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Primary Hydatid Cyst of the Axillary Region: A Case Report  
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Case Report

Introduction

Hydatid disease is caused by the larval tapeworm of 
the genus Echinococcus and still represents an important 
medical and surgical problem (1). Echinococcus granulo-
sus is the most common species, but Echinococcus multi-
locularis and Echinococcus Olgarthus also infest humans. 
Hydatid cysts develop most frequently (80%) in the liver. 
However, in 15% to 20% of the cases, the embryo passes 
through the capillary systems in the liver and lungs, reach-
es the general circulation, and passes to all viscera and soft 
tissues. For this reason, hydatid cysts may arise in atypical 
sites such as the orbit, urinary bladder, chest wall, subcuta-
neous tissue, tibia, parotid gland, breast, cervicofascial re-
gion, and thyroid (2-4). Primary axillary hydatid disease is 
extremely rare, with only nine previous case reports in the 
literature (5-13).  Herein, we reported a case of a primary 
hydatid disease which originated in the subcutaneous tis-
sue in the axillary region in a 48 year old female, which is 
fortunately not frequently found in surgical practice. 

Case Report

A 48-year-old woman, a housewife who lived in a rural 
area, was admitted to our hospital with a painless mass 
in the left axillary region of two years duration. She had 
no history of injury, nipple discharge, breast mass, fever 
or any other symptoms. A dense semimobile and painless 
4x4 cm mass was found in the left axillary fossa on physical 
examination. Routine haematologic and biochemical test 
results were normal. Ultrasonography revealed a 6x4 cm 
multiloculated cystic lesion with a thick wall and mobile 

internal echoes in the left axillary fossa. Bilateral breast, 
whole abdominopelvic ultrasonographies and chest radio-
grams were normal. Computed tomography (CT) of the 
thorax demonstrated a 6x4x3 cm lobular calcifi ed cystic 
mass with no signifi cant invasion to the peripheral soft tis-
sue, vascular or bone structures (Fig. 1). Fine needle aspi-
ration (FNA) biopsy was performed and a clear fl uid was 
obtained. The results of FNA cytology suggested hydatid 
disease. Aspiration cytology on microscopic examination 
showed the laminated membrane and hooklet (Fig. 2). 
An indirect echinococcal hemagglutination test was posi-
tive in dilutions up to 1/640 (a titer>1/100 is considered 
positive result). Under general anesthesia, the cyst was ex-
cised completely without rupture, including the puncture 
site and subjacent subcutaneous tissue. On macroscopic 
examination, a multiloculed cyst with a calcifi ed wall was 
seen. The cystic spaces contained a clear yellowish fl uid 
and was surrounded completely with dense fi brous tissue. 
Light microscopic examination revealed the laminated chi-
tinous membrane and confi rmed a hydatid cyst (Fig. 3). 
The patient had an uneventful postoperative course, and 
she was discharged on the 3rd postoperative day. After 
surgery she was given treatment with albendazole for 6 
months. 

Discussion

Primary hydatid cysts are the result of a haematog-
enous dissemination of the embryos of Echinococcus 
granulosus, which pass through the capillary bed of the 
liver and lung, fi nally reaching more distant and atypical 
sites such as the kidney, orbit, heart, bone, spleen, muscle, 
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brain, urinary bladder, chest wall, subcutaneous tissue, tib-
ia, parotid, breast, cervicofascial region, and thyroid (2-5). 
As shown in the Table, primary axillary hydatid disease is 
extremely rare, with only nine previous case reports in the 
literature (5-13) (Table 1).

Uncomplicated hydatid disease is generally asymptom-
atic and usually occurs as an subcutaneous mass develop-
ing over a long period of time. The sonographic and to-
mographic appearances of axillary hydatid cyst are similar 
to those in other organs. Hydatid cyst may be unilocular at 
earlier stages, whereas older cysts are usually multilocular. 
They may either be made up of daughter cysts or have 
a solid appearance made up of multiple septated cysts. 
However, hyperintense hydatid cysts in the axillary region 
can be misdiagnosed as a soft tissue sarcoma or conglom-
erated lymphadenopathy (5). The differential diagnosis of 
the lesion should also include hematoma, abscess, lym-
phocele formation, breast cancer presenting as an axillary 
mass, or metastatic lesions. Imaging studies did not aid 
confi rmation of a diagnosis of hydatid cysts in our case. 

