti-helminthic therapy+ disapearence of cyst ( MRI)
	Good
FU 2 months
	CSF analysis:proteins (73 mg%).
	HA,Sz

	7 Chowdhary A et al 2010
	m
	24
	CT+MRI+Hy
	[bookmark: _Hlk67829156]posterior part of TV to ant.part of TV 
	 End +EVD
	complete resolution of symptoms.
FU no inf
	No inf
	HA, N/V, MC

	8. Hayek J and   , Keystone J 2009

	f
	43
	CT-+;.MRI-ev.scolex
Hy
	L.V. migr.FV
	[bookmark: _Hlk67768316]Antibiot+acyclovir+Phenytoin+corticost,
dexamet.+abendasol-30 day
	Good.
FU.-6mont.
	CSF-87 WBC(63%neutr.),New test-400WBC,
Neurocyst serology +EITB +
	HA, ME
, AS


	
9. Araujo ALE et al.2008

	f
	29
	MRI FLAIR
	L.V-migr.TV,mult.loc.cysts(racemose)
	[bookmark: _Hlk67768676]End.-.part removal of the cyst
	Good
FU-no inf
	47mg/dl protein,94 WBC(58%seg,Gluc. 52mg/dl,CSF- ELISA test neg
	HA, N/V


	10. .٭Hussain M et al 2007-7th case

	f
	50
	CT-Hy +MRI
	LV+TV
	End +, ETV-
	Good
FU-no inf.
	
	HA, N/V, FND

	11. Gupta A et al. 2002
	m
	24
	MRI
right LV dilated
	TVto LV(multiple interconnected vesicles filled with clear fluid)
	[bookmark: _Hlk67811329]EVD+Craniotomy+
antibiot.. (bacterial meningitis)
	Good
FU no inf.
	CSF –high protein level WBC ↑indication of inflamation
	HA,N/V,AS

	12. Wray CD et al.2001


	m
	21
	CT+MRI
Hy
	TV to LV.

	[bookmark: _Hlk67816423]Craniotomy+.
anticonvulsive(no inf.of duration)
	Good
FU –no inf
	
	HA,N/V,AS

	13. Neal JH 1995
	f
	20
	CT+MRI+ metrizamide contrast 
Hy
	TV to FV
	ventriculostomy+ craniotomy
	favorable outcome
FU no inf
	 (CSF) -normal cytology +detectable levels of cysticercosis antibodies
	HA,AS,

	15/Kramer J et al 1992
	m
	19
	CT+MRI+ metrizamide CT with ventriculography +Hy
	TV to FV.
	EVD+Craniotomy+cyst removal
	uncomplicated recovery from surgery
FU –no inf
	CSF- protein 51mg/dl,  glucose -60 mg/dl (serum glucose 103 mg/dl), and a cell count of 171 cells/eu mm (76% lymphocytes, 22% monocytes). Bacterial, fungal, and mycobactefial cultures -all negative
	HA, AS,slight meningism)


	15.Woody RC et al. 1988

	m
	8
	CT+Hy+metrizamid injection in ventricules
	TV to  LV






	[bookmark: _Hlk67816829]Ventriculostomy.+ Craniotomy

	Good (+left homonymous quandratinopsia)
FU- 18 months

	
CSF-protein 5/dl+110 RBC;gl-84mg/dl
	HA,N/V ,AS,FND

	.16 Rangel-Guerra R A et al1988
	f
	18
	MR-unilat Hy
	mobile cyst in LLV  changing its position with head movement-racemous form)
	VP shunt previously applied but no functioning+craniotomy
	complete recovery
FU –no inf
	No inf
	HA, N/V,AS, PE

	17. Apuzzo LJM et al.1984.
	m
	12
	CT + Contrast ventriculography+Hy
	TV to FV
	Craniotomy
	Postoperative recovery complete 

FU -11 months.
	No inf
	HA,N/V, PE

	18. Zee HC et al 1980
	f
	27
	.CT- +metrizamide ventriculography+PEG+ Hy
	TV LV
	The migration of the cyst brought about the disappearance of Hy.
	Migrating cyst gave rise to the improvement of  clinical condition  
	CSF cysticercosis titar +
	HA,AS,FND

	19.-2nd case
	m
	31
	CT+metrizamid ventriculograohy+Hy+ Radiographs of both legs-typical calcification in the musles.
	TV- changed in configuration anteriorly with changes in head position
	VP shunt 
	No inf
	No inf
	HA,N/V,AS,

	20-3rd case-
	f
	69
	metrizamid ventriculography.
	cystic in FV and aqueduct. changed in configuration with head position.

	No inf
	No inf
	No inf
	HA, AS

	21.-4th case
	m
	43
	CT+ metrizamid +HY-left LV more dilated
	mobile cyst in LLV , changing the position depending of head movement(brown- up or brown down.

