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Primary hydatid cyst of the neck: a case report
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Abstract. Primary hydatid cyst of the neck: a case report. Hydatid cysts in the neck are quite rare, even in areas where
the disease is endemic. The role of radiological investigation is important and, in these cases, the involvement of other
organs should be investigated. The cyst should be excised as a whole, without being ruptured, to prevent any treatment
complications. This paper presents a case of an isolated hydatid cyst localised in the supraclavicular region without any

pulmonary or hepatic involvement.

Introduction

Hydatidosis is a parasitic disease
caused by the larvae of the
Echinococcus granulosus residing
in the small intestines of carnivo-
rous animals. The disease is
endemic in societies where cattle
and sheep are bred abundantly,
such as southern Europe, southern
South America, Africa, Turkey,
Australia, New Zealand and
India.! Hydatid cysts are most
common in the liver and then the
lungs. They are rare in the spleen,
kidney, bone, and brain."* Head
and neck involvement is also rare.
Lesions in the anterior neck usual-
ly appear in the thyroid gland.*®
However, solitary lesions in the
supraclavicular and posterior cer-
vical region are rare.”"

This paper presents a primary
hydatid cyst lesion located in
the supraclavicular region and
extending to the back of the
patient with no other organ
involvement, and diagnostic and
therapeutic issues are discussed in
the light of the literature.

Case report

A 56-year-old female was admit-
ted with a lump over the right side

of the neck. It had been present for
three years and increased gradual-
ly in size. Physical examination
revealed an 8 X 7 cm, painless,
fluctuating, smooth-surfaced mass
with mobile limits located in the
right supraclavicular region and

Figure 1
Preoperative view of the patient

extending towards the back of
the patient (Figure 1). Systemic
and local physical examination
yielded no other remarkable find-
ings.

Complete blood count and
routine biochemical laboratory
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results were within normal limits.
Two indirect haemagglutination
tests performed two weeks apart
revealed negative results.
Ultrasonographic investigation of
the neck revealed a right septated
cystic lesion with regular con-
tours. Neck CT imaging revealed
a hyperintense 8 X 7 cm cystic
mass with capsule formation
located in the right supraclavicular
region and extending into the right
cervical region (Figure 2). After
the completion of the abdominal
and thorax investigations, which
were normal, the patient was hos-
pitalised with the preliminary
diagnosis of primary hydatid cyst
of the neck.

The cyst was excised totally
under general anaesthesia
(Figure 3). The cyst ruptured
during the surgical procedure and
the surgical area was contaminated
with white cyst contents, which
necessitated irrigation of the
area with 0.5% cetrimide-0.05%
chlorhexidine solution for 10
minutes. The patient received
albendazole therapy (10 mg/kg/
day) for 3 months postoperatively.
Histopathological examination
showed a hydatid cyst consisting
of three layers: the inner single
nucleated geminal layer, the
middle acellular laminated layer,
and the outer pericyst originating
from inflammatory cells. There
was no recurrence in six months
postoperative.

Discussion

Hydatid cysts are zoonotic infec-
tions caused by the larval forms
of the Echinococcus granulosus.
Dogs, wolves and foxes are
definitive hosts and shed millions
of eggs with their faeces. Sheep
and other herbivorous animals
become intermediate hosts by

eating contaminated grass; humans
contract the disease by eating
contaminated vegetables and
become intermediate hosts as
well. The ingested eggs pass into
the portal venous system by pene-
trating through the upper gastroin-
testinal mucosa. The eggs stop
first in the liver. This is why
hydatid cysts are most frequently
located in the liver. Eggs are
destroyed in the liver by leuko-
cytes and macrophages and only a
small number of them reach the
lungs through the liver sinusoids.
A few of those may, on rare occa-
sions, pass into the pulmonary
system and reach peripheral
organs. The eggs of the parasites
hatch into larvae in the final organ
of destination and cause the
typical hydatid cyst disease. Head
and neck location is very rare and
is usually in the submandibular
region, infratemporal fossa,
cervical region, cervical spine and
thyroid gland.'"#'*'¢ Lesions of
the anterior neck usually appear
as cold nodules of the thyroid.>®
Owing to early recognition and
diagnosis, thyroid cyst hydatids
are usually small in size. Neck
involvement is reported to account
for 0.5% of all hydatid cyst
cases."”

