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Case Report

Imaging Findings of an Unusually Located Hydatid Cyst Presented as a
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with the diagnosis of sacrococcygeal HD.

Hydatid disease (HD) is a parasitic infection that is most commonly caused by the larval stage of Echinococcus granulosus. Unusual
location for this disease can cause diagnostic and therapeutic problems. We herein report a case of sacrococcygeal HD at an unusual
location in a 30-year-old woman. She was evaluated using computed tomography (CT) imaging and magnetic resonance imaging
(MRI) after the demonstration of the lucent bone lesion on plain pelvic radiography. There was an expansile lytic mass without contrast
enhancement suggesting a cystic mass in the sacrococcygeal region. Medical history revealed that she had undergone surgery for liver HD
and the serological test results were diagnostic for HD. In light of this, no surgery was carried out for this cystic mass and she was followed
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1. Introduction

Hydatid disease (HD) is an endemic parasitic infection
that is most commonly caused by the larval stage of Echi-
nococcus granulosus (1, 2). Cysts are mostly found in the
liver (55-60%) and lungs (30%) and involvement of the
bones is very rare (1-4%) (3, 4). The unusual site of HD can
cause misdiagnoses and complications (4). We herein
present this case as areminder that hydatid cyst thatis lo-
cated in the sacrococcygeal region can be confused with
chordoma whose most common location in the spine is
the sacrococcygeal area.

2. Case Presentation

A 30-year-old woman with a high socio-cultural status
presented with the complaints of progressive left lower
limb pain. The radiating intermittent pain started one
year ago and progressively increased in intensity. On ad-
mission, her neurological examination revealed hypoes-
thesia and radicular pain of the left leg on admission. The
pelvic computed tomography (CT) was carried out to de-
tect the sacral mass after the lucent bone lesion was spot-
ted on plain pelvic radiography. There was an expansile
lytic mass with cortical bone destruction in the sacrococ-
cygeal region (Figure 1). An abdominopelvic magnetic
resonance imaging (MRI) was performed, which showed
a lobulated and septated cystic mass at the sacrococ-
cygeal region, hyperintense on T2 weighted (W) and hy-
pointense on TIW sequences.

There was no contrast enhancement and the cystic mass
was expanding the neural foramina between the S4 ver-

tebra and coccyx (Figure 2A-D). The displacement and the
compression of the lumbosacral nerve roots was revealed
by MRI There were no additional pathological findings
on the abdominal MRI. She also had a history of liver HD
operation 6 years ago and the positive serological test re-
sults obtained at the time of pelvic mass imaging were
diagnostic for HD. The cystic mass was diagnosed as HD
based on the imaging findings and serological results.
The patient received albendazole (10 mg/kg/day) for 6
months with close observation of the liver enzymes.
There was no change in size at the one year follow-up pe-
riod and the patient rejected the operation.

s

Figure 1. A 30-year-old woman with progressive radiating left lower limb
pain and hypoesthesia and a lucent sacral bone lesion on plain pelvic ra-
diography. Axial CT scan of the pelvis shows an expansile lytic heteroge-
neous mass with cortical bone destruction in the sacrococcygeal region
(arrow).
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Figure 2. Axial pelvic MRI demonstrates a lobulated and septated cystic mass at the sacrococcygeal region. A, hyperintense on T2W fat saturated sequence.
B, hypointense on TIW sequence (arrow). C, Sagittal T2W pelvic MRI shows a hyperintense multicystic mass (thin arrow) and cystic component at the sa-
crococcygeal vertebra (thick arrow). D, Axial contrast-enhanced TIW MRI reveals that there was no contrast enhancement suggesting cystic mass (arrow).

3. Discussion

HD is a parasitic infection that is most commonly
caused by the larval stage of Echinococcus granulosus
and less frequently Echinococcus alveolaris. It is still
an important public health problem and endemic ill-
ness in countries such as China, Central Asia, the Middle
East, the Mediterranean region, Eastern Africa and parts
of South America (1, 2). Echinococcal eggs of the adult
worm are present in the small intestine of definitive
hosts. The definitive hosts are canines that excrete the
eggs with the feces. When these eggs are ingested by
intermediate hosts like sheep, cattle, goat or humans,
they penetrate the intestinal mucosa of these hosts and

enter the blood and lymphatic circulation. They are car-
ried to the various organs, most commonly the liver and
lungs where they develop into forms of hydatid cysts (2,
5). Hydatid cysts are found in the liver (55-60%), lungs
(30%), kidneys (2.5-3%), bones (1-4%), and in other organs
such as the brain (1-2%) (3, 4). HD is detected in the spine
in nearly 1% of all cases. The distribution of the disease in
the spine is 10% in the cervical area, 50% in the thoracic
area, 20% in the lumbar area and 20% in the sacrum (6).
Spinal HDs are classified into five groups as intramed-
ullary hydatid cysts, intradural extramedullary hydatid
cysts, extradural intraspinal hydatid cysts, hydatid cysts
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of the vertebrae and paravertebral hydatid disease (7).
Our case showed involvement of the vertebral, paraver-
tebral and intraspinal regions. Chordoma is the most
common tumor of the sacrococcygeal region and may
mimic cysts on CT or MRI (8). Wherever cysts are found
in the body especially in the endemic countries, HD
should be considered as the leading cause. Our case was
an example of a very unusual location of HD as a sacro-
coccygeal cystic mass. Lumbar disc herniation is the
most common reason for sciatica, lower back pain and
neurological symptoms (9). If there is no disc pathology,
the vertebral column and pelvis should be examined to
define the reason. Although very rare, in patients pre-
senting with the radiating limb pain and neurological
symptoms that are caused by the compression of spi-
nal cord or nerve roots, HD is to be considered in the
differential diagnosis in endemic countries (6). The re-
currence of HD occurs usually within 2 years after the
previous HD operation (8-22%), whereas our case was
operated for liver HD 6 years ago (5). We diagnosed our
case as HD with the imaging findings and furthermore
the history of HD operation and serological test results.
Recognition of HD, especially in endemic regions can be
helpful for the diagnosis of cystic masses in the whole
body. Preoperative diagnosis of HD is essential to pre-
vent the complications of this disease.
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