	No inf
	No inf
	No inf
	HA, VD, PE



                                                                                                                                                                                   Mixed IVNCC
	1. Rana S et al 2017
	m
	53
	MRI(FLAIR +asym Hy+periventr edema+ (3D-CISS)
	LLV(posterior horn)+ multiple subarachnoid +
parenchymal (supra and infratentorial
compartment)+
FOM occlusion+cyst dislodged in body of LLV
	Medical treatment
anthelmintics
	The left ventricular dilatation
along with periventricular edema had resolved.
FU-no inf
	No inf
	HA, N/V

	2. Shivamurthy VKN et al 2017
	m
	38
	CT+MRI 
-Hy
	Bil.LV –frontal horn+ multiple parenchymal calcified lesions,.

	Dexamethason+Abendasol
+EVD+Craniotomy+abendasol for two weeks 
	Improved his sensorium and mental status
FU-no inf.
	Antibodies to
 Taenia Solium  present
 in the serum.
	MC, AS

	[bookmark: _Hlk68166537]3. Bock M et al 2016
	f
	22
	CT+MRI
+Hy
	TV+ migration in FV ventricle one month later +scattered calcifications in the parenchyma+

	EVD+VP shunt+albendazole and prednisone,
	good
FU-no inf.
	CSF -Gl.- of 63 mg/dL, total protein 
 33 mg/dL. ELISA-13.82(+) range <0.75 absorbance units). 
Blood test:(WCC) - 8.4×109 cells/L  neutrophilic predominance (6.19×109 cells/L), normal eosinophil count (0.08×109 cells/L) and slightly elevated basophils (0.14×109 cells/L). HG-12.9 g/dL,Na- 140 mmol/L, serum creatinine 0.64 mg/dL and urea nitrogen was 13 mg/dL
	HA, Fever, AS,
N/V, VD,
Sz, FND

	4. Gupta P et al 2015


	f
	35
	MRI+Hy
	L.V+SHS
	[bookmark: _Hlk67486469]VP shunt+albendasol(4 weeks)+dexameth for 5 days-gradually tapered off in next 10 days.
	Good
FU- no inf.
	Gluc..- 48 mg/dl;Protein 35 mg/dl;20 cells with40% polymorph60%Lymph.
ELISA test positive
	HA,N/V,VD,AS,FND, PE

	5. Chen G et al.2015.
	m
	48
	CT+Hy
	FV+SHS
	VP shunt+End
cysts from both compartments were removed 
	Satisfactory outcome
No inf.
	No inf
	HA, N/V,

	6. Shang C et al..2015


	m
	56
	MRI+Hy
.
	SHS+BLV
multiple small cysts some of them in inf. part of ventricles.
Racemous
	[bookmark: _Hlk69976999] ETV+End.+abendasol.+
steroid.+VP shunt 4 moths later
	Improve.  cognitive status and neurol. def.
FU-no inf
	The assay of CSF anticysticercal antibodies was positive.
Second hosp:.incr..numb.of Lymph;elevat protein(0.81 g/L;decrease gl(o,1 mmol/L
	HA,N/V,FND,AS,

	7.Pamplona,et alJ 2015
	f
	43
	CT+Hy MRI
	TV+FOM+multiple cysts in SHS (racemous) +
intra-orbital cyst 
	[bookmark: _Hlk69976901][bookmark: _Hlk67487846] VP shunt+
Cyst biopsy-(cyst in SHS)
	No inf.
	
	HA, VD,FND

	8.Vedantam A et al 2015
	m
	16
	CT+MRI+Hy
	TV+LV+parenchymal and intraventricular calcification
	[bookmark: _Hlk67632970]End +anti-helminthics
	recovered to baseline ambulatory and cognitive state.
FU-no inf
	
	HA,N/V,AS

	9. Rapoport B I. 2014
	m
	15
	CT + MRI+Hy
(periventricular edema)
	TV+obstr left FOM+ posterior
interhemispheric 
	[bookmark: _Hlk69976348]EVD+ End +abendazole+ dexamethasone 

	Favorable outcome
FU-3 months
+ near-complete resolution of the cysticercosis lesion within the left
posterior parafalcine region: 
	seropositive for
Taenia solium.
	HA,N/V,AS,

	10. Jauhari P et al 2014
	m
	11
	MRI+Hy
	Parenchymal cysts+FV
	No inf
	No inf
	No inf
	HA,N/V,AS

	11.Gasparic I et al.  2014



	m





	59





	CT-+ MRI+Hy

	LLV occip.part +SHS( Sylvi+interhemisph+bil PCA)

