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Abstract

We present a case of primary recurrent hydatid cyst of the tibialis posterior in a 55-year-old

woman with complaints of leg pain. Hydatid cyst was diagnosed by ultrasonography and

serological tests. The patient underwent surgical excision of the lesion with perioperative

prophylaxis with albendazole.
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Introduction

Hydatid cyst disease is a parasitic infection caused by the cestode Echinococcus. Even though it is

common worldwide, it is especially endemic in the Middle East, central Europe, Australia and

South America where intermediate hosts such as sheep and cattle are more common. The liver

(50–75%) and lung (10–30%) are the primary organs involved. Involvement of the heart, kidney,

spleen, brain, thyroid and other organs such as muscles is quite rare (10–20%). It is less commonly

involved in the musculoskeletal system with only 1–4% of all cases. Voluntary muscles are a very

rare site of infection, counting for less than 1% of the total[1]. It has been hypothesized that the

presence of lactic acid does not permit the larvae to grow into cysts in the muscles[2]. However, in

the literature, hydatid cyst localized at various sites have been reported, i.e. between the internal

and external oblique muscles, psoas, sternocleidomastoid, biceps brake, intercostal, pectoralis

major muscles and the diaphragm, tongue, and leg muscles[3–6]. In the filtration system of the

liver and in lung muscle, cyst growth is hampered by muscle contraction and lactic acid[7-9].

Primary skeletal muscle hydatidiosis without lung and liver involvement is extremely rare.

Case report

In 1999, a 55-year-old woman with complaints of leg pain was admitted to another hospital. She

was a farmer and was rearing sheep and cows. On physical examination, a soft, slightly tender,

fixed, mass measuring 3cm�5 cm was detected on her left leg. There were no complaints of any

other symptoms or other clinical findings. Routine laboratory tests were normal and the indirect
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haemagglutination test was found to be positive. Plain radiographs showed only soft tissue

swelling in the medial region. A cyst-like ovular mass was detected with ultrasonography. Hydatid

cyst disease was diagnosed with serological tests and anamnesis. The patient underwent excision

of the cyst while receiving chemoprophylaxis with albendazole 400mg twice a day. Ten days after

the operation, the perioperative prophylaxis was stopped.

In 2002, due to recurrence of disease, the patient underwent re-operated and repeated the

chemoprophylaxis of albendazole for 13 weeks.

In 2008, the patient’s complaints recurred again. On the laboratory examinations, the more

specific serological test, specific IgG for hydatid diseases, was positive. The following

characteristics were detected with soft tissue ultrasonography in the left cruris: anterolaterally

into 2 components, 8 cm long and 8mm thick, anterior, lateral and inferior daki 3 cm long and

7mm wide, heterogeneous, hypoechoic, solid character, type 4 lesions compatible with a hydatid

cyst. Hepatic and thorax involvement were not observed on abdominal ultrasonography or

abdominal and thorax computed tomography (CT). In March 2009, due to recurrence of

symptoms, the patient agreed to surgery. She underwent complete excision of the diseased

area with surrounding healthy tissue (Figs. 1–3) and was placed on albendazole treatment for 13

weeks.

The patient underwent follow-up visits for 2 years without any further complaints or relapse or

post-surgery complications.

Discussion

Intramuscular lesions with the absence of liver, lung or bone manifestations sometimes pose

diagnostic dilemmas. Hydatid cyst can occur in the form of multiple cystic masses in the muscle.

However, solid-looking soft tissue cysts may be misinterpreted for hydatid cyst if there is debris

or infection within. Hydatid cyst may mimic soft tissue tumours, haematoma, abscess, aneurysm;

patients should be evaluated using the medical history, clinical symptoms and radiological

findings[4–6,11,12].

Especially in endemic areas, radiological imaging should be performed before invasive

procedures such as biopsy. Ultrasonography is the most commonly used imaging method

throughout the world. It is easy and inexpensive and staging can also be performed. A simple cyst

is surrounded by a cyst membrane with buddings. Protoscolices and daughter cysts are produced

by the inner layer and they fill the inside of the cyst. In the presence of daughter vesicles, the

rosette sign can be discernible. The amorphous substances that lead to an erroneous diagnosis

can be located inside the cysts. The presence of calcification in the wall of cyst is a diagnostic

factor for hydatid cyst[10]. Ultrasonographic findings are similar to CT and magnetic resonance

imaging (MRI). Abdominal MRI may be useful to evaluate the pericyst, cyst matrix, and daughter

Fig. 1. Intraoperative cystic mass.
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cyst characteristics[13]. However, typical ultrasonographic findings of musculoskeletal hydatid

disease do not exist. Calcifications are not always revealed. Absence of calcification should not be

preclude hydatid cyst disease, especially in endemic areas.

According to the information in the literature, detection of calcification varies. Booz et al.[14]

showed 38% calcification using plain radiography, but 2 of them proved to be calcification. In

another study, calcification was found in only 1 of 8 patients[15]. In our case, typical appearance of

hydatid cyst (multiloculated cysts with internal echoes and septations between the muscles) was

present and these findings were confirmed by serological tests.

Surgery is the primary treatment of hydatid cyst disease. For most cysts, surgical resection

involving laparoscopic or open complete cyst removal with instillation of a scolicidal agent is

Fig. 2. Intraoperative cystic mass.

Fig. 3. Cystic mass after complete excision.
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preferred and is usually curative. In general, all cysts are treated surgically, but conservative

treatment can be applied in elderly patients with small, asymptomatic, and intensive calcified

cysts. The postsurgical recurrent rate is from 1% to 20%, but it is �5% in experienced centres[16].

The success rate with medical therapy alone is 50%[13]. The cysts do not completely disappear, but

preoperative medical treatment can shrink them before surgery and prevent the spread of

daughter vesicles[16].

Medical therapy alone without surgical drainage is recommended in patients at risk for surgical

resection or with disseminated disease[13]. The study of Alvarez et al.[15] included 13 patients with

muscular hydatid cyst; surgery was done in 9 patients but could not be done in 4 patients due to

localization. Patients who have undergone medical treatment only did not achieve cure. In our

case, recurrence was seen in conjunction with surgical and medical treatment.

We believe that in patients with a cystic mass, regardless of localization, especially in countries

where hydatid cyst is endemic such as in our country, hydatid cyst should be considered in the

differential diagnosis. Ultrasonography and CT are the preferred methods for imaging diagnosis;

MRI should be done if necessary. When relapse occurs in patients who have undergone medical

treatment alone, surgical excision should be performed with medical treatment.
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