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Hydatidosis, caused by the larval stage of Echinococcus 
granulosus, is the most frequently encountered type of hy-
datid disease in humans. Due to the close association that 
exists between sheep and dogs and humans, it is endemic 
to many parts of the world, particularly the Mediterranean 
countries including Turkey, the Middle East, South America, 
Africa, New Zealand, the Russian Federation, Central Asia, 
and Australia [1]. The adult tapeworm, a true hermaphro-
dite, lives in the intestine of the definitive hosts. Its termi-
nal segment, which contains 500 to 800 eggs, is released 
into the intestinal tract of a  dog and is expelled in dog 
faeces. The intermediate host, sheep or human, swallows 
the ovum, and the outer shell of the ovum dissolves in the 
duodenum, liberating an embryo. If the uncooked viscera of 
sheep are eaten by dogs, protoscolices develop into adult 
tapeworms, and the life cycle of the parasite is complet-
ed. In the intermediate host, the embryos enter the portal 
circulation in the intestines, and most of them are caught 
in the liver, whereas some reach the pulmonary arteries. 
Those entrapped within the lung parenchyma develop 
cysts in the lungs, whereas some may even pass through 
the lungs and reach the systemic circulation. The most fre-
quently involved organ is the liver (65%) because most of 
the embryos are trapped within it. Other involved sites are 
the lungs (25%), and less frequently the spleen, kidneys, 
heart, bone, and central nervous system. The occurrence 
of hydatid cysts in the head and neck is rare even in coun-
tries where echinococcus infestation is endemic. Hydatid 
cysts involving the parotid region, parapharyngeal space, 
infratemporal fossa, maxillary sinus, and pterygopalatine 
fossa [2, 3] as well as the anterior or posterolateral cervical 
region 1 have been reported in the literature.

The patient was a 20-year-old man who complained of 
left upper limb pain. Despite numerous referrals to ortho-
paedists and neurologists and taking different medications 
such as analgesic and neuroleptic drugs, there was no im-
provement.  During the course of treatment, the patient 
noticed a bulging of the left half of the neck, which gradu-
ally increased over a period of 2 to 3 months, extending to 

the mandibular and mastoid angles. So, a neck computed 
tomography (CT) scan was performed, and a  huge cystic 
mass was found in the left posterior triangle of the neck 
that extended to left lung apex and paravertebral region 
and compressed the left brachial plexus (Figure 1). The de-
cision was made to have surgery. According to the patient’s 
occupation as a farmer and his contact with dogs and live-
stock, and the appearance of the cystic mass on the CT 
scan, a HAT test was performed, which was negative. After 
general anaesthesia, in a  supine position, inserting a  roll 
under the patient’s shoulders, and hyperextension and ro-
tation of the neck to the right, an incision in the anterior 
border of sternocleidomastoid (SCM) muscle was undertak-
en. There was a mass with cystic consistency that was in 
proximity and adhesion to the carotid sheath, oesophagus, 
vertebra, and brachial plexus. The mass was dissected from 
surrounding tissues carefully and removed completely from 
the surgical field. Then the mass was investigated, reveal-
ing a germinative layer of hydatid cyst within it. So the final 
diagnosis was cervical hydatid cyst. The patient was extu-
bated postoperatively and albendazole was started. On the 
day after surgery, the patient had weakness in his left arm 
abduction due to neurapraxia. In the serial follow-up visits, 
this condition was resolved completely. 

Echinococcosis is a zoonotic human infection caused by 
the larval hydatid worm of Echinococcus granulosus. A hu-
man can become accidentally involved in the life cycle of 
the parasite by ingesting the eggs shed in the faeces of an 
infected definitive host. Echinococcosis is endemic in many 
countries where sheep, dogs, and humans live in close con-
tact. Parasite eggs that penetrate the organism hatch in the 
small intestine of the main host, pass into the portal venous 
system or lymphatic system, reach the liver and lungs, and 
finally form hydatid cyst lesions. Moreover, they can cross 
the hepatic sinusoid or pulmonary capillary barriers, and 
embryos get into systemic circulation and can settle in all 
the organs and structures in the body [4]. Hydatid cysts de-
velop most frequently in the liver (65%), lungs (25%), and 
rarely in the spleen, kidneys, heart, bone, central nervous 
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system, or other internal organs. The occurrence of hydatid 
cysts in the cervicofacial and maxillofacial regions is rare, 
with only a few case reports found in the literature. These 
localizations represent approximately 0.2% of HD cases. 
A proposed explanation for this observation is effective fil-
tering effects of hepatic and pulmonary circulation, which 
trap the echinococcal larvae. In 10–15% of cases, however, 
larvae can escape from this filtering effect and form hydatid 
cysts in other organs [5]. Sener et al. [6] provided an alterna-
tive mechanism for bypassing the hepatic and pulmonary 
circulation in the formation of primary widespread spinal 
and paraspinal hydatid cysts. Based on presence of porto-
systemic anastomoses in various anatomical locations, they 
proposed that the larvae penetrate the intestinal muscle and 
may directly enter the inferior vena cava system through 
small venous connections at the intestinal walls instead 
of entering the portal circulation. Systemic dissemination 
through the lymphatic route is another strong possibility in 
the case of unusual presentation sites [7]. 