	[bookmark: _Hlk69976849]Prednizolon+abendazolon+ niklozamid
	Clinical improvement
+cyst regression after treatment
FU-no inf
	CSF analysis -pleocytosispolinukleara 304/3 and mononuclear 48/3. Bacteriological findings- negative.
Serol test.ELISA+(blood and CSF)  IgM I IgG, and western blot test -positive

	MC

	12. Ghosh S et  al. 2014
	m
	26
	CT+MRI+
Hy+parenchymal calcification
	migratory cyst from aqueduct to FV.+ parenchymal calcification
	EVD+ 
dexamethasone
	Postoperatively, the patient remained neurologically intact.
FU-no inf.
	The serum prolactin level -1108 ng/mL, (prolactin-secreting pituitary adenoma.)+
Serum cysticercosis immunoglobulin G +.
	HA,AS

	13.Giordani MT,2014
	f
	55
	CT+MRI+
Hy+

	FV+ cerebellar vermis+ parietal-occipital  region
	[bookmark: _Hlk67586480]VP replacement +corticosteroids+
albendazole 
	Favorable outcome
FU-no further inf
	CSF+Blood -ELISA +
CSF -(proteins 72 mg/dL and WBC 300/field,mainly lymphocytes)
	AS

	14. Sharma S et al 2013
	m
	62
	MRI+Hy
	multiple solitary+ conglomerate cysts in the Sylvian fissure, basal cisterns, sulcal spaces and TV
	[bookmark: _Hlk67647798]steroids +VP-shunting

	improvement in her cognitive status+  gait improved and  became continent
FU-no inf.
	 (ELISA) - IgG antibodies) in serum and (CSF) + with titers of 1:1600 and 1:80, respectively.
	HA, MC,FND

	
15. Sharma S et al 2011

	
m
	

35
	

CT+ MRI-+Hy

	
LLV+multiple ring enhancing lesions in the bilateral hemispheres, 

	
End +VP shunt+phenytoin +steroids
	
Good
FU-3 weeks
	
hemogram and biochemistry were within normal limits
	Sz, AS

	16. Ramos-Z ú ñ iga R et al. 2011



	m
	50
	CT+MRY 
No hydrocephalus
	RLV +Parenchymal+SHS

	[bookmark: _Hlk67576539]Abendazol+antiepilepthic.
. End -3 month later from SHS and LV


	Good
FU-no inf
	
	HA, AS

	17. Ca´rdenas,G  et all. 2011
	m
	77
	MRI+Hy

	LV+SHS 
6 mohth later LV+multicyst in TV
	[bookmark: _Hlk67574957]VP++albendazole + corticosteroids
End + albendazole+corticosteroid.therapy

	Died
	No inf
	HA

	18.Mittal P and  Mitta lG 2011


	m





	40

	CT + MRI
Hy




	SHS+LV+TV multiple cysts(racemous) 


	managed conservatively.

	No inf.

	CSF normal
	HA,

	 19.Hanak B W et al 2011
	f
	33
	CT+ MRI ( gadolinium) Hy(peri-venticular transependymal edema+ thin-walled cyst containing an eccentric hyperintense nodule within the fourth ventricle)
	FV+ multiple intraparenchymal calcifications
	EVD+ Craniotomy (granulation tissue in the cerebellomedullary fissure)+abendazole+corticosteroids
	Favorable outcome
FU-no inf
	No inf
	HA, MC,VD,AS,FND

	20. Sharma A et al 2011
	m
	35
	CT-Hy -left ventr.
	multiple   parenchymal bil. cysts.+LLV
	EVD End +VP shunt+ phenytoin and steroids
	Favorable outcome
FU-no inf.
	hemogram and biochemistry were within normal limits
	Sz, AS


	21. Ma  T   et al.2009
	f
	40
	MRI+Hy
	Aqueduct+ traped FV+multiloculated cysts within the basal cisterns+ spinal subarachnoid space 
	Previously treated with VP shunt.
[bookmark: _Hlk69976632][bookmark: _Hlk67634615]Craniotomy+aqueductoplasty+ antiparasitic and corticosteroid therapy
	Improved clinical status + myelopathy has improved

FU -9 months
	Description:Pathology, serological and CSF laboratory studies confirmed the diagnosis of NCC.
	HA, N/V,FND




	22. Hussain et al.2007

	f
	45
	CT-Hy+ MRI
	TV+prepont and suprasell cysterns
	[bookmark: _Hlk69976583]End +,ETV-
	good
FU-No inf
	
