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Case Report

Osseous Hydatid Disease
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Abstract

A 48-year-old man referred with pain and swelling at the upper and middle third of left tibia with a history of previous os-
seous hydatid disease three years ago. Despite surgical procedure which was performed in this case, recurrence was ob-
served and repeated exploration with wide resection and oral medical therapy were recommended. Bone hydatid cyst is an
uncommon disease with difficult response to treatment. Hydatid disease should be included in the differential diagnosis of

cystic lesions of bone in endemic regions.
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Introduction

Hydatidosis is a parasitic disease caused by
Echinococcus granulosus by the development
of the parasite's larval in man (1, 2). All parts
of the body may be involved, but the liver and
lungs are the main locations of the disease. The
bone infection is rare, accounting for 0.5 to
2.5% of all hydatic lesions (3, 4). Patients
usually are asymptomatic and present at an ad-
vanced stage of the disease, when lesions have
become extensive. Hydatid bone disease is not
easy to eradicate and may be impossible to cure
(4, 5). Here we report a case of this rare entity
of an isolated hydatid cyst of the tibia.

Case Report

In December 2006, a 48-year-old man was ad-
mitted to Boo-Ali Hospital (a University Hos-
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pital in Zahedan, Southeast of Iran) and was
complaining of pain in his left tibia. He had a
history of taking care of animals such as sheep
and dog. His past medical history was
unremarkable, but he had a history of a patho-
logical fracture in three years before. At that
time, radiographs showed signs of osseous hy-
datid disease including lucent lesions in the left
tibia that was associated with bone expansion
and thinning of the cortex. Pathological results
confirmed the hydatid cyst. He underwent sur-
gery where curettage was done. Then, he was
treated with albendazole but he discontinued
his treatment after two weeks. After 3 years, he
was admitted for recurrent tenderness and
swelling at the upper and middle third of tibia
without any general symptoms. Physical ex-
amination revealed a fluctuating mass with a
diameter of 2x3 cm in the left tibia. Radio-
graphs revealed an old fracture with multiple
oval cysts (2.5 cm to 5 cm. in a mean diame-
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ter), located in the diaphyseal part of the tibia
(Fig. 1).

Computed tomographic (CT) scan revealed hy-
podense bone lesions with sclerosis and defect
of cortex of the left tibia. A periosteal reaction
was evident in the cortical area (Fig.2). No sig-
nificant abnormalities were found on CXR. The
brain CT- scan was normal. The sonography of
the abdomen and pelvic had no findings of ab-
normality. The laboratory investigations re-
vealed Hgb 13.7 g/dl; WBC 4000 (Neutro, 60%
and Lymph, 40%); ESR 14mm/hr; Alt 46; Ast

29; Alkpho 160; total bili 0.5 and U/A normal.
Clear fluid was aspirated from the abscess, and
the sample was sent for microbiology studies.
The microscopy report confirmed the diagnosis.
The lower extremity was casted and immobi-
lized. Oral therapy with albendazole (800 mg
/day) was prescribed at one cycle before sur-
gery and recommended for 4 courses after re-
section. Repeated exploration with wide resec-
tion and oral therapy was necessary. At this
time, he was referred to the other hospital for

surgery.

Fig. 1: Antroposterior and lateral radiograph of left tibia showing cystic lesions (arrow) with old fracture
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Fig. 2: Computed tomographic (CT) scan showing hypodense bone lesions (arrow) with sclerosis and defect of cortex of

Discussion

Primary bone location is very rare, accounting
for 0.5- 2.5% of all hydatid lesions (1). Extras-
pinal locations are even rarer (6). However,
there are some reports about hydatid disease in
humerus, femur, hip, scapula, rib, iliac, tarsal
bones, and tibia (6-14). Sapkas et al. reviewed
8 cases of hydatid bone disease in different
anatomical locations with follow-up periods
from 4 to 16 years, and discussed many related
diagnostic and therapeutic problems (1). Hyda-
tid bone disease is often asymptomatic, and is
therefore usually diagnosed at an advanced
stage (15), as in the present case. The initial
location of the lesion in long bones is meta-
physical or epiphyseal, later extending to the
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left tibia

diaphysis. Diagnosis is primarily based on
findings of X-ray and CT scans. X-ray findings
include monolocular, bilocular, or multilocular
cysts. Monolocular cysts, as in this case, are
rarely observed and are characterized by their
oval or polycyclic nonspecific lacunae of varia-
ble sizes. Progression of the disease takes place
in 2 forms: formation of diverticuli and ex-
ogenous vesiculation (16, 17). Potential com-
plications include pathological fracture, infec-
tion, and fistulization of the abscess. The
present case experienced pathological fracture
and fistulization of the abscess.

Hydatid bone disease should be considered in
the differential diagnosis of osteolytic lesions,
especially in endemic areas. Differential diag-
noses include chronic osteomyelitis, fibrous
dysplasia of bone, osteosarcoma, and benign
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cystic lesions. The presence of a periosteal
reaction, osteosclerosis, and calcification are
not specific for hydatid bone disease (15, 18).
The present case of hydatid bone disease was
not suspected preoperatively,and the immuno-
logical tests such as haemagglutination and to-
tal and specific immunoglobulin E level mea-
surements were not performed, although they
are recommended in the literature as preopera-
tive diagnosticparameters (1, 15).

