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Cerebellar hydatid cyst — a rare case report

Cysticka hydatidoza mozecku — vzacna kazuistika

Dear editorial office,

Hydatid cyst (HC) or hydatidosis is a par-
asitic disease caused by the larval stage of
Echinococcus granulosus tapeworms or ces-
todes [1,2]. It represents a major public
health problem in developing countries [3].
Humans are accidental hosts with Echino-
coccus affecting primarily the liver and lungs.
Only 1-2% of the cysts involve the brain. The
cerebellar location is rare. Here we report the
case with cerebellar involvement of Echino-
coccus granulosus.

A 31-year-old male without medical back-
ground presented with a 2-month history of
gait disturbance, which increased in sever-
ity over the past weeks. He also reported
a progressive left retroauricular headache
without vomiting, fever or blurred vision.
A detailed recollection of the history also
revealed that the patient was in close con-
tact with dogs as he lived in a rural environ-
ment. During neurological examination, the
patient showed no deterioration in the level
of consciousness. His gait was staggering,
unsteady and wide-based with exagger-
ated difficulty in turns. The finger-nose test
revealed dysmetria on the left upper limb.
Deep tendon reflexes were exaggerated on
the left side. These signs suggested static
and kinetic cerebellar syndrome.

Fig. 1. Sagittal, axial and coronal sections of a brain MRI on T1-WI after the administra-

A brain MRI showed a left cerebellar cystic
mass 34 mm in size with a thin layer of pe-
ripheral enhancement. The lesion compres-
sed the fourth ventricle and the brainstem
without hydrocephalus (Fig. 1).

Neither biological tests nor chest X-ray
and abdominal ultrasonography showed
any abnormalities.

The patient underwent surgery for re-
moval of the mass. He was placed in a park
bench position. A suboccipital craniotomy
extending from the midline to 2cm over the
left cerebellar hemisphere was performed.
A transcortical transcerebellar approach en-
sured access to a deep and cystic lesion. Per-
operatively, particular attention was paid to
avoid cyst rupture because of the risk of dis-
semination of the cystic content through
the basal cisterns and subarachnoid spaces.
Due to the deep location of the cyst, a clas-
sic approach through Dowling’s technique
associated with hydrodissection was not
feasible. Instead, partial aspiration of the
cyst contents through puncturing was per-
formed to facilitate the extirpation of the
cyst (Fig. 2). The lesion was totally removed.
The postoperative course was uneventful,
and the patient was discharged 5 days after
surgery with moderate residual left kinetic
cerebellar syndrome. Pathological exami-
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tion of Gadolinium showing a left vermio-lobar cystic, homogenous, well-shaped lesion
compressing the brain stem and the fourth ventricle.

Obr. 1. Sagitalni, axialni a koronarni fezy na MR mozku v T1 vdZzeném obraze po aplikaci
gadolina ukazuji levostrannou vermio-lobarni cystickou, homogenni, dobfe ohranice-
nou |ézi utlacujici mozkovy kmen a ¢tvrtou mozkovou komoru.
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nation of the cyst confirmed the preopera-
tive presumption of a cerebellar hydatic cyst.
Consequently, the patient received antipar-
asitic treatment with albendazole 400 mg
twice a day during 1 month. Postoperative
follow-up of 1 year did not show any clinical
or radiological signs of recurrence.

Hydatid disease is a zoonosis caused by
encysted larvae of Echinococcus granulosus.
It is endemic in the Middle East, Mediter-
ranean countries, South America, North Af-
rica and Australia, especially in rural areas [1].
Human contamination occurs accidentally
through direct contact with dogs or by the
ingestion of contaminated food. Frequent
locations are hepatic (48%) and pulmonary
(36%). Cerebral localization is rare and does
not exceed 2% of cases [2-6]. The infrequent
cerebral location of echinococcus is related
to the passage of the parasite through two
barriers (hepatic and pulmonary) before
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Fig. 2. Peroperative photo showing the
removal of the cyst after aspiration of its
content.

Obr. 2. Peroperacni fotografie ukazujici
odstranéni cysty po aspiraci jejiho obsahu.

reaching the great circulation [3]. Cerebral
HC is more common in the paediatric pop-
ulation, most likely related to patent duc-
tus arteriosus [4]. Intracranial HC is mostly
located in the supratentorial compartment,
especially in the middle cerebral artery ter-
ritory. The location in the posterior fossa is
unusual [5-7]. All anatomical compartments
of the posterior fossa can be concerned:
cerebellar vermis and hemispheres, pons,
fourth ventricle or even extradural. The
growth of HC is usually slow, asymptomatic
and clinical manifestations are usually the
consequence of compression of the in-
volved organ [6,8]. Hydrocephalus can also
be observed either in cases of cysts located
near the ventricular system, which may block
the flow of the cerebrospinal fluid, or in the
event of the rupture of the cyst in the sub-

arachnoid space [5]. The mean growth rate
of HC is between 1 and 10cm per year [59].
Solitary intracranial HC are more common
than multiple lesions. Multiple HC are found
mainly in patients previously operated upon
for such lesions, and whose procedures
were complicated by a rupture of the cyst
with dissemination of the cystic content in
the subarachnoid space [9,10]. The typical
radiological appearance of a HC is a spheri-
cal, well defined, thin-walled, homogeneous
and non-enhancing cystic lesion without
peripheral oedema [3,10]. On MRI, HC is hy-
pointense on T1-WI and hyperintense on
T2-WI. Considering a particular epidemio-
logical context, these radiological features
may orientate towards the diagnosis of HC,
but do not provide specific elements for dif-
ferential diagnosis of other intracranial cystic
lesions. Infratentorial HC do not have any ra-
diological specificities compared to the su-
pratentorial ones, due to the fact that they
are generally diagnosed in a smaller size
as they manifest by clinical symptoms ear-
lier [2]. Radical excision must be performed
for all accessible surgical lesions [10]. The
usual surgical procedure consists of extirpa-
tion of the cyst while preserving the integ-
rity of the wall, through saline irrigation be-
tween the cyst wall and the adjacent nerve
tissue. This approach is usually possible be-
cause of minimal adhesions around the cyst
wall. Aspiration of the cyst contents through
puncturing during the surgery is indicated
for deep-seated cysts. In our case, the cyst
was punctured, partially aspirated and then
carefully extirpated. In the event of intraop-
erative rupture, hypertonic saline serum is
used for its scolicidal effect in order to min-
imize the risk of local recurrence and dis-
semination [10]. Medical treatment using an-

thelminthics such as albendazole is always
indicated postoperatively to reduce the risk
of recurrence. However, controversies re-
main regarding the dose and duration of the
treatment [10].

Cerebellar HC is an uncommon disease,
very rare in forms located in the posterior
fossa. Nevertheless, it should be considered
in the differential diagnosis of posterior fossa
cysts, mainly in endemic countries. Surgery
is the treatment of choice and a surgical ap-
proach must be considered, depending on
the location of the cyst.
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