	HA, N/V, ME ,IIIn.palsy


	23.Mitre E et al.2007

	f
	32
	MRI+mild Hy
Second MRI(FLAIR) after 6months +Hy(periventricular enhancement- inflammation
in the subarachnoid space)
	multiple parenchymal cysts, (1 with perilesional edema)+ 2-FV(viable cysts)+,
2 LLV+ 1RLV(degenerating cyst,)+ 2 cysts in the chiasmal region 
	[bookmark: _Hlk67658218]albendazole+ corticosteroid + praziquantel +cimetidine+ methotrexate
Craniotomy(removing only IVth V cysts)
	some decrease
in the size of the ventricular cysts and continued degeneration
of the parenchymal cysts.
decrease in ventricular size and a reduction in periventricular
enhancement.
Patient is asymptomatic
FU-no inf
	a Western blot assay for cysticercosis +
	Sz

	[bookmark: _Hlk68166685]24.Przybojewski S et al 2007
	m
	24
	CT+MRI(FLAIR )+Hy+ scolex+ multiple calcified punctate lesions
	migratory cyst from FV to TV ventricle+ scolex+ multiple calcified punctate lesions
	[bookmark: _Hlk67828053]ETV+ albendazole
and prednisone.
	Good
No FU
	No inf
	HA,FND

	25. Suarez,VR and Iannucci TA, 1999
	f
	21
	CT+MRI+Hy

	LV+parenchimal cyst
	EVD+VP(two times becase of obstruction)+abendazole+prednisolon+ phenytoin
	Symptoms resolve with occasional headaches

FU-No inf
	CSF) had hyperglycorrhachia, hypoproteinorrhachia, and no pleocytosis. 
CSF antibody studies were positive
	HA,N/V,AS,PE ,VD,FND

	[bookmark: _Hlk68166571]26. Ghosh D et al.1998
	m
	50
	CT+MRI
.

	RLV( posterior horn)
Parench.. +SHS- (racemose)

	[bookmark: _Hlk69976550]Medical th.
therapy for one month and then re-evaluate
the situation.
	No inf.
	 (CSF) 55 cells(all lymphocytes)  protein 2 g/l, sugar 0.2g/l (corresponding blood  sugar 1.1 g/l), 
Gram stain was  negative and  culture sterile. Cysticercus serology  (IHA) in blood and  CSF was 1:8 (not suggestive).
	HA,Sz,MC

	[bookmark: _Hlk68166629]27.Ramus,RM et al 1994
	f
	28
	CT+MRI
Hy
	TV migr cyst in LLV+ 
several parenchymal cysts
	[bookmark: _Hlk67576658]Ventriculostomy
Craniotomy+ magnesium sulfate proph.for seizure+ dexamethasone
	good recovery
Pregnant women,
delivery succsseful
FU-no inf.
	WBC- 11,300/mm3
;Hg- 10.7 g/dL;
Ht-, 32.0%;Tr- 247,000/mm3.
Ventricular CSF- cell count, 
protein, glucose, and cultures -
	AS, HA, fever, FND,PE


	28.Colli OB et al 1993

	f
	42
	CT+ventriculogram(enlarged 4thv and small LV and 3rdV)
posoperCT-small 4thV and large bil. LV
	FV+several small cysts in LV+cerebral parenchyma
	Craniotomy+VP shunt(cysticercosis meningitis+aracnoiditis)+Y supratentorial shunt

	signs of brain stain compression
Died 
	
	symptoms of increased ICP,FND, AS

	29-2nd case “-
	m
	41
	CT-enlarged 4thV and small LV+3V
Late HY
	FV+left CPA
	Craniotomy+VP shunt+arachnoiditis(inflammatory obstruction of foramen Magendy
	no improvement
Died
	
	symptoms of increased ICP,HA,N/V,FND,AS)

	30 –3rd case“-
	m
	25
	CT cysternogram 
Hy
	FV+R Sylv fissure+interhemispheric fissure and basal cisterns+left hemisphere
	Craniotomy removed cysts from the R Sylvian fissure+VP shunt+abendasole
refused operation of the 4th V cyst
	severe gait ataxia
	
	clinical signs of increased ICP, HA,N/V, FND,

	[bookmark: _Hlk68166648]31. Ginier BL and. Poirier1 VC 1992

	m
	30
	MRI+CT-Hy
	LV-migr to TV+FV+ parench.cysts
	[bookmark: _Hlk67578396]VP+.Craniotomy.
	Good
FU-no inf
	no inf
	HA,N/V,AS

	.32.Allcut DA, Coulthard A 1991

	f
	36
	CT+HY+CT ventriculography
	FV+ intraparenchymal calcifications
	VP shunt
decline operation
praziquantel therapy+ prednisolone
	 Good
considerable reduction
in the size of the cyst.
FU-1 year-
	Immunofluorescent  antibody testing was  strongly positive  for cysticercosis.
	VD,HA,N/V,FND,PE

