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Intracranial hydatid cysts account for 0.5-3% of all the cases of hydatid disease and contribute to 1-2% of all the intracranial 

space occupying lesions. Rare cases of intracranial hydatid disease have been reported in India. In India, the hydatid disease is 

more commonly seen in the Kurnool district of Andhra Pradesh, Madurai district of Tamil Nadu and in Punjab.  

Here we present a case of a 35-year-old female patient presented to us with diminution of vision, diplopia and headache since 10 

days. Her neurological assessment showed higher mental functions within normal limit and Visual acuity - 6/12 right eye and 6/9 

left eye, with normal fundus & right 6th cranial nerve palsy. MRI brain (P+C) done was suggestive of intra-axial well defined 

cystic lesion in right tempero- frontal lobe which is T1 hypointense and T2 hyperintense measuring 4.5×5.25cms Patient was 

subjected for surgical excision of cyst. Post operatively patient improved well with no neurological deficits. Histopathology of 

the lesion confirmed hydatid cyst. Patient was put on oral albendazole 10mg/kg per day and continued for 12 weeks. Patient is on 

regular follow up with us, with no neurological deficits.  
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Intracranial hydatid cysts account for 0.5-3% of all 

the cases of hydatid disease and contribute to 1-2% of 

all the intracranial space occupying lesions.1 Hydatid 

disease is caused by the infestation of the larvae of 

echinococcus (platyhelminth). The definitive host are 

various carnivores, the common being the dog and man 

is accidental host infested by feco-oral route. Hydatid 

cysts constitute only a small percentage of space 

occupying lesions of the brain. Rare cases of 

intracranial hydatid disease have been reported in India 

including the study done by Ramamurthi et al (0.2%) 

and Raja reddy et al (0.2%) Hydatid disease is endemic 

in the middle east, Mediterranean countries, South 

America, North Africa and Australia.1 In India, the 

hydatid disease is more commonly seen in the Kurnool 

district of Andhra Pradesh, Madurai district of Tamil 

Nadu and in Punjab.2  

A 35-year-old female patient presented to us with 

diminution of vision, diplopia and headache since 10 

days. She had no h/o seizures, vomiting, focal deficits, 

ataxia, hemiparesis and altered consciousness.  

On examination: Patient was conscious, oriented. 

Neurological assessment: Higher mental functions were 

within normal limit. 

Visual acuity: 6/12 right eye and 6/9 left eye, With 

fundus: Normal 

Cranial nerve examination showed Right 6th nerve palsy 

and other cranial nerves within normal limit. 

Diplopia charting showed Uncrossed diplopia in 

primary supraduction, abduction, dextroelevation. 

MRI brain (P+C) done was suggestive of intra-axial 

well defined cystic lesion in right Tempero - frontal 

lobe which is T1 hypointense and T2 hyperintense 

measuring 4.5×5.25 cms. 

Patient was subjected for surgical excision of cyst. 

Intraoperatively, after fronto temporal craniotomy and 

cortisectomy there was accidental rupture of the cyst 

wall and extravasation of cystic fluid. Subsequently, 

multiple nodular structured tiny cysts with fluid was 

found in the cavity which was suspected to be hydatid 

cyst following which the fluid with the contents was 

carefully suctioned without spillage and sent for 

histopathological examination. After which, the cavity 

was irrigated with 3% NaCl and closure was done. 

Ultrasound abdomen and chest X ray was done which 

revealed no evidence of cystic lesion. Post operatively 

patient improved with no neurological deficits. Patient 

was put on oral albendazole 10mg/kg per day and 

continued for 12 weeks. 

Histopathology of the lesion showed presence of 

cystic parasitic structure with lamellated ectocyst and 

focal germinal cell layer. Few invaginated scolices are 

seen showing hooklets and suckers. 

 

 
Fig. 1: T2 MRI brain showing cystic lesion in right 

frontotemporal lobe 

http://www.neurologyindia.com/article.asp?issn=0028-3886;year=1999;volume=47;issue=3;spage=214;epage=7;aulast=Gupta#ref5


 
Fig. 2: MRI brain T1 showing cystic lesion in right 

frontotemporal lobe 

 

 
Fig. 3: HPR showing cystic parasitic structure with 

lamellated ectocyst and focal germinal cell layer 

 

Hydatid disease is a rare disease caused by the 

larval stage of the cestode Echinococcus granulosus. 

