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ABSTRACT

Cerebral hydatidosis is a rare disease, causing 1% to 3% of intracranial
expansive processes. We report a case of a cerebral hydatic cyst in a 24-
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year-old man who had been seen for diplopia and intracranial hypertension

syndrome. The CT and MRI of the brain showed a cystic mass, limited at
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the right lobe. The patient was operated, histology confirmed the diagnosis.

Albendazole was prescribed immediately after surgery for 4 months. Clinic
evolution has been favourable. The support of this particular location is

discussed in light of literature data.
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1. INTRODUCTION

The hydatid cyst is a parasitic disease caused by
echinococcus granulosis. It is endemic in several traditional
livestock countries, including Madagascar. [1]. Cerebral
localization is rare and represents between 1% to 2% of
the different hydatid locations. It mainly affects children
and adolescents in rural areas with a clinical manifestation
similar to cerebral tumour syndrome [2]. Its diagnosis is
now easier because of the availability of brain imaging
such as CTscan and magnetic resonance imaging (MRI)
[3]. Surgery remains the treatment of choice.

We report a case of cerebral localization of hydatic cyst
in a young man of 24 years of age, on the occasion of
which, we review the elements of radiological diagnosis
and management.

2. OBSERVATION

Patient of 24 years old, without any particular history,
admitted to a neurosurgical consultation for diplopia to
an intracranial hypertension syndrome with headache and
vomiting. At the clinical examination, we noted an alter-
ation of the general condition with a weight loss of 10 kg in
one month before and physical asthenia after less activity.
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He complains of moderate headaches and vomiting every
time he eats.

The CT-scan cerebral revealed a large cyst, parietal-
right lobe, spontaneously hypodense, without contrast
uptake, oval shape and regular contours (Fig. 1). The cyst
had an important mass effect on the adjacent cerebral
parenchyma, especially in the right parietal lobe.

An MRI brain was performed in addition to the CT
scan. It confirmed the voluminous cystic mass, intra
parenchymatous of right parietal lobe, hypersignal in T2
without peri-lesional edema (Fig. 2); on the sequences T1
after injection of gadolinium it is an hyposignal (Fig. 3).
It also objectified the compressive character of the lesion
with effacement of the posterior horn of the right lat-
eral ventricle. The blood count revealed a non-specific
eosinophilia hyper. Hydatid serology was not performed.

As part of the extension check-up, the patient underwent
an abdominal ultrasound and a chest x-ray to look for
other hydatid locations. The patient was treated by the
surgery, where he received a resection of the lesion by hydro
dissection using hypertonic saline serum according to the
technique of Arana Iniguez.

The clinical course was favorable and the patient also
received medical treatment based on of albendazole at the
rate of 10 mg/kg/d divided into two doses for 04 months.
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Fig. 1. CT scan showing a hydatic cerebral cyst located at the right parietal level, with microcalcification in the posterior wall of the cyst
(bright blue arrow).

Fig. 4. Cerebral parenchyma-excision: Cyst containing a parasitic
larva (panel A). HE, G X 4 (panel B). Source: Laboratory of
Pathological Anatomy and Cytology, CENHOSOA.

The diagnosis of certainty was provided by the histological
study of the lesion which objectified a cyst containing a
parasitic larva (Fig. 4a and b). The surgical follow-up was
simple.

3. DISCUSSION

The cerebral hydatid cyst is a rare disease, causing 1%—
3% of intracranial expansive processes [4], [5]. Usually
observed in the liver and lung, cerebral localization of the
hydatid cyst is rare, accounting for about 1% to 2% of
all localization [6]. Leroy et al. [7] reported splenic, renal,
retro peritoneal and cardiac involvement in their study.
The rarity of the cerebral hydatic cyst is explained by the
presence of a hepatic and pulmonary filter constituting
obstacles to be crossed by the parasite before reaching sys-
temic circulation [8], [9]. The different authors mention the
frequency of this pathology in children and young adults
[10]H12]. The preponderant involvement of the male sex as
our case is striking [4], [5].

Symptoms depend on location and can range from
simple headaches to temporal engagement. The most com-
mon form of presentation is intracranial hypertension
syndrome [13], [14], associated with focal signs, visual dis-
turbances, seizures and sometimes coma [15]. Our patient
was admitted for vertigo associated with intracranial
hypertension syndrome. The mode of development of the
cerebral hydatid cyst is most often late, depending on the
organ affected and associated complications [7].