Clinical signs and symptoms depend on the anatomic 
localization, size, and pressure of the enlarged cyst. There-
fore, signs and symptoms are variable and never pathogno-
monic of hydatid cyst. A palpable slow-growing mass is the 

most constant clinical finding in soft-tissue hydatid disease. 
Symptoms due to their compressive effects on adjacent or-
gans are another common finding [5]. Our patient present-
ed initially with left upper limb pain because of the com-
pressing effect on the brachial plexus. Gradually a bulging 
became apparent in the left side of the neck in 2–3 months.  

Katilmis et al. [8] and Beji et al. [9] reported a case of 
a 33-year-old female patient presenting with a hydatid cyst 
in the lateral cervical region. Aijaz Ahmed Memon reported 
a  rare case of hydatid cyst (Echinococcus granulosus) in 
the submandibular gland of a young man [10]. Mahmood 
Nouriyan et  al. reported a  hydatid cyst in the paraspinal 
muscle presenting with a cervical mass and pain [11]. Sul-
tana et al. reported a case of primary cervical hydatid cyst 
in a 20-year-old female [7].

Iynen et al. reported a primary hydatid cyst in the left 
supraclavicular region of the neck [12]. Ahmad et al. report-
ed a 46-year-old man with a hydatid cyst in the posterior 
cervical region [13].

Past medical history, family history, patient’s occupa-
tion, and patient’s residence may suggest a diagnosis of 
a  hydatid cyst in differential diagnosis; unless suspected 
or demonstrative radiological findings are available, preop-

Figure 1. Sagittal, coronal, and axial views of cyst in CT scan
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erative diagnosis may be missed. Although immunological 
tests are valuable in the diagnosis of hydatid cysts, only 
a positive test is helpful. Therefore, complete reliance on 
serology for definitive diagnosis is not recommended. The 
hydatid cyst capsule may play a  role in false-negative re-
sults in serological tests because of isolation of the parasite 
from the host immune system by the cyst capsule. Another 
proposed explanation is inadequate Th2 cell activation and 
cytokine production, which is implicated in immunoglobu-
lin expression in cystic echinococcosis. Our patient’s im-
munological test was also negative. 

Imaging remains more sensitive than serodiagno-
sis, and a  characteristic USG or CT examination visualiz-
ing cystic masses by demonstrating internal septae and 
daughter cysts in the presence of negative serologic results 
should still suggest the diagnosis of echinococcosis. 

The diagnostic use of FNAB in hydatid disease is con-
troversial. Some argue that no sequelae were observed at-
tributable to aspiration for the diagnosis of hydatid cyst. 
However, it has not been advised because of the poten-
tial to precipitate acute anaphylaxis or to spread daughter 
cysts [14]. 

Therefore, clinicians should be aware of a possible diag-
nosis of a hydatid cyst that may be located in the cervical 
area, and they should preferably avoid any biopsy before 
surgery. When FNAB is performed, smears made from as-
pirated hydatid cyst fluid may show scolices, hooklets, or 
remnants of laminated membrane. Surgical removal is the 
most effective treatment of hydatid cyst. Surgeons must 
be careful to avoid spillage of cyst contents to avoid fatal 
anaphylaxis, recurrence, and multiple hydatidosis [15].

Hydatid disease is a widespread public health problem 
in developing countries. The possibility of hydatid disease, 
especially in endemic regions, should always be considered 
in the differential diagnosis of mesenchymal neoplasms or 
soft tissue masses in the neck or in the other parts of the 
body. The prognosis is excellent in hydatid cyst cases treat-
ed with total removal of the cyst without rupture.
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