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Introduction

Subcutaneous hydatid cyst represents a rare localization of 
hydatid disease [1]. Clinically, it is usually an asymptomatic, 
very slowly growing mass , until the size of the cyst is noticed 
[2]. The symptoms usually occur when the cyst becomes large 
enough to cause local pressure symptoms, local pain or rarely 
neurological deficit [2]. 

The diagnosis is suspected to be based on clinical history, 
serological testing, and imaging findings and is confirmed 
intraoperatively [3]. Due to its unusual presentation, 
diagnosing a subcutaneous hydatid cyst can be challenging. 
We report the case of a 45-year-old man diagnosed with a 
subcutaneous intermuscular hydatid cyst.

Case Presentation

A 45-year-old Tunisian man of rural origin, with no medical 
or surgical history, who presented with back swelling that 
has been occurring for 6 months. Examination revealed an 

afebrile patient in good general condition with a large right 
paramedian dorsal mass measuring 10 cm. This mass was 
adherent to the deep surface and slightly tender on palpation, 
with normal skin opposite. Ultrasound showed a well-limited 
oval mass with anechoic content, posterior enhancement and 
a clear wall containing at least four vesicles. It measures 5.2 
cm × 2.1 cm × 4.4 cm high and it was located 1.25 cm from the 
epidermal surface.

In order to study the ratios of the mass more closely, an 
MRI scan was carried out, which revealed a right paramedian 
intermuscular fluid formation located between the erector 
spinae muscles on the inside and the trapezius on the outside, 
with a fusiform shape measuring 96 mm in height and 52 × 
30 mm in larger dimensions in the axial plane. This formation 
has a multiloculated appearance and does not show any 
significant enhancement after injection of gadolinium. This 
mass initially suggests a hydatid origin (Figure 1). The hydatid 
serology was positive, and the TAP CT did not reveal any other 
sites of disease. The patient had monobloc excision of the cyst 
with no intraoperative rupture (Figure 2 and Figure 3) and 
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Figure 1. MRI showing multiloculated cyst.
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Figure 2. Peroperative view of a hydatid cyst situated between the erector spinae muscles medially and the trapezius muscle laterally.

 
 

 

 

 

 

 

Figure 3. Multivesicular content observed after cyst incision.
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the postoperative course was uncomplicated. Histological 
examination confirmed the diagnosis of a muscular hydatid 
cyst. At the 6-month and 1-year follow-up, clinical, biological, 
and ultrasonographic evaluations revealed no evidence of 
local or visceral recurrence.

Discussion 

The mechanism of soft tissue localization is unclear. Eggs of 
the ingested parasite penetrate the intestinal wall, join the 
portal system and reach the liver where most of them are 
taken up in the hepatic sinuses. A few eggs may pass through 
the liver (first filter) and reach the lung (second filter) and 
systemic circulation causing hydatid disease in other organs. 
Possible diffusion through lymphatic channels has also been 
reported [4]. 

This mechanism can explain exceptional localizations such 
as subcutaneous and intramuscular [5]. Primary subcutaneous 
localization of hydatid cysts is rare, accounting for only 2.3% 
even in endemic areas [1,6]. 

In a large Greek series of patients, the incidence of extra-
hepatic and extra-pulmonary hydatidosis was 9% [6].

Most reported cases of subcutaneous hydatid cysts are 
located, in decreasing order of frequency, in the thigh (27%), 
the hypogastric region, the thorax, and the head and neck 
region [3]. Dorsal localization is extremely rare which accounts 
for the peculiarity of our case.

The clinical presentation is nonspecific, typically limited to 
a painless, non-inflammatory swelling with preservation of 
the general condition. In cases of fissuration or surinfection, 
the cyst may mimic a pyogenic abscess or a malignant tumor 
[7]. Therefore, the possible differential diagnoses can include 
lipoma, hematoma, cystic lymphangioma and soft tissue 
tumors [8].

It is important to know that positive serology is significant 
for the diagnosis [7]. Serological tests allow laboratory 
confirmation in 80–90% of cases; however, a negative result 
does not rule out the diagnosis of hydatid cyst [9] and 
according to the literature, the ELISA test is more sensitive 
[7]. Therefore, according to literature, it is rarely positive for 
extrahepatic and extrapulmonary cysts (25%) [5].

Ultrasound is the examination of choice, and MRI is 
recommended for doubtful forms and for locoregional 
assessment [4]. Computed tomography (CT) is the imaging 
modality of choice for patients with pacemakers or indwelling 
cardiac stents in whom MRI is contraindicated [9]. Moreover, 
MRI and CT are crucial imaging modalities for the diagnosis 
of complicated hydatid cysts, including rupture and 
superinfection [2].

In the present case, ultrasound facilitated the initial diagnosis, 
revealing features suggestive of either hydatidosis or a benign 
tumor. The diagnosis of hydatid disease was subsequently 
confirmed by MRI.

The best therapeutic option is surgical exeresis of the intact 
cyst to avoid local recurrence and the risk of anaphylactic 
shock [4]. If exeresis is not possible, the cyst contents can be 
aspirated intraoperatively or under ultrasound guidance and 
then irrigated with a scolicidal solution [8]. In our case, we 
successfully performed the excision of the intact cyst.

Although our patient was successfully treated surgically, the 
most effective approach to combat hydatid disease remains 
prevention. Preventing human infection relies on appropriate 
sanitation and hygiene practices, with particular emphasis on 
thorough handwashing after contact with dogs, dog feces, 
or soil contaminated with parasite eggs. In endemic areas, 
careful washing of raw vegetables and the use of safe drinking 
water are essential preventive measures [10]. 

Conclusion 

Solitary hydatid cysts in subcutaneous tissue are rare, and 
their subcutaneous intermuscular location as in our case is 
exceptional [5]. The clinical symptoms are poor and non-
specific [1] and it is difficult to diagnose a primary hydatic 
cyst in atypical localization without a combination of imaging 
techniques and serological tests [2]. The best treatment is total 
excision of the cyst with an intact wall [5] but the best way to 
combat hydatid disease, wherever it occurs, is prevention [1].
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