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Although sheep are common interme-
diate host of Echinococcus granulosa, hu-
man beings accidentaly become host as a
result of ingestion of eggs in the contami-
nated food or by allowing the pet animals
to lick their hands and face. Larvae which
develop in the intestine penetrate it to
reach the kidney, lungs or brain via the
blood stream and form cysts. On CT, it ap-
pears as a large rounded non-enhancing le-
sion. Recently, we came across a case with
a small patch of thickened wall which en-
hanced on contrast administration mimick-
ing a small nodule of glioma, because of
this rare manifestation, it is being reported.

Case Report

An adolescent boy was admitted with
complaints of headache, weakness of right
side of body, impaired vision and difficulty
in speaking of one year duration. Onset
was slow and course gradually progressive.
Fifteen days prior to admission, he had
vomiting lasting for 7 days.

The patient was of average build and
nutrition. He was conscious and dysphasic.
Fundus revealed gross bilateral papillie-
dema. There was right 6th and 7th nerve
paresis. Tone was increased on the right
side and right hemiparesis was present.
There was no sensory deficit.

Investigations revealed a hemoglobin
of 12 g/dl, TLC 9400/cu mm, DLC P50,

L42, M1 and E7. CT scan showed a large
rounded cystic mass in the lcft frontopari-
etal region with enhancement of the por-
tion of the wall (Fig. ).

Fig. 1. Computerized tomagraphy showing a
large spherical frontopanetal cystic mass
with a small area of enhancement
(Arrow:). Falx is deviated towards right.

Left frontoparictal craniotomy re-
vealed a large cyst reaching the surface
(Fig. 2). It contained clear fluid and while
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Fig. 2. Peroperative photograph showing a large
cyst at the surface with a thickened patch
in the lower left comner.

delivering it intact by hydraulic dissection it
ruptured at the last stage of delivery. Cyst
fluid was sucked away and the wall was
removed in tofo. A thickened patch was
seen in the wall at an area corresponding
to enhancement of CT. Specific gravity of
cystic fluid was 1.010, protein content 1.089
g/dl and it was acellular.

Histopathology examination revealed
an outer laminated layer with lining of ger-
minal epithelium. There were numerous
broad capsules with scolices.

Post-operative, he has been relieved of
symptoms. Post-operative CT done after
12 weeks revealed thin layer of subdural
effusion and expansion of brain.

Discussion

About 2% of the cases of hydatid dis-
case involve the central nervous sys-
tem(1,2). This is the only pediatric case
seen by us during the last 11 years, al-
though disease is more commonly seen in
children than adults in endemic areas(2).
Few cases have been reported from In-
dia(3-9). Cysts are usually seen in the dis-
tribution of middle cerebral artery territory
and contain infective scolices.
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The usual symptoms are hecadache,
visual deterioration and focal seizures.
Cerebral hydatid cysts often attain a large
size in children before manifesting clini-
cally because of slow evolution and expan-
sile nature of the skull.

Usually the hydatid is single and rarely
multiple; multiplicity may follow rupture of
the primary cyst in the heart or head
injury(9-10). In many of the cases, associat-
ed cyst may be seen elsewhere in the

body(11).

Plain X-ray skull usually reveal non-
specific signs of raised intracranial pres-
sure. Casoni’s test and other serological
tests that are frequently positive with the
involvement of other organs of the body
are usually negative and of no help in the
diagnosis of isolated infestation of the cen-
tral nervous system(2). CT findings include
a large intraparenchymal low attenuating
mass, spherical in shape with a well defined
border having fluid with an absorption
value equal to that of cerebrospinal fluid.
There is always a significant ventricular
displacement. Cyst wall does not enhance.
Rim enhancement has been reported in
some cases due to meningeal adhe-
sions(5,12). In our case also, there was rim
enhancement at one place and correspond-
ing to the area of enhancement, there was
thick patch in the wall which on histopa-
thology revealed mere thickening of the
wall without any evidence of infection.

Hydatid cyst can be differentiated
from brain abscess by the absence of peri-
focal edema and ring enhancement(13,14)
and from tumor by the absence of perifocal
edema and usual solid component. Arach-
noid cyst is differentiated by irregularity of
its border(15).

Therapy consists of total extirpation of
the cyst by no touch technique which deliv-
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ers the cyst intact(2). Surgery should be
followed by antihelmintic therapy with
mebendazole in order to avoid systemic
infection.

Hydatid cysts grow at a rate of one cm
per year in adults but they appear to grow
faster in children(1,16).
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