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chinococcosis (hydatid disease) is caused by Echinococcus granulo-
sus, a small tapeworm parasite in dogs and wolves, and occasionally in
cats. It occurs endemically in many regions worldwide including the

Mediterranean countries.1 The main host and source of infection for humans
is the dog. It acquires the infection through ingestion of infected cystic or-
gans of another affected animal. The feces of an infected animal contain a
large number of eggs, which the dog transfers to its muzzle, tongue, and fur
by licking its anal region. The humans get the infection from unwashed
hands after having touched the dog that had swallowed the tapeworm eggs.

Primary Hydatidosis Within
Biceps Brachii: Case Report

AABBSS  TTRRAACCTT  Pri mary hyda tid di se a se in the musc le is very ra re. Usu ally, in tra mus cu lar hyda tid
cysts are se con dary, re sul ting eit her from the spre ad of cysts spon ta ne o usly or af ter surgery. We re-
port an unu su al ca se of pri mary hyda ti do sis wit hin bi ceps brac hi i musc le. It was di ag no sed on the
basis of the com pu ted to mog raphy ap pe a ran ce, cli ni cal and pat ho lo gi cal fin dings. Un der ge ne ral
anest he si a we ca re fully tri ed to iso la te the cyst from the sur ro un ding musc les. However, the mass
was ruptured inadvertantly. Fol lo wing ir ri ga ti on of cystic ca vity with hyper to nic sa li ne so lu ti on,
the cyst wall was ex ci sed. The re is no re cur ren ce in the postoperative second year. In ge og rap hic
re gi ons whe re hyda ti do sis is en de mic, hyda tid cyst sho uld be inc lu ded in the dif fe ren ti al di ag no sis
of a cystic mass in the musc le to avo id fi ne-ne ed le bi opsy and it must be ca re fully dissected from
the sur ro un ding musc les. The rupture of the cyst may not only result in recurrence and dissemi-
nation, but may also cause anaphylaxis and its surgical resection is difficult.

KKeeyy  WWoorrddss::  Musc les; rup tu re; ec hi no coc co sis

ÖÖZZEETT  Kas ta pri mer kist hi da tik çok na dir gö rül mek te dir. Ge nel lik le ya ope ras yon son ra sı ya da kis -
tin spon tan ola rak ya yıl ma si ile kas için de se kon der ola rak bu lun mak ta dır. Bi ceps brac hi i ka sı için -
de bir pri mer kist hi da tik va ka sı tes pit edil di. Kom pü te ri ze to mog ra fi, kli nik ve pa to lo jik bul gu lar
ile ta nı ko nul du. Ge nel anes te zi al tın da kist, dik kat li ce kas tan izo le edil me ye ça lı şıl dı; fa kat is te me -
ye rek rüp tür oluş tu. Kist ka vi te si hi per to nik tuz lu so lüs yon ile yı kan dı ve kist du va rı çı ka rıl dı. Kist
çı ka rıl dık tan son ra 2 yıl için de tek rar la ma gö rül me di. Kist hi da ti ğin en de mik ol du ğu böl ge ler de,
kas ta ki bir kis tik kit le nin ayı rı cı ta nı sı ya pı lır ken in ce- iğ ne bi yop si sin den ka çı nıl ma lı ve çev re le -
yen kas do ku sun dan kist dik kat li ce izo le edil me li dir. Cer ra hi re zek si yo nun zor lu ğun dan, ya yıl ma
ve tek rar la ma dan do la yı kist rüp tü rü anaf lak si ye ne den ola bi li ce ği dik ka te alın ma lı dır.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Bi ceps brac hi i ka sı; kist rüp tü rü; ec hi no coc co sis  
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Indirectly, the infection in humans may result from
drinking water contaminated with dog feces or by
consuming fresh fruit and vegetables washed or ir-
rigated with contaminated water. The embryo
within the swallowed egg is released from its enve-
lope by the action of duodenal and intestinal juice,
it penetrates intestinal mucosa, enters the circula-
tion, and via the portal vein reaches the liver.1

Around 75% of the parasites are retained in the cap-
illary circulation, thus making the liver the most
common localization of the disease.2 If an embryo
passes the obstacle, it migrates via the vena cava and
right heart to the pulmonary capillaries. Therefore,
the lungs are the second most common localization
of Echinococcal cysts.1 However, the embryo may
pass this mechanical obstacle as well and reach via
greater circulation any other organ in the body such
as kidney, spleen, brain, heart, bone, orbit and mus-
cle, and develop there.1 Since the clinical picture is
determined by the site, size, and the number of the
cysts, it may vary greatly. The symptoms of com-
pression are usually the initial clinical manifesta-
tion of the disease, preceded by a relatively long
asymptomatic period. The patient’s general condi-
tion may exacerbate dramatically due to the com-
plications of cyst rupture or infection.2

CASE REPORT
A 59-year-old man was admitted to the department
of cardiovascular surgery, for a tumor-like lesion
in his right arm. Ten years before, it had been de-
tected nodule with a 1 x 1 cm in diameter. It started
growing, especially during the past year. The phys-
ical examination revealed a 9 x 3-cm, firm, tender
and slightly mobile mass with smooth borders in
the region of the biceps brachii. There was no fluc-
tuation, erythema, ecchymosis, increased warmth,
or lymphadenopathy. The elbow and shoulder had
the full range of motion. Distal pulses were equal in
the both upper extremities. The remainder of the
physical examination was unremarkable. Complete
laboratory data were normal. Plain radiographs
were normal. Echocardiography was normal. Ul-
trasonography (US) revealed a hypoechoic cystic
mass with echogenic septations (Figure 1). A non-
contrast computerized tomography (CT) revealed

a cylindrically shaped 9.18 x 3.78 x 3.58-cm mass
within the right biceps muscle (Figure 2). The den-
sity of the mass was slightly greater than that of the
subcutaneous fat. The mass was confined within
the biceps muscle without any bony involvement.
Magnetic resonance imaging (MRI) could not be
obtained because of the patient’s claustrophobia. A
careful clinical examination, plain chest and ab-
dominal X-rays, ultrasound, CT and bone scanning
revealed no other lesions. 

