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ABSTRACT

Hydatid cyst is the larval form of the parasite, echinococcus granulosus. We operated upon a case of a giant hydatid cyst in the
left cerebral hemisphere of a 10-year male child. The patient presented to us with a history of headache, vomiting, vertigo and
difficulty in walking. On the examination, there was hemiparesis on the right side and left-sided papilledema. The CT scan
showed a large extra-axial cystic lesion in the left frontotemporoparietal area. Craniotomy and excision of the cyst by hydro-dis-
section was performed. The patient recovered uneventfully and was discharged. Albendazole was given postoperatively for a
period of one month. The follow-up CT scan, performed after three months, showed complete resolution of the disease.
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INTRODUCTION

Hydatid disease is caused by infestation of a parasite, taenia
echinococcus." Different wild carnivorous animals like dogs are
the definitive host. These animals are infected by eating the
involvedorgan ofintermediate hosts like sheepandgoats. Defini-
tivehostharboursthewormsinitsintestine. The ovas ofthe para-
site are excreted with feces of the definitive host and contami-
nate vegetables and grass etc. Intermediate hosts like human
beings, sheep, goats, and cattle are infested by eating these
contaminated vegetables, grass and milk. Embryos are released
fromthese eggsinthe stomach ofinfectedintermediate hostand
pass through the gut wall into the portal system and are
entrapped in various organs like liver and lungs. Embryos may
pass through capillaries of lungs and enter into systemic circula-
tion and be entrapped in brain. These entrapped embryos
develop into the larval stage, which is the cystic form of the
disease. Symptoms of the disease develop according to the
organ involved. In the case of involvement of brain, headache,
fits, vomiting, focal neurological deficits, vertigo, walking
difficulty, and vision deterioration are common symptoms.'Exci-
sion in toto without rupture is the goal of the successful surgical
treatment.” Rupture of cyst before or during surgery may lead to
anaphylaxis and recurrence of disease. Medical treatment with
albendazole forone month aftersurgery isrecommended.'
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We, herein, present a case of a 10-year male child with a large
hydatid cystin the brain that was removed in toto by hydro-dis-
sectionwithoutany complications.

CASE REPORT

A 10-year shepherd child presented in the Outpatient Depart-
ment with complaints of headache, vomiting, vertigo, and
difficulty in walking due to right-sided weakness. The patient
was admitted in the Pediatric Neurosurgical Department.
History was taken and clinical examination, including general
physical and systemic examination, was performed. On exami-
nation, power status was 5/5 on the left side and 3/5 on theright
side. On fundoscopy, papilledema of grade 1 was noted on the
left side. Necessary investigations like complete blood count
(CBC), random blood sugar, and CT scan brain plain and with IV
contrast were carried out. CT findings were in favour of hydatid
cyst (Figure 1). Antibodies against echinococcus by
immunoassay and MRI brain plain and with IV contrast were
obtained to confirm the diagnosis. On laboratory investigation,
total leucocyte count (TLC) was 9800/mm?’ with eosinophils
being 9%. CT and MRI scans showed well-circumscribed cystic
lesion. Extra-axially placed in left frontotemporoparietal region
with significant mass effect without ringenhancementand peri-
focal edema. On the basis of history, clinical examination, posi-
tive enzyme-linked immunosorbent assay (ELISA), and CT and
MRIscans, the diagnosis of hydatid cyst was confirmed. Surgery
was planned for craniotomy and excision of the cyst. The patient
wasexaminedbytheanesthetistforfitnessforthegeneralanes-
thesia. Operation theatre and intensive care staff were
informed one day before the surgery. Precautionary measures,
suchashypertonicsalinepreparation,andhydrocortisoneinjec-
tion availability were assured. General anesthesia was given;
and we proceeded forsurgery insupine position with head tilton
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the right side. Left-sided frontotemporoparietal craniotomy was
performed with the help of craniotome. U-shaped dural flap was
raised, and the cyst was visualised as glistening yellowish-white
structure. Dowling's technique of hydro-dissection was used to
enucleate the cyst. Foley's catheter was gently placed in-be-
tween the cyst wall and brain parenchyma. Hypertonic normal
saline was pushed gently with the help of bladder wash syringe.
Head-side of the table was tilted down and Foley's catheter was
advanced gradually; and the process of hydro-dissection was
continued. The cyst was brought out slowly in toto and put into
the bowl already placed for it (Figure 2). The patient was recov-
ered from anesthesia and shifted to intensive care unitfor three
days; and later discharged after one week on albendazole, 10
mg/kg, twice daily, for one month. Follow-up CT scan was done
afterthree months. The lesion was completely resolved.