Imaging is essential in the positive diagnosis and pre-
therapeutic assessment of cerebral hydatic cyst. X-ray of
the skull was not performed in our case; but authors
report a voluminous calcification of the cranial vault visu-
alized on radiography corresponding to a calcified cerebral
hydatid cyst [12]. The current diagnostic tools are CT and
MRI brain. The CT scan cerebral is the key examination,
making a positive diagnosis of a hydatid brain cyst in
almost all cases. It typically shows, as in our observation, a
cystic mass, round or oval with clear contours, thin-walled,
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of density equivalent to that of the cerebrospinal fluid
(CSF) associated with an important mass effect [1], [&], [9].
The cerebral hydatid cyst does not usually increase after
injection and is not accompanied by perilesional edema
[1], [10], [13]. The almost constant absence of peripheral
enhancement by contrast product is explained by the thin-
ness of the pericyst in the brain and by the adhesion of
the hydatid membrane to the brain [9]. However, cases of
hydatid cerebral cyst with contrast uptake and peripheral
edema have been reported in the literature [9].

The hydatid cyst is often a single, intra-parenchymatous,
supratentacular lesion, well limited, often spherical, with
a density identical to that of cerebrospinal fluid, its wall
is thin and is not enhanced by contrast, There is no
peri-lesion edema [16]. Sub-tensor locations, especially
cerebellar ones, are rare.

He usually sits to the left [11]; related to the direct birth
of the left common carotid artery in the aorta, making it
easier for the embolism to migrate directly to the brain
[9]. The presence of intra-cystic calcifications and cyst wall
are rare.

In our case, the lesion was unique, of supra-tensor
seat in posterior parietal right lobe, without contrast,
spherical and we note a presence of calcification at the
level of the cystic wall. According to Choukri [17] and
Benzagmont et al. [ 18], calcifications within the cyst during
its involution usually mark death and inactivity of the
parasite.

Brain MRI may be essential in the case of a reengineered
cyst and will eliminate differential diagnoses. Problems
of differential diagnosis may arise especially in cases of
cyst rearrangement; these differential diagnoses are: cystic
gliomas, arachnoid cysts, other infectious processes; the
cyst wall is thick in these cases with or without contrast
[19]. An MRI image of an intense iso cyst relative to the
cephalospinal fluid in T1 and T2, with an intense hypo wall
in T2, and without associated peri-lesional edema, will be
characterized by a healthy cerebral hydatic cyst, this is the
case in 75% of cases [4]. On the other hand, when there
is a peri-lesion edema, hyperintense in T2, with a contrast
taking of the wall, the hydatid cyst is said to be compli-
cated, and then arises the problem of differential diagnosis
[4]. Brain MRI would better locate and characterize the
cerebral hydatic cyst than CT [20]. Other locations may be
associated in about 30% of cases [21], including liver and
lung particularly, they should be systematically searched
for by performing an abdominal ultrasound and a chest
X-ray.

The brain imaging allowed to evoke the hypothesis of
hydatic cyst in our patient. The diagnosis of certainty was
provided by the histological study of the lesion.

Hydatid serology is often negative, not specific for brain
hydatid cyst [12] and was not performed in our patient,
then the search for other locations of the hydatid cyst was
negative.

Compared to the typical forms, the diagnosis of cerebral
hydatic cyst is relatively easy by including the sociodemo-
graphic and epidemiological data of the patient.

The curative treatment of the cerebral hydatid cyst is
surgical [10]-{12] and should be considered whenever pos-
sible. Our patient received surgical treatment with mass
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enucleation by the hydro dissection of ”Arana-Iniguez”
which is the most widely used technique [10], [12], [13].
He was put on medical treatment with Albendazole at a
rate of 10 mg/kg/d for 04 months divided into two doses;
which is consistent with the literature data [7], [13]. Post-
operative complications of cerebral hydatid cyst are rare.
However, subdural hematoma [10], surgical wound infec-
tion, postoperative meningitis [10], [8], sequelal blindness
and diplopia [8] have been reported. The suites post-
operative procedures were simple. The risk of recurrence
is about 19%, and it is correlated with the rate of intraop-
erative rupture of the cyst, the more there is rupture, the
higher the risk of recurrence [4]. Mortality associated with
the cerebral hydatic cyst is 10.12%, morbidity 9.52% and
operative mortality 8.48% (19-20). The sequelae are often
epilepsy-type, blindness secondary to intracranial hyper-
tension syndrome (related to late diagnosis) and motor
deficit [21].

4. CONCLUSION

The cerebral hydatid cyst is a rare disease. Its symp-
tomatology is aspecific and progressive, dominated by
intracranial hypertension. Imaging with CT and MRI is
essential for positive diagnosis of this disease, but only
histology provides diagnostic certainty. The prognosis of
cerebral hydatid cyst is good after surgical treatment com-
bined with antiparasitic medical treatment.
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