	33.Spiccler EM et al 1989


	f
	24
	CT+;MRI-Hy

	TV.+ frontal lobe cystic structure had an  appearance typical of a cysticercosis lesion.
	[bookmark: _Hlk67907052]Craniotomy.
	good
No FU
	no inf..
	AS ,FND

	.34.Hanlon KA et al. 1988

	f
	23
	MRI+CT
-Hy
	FV+prepont cistern cyst.
	[bookmark: _Hlk67558048]Antibiot.+prazinquatel+dexam.
6 month later. retreated.
[bookmark: _Hlk69976490]VP-shunt +craniotomy.+ prazinquatel+dexam

	Good-no sequel
FU-no inf
	CSF-opening presuure-230mmH20:CSF-,l.36mg/dl;Protein-101 mg/dl;RBC-20 mm3
WBC-12mm3(52%lympf,20%Eosyn;9% hystioc.,37%neutroph.Peripheral leucocitosis .
CSF culture ,crycryptococca B stain-neg,ELISA -+
	HA,VD,fever,
IIIn.palsy,
 ME

	[bookmark: _Hlk68166700]35. Zee CH et al.1984
.-
	m
	12
	CT+metrizamide
Hy+ 
	migratory cyst from TV  to FV ventricle+ parenchymal calcification
	[bookmark: _Hlk67830613]Ventriculostomy+ Craniotomy
	good
No FU
	no inf.
	HA, N/V,FND,AS






Table 2a
                                   Gender representation of patients with IVNCC

	ventricle
	FV
	L.V
	TV+aqueductus Sylvie
	Mig..IVNCC
	Mix.IVNCC
	total

	female
	26
	19
	11
	9
	14
	79

	male
	17 (one case missing
	16
	12
	12
	21
	78

	total
	43
	35
	23
	21
	35
	157


 
                                Table 1b
Number of average years in each ventricle, mixed IVNCC, and isolated IVNCC

	
localization
	Average age
	From -to

	FV-NCC
	27.932 ±4.189
	12-72   

	LV-NCC
	30.34±4.32

	6-70

	TV+aqueduct Silvie
	26.09±3.76
	12-54

	Mig..IVNCC
	36.83±3.519 

	11-77   

	Isolated IVNCC
	28.73 ±2.28
	6-72  

	Total average
	30.42 ±2.16

	6-77




                                                                                              Table3a 
                                                             Comparative signs& symptoms of IVNCC
	Symptoms
	Total

	FV
	LV-NCC
	TV+aqueduct of Syvie

	Mig.IVNCC

	Mix..IVNCC

	p-value

	
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	 .0587

	
	158
	
	44
	28.3
	35
	22.
	23
	14.5
	21
	13.2
	35
	22.
	

	HA
	131
	88.5
	38

	90.5

	27
	96.4
	  19 
	86.4
	21
	100
	26
	74.3
	.0587

	V/N
	83
	56.1
	26

	61.9
	17 
	60,7
	 13
	59.1
	12
	57.1
	15
	42.8
	.49358

	AS
	66
	44.6
	 9
	21.4
	15

	53,7
	  11
	 50
	12
	57.1
	19 
	54.3
	 .00013

	FND
	55
	37.2
	22
	51.2
	7 
	25
	 6
	27.3
	4
	19
	16
	45.7
	.031332

	VD
	22
	14.9
	8 
	19
	3    
	10.7
	1
	4.5
	3
	14.3
	 7 
	20
	.4706

	PE
	32
	21.6
	16  
	38.1
	6
	21.4
	
	
	5
	23.8
	5
	14.3
	  .1061

	Sz
	15
	10.1
	5     
	11.9
	3 
	10.7
	4
	18.2
	1 
	4.8
	4
	11.4
	 .7490

	MC
	12
	8.1
	2   
	4.7
	0 
	0
	4  
	18.2
	2
	9.5
	4 
	11.4
	 .3914

	CNP
	7
	4.7
	3     
	7.1
	1
	3.4
	  1 
	4.4
	
	
	 2 
	5.7
	

	ME+F
	16
	10.8
	  3 
	7.1
	4
	14.3

	 2
	9.1
	 2
	9.5
	5 
	14.3
	.8304

	ICH
	4
	2.7
	
	
	1
	3.6
	
	
	
	
	3
	8.6
	

	Sings, and symptoms of parkinsonism
	1
	0.7
	1
	2.3
	
	
	
	
	
	
	
	
	

	NA
	10
	6.8
	2
	4.7
	7
	20
	1
	4.3
	
	
	
	
	

	Total
	148
	93.7
	42
	95.5
	28
	80
	22
	95.6
	21
	100
	35
	100
	

	Hy
	133
	84.2
	39
	88.6
	26
	74.3
	19
	82.6
	16
	76.2
	33    
	94.3
	 .1379



The prevailing clinical manifestation is headache (88%), followed by vomiting &nausea (60%), altered sensorium (44.%), and focal neurological deficit (35.3%). The altered level of consciousness and the focal neurologic deficit is the only clinical manifestations with statistical significance (p= .0010 and p=0398 ).
                                            
