
EMHJ  •  Vol. 17  No. 12  •  2011 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

994

Case report

Forearm hydatid cyst: an unusual presentation 
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Introduction

Primary musculoskeletal hydatidosis is 
very rare and represents 1%–5% of all 
cases of echinococcosis [1]. Patients 
are typically asymptomatic and the cyst 
presents as a slow growing soft tissue 
tumour [2]. 

The diagnosis is usually easy in im-
aging by ultrasonography (US), com-
puted tomography (CT) and magnetic 
resonance imaging (MRI). Sometimes, 
unusual imaging appearance because of 
complicated cysts can make diagnosis 
difficult [3].

We report here a case of forearm hy-
datid cyst with an unusual presentation. 

Case report

A 23-year-old woman presented to 
Sahloul Hospital, Sousse in February 
2009 with a history of a slow-growing 
mass on her forearm over the past 65 
days. The patient resided rurally and 
had not consulted a doctor previously. 
She had been putting olive oil on and 
massaging her forearm many times.

On physical examination, the mass 
was 14 × 7 × 6 cm, painful, warm and 
erythematous. Her fingers were re-
tracted and Volkmann syndrome was 
suspected (Figure 1).

US showed an echogenic solid 
and lobulated mass and a diagnosis of 
a tumour or abscess was made. MRI 
showed an impotent and heterogene-
ous soft tissue lesion with intermediate 
T1 and hyperintense T2 signals. T1 
weighted images with fat suppressed 

and gadolinium injection demonstrated 
diffuse and considerable enhancement 
of the lesion suggestive of a tumour. T2 
weighted images showed a low-density 
area in the lesion compatible with an 
abscess and fat suppressed T2 images 
showed 3 small cysts suggestive of hy-
datid disease (Figure 2). There were no 
bone abnormalities.

Laboratory tests and CT of the tho-
rax and abdomen were all normal.

Surgery was performed to remove 
the mass because the cyst was infected 
and there was a risk of spread of the 
disease. At surgery, hydatidosis was con-
firmed. Many daughter vesicles were 
identified and flexor muscle necrosis 
and fibrosis were noted (Figure 3).

At 3-year follow-up there was no 
evidence of local or distant recurrence 
but the patient still had obvious unsatis-
factory finger stretching.

Discussion

In our case, while US showed a pseudo
tumoural lesion and MRI showed an 

impotent lesion enhancement and 
abscesses, the presence of some small 
daughter cysts led to a diagnosis of hy-
datid cyst.

Musculoskeletal echinococcosis 
is very rare because few embryos can 
escape the capillary filtrating systems of 
the liver and lung [1,2]. It has been sug-
gested that muscle is inhospitable for 
hydatid infestation and provides a poor 
environment for the parasite because of 
the presence of lactic acid [4,5]. 

A combination of epidemiological, 
clinical, laboratory and radiographical 
findings is necessary to make the diag-
nosis. Echinococcosis should be con-
sidered when slowly growing soft tissue 
is developing in patients from rural 
areas, especially in endemic countries 
[5]. In case of complication (fissuring or 
infection) the cyst mimics an abscess or 
a soft-tissue tumour [3]. 

The preoperative radiological di-
agnosis is important to avoid biopsy 
and prevent serious complications, such 
as local recurrence and risks of ana-
phylaxis. Radiographs eliminate bone 
involvement and may shows calcifica-
tions in 38% of the cases [1]. US is the 
most useful mean of diagnosis, show-
ing the pathognomonic signs of the 
hydatid cysts: echogenic hydatid sand 
(“snowflake sign”), unilocular cysts with 
daughter cysts (“honeycomb sign”) and 
cysts with a detached floating laminated 
membrane (“waterlily sign”) [1,5]. 

In CT, complicated cases represent 
a real diagnostic problem, as in US a soft 
tissue tumour cannot be excluded [3]. 

MRI is the imaging method of 
choice for the differential diagnosis. 

Figure 1 Left forearm mass and 
retracted fingers
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Rim sign and multicystic appearance 
are typical features of hydatid cyst [3,6]. 
The lesion usually has a high signal in-
tensity on T2 and low intensity on T1 
typically with daughter cysts. The rim 
sign, a low intensity rim on both T1 and 
T2, is not specific to hydatidosis and 

can also be seen in tumours with fibrous 
capsule. Pericystic enhancement can 
be seen and is often moderate [5] but 
in our case the enhancement was weak 
and diffuse because of the infection of 
the cyst. If the cyst is complicated, it is 
very important to search for daughter 

cysts, especially in fat suppressed T2 
weighted images [4].

Pretherapeutic serology can be 
negative. Seronegativity does not ex-
clude the diagnosis hydatidosis, but se-
ropositivity may be helpful if diagnosis is 
difficult, especially when the cyst mim-
ics a tumour or abscess and imaging 
appearance is not specific [1,7].

Surgical excision of the cyst has 
long been considered the only effective 
treatment and is still the treatment of 
choice [5]. However, the removal of 
the main cyst mass may not be effective, 
and drainage together with hypertonic 
saline irrigation is necessary. Currently 
complementary chemotherapy (alben-
dazole) and percutaneous treatments 
have become widely recommended 
[5,7].

Human hydatidosis should be 
considered in the differential diagnosis 
of every soft tissue mass, especially in 
countries endemic for Echinococcus.
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Figure 2 Magnetic resonance imaging. Sagittal T1 post gadolinium (a), and 
fat suppressed T2 (b) weighted images showing pseudotumoural lesion with 
daughter cysts (arrows). Note many collections into lesion (head arrows).

Figure 3 Mass incision showing many 
daughter vesicles, pus and flexor 
muscle necrosis