We administered albendazol 400 mg twice a
day starting four days before the operation and
continuing for 28 days after the operation. Under
general anesthesia, we carefully tried to isolate the
cyst from the surrounding muscles. But the mass
was ruptured inadvertantly (Figure 3). Following
irrigation of cystic cavity with hypertonic saline so-
lution, the cyst wall was excised. Macroscopic and
microscopic histopathological examinations con-
firmed the diagnosis of a hydatid cyst (Figures 4,
5). In the cyst, laminated and germinal layers were
observed without any scolices. The patient refused
Casoni skin test and serological tests in the preop-
erative and the postoperative period. There is no
recurrence in the second postoperative year.

DISCUSSION
Incidence of musculoskeletal hydatidosis is not
clear. According to authors, incidence of muscu-
loskeletal Echinococcosis including involvement
of subcutaneous tissue is 1%–5.4% among all cases
of hydatid disease.3 Soft-tissue hydatid cysts occur
in 2.3% of cases reported from endemic areas.
They are usually associated with involvement of
other solid organs.3 Muscular hydatid cysts may be
primary, but may also occur secondarily when
cysts spread from other areas, either spontaneously
or after previous operations for hydatidosis in
other regions of the body.5 Primary intramuscular
hydatidosis is rare because the intramuscular
growth of cysts is hindered by the muscle’s con-
tractility, and by the lactic acid in the muscle. Hy-
datid cysts tend to grow around the muscles of the
neck, trunk and roots of the limbs, perhaps be-
cause there is greater vascularization and less mus-
cular activity in these regions. They develop very
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slowly and act as space occupying lesions, produc-
ing symptoms related to pressure on the sur-
rounding tissues.5

Diagnosis of Echinococcosis should be con-
sidered when slowly growing soft tissue masses are
present in the patients coming from rural areas es-
pecially in endemic countries. Because an intra-
muscular hydatid cyst may mimic any soft tissue
tumor, preoperative clinical diagnosis of intra-
muscular hydatid disease is difficult.6 Before sur-
gical excision or biopsy and extirpation of the cyst,
diagnosis of Echinococcosis should be excluded to
avoid leakage of cyst contents.5 It may be impossi-
ble to excise a large cyst en bloc, in which case the
cyst is drained intraoperatively, irrigated with a
scolecidal agent such as hypertonic saline, and
then excised. Inadvertent cyst rupture releases vi-
able scoleces, which may enter the circulation, dis-
seminate to distant organs, and reproduce
asexually to form additional cysts. The likelihood
of recurrent infestation is increased after rupture
of the parent cyst. Because the fluid of cyst con-
tains a highly antigenic protein, leakage of cyst
contents may cause anaphylactic shock.6,7 Thus,
excision of an intact cyst is usually curative,
whereas cyst rupture may be fatal.8 Diagnosis of
echinococcosis is available through Casoni skin
test and various serological tests, however they
may give negative results because of encapsulation

of the lesion; immunoelectrophoresis is the most
specific method.5 US is useful in diagnosis, showing
the size, localization and type of the cyst. The sen-

FIGURE 3: Intraoperative appearance of a hydatid cyst within the right biceps brachii.

FIGURE 1: Ultrasonography shows an anechoic multiseptated cystic lesion
in the biceps brachii.

FI GU RE 2: Axi al (left) and sa git tal (right) com pu terized to mog raphy de mon-
s tra tes that hypo den se mass con fi ned wit hin the bi ceps brac hi i.
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sitivity of US is 95%, and if vesicular fibrils are
present, the sensitivity of US increases to 100%.
CT scan should be performed in suspicious cases
or in order to determine the technique of surgery
with demonstration of the relationship to adjacent
organs.4 Preoperative diagnosis of musculoskeletal
E. granulosus infection is difficult clinically and
radiologically. It may resemble any soft tissue
tumor. MRI is best for clear identification of in-
volved structures and for surgical planning.5 It is
also an effective means of making a differential di-

agnosis. Pericyst can be detected by US and the
pathognomonic ‘water-lily’ sign (type-2 hydatid
cyst) can be detected by MRI .8

Although hydatidosis is endemic in Turkey,
this patient was misdiagnosed as having an abscess
and underwent fine needle aspiration, which is
contra-indicated in hydatid disease. In endemic
areas, any cystic enlargement of soft tissue should
raise the suspicion of hydatid disease. Serologic
tests and US should be performed before any inva-
sive procedure.
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FIGURE 4: Macroscopic appearance of a hydatid cyst after it was cut open. FIGURE 5: Microscopic view of a of muscular hydatid cyst.  Note the hyaline
layer. No scolices are seen. PAS staining (X200).