Figure 1: CT scan afterintravenous contrast showing large, well-circum-
scribed cysticlesionintheleft frontotemporoparietal region, suggestive
ofhydatid cyst.

DISCUSSION

Ourpatientwasa 10-yearshepherd by occupation, belonging to
a cattle farming area. Hydatid disease is reported from all over
the world but the main foci are sheep and goat farming areas of
the subcontinent, Mediterranean regions, Australia, America
and Africa. Accordingto literature, thisdiseaseis more common
in the pediatric age group in endemic areas, especially in those
having contact with sheepand goats.*

Figure2:Intacthydatid cystremoved by hydro-dissection.

Children suffering from hydatid disease in other areas of the
body like liverand lung were managed in this hospital; butitwas
the first case of hydatid cystin brain, which is a rare location for
this disease as compared to other areas of the body.>Cyst was
locatedinleftfronto-parietotemporal regionin our patient. Pari-
etal lobe is involved more frequently as compared to other
areas of the brain, as reported in the literature.*Single cyst is
more common but multiple cysts may also be present.’Hydatid
cystgrowsslowly atarate of 1-5 cm peryear. Symptoms appear
gradually, and aggravate when it attains a larger size.®In our
patient, there was a history of headaches for two years.
Vomiting started four months later, followed by right-sided
weakness and gait disturbance for the seven months. All the
features of raised intracranial pressure including headache,
vomiting, vertigo, fits, visual disturbances, focal neurological
deficits, and papilledema are reported to be present in the
patients with intracranial hydatid cyst.' Probable diagnosis was
made on CT scan findings of well-circumscribed cystic lesion
extra-axially placed in left frontotemporoparietal region with
significant mass effect without perifocal edema and ring
enhancement. Allthesefindings arereported to be diagnostic of
hydatid cyst in brain. MRI scan showed similar findings.
Magnetic resonant spectroscopy and diffusion-weighted
imaging help in diagnosis of intracranial hydatid cyst.”

Different surgical techniques, used for removal of hydatid cyst,
are mentioned. One technique is direct puncture and aspiration
ofthe cystfluidthroughasmallholeinthe cyst walland expulsion
of the cyst through a small cortical incision over cyst. The other
one is Dowling's technique of hydro-dissection, in which normal
saline is irrigated gently between the cyst wall and brain
parenchyma to deliver the cyst intact.’

We used the technique of hydro-dissection. Rupture of the cyst
results in spillage of fluid and scoleces that may result in severe
anaphylaxis immediately and recurrence of disease later on.”
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Hypertonic saline or formalin can be injected into the cyst to kill
scoleces but the leakage of fluid from the puncture site may take
place, and vigilance is required.® Albendazole is a broad-spec-
trumoral antihelminthic drug used in high doses (10 mg/kg twice
daily) for atleast one month." We also used this drugin the same
dose and duration. A follow-up CT scan may be performed any
time aftersurgery. We performed a CT scan afterthree months of
surgery anditshowed completeresolutionofthelesion.

In conclusion, this case illustrates that hydatid cyst should be
included in the differential diagnosis of children living, in or
coming from an endemic country, who present with an intracere-
bralcyst.
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