Author Year Age Origin of cysts Daughter Organ Screening Follow
  /gender  cysts  involvement  up

Michel-Bechet.5 1963 36/F Left thoracic wall  Multiple None  CXR, LP NA

Remignon et al.6 1965 75/F Left major pectoral muscle  None None  CXR NA

Lamotte et al.7 1967 32/M Right axillary vein Multiple None  CXR, RS  NA

Mayol Martinez et al.8 1994 67/F Muscles  Multiple None CXR, US NA

Sapunar and Bahamondes.9 1995 63/M Right humerus Multiple None CXR, US NA

Zamfir et al.10 1997 11/F Left neurovascular bundle None None  CT, US  NA

Navarro Martin et al.11 1998 84/M NA Multiple None  CXR,US,CT NA

Unal et al.12 2001 53/F Right pectoral muscle None None CXR, US, CT 9 months

Losanoff et al.13 2004 38/M Subcutaneous tissue NA None NA NA
F: Female, M: Male, CT: Computed tomography, CXR: Chest X-ray, LP: Laparoscopy, RS: Radionuclide scintigraphy, US: Ultrasonography, NA: Data not available

Table 1. Reported cases of hydatid cysts of the axilla

Figure 1. CT image shows a lobular calcified cystic 6x4x3 
cm mass in left axillary region 

Figure 2. Remnants of laminated membrane, hooklets and 
calcified granules (CG) in cytologic material (H&E X200)

Figure 3. Histopathologic examination of surgically remo-
ved cyst showed laminated membrane (H&E X200)
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Indirect hemagglutination tests may help to confi rm the 
diagnosis of hydatid disease. Although the positive serum 
reactions may occur even in the absence of an associated 
hydatid cyst, abdominal ultrasonography and a plain chest 
radiography are mandatory to detect liver and lung in-
volvement (3). Direct x-rays and imaging studies showed 
no other involvement in our patient. In routine practice, 
the accurate diagnosis in patient with soft tissue hydatido-
sis is frequently delayed until the time of FNA cytology or 
histopathologic examination after surgery. Although the 
routine use of FNA cytology for the diagnosis of hydatid 
disease should be discouraged, this procedure may rep-
resent a real aid in the defi nitive diagnosis of clinically un-
suspected hydatid cysts (14). FNA were carried out in our 
patient as we did not suspect it to be a case of hydatid cyst 
preoperatively. FNA cytology showed the laminated mem-
brane and dignostic hooklets. Diagnosis was confi rmed 
by the postoperative histopathologic examination (3, 4). 
There were no complications related to FNA. The patient 
did not show any untoward allergic reaction following FNA 
biopsy. Fine needle aspiration biopsy in the evaluation of 
suspected hydatid disease appears to be a safe diagnostic 
approach (15). 

Antiparasitic medication is widely used in the treatment 
protocols of surgery and may be helpful to reduce the cyst 
size and for elimination of the parasite. Currently, scolici-
dal agents are used for this purpose before and/or after 
surgery. However, the experience with scolicidal agents 
such as albendazole (400 mg/kg) and praziquantel (50 mg/
kg) or a combination of these drugs in the treatment of 
soft-tissue hydatid disease is very limited and results of 
the medical treatment are far from being curative (16, 17). 
Due to the small size of the axillary cyst, calcifi ed cyst wall 
(Type-V in Gharbi and Grade-V in WHO classifi cation) and 
short interval between diagnosis and operation (4th days 
after diagnosis), we did not give any antiparasitic medica-
tion to this patient preoperatively. 

Percutaneous treatment has become a serious alterna-
tive to surgery in most of the organs of the body such as 
the liver, lungs, kidney in patients with hydatid cysts. How-
ever, there is only one study in the literature describing the 
results of percutaneous treatment of soft-tissue hydatid 
cysts (17). 

Surgery is still the most effective treatment for hyda-
tid disease. The main purpose of the surgery is to prevent 
the patient from complications such as compression of sur-
rounding structures, infection or rupture of the cyst. Total 
cystectomy with fi brous adventitia which allows removal of 
all parasitic elements without spillage of the contents of 
the cyst, is curative treatment for soft tissue hydatidosis. 
The thickness of a pericyst depends on the response of 
the host to the parasite and localization of cyst. Soft tis-
sue cysts can be easily ruptured, therefore rupture of the 
cyst must be avoided to prevent recurrence (18). We per-
formed total cystectomy without rupture easily in our case 
in spite of the anatomical distortion of the axillary region. 
However, very dense adhesions of the adventitia to ma-
jor vessels or nerves may be found in such cases. In this 

condition, according to our experience as surgeons in an 
endemic region, partial pericystectomy and evacuation of 
the cystic content should be performed, avoiding the area 
near the major vessels or nerves in order to prevent their 
surgical damage. 

In conclusion, when a palpable mass is detected in the 
axillary region, although very rare, the possibility of a hy-
datid cyst also should be kept in mind in the differential 
diagnosis, especially in endemic regions. 
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