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Intracranial Hydatid Cyst
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To the Editor: A 10-y-old young boy presented to the
pediatric casualty with complaints of repeated episodes of
generalised tonic clonic seizures. At presentation child was
in post ictal state. He was admitted and started on anti
convulsant therapy and supportive measures. He regained
consciousness and was out of postictal phase within 20 h.
Cranial CT scan was ordered which revealed a large non
enhancing cystic lesion with no perilesional edema with
multiple daughter cysts suggestive of hydatid cyst in the
frontal lobe with mass effect (Fig. 1). However clinical
examination, chest X rays and abdominal and chest ultra-
sound showed no evidence of hydatidosis at other sites. No
response was seen to albendazole therapy after which sur-
gical management was planned, which the patient refused.

Hydatid cyst is a zoonotic disease caused by larval stage
of Echinococcus granulosis, dog tapeworm which lives in
the intestine of the dog. It commonly affects the liver in 75%
of patients and the lung in 15% [1]. Intracranial hydatid cyst
is rare with a reported incidence of 2 % [2]. It is more
commonly seen in the area supplied by the middle cerebral
artery in both cerebral hemispheres (parietal area is more
common followed by frontal region) [3], however the lesion
presented here is in the anterior cerebral artery territory.
Hepatic and pulmonary hydatidosis is seen in 10–20% cases
of intracranial hyadatidosis [3]. Symptoms largely result due
to its size and pressure effects. Intracranial hydatid cysts
may be either primary or secondary. Primary cysts result due
to direct infestation of brain by the parasite and may not be
associated with cysts in other organs. Secondary cysts
may result due to spontaneous or traumatic rupture of

primary cysts [4]. Treatment of intracranial hydatid cyst
is primarily surgical with the aim of in toto removal to
prevent recurrences [5].
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Fig. 1 CECT head of the patient showing well defined non enhancing
cystic lesion with multiple daughter cysts without peripheral edema
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