                                                                                     Table3b 
                                              Comparative signs& symptoms of the isolated IVNCC
	  Symptoms
	Total

	FV
	LV
	TV+
aqueduct Sylvieie

	Mig.
IVNCC

	p-value

	
	N
	%
	N
	%
	N
	%
	N
	%
	N
	%
	

	
	123
	
	44
	36.6
	35
	28.4
	23
	18.7
	21
	16.2
	

	HA
	131
	88.5
	38

	90.5

	27
	96.4
	  19 
	86.4
	21
	100
	.6040

	V/N
	83
	56.1
	26

	61.9
	17 
	60,7
	 13
	59.1
	12
	57.1
	 .9856

	AS
	66
	44.6
	 9
	21.4
	15

	53,7
	  11
	 50
	12
	57.1
	.0097

	FND
	55
	37.2
	22
	51.2
	7 
	25
	 6
	27.3
	4
	19
	  .02048

	VD
	22
	14.9
	8 
	19
	3    
	10.7
	1
	4.5
	3
	14.3
	 .4153

	PE
	32
	21.6
	16  
	38.1
	6
	21.4
	
	
	5
	23.8
	.2611

	Sz
	15
	10.1
	5     
	11.9
	3 
	10.7
	4
	18.2
	1 
	4.8
	.  5881

	MC
	12
	8.1
	2   
	4.7
	0 
	0
	4  
	18.2
	2
	9.5
	.2387

	CNP
	7
	4.7
	3     
	7.1
	1
	3.4
	  1 
	4.4
	
	
	

	ME+F
	16
	10.8
	  3 
	7.1
	4
	14.3

	 2
	9.1
	 2
	9.5
	 .8168

	ICH
	4
	2.7
	
	
	1
	3.6
	
	
	
	
	

	Sings, and symptoms of parkinsonism
	1
	0.7
	1
	2.3
	
	
	
	
	
	
	

	NA
	10
	6.8
	2
	4.7
	7
	20
	1
	4.3
	
	
	

	Total
	148
	93.7
	42
	95.5
	28
	80
	22
	95.6
	22
	100
	

	Hy
	133
	84.2
	39
	88.6
	26
	74.3
	19
	82.6
	16
	76.2
	.3799


Abbreviation:
HA-Headaches, V/N-Vomit& nausea, AS- Altered sensorium, FND-Focal neurologic deficit (limb weakness, dizziness, ataxia, diplopia, tinnitus, vertigo, Romberg sign, gait disturbances or unsteadiness, abnormal posturing of the body, decerebrate posturing with dilated pupils  and sluggish reaction, etc,), VD- Visual disturbances blurring vision, visual deterioration, diminished vision, blindness, loss of vision, PE –papilledema, Sz-Seizures, CNP-Cranial nerve palsy, MC-Mental confusion(altered behavior, damage to cognitive function, amnesia, numbness, restlessness), ME+F -Signs and symptoms of meningoencephalitis r (neck stiffness and positive Kerning's sign)+fever, Hy-hydrocephalus, ICH-intracranial hypertension, NA-data not available



Table 4.
                                                 comparative type of treatment of IVNCC

	Type of treatment
	Total
	FVNCC.
	LVNCC
	TV-NCC + aqueduct of Sylvius
	Mig.IVNCC
	Mix.IVNCC
	p-value

	
	158
	%
	N

	%
	N

	%
	N
	%
	N
	%
	N
	%
	

	Endoscopy
	78
	49.1

	14a +2*
	31.1+
4.4
	24
	68.6
	12
	54.6
	5
	23.8
	21
	60
	 .0014

	Craniotomy
	42+4
	26.7+
2.5
	17+4*
	38.6+
9.1
	3b
	8.6
	1
	4.3
	10
	47.6
	11
	31.4
	 .00005

	CSF diversion
	21
	13.3
	5
	11.3
	4
	14.3
	1
	4.5
	2
	9.5
	9
	25.7
	 .019365

	Med. therapy only
	  7
	4.4
	1
	2.2
	1
	2.8
	
	
	1
	4.8
	4
	11.4
	

	No treatment, or no inf.
	  5
	4.4
	1
	2.2
	2
	5.7
	1
	9.1
	
	14.3
	1
	2.8
	

	Postoperative cysticidal drugs
	39
	24.5
	11a
	24.4
	9
	25.7
	6
	27.3
	3
	14.3
	10
	28.6
	 .8179.

