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ABSTRACT: Cerebral hydatid cyst is a rare entity seen in upto 2%.[1] It can be primary (single) or 

secondary (multiple). 18 year old male presented with chief complaints of headache, nausea, 

vomiting. Non Contrast Computed Tomography (NCCT) and Contrast Enhanced Magnetic Resonance 

Imaging (CEMRI) findings revealed possibility of hydatid cyst. Surgery remains mainstay of 

treatment. The patient was operated and pathology report confirmed the diagnosis. 
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INTRODUCTION: Larval stage of parasitic tapeworm Echinococcus granulosus is called hydatid cyst. 

Liver is most commonly involved organ (77%), followed by lungs (43%). However, brain 

involvement is 2%, heart 2%, kidneys 2%, orbit 1%, spinal cord 1%, spleen, spine, spermatic cord 

and soft tissues.[1] It is usually seen in children and adolescents. It’s incidence is reported to be 0.2% 

of all intracranial space occupying lesions (SOL).[2] Definite host of tapeworm Echinococcus 

granulosusis dog, mammals being intermittent hosts. Human infection is usually via faeco oral 

transmission. 

 

CASE REPORT: We present a case of 18 year old male who presented to emergency department with 

signs and symptoms of increased intracranial tension in the form of headache, nausea, vomiting 

which had an insidious onset and was progressive in nature. Patient was then referred to department 

of radiodiagnosis for Non contrast computed tomography (NCCT) which showed a large well defined 

cystic SOL of cerebrospinal fluid (CSF) density measuring approximately 6.9*5.8 cm noted in right 

parietal lobe in the Middle cerebral artery (MCA) territory causing mass effect in the form of midline 

shift to left and compression of lateral ventricles. No perifocal edema was noted. 

To confirm the diagnosis patient was taken up for contrast enhanced magnetic resonance 

imaging (CEMRI) which revealed a non-enhancing cystic SOL displaying CSF signals on all pulse 

sequences and mass effect. The cyst was removed surgically and pathology report confirmed the 

diagnosis. 
 

CONCLUSIONS: Intracranial hydatid disease is among the rare entities with reported incidence of 1-

2%.[3][4][5] Cerebral hydatid cysts can be primary (single) or secondary (multiple). They commonly 

involve the MCA territory like in our case. Other rarer sites are posterior fossa, intraventricular and 

intraorbital. Clinical features are focal neurological deficit and increased intracranial tension due to 

large size. Cyst is composed of endocyst, ectocyst and pericyst. In brain, pericyst is very thin because 

of minimal host reaction. 

Differential diagnosis includes cerebral abscess, arachnoid cyst and brain tumours. Absence 

of any perifocal edema, absence of post contrast enhancement, typical CSF intensity on all CEMRI 
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pulse sequences and CSF attenuation on NCCT rule out the possibility of cerebral abscess and brain 

tumors. Intra axial location of the SOL ruled out possibility of arachnoid cyst. 

Blood tests revealed normal findings contrary to eosinophilia which is usually found in 

Echinococcal infestations. This was possibly due to the fact that brain tissue does not evoke enough 

host response leading to false negative results. 

Treatment of choice is surgery, however spillage is a serious concern per operatively. 

Dowling-Orlando technique involves lowering the head of operating table and instilling warm saline 

between cyst and surrounding brain. This reduces the chance of rupture enormously.[6] Post 

operatively antibiotic cover usually albendazole is given. 

 

Teaching Point: Possibility of cerebral hydatid though rare should be considered specially in 

children and adolescents where epidemiology and imaging favours the diagnosis. Also apart from a 

CT, MRI should also be undertaken to look for any intracystic content and features of any rupture. 

Pre-operative diagnostic workup is necessary because rupturing a hydatid cyst preoperatively, it will 

lead to catastrophic results. 

 

 

 
 

 

 

Fig. 1: NCCT axial scan showing a well defined cystic SOL of CSF attenuation noted in right middle 

cerebral artery territory measuring approximately 6.9*5.8 cm causing mass effect in the form of 

midline shift to left and compression of right lateral ventricles. 

Figure 1 
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Fig. 2: [A] MRI T1W axial [B] MRI T1W sagittal [C] CEMRI T1W axial [D] MRI T2W axial scan showing 

an intra axial well defined cystic SOL displaying CSF signal intensity with no post contrast 

enhancement and no perifocal edema noted in right middle cerebral artery territory measuring 

approximately 6.9*3.8 cmcausing mass effect in the form of midline shift to left and compression of 

right lateral ventricles. 
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