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Solitary Neurocysticercosis Cyst (SNCC)
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MRlfilms sltowing SNCC ill r, weigltted images as a lesion ill tlte dorsal midbrain and causing
aqueductalobstructioll leadillg to Itydrocepltalus. Presellted above is MRI ofa youllg girl

wlto preulltedwitlt features ofmised ICP ill tlte form ofIteadaclte, vomitillg, douhle
visioll III/d diplopia ofolle momlt duratioll. Examinatioll did'lIot reveal allY

lIeurocutalleous markers or allY swellillg ill allY part ofhody. Site
IIIlIlerwellt c.S.F. diversioll (V. P. Sltlll/t) alltl tlurillgfollowup

was put 011 alhendazole tlterapy.

MRI is morc sensitive than CT scan in the detection of active neurocysticercosis cysts. Viable

parenchymal cysts appear as vesicular structures with a fluid content having signal properties similar

to CSF on both T, and T, weighted images. The scolex produces a high intensity signal inside the cyst

on T, weighted images, a sign pathognomic ofNCC. In later stages, as inflammation, odema, gliosis

develop around the cyst, a perilesional high intensity signal appears on proton density/T, weighted

image. As the cyst begins to degenerate, the fluid produces high signal intensity on T, weighted

imagcs, cyst bccomcs irregular in shape, the scolex is not visualiscd and the perilcsional high intensity

signal diminishes. The intraventricular cyst is also better detected by MRI than CT scan. The cyst

appears as a 10-20 mm. spherical lesion isointense with C.S.F. on T, and T, weighted sequences'.

CorrespclIHh'nce to: Dr. Anil Sharma. Consultant Neurosurgeon. Neurosurgery Clinic. 53B-ND. Green Belt. Gandhi Nagar. Jammu (J&K).
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