Dogs are definitive host and man is intermediate host. 

The eggs hatch inside the intestines and the 

oncospheres penetrate its walls, they reach the portal 

circulation and then reach the liver where they can 

cause cystic lesions. They can move to reach the lung. 

After those two filters some could still make it to the 

systemic circulation and could reach the brain. There 

are two main forms of echinococcosis: cystic 

hydatid disease (caused by Echinococcus granulosus) 

and alveolar hydatid disease (caused by Echinococcus 

multilocularis).3 
Intracranial hydatid disease is rare; with reported 

incidence of 1-2% of all cases with hydatid disease.4  

Intracranial hydatid cysts are more frequently 

located in the supratentorial compartment. The parietal 

lobe is the commonest site. The other less common sites 

reported are skull, cavernous sinus, eye 

ball, pons, skull, extradural, cerebellum and ventricles.5  

Brain hydatid cysts can be primary or secondary. 

Primary hydatid cysts occur as a result of direct 

invasion of larva that managed and filtered via liver and 

lung to the brain and they are usually solitary. 

Secondary hydatid cysts occur as a result of rupture of 

primary cysts in others organs then reaching by 

embolization to the brain and they are usually multiple 

and infertile.6 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. Cysts develop insidiously, usually 

being asymptomatic initially. Cystic hydatid disease 

results in seizures or increased intracranial pressure of 

subacute onset and has a progressive course, often in 

association with focal neurological deficits.7 Orbital 

involvement in patients with cystic hydatid disease is 

manifested as proptosis and ophthalmoplegia. The 

neurological manifestations progress more rapidly and 

are more severe with alveolar hydatid disease than 

with cystic hydatid disease. 

Diagnosis of cerebral hydatid disease is based 

mainly on neuroimaging and could be supported with 

serological tests (ELISA have a sensitivity of 85%) and 

confirmed only with histopathological studies.8 

MRI is considered superior to CT in the diagnosis 

and in preoperative assessment. MR imaging of 

Neurohydatidosis reveals a well-defined, 

circumscribed, solitary, spherical, intra-axial cystic 

lesion. Cysts lie in the territory of the middle cerebral 

artery commonly in parietal lobe. They show no 

enhancement with Gadolinium, no calcification and 

typically no surrounding oedema. They show no 

communication to the ventricles or to subarachnoid 

space. They can cause mass effect, midline shift and 

hydrocephalus.9,11 The definitive management of a 

cerebral hydatid cyst is surgical removal of the entire 

cyst with utmost care to avoid its rupture. The Preferred 

method is by using Dowling-Orlando technique. The 

complications associated with the Dowling technique 

include subdural effusions and intracranial 

hemorrhages. To avoid these complications, some 

surgeons puncture the cyst, aspirate its contents, irrigate 

the cyst with a hypertonic saline solution, and then 

remove the shrunken cyst.12 Alveolar hydatid disease is 

invasive, and total surgical removal usually requires 

resection of adjacent tissue. Medical treatment using 

Albendazole alone or in combination with praziquintal 

may be administered post-operatively for 3-6 months. 

Albendazole may be used in patients who are not 

candidates for surgical resection of lesions, as 

prophylactic therapy for those at risk for accidental 

rupture of the cysts preoperatively, or to treat 

recurrent cystic hydatid disease after surgery.12 

 

Intracerebral hydatidosis is a rare entity seen in 

adults and should be considered as one of the 

differential diagnosis of intracranial cysts. USG 

abdomen and chest x-ray should be the part of surgical 

work up. MRI brain always remains the gold standard 

for assessing these lesions. Serological tests are 

supportive but not specific. Surgical excision should be 

planned meticulously and oral Albendazole 

postoperatively will be the most effective regimen. 

https://expertconsult.inkling.com/read/winn-youmans-winn-neurological-surgery-7e/chapter-42/chapter042a-reader-4#1724708e2ef140f9a2bb793776c90ea8
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