	Total
	158
	
	44
	
	35
	
	23
	
	21
	11.
	35
	
	


, 
Statistical significance within the studied groups is evident in patients treated with endoscopy and craniotomy (p=. .0014  p=.00005. respectively).. 
partial removal of cysts is four.* In four patients the cyst was excised and the explanation indirectly indicates that a craniotomy was probably performed. Bold numbers indicate cases that received therapy postoperatively and were accepted as a special group.

Abbreviation:
ETV-endoscopic third ventriculostomy; EVD-extraventricular drainage; VP shunt-ventriculoperitoneal shunt, VA-ventriculoatrial shunt.

                                                                                 Table 5. 
                                                        outcome and follow-up of IVNCC

	
	
	
	FV-NCC
	LV-NCC
	TVv+. aqueduct of Silvius
	Mig..IVNCC
	Mix.IVNCC
	

	
	
	Total
	%
	
	%
	
	%
	
	%
	
	%
	
	p-value

	outcome
	Favorable outcome or improved clinical status
	130
	81.8
	40
	88.8
	27

	77.1
	19

	86.4
	18
	85.7
	26

1-severe gait ataxia
	74.3

2.8
	0.108

	
	Dead
	12
	7.6
	1
	2.2
	5a
	14.3
	3
	13.6
	
	
	3
	8.6
	0,041

	
	No inf
	14
	8.8
	4
	8.8
	2
	5.7
	-
	
	3
	14.3
	5
	14.3
	0,269

	Follow up
	 FU
	44+21
	38.5
	27
	43.5
	15
	45.4
	7
	43.7
	6
	31.6
	9
	25
	0.294

	
	Average days
	range from17-5400 days.
mean 
360 ±243.54
+Husain 21cases3 months to 5 years (average 18 months(15.7)

	
	(range 18-5400 days 
mean
440.62 (±649.84
	
	ranged from 330-730 days,  mean (446.1111 ±85.727)
	
	ranged  from 180-810 days
mean475 ±335.35


	
	ranged from 90-1.095 days
mean 244.28 ±119.97

	
	ranged from 17-356 days mean 115 ±103.55

	
	

	
	No inf-
	93
	61.4
	35
	56.5
	18
	54.5
	9
	56.3
	13
	68.4
	27
	75
	0,170



All treated cases met favorable outcomes or regression of symptomatology; not a report on the failure of the VP shunt. Twelve patients died, but one of them succumbed to a cause unrelated to the disease.

                                                                                                                                   Table 6
                                                                                 Signs and symptoms of IVNCC in case-series patients

	author
	     Hy
	    HA
	    N/V
	     AS
	    FND
	   VD
	  PE
	    Sz
	   MC
	  CNP
	   ME+F
	   ICH
	   No symptoms
	      NA
	       N
	

	Nash TE et al. 2018
	17
	14
	11
	5
	3
	
	
	
	
	
	1
	
	4
	
	23
	

	Bahtiar R- and , WijanarkoF 2018
	1
	1
	1
	1
	
	
	
	1
	
	
	
	
	
	
	1
	

	Kaif M et al 2018.
	
	
	
	
	
	
	
	
	
	
	
	
	
	30
	30
	

	Tiwari DP et al  2013
	13
	
	
	
	
	
	
	
	
	
	
	
	
	
	13
	

	Serpa J A. et al 2011
	19
	18
	10
	11
	
	
	
	
	
	
	
	
	
	
	22
	

	Rangel-Castilla L et al. 2009
	16
	19
	11
	10
	6
	
	
	3
	1
	
	
	
	
	
	19
	

	Goel RK et al.2008
	
	15
	15
	
	
	7
	
	4
	
	
	
	1
	
	
	22
	

	Kumar R et al.2008
	11
	
	
	
	6
	
	11
	
	
	
	
	1
	
	
	11
	

	Suri A et al 2008
	13
	13
	9
	5
	
	6
	
	
	
	
	
	
	
	
	13
	

	Psarros TG et al.2004
	5
	5
	5
	5
	5
	
	
	
	
	
	
	
	
	
	5
	

	.Citow JC et al 2002
	31
	23
	19
	8
	23
	5
	6
	1
	1
	2
	
	1
	
	
	31
	

	 Bergsneider M et al 2000
	10
	10
	10
	
	
	
	
	
	
	
	
	1
	
	
	10
	

	Abad JM et al.1988
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	1
	

	Apuzzo MLJ et al 1984
	
	19
	5
	2
	
	
	
	
	
	
	
	
	
	
	45
	

	Madrazo I et al.1983
	21
	
	3
	
	19
	4
	
	3
	2
	
	
	
	
	
	21
	

	Loyo M et al 1980
	18
	27
	25
	17
	24
	
	21
	
	
	
	
	
	
	
