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Abstract

Case Report

Hydatid cyst is caused by the infestation of the larvae of taenia echinococcus. They are mostly found in liver or lungs
[1]. Brain infestation occurs in 1-2% cases of echinococcus infection. Isolated hydatid cyst in brain is rare
presentation [2, 3]. Cysts may drain into ventricles or rupture completely, causing spillage of contents into the
subarachnoid space, leading to fatal anaphylactic shock, meningitis or local recurrence .we are presenting a case of left
temporal lobe isolated hydatid cyst in 65 year old lady with exclusive presentation and operated in time showed
wonderful outcome.
Keywords: Surgical medical management intracranial.
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INTRODUCTION
Hydatid cyst is caused by the infstation of the
larvae of taenia echinococcus. The definitive hosts of
echinococcus are various carnivores, the common being
the dog. All mammals are intemittent hosts. Humans get
infected with feco-oral route by ingestion of food
contaminated by dog feces containing ova of the
parasite or by direct contact with dogs.
Hydatid cysts are more prevalent in china,
india, the middle east and mediterranean countries,
australia, new zealand, south america, russia, france [46]. They are most commonly (about 50-75%) seen in
children and young adults [7, 8]. The liver is the most
common organ involved (77%), followed by the lungs
(43%) [9-12]. Hydatid cysts have been reported in the
brain (2%) [13].
Cysts may drain into ventricles or rupture
completely, causing spillage of contents into the
subarachnoid space, leading to fatal anaphylactic shock,
meningitis or local recurrence [14]. Surgery is the
mainstay for treating intracranial hydatid cysts and the
aim is to excise the cysts entirely without rupture,

which can otherwise lead to catastrophic events such as
anaphylaxis [14].

CASE HISTORY
65 yr old lady presented with history of
headache for last 3 months, seizures for last 1 month,
disorientation for last 7 days. On physical examination,
patient was confused and disoriented with bilateral
papillodema and right hemiparesis. Ct scan head and
mri brain revealed large left temporal lobe cystic lesion
[15, 16]. Lesion was excised by left fronto-temporal
craniotomy. Cyst was decompressed first with needle
aspiration followed by complete excision with irrigation
with warm saline between brain and cyst wall.
Pathological examination confirmed it as hydatid cyst.
X-ray chest and usg of abdomen failed to show any
lung or liver infestation. Post-operatively, albendazole
15 mg/kg was started and continued for four weeks. The
patient showed marked improvement in her
neurological deficit and was discharged after one week
with close follow-up.1 year after surgery, she remained
well and free of disease. We recommend that for
treating brain hydatid cyst, the size of the cyst,
multiplicity, location and neurological deficit must all
be taken into consideration.
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Fig-1,2 & 3: Mri and Ct Scan Showing Left Temporal Lobe Cystic Lesion

Fig-4: CT scan after excision of the cyst

DISCUSSION
Intracranial hydatid cysts are classified as
primary or secondary. Primary cysts are formed as
aresult of direct infestation of thelarvae in the brain
without
demonstrable
involvement
of
other
organs.some factors which may lead to primary cerebral
hydatid disease can be lack of effective immune system
in the brain, special architecture of brain tissue, patent
ductus arteriosus and patent foramen ovale [17]. In our
single case, 2d-echocardiography was normal. In
primary multiple cysts, each cyst has a separate pericyst
with brood capsule scolices and these originate from
multiple larvae affecting brain after crossing the
gastrointestinal tract, liver, lungs and right side of heart
without affecting them. The primary cysts are fertile as
they contain scolices and brood capsules, hence rupture
of primary cyst can result in recurrence. The secondary
multiple cysts results from spontaneous, traumatic or

surgical rupture of the primary intracranial hydatid cyst
and they lack brood capsule and scolices. The
secondary intracranial hydatid cysts are therefore,
infertile and the resultant risk of recurrence after their
rupture is negligible.
Magnetic
resonance
and
ct
scans
characteristically show a spherical, well defined, nonenhancing cystic lesion without peripheral edema. The
treatment of hydatid cyst is surgical. The aim of the
surgery is to excise the cyst in toto without ruputure to
prevent recurrence and anaphylactic reaction. Dowlingorlando technique remains the preffered method, in
which the cyst can be delivered by lowering the head of
the operating table and installing warm saline between
cyst and the surrounding brain parenchyma. This is
possible because of minimal adhsions around the cyst
wall [18].
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Some isolated case reports have shown
complete disappearance of multiple intracranial hydatid
cysts with albendazole therapy in a daily dose of
10mg/kg,taken three times a day for 4 months [19, 20].

CONCLUSION
Incidence of primary hydatid cyst of brain is
very rare. Patent ductus arteriosus and patent foramen
ovale have been the proposed factors. In our case,
larvae might have passed through the capillary filter of
the liver and lungs, entered into the sytemic circulation
and reached the brain. Sometimes because of large size,
in toto removal or medical management is not possible,
in that case intracystic decompression followed by
removal of the cyst wall by gentle traction and saline
irrigation between cyst wall brain interfaces is a better
option followed by oral anti helminthic drugs.
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