Surgery is the treatment of choice for hydatid
bone lesions. Many authors have advocated
wide resection of the involved bone along with
the surrounding soft tissue as the only defini-
tive treatment of the condition (4) with or with-
out chemotherapy using albendazole or meben-
dazole (9). Natarajan et al. (2) emphasised on
the need for complete surgical extirpation of
the cyst. Curettage and deep radiotherapy have
been reported to be insufficient (19). Despite
the limited surgical procedure which was per-
formed in this case, 3 years ago, recurrence was
observed and repeated exploration with wide
resection was necessary.

Conclusively hydatid bone disease is a rare dis-
ease that treatment is difficult and recurrence is
common. A high index of suspicion is neces-
sary for its diagnosis, especially in patients who
live in or travel to sheep-raising areas where
hydatid disease is endemic.

Acknowledgments

We would like to thank Mrs Batool Namroodi
and Saideh Metanat for collecting of data.

References

1. Sapkas GS, Stathakopoulos DP, Babis
GC, Tsarouchas JK. Hydatid disease of
bones and joints. 8 cases followed for 4-
16 years. Acta Orthop Scand. 1998;
69(1): 89-94.

10.

11.

12.

Kalinova K, Proichev V, Stefanova P,
Tokmakova K, Poriazova E. Hydatid
bone disease:A case report and review of
the literature. J Orthop Surg (Hong
Kong). 2005; 13(3):323-5.

Natarajan MV, Kumar AK, Sivaseelam
A, lyakutty P, Raja M, Rajagopal TS.
Using custom mega prosthesis to treat
hydatidosis of bone: a report of 3 cases. J
Orthop Surg (Hong Kong). 2002;10(2):
203-5.

Mnaymneh W, Yacoubian V, Bikhazi K.
Hydatidosis of the pelvic girdle- treatment
by partial pelvectomy: A case report. J
Bone Joint Surg Am. 1977;59(4): 538-4.
Charles H King. Cestodes. In: Mandell,
Douglas, Benetts, editors. Principles and
practice of infectious diseases, Churchill
Livingstone; 2005. p: 3285-3299.

Herrera A, Martinez A. Extraspinal bone
hydatidosis. J Bone Joint Surg Am. 2003;
85(9):1790-94.

Bauer T, Daivid T, Lortat-Jacob A. Exten-
sive hydatid disease of the femur: a case
report. Med Mal Infect. 2004;34(4):177-9.
Tomos P, Kakaris S, Lachanas E, Kara-
katsani A. Secondary echinococcosis of
the rib and soft tissues. Respiration.
2005;72(5):542.

Aslan B, Aslan G, Ozardali 1. Multilocu-
lar echinococcosis in humerus: a case re-
port. J Egypt Sco Parasitol. 2001; 31(3):
961-2.

Papanikolaou A, Antoniou N, Pavlakis D,
Garas G. Hydatid disease of the tarsal
bones: a case report. J Foot Ankle Surg.
2005; 44(5): 396-400.

Arti HR, Yousofi-Darani H. Fibular hyda-
tid cyst, Indian Journal of Orthopaedics.
2007; 41(3):244-45.

Fakoor M, Marashi- Nejad SA, Maraghi
S. Hydatidosis of tibia, Pak J Med Sci.
2006; 22(4): 468-470.

63



13.

14.

15.

16.

64

Iranian J Parasitol: Vol. 3, No.4, 2008, pp. 60-64

Omidi Kashani F, Hagi Z, Mazioumi M.
Unusual presentation of iliac bone hydatid
cyst, Iran J Med Sci. 2007;32(2):121-123.
Ebrahimi A,Assadi M, Saghari M, Eftek-
hari M, Ghasemikhah R, Assadi S.Whole
body bone scintigraphy in osseous hyda-
tosis: A case report. ] Med Reports. 2007;
1:93.

Zlitni M, Ezzaouia K, Lebib H, Karray M,
Kooli M, Mestiri M. Hydatid cyst of
bone: diagnosis and treatment. World J
Surg. 2001;25(1):75-82.

Markakis P, Markaki S, Prevedorou D,
Bouropoulou V. Echinococcosis of bone:

17.

18.

19.

clinico-laboratory findings and differen-
tial diagnostic problems. Arch Anat Cytol
Pathol. 1990;38(3):92-4.

Saidi F. Hydatid cysts of bone. In: Saidi
F, editor. Surgery of hydatid disease.
London: WB Saunders. 1976;135-8.
Torricelli P, Martinelli C, Biagini R, Rug-
gieri P, De Cristofaro R. Radiographic
and computed tomographic findings in
hydatid disease of bone. Skeletal Ra-
diol.1990;19(6):435-9.

Engin G, Acunas B, Rozanes I, Acunas G.
Hydatid disease with unusual localization.
Eur Radiol. 2000;10(12):1904-12




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