Hydatid cysts of the head and
neck are rather rare and diagnosis
is difficult in the absence of other
organ involvement. Though
hydatid cysts in the head and neck
region can be seen together with
involvement of liver, lungs and
other organs, they can be seen as
primary isolated infections as
well, as was the case with our
patient.

Hydatid cyst lesions of the head
and neck generally start as asymp-
tomatic masses and remain silent
for a long time. Symptoms are
associated with the location, size,
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and pressure of the cyst on the
surrounding structures.”? Since
findings are non-pathognomonic,
clinical suspicion is the most
important clue leading to diagno-
sis, especially in regions where
the disease is endemic. Symptoms
of hydatid cysts in the lung and
liver may appear early in the
course of the disease as a result of
proximity to bronchial and cardio-
vascular systems, and to the bil-
iary system, respectively. In iso-
lated soft tissue involvement, as in
our case, the only symptom may
be a slowly growing solitary soft
tissue mass, constituting a diag-
nostic challenge.

Radiological  investigations
and serological tests are of
considerable value for the diag-
nosis and differential diagnosis.
Visualisation of the cyst mem-
branes, septations within the
cyst and daughter vesicles are
pathognomonic.”*"® CT images
visualise the peripheral calcifi-
cations, hyper-intense capsule
formation and the relation of
the lesion to bony structures,
while MRI can help the diagnosis
by differentiating between cyst
membranes and determining the
multilocularity of the cyst struc-
ture.” In our case, the septated
structure of the cyst was obvious,
with USG and CT imaging reveal-
ing the peripheric hyperintense
capsule formation.

Serological diagnostic tests for
hydatid disease include Indirect
Haemagglutination (IHA),
Indirect Fluorescent Anticore
(IFA) and Enzyme Immune Assay
(EIA), and Complement Fixation
(Weinberg). Since serological test
results may frequently be false-
positive or false-negative, they
should be used in combination
with radiological investigations.
The serological tests were positive
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Figure 2
Axial computed tomography scan of the neck showing a cys-
tic lesion with capsule.

in only two of the six patients with
hydatid cyst of the parotid gland."
Radiological investigations are
therefore very helpful in diag-
nosis, even if serological tests
are negative, as was the case with
our patient.”® After therapy all
serological tests become negative
within 6-18 months and may be
useful in follow-up.

Fine needle aspiration is not
usually recommended due to the
risk of anaphylaxis.' However, the

visualization of scolexes and
hooks upon microscopic
investigation of the aspirate is
pathognomonic.

The golden standard in therapy
for hydatid cyst of the neck region
is excision of the lesion without
rupturing it. The germinative layer
of the cyst should be removed to
prevent further recurrences.
Insufficient excision of the germi-
native layer or rupture of the cyst
with contamination of the neigh-
bouring tissues may lead to recur-
rences. Any suspicion of contami-
nation during surgery should be
followed by washing of the surgi-
cal area with scolicidal agents and

albendazole prophylaxis for 3-
12 months. This will reduce the
risk of recurrence, but is insuffi-
cient for therapy alone.”
Following total excision we irri-
gated the surgical area with 0.5%
cetrimide-0.05% chlorhexidine
solution and administered alben-
dazole 10 mg/kg/d for three
months postoperatively. The fol-
low-up visit six months after the
operation revealed no recurrences.

Conclusion

Although extremely rare, a
hydatid cyst should be kept in
mind in the differential diagnosis
of swelling of the neck, especially
in endemic areas.
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Figure 3
Macroscopic finding of the excised cyst. *: Germinative layer
of cyst.
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