	19
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	total
	175
	164
	124
	64
	43
	22
	38
	12
	4
	2
	1
	4
	4
	31
	256
	

	percent
	68.4
	64.1
	48.4
	25
	33.6
	8.6
	14.9
	4.7
	1.6
	0.8
	0.4
	1.6
	1.6
	10.8
	90
	

	total number of cases
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	286
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


The order of frequency in symptomatology is very similar to individual cases of IVNCC, but the percentage is lower with statistical significance in headaches and altered level of consciousness (p<0.00001 and p=0.00 respectively).
Abbreviation:
HA-Headaches, V/N-Vomit& nausea, AS- Altered sensorium, FND-Focal neurologic deficit (limb weakness, dizziness, ataxia, diplopia, tinnitus, vertigo, Romberg sign, gait disturbances or unsteadiness, abnormal posturing of the body, decerebrate posturing with dilated pupils  and sluggish reaction, etc,), VD- Visual disturbances blurring vision, visual deterioration, diminished vision, blindness, loss of vision, PE –papil edema, Sz-Seizures, CNP-Cranial nerve palsy, MC-Mental confusion(altered behavior, damage to cognitive function, amnesia, numbness, restlessness), ME+F -Signs and symptoms of meningoencephalitis r (neck stiffness and positive Kerning's sign)+fever, Hy-hydrocephalus, ICH-intracranial hypertension, NA-data not available


Table 7                                                                     
                                     Type of treatment and intraventricular localization of cysts in case-series patients
	authors
	CT
	End
	SCF Div.
	Med.th
	total
	
	4thV
	LV
	3rdV+aqueduct
	Mig.IVNCC
	Mix.IVNCC
	Isol.IVNCC
	multiplIVNCC
	
	

	Kaif M et al 2018
	
	30
	
	
	30
	
	12
	2
	16
	
	
	
	
	
	

	. Nash TE et al. 2018
	11
	3
	11 +,+
	
	23
	
	11
	5
	4
	3
	
	
	1
	
	

	Bahtiar R- and  WijanarkoF 2018
	1
	
	
	1
	
	
	
	
	
	
	
	1
	
	

	Tiwari DP et al  2013
	
	13
	
	
	13
	
	13
	
	
	
	
	
	
	
	

	Serpa J A. et al 2011
	6
	4
	12+
	
	22
	
	
	
	
	
	
	22
	
	
	

	Rangel-Castilla L et al. 2009
	5
	4
	9+
	1
	19
	
	
	
	
	
	8
	11
	
	
	

	Goel RK et al.2008
	
	22
	
	
	22
	
	10
	4
	3
	
	4
	
	
	
	

	Suri A et al 2008
	5
	
	
	
	5
	
	5
	
	
	
	
	
	
	
	

	Kumar R et al.2008
	10
	
	1
	
	11
	
	
	
	
	
	
	11
	
	
	

	Psarros TG et al.2004
	5
	
	
	
	5
	
	5
	
	
	
	
	
	
	
	

	Citow JC et al 2002
	13
	
	18+
	
	31
	
	21
	5
	5
	
	
	
	
	
	

	 Bergsneider M et al 2000
	
	10
	
	7
	10
	
	
	7
	3
	
	
	
	
	
	

	Abad JM et al.1988
	
	
	
	1
	1
	
	
	
	
	
	
	
	1
	
	

	Apuzzo MLJ et al 1984
	44
	1
	
	
	45
	
	24
	5
	16
	
	
	
	
	
	

	Madrazo I et al.1983
	19
	2
	
	
	21
	
	
	
	
	
	
	17
	4
	
	

	Loyo M et al 1980
	27
	
	
	
	27
	
	27
	
	
	
	
	
	
	
	

	
	145
	90
	51
	9
	286
	
	128
	28
	47
	3
	12
	61
	7
	286
	

	
	50.7
	31.9
	17.8
	2.8
	
	
	44.7
	9.8
	16.4
	1.
	4.2
	21.3
	2.4
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


The statistical significance is affirmative in relation to endoscopy and the craniotomy between "our clinical materials" and patients with case series((P-value = .000266 and P-value = .00001). The majority of patients have involvement  the fourth ventricle (44.7%), and a smaller number of individuals have  parasites in the lateral ventricle, the third ventricle, and mixed IVNCC in total (30.4%); for fifty patients there are no precise descriptions of localization
Abbreviation CT-craniotomy, End –endoscopy, CSF div.-cerebrospinal fluid diversion(+ antihelminthic and corticosteroid therapy); FV-forth ventricle, LV-lateral ventricle, Tv-third ventricle, Mig- migratory IVNC, Mix IVNCC-mixed form of intraventricular cysticercosis, Isol.IVNCC-not defining localization of the cysticerci, multiple IVNCC-neurocysticercosis involving several ventricles.








