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INTRODUCTION 

Hydatid disease is the most common infection in Central 

Asia, Middle East, East Africa caused by Echinococcus 

which is a cestode.
1
 Hydatid disease is also called as 

Echiococcosis. Echinococcous is a zoonosis whose 

definitive host is carnivorous predator (dogs, fox). The 

adult tapeworm lives in small intestine and delivers eggs 

to be excreted with the stool. The intermediate hosts 

(sheeps, goats, cattle, pigs) are infected by ingesting eggs 

and humans can also be infected.
2,3

 The egg hatches into 

larval stage in the digestive system of intermediate host 

and penetrates the intestine wall and gets lodged in lungs, 

liver, brain through blood stream   However infection to 

bone alone is very rare. The incidence of bone 

hydatidosis is about 1-2.5%. Spine is the most commonly 

affected skeleton with 50% of all. Bone hydatidosis 

among humans and proximal femur is of 5 to 10%. 

CASE REPORT 

A 55 years old lady came with a complaint of pain over 

right hip since 1 year. Physical examination revealed no 

abnormal findings other than tenderness. Radiographs 

revealed an osteolytic lesion over neck extending into 

interotrochanteric region of femur (Figure 1).  Computer 

tomography revealed a large lytic lesion in the head and 

neck of the right femur with well-defined margins, 

marginal sclerosis and narrow zone of transition. Clear 

internal matrix (Figure 2). Magnetic resonance imaging 

revealed well defined lesion measuring approximately 9.5 

× 4.8 cm. The lesion is intramedullary in location. There 

is a suggestion of few septae seen within (Figure 3). No 

significant abnormality found on routine blood test.  

 

Figure 1: An osteolytic lesion over neck extending into 

interotrochanteric region of femur. 
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Figure 2: Computer tomography revealed a large lytic 

lesion in the head and neck of the right femur with 

well-defined margins marginal sclerosis and narrow 

zone of transition. Clear internal matrix. 

 

Figure 3: Magnetic resonance imaging revealed well 

defined lesion measuring approximately 9.5 × 4.8 cm. 

The lesion is intramedullary in location. There is a 

suggestion of few septae seen with in. 

 

Figure 4: Curettage and fixation with Smith and 

Nephew locking compression plate and bone graft 

substitutes. 

After surgical exploration proximal femur a window 

created over greater trochanter and curettage was done 

completely under C Arm guidance, the whole cavity is 

filled with bone graft substitutes and proximal femur is 

fixed with smith and nephew locking compression plate 

(Figure 4). Pathology result revealed Hydatid cyst over 

proximal femur. Microscopic revealed cystic lesion with 

fibrous septa. The septa shows a focal myxoid area with 

few blood vessels and the lumen of the cyst shows foci of 

hemorrhage (Figure 5a and 5b). Patient was started on 

oral albendazole (10 mg/kg/day) and continued for 12 

weeks. 

 

Figure 5a and 5b:  Microscopic revealed cystic lesion 

with fibrous septa. The septa shows focal myxoid 

areas with few blood vessels and the lumen of the cyst 

shows foci of haemorrhage.  

DISCUSSION 

Thomas published a series of 28 cases of hydatid bone 

disease in the year 1884 gathered from isolated reports in 

the literature.
4
 Spakas et al reviewed 8 hydatid cases at 

different anatomical locations and followed for a period 

of 4-16 years.
5
 Ivanissevich was the one who reviewed 

about 47 cases and published completely about the 

disease.
6
 The limited publications on hydatidosis signifies 

rarity of this condition.
7,8

 Bone hydatidosis is a rare 
9
 

because they must penetrate lung and liver and gets 

filtered to enter into arterial circulation.
10

 Spine is the 

most common location and extra spinal location is very 

rare. It is asymptomatic for a long period and usually 

diagnosed in advanced stage.
9
 Growth is slow because of 

the resistance of bone. The clinical manifestation of bone 

hydatid disease may take 10-20 years to become 

obvious.
11

 The pre-operative diagnosis is difficult, 

usually determined only after biopsy because there are no 

specific diseases characteristic to distinguish it from the 

common cause of bone lesions.
11,12

 Appropriate immune-

diagnostic tests, such as the casoni interadermal test and 

Weinberg complement fixation test are helpful but they 

are of no value if no involvement of lung or liver.
11

 

Many authors have advocated surgical curettage of the 

tumor and the cavity filled with bone graft substitute is 

the definitive treatment with or without chemotherapy 

using albendazole or mebendazole.
9,13,14

 Incomplete 

removal of the tumor results in recurrences.
9,14 

 

Pathological fractures, fistulation are the potential 

complications.
14,15 
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CONCLUSION 

Diagnosing Hydatid cyst disease of bone is very difficult. 

Surgery is the ideal treatment of choice for such lesions 

followed by oral albendazole for 12 weeks. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Song XH, Ding LW, Wen H. Bone Hydatid Disease. 

Postgrad Med J. 2007;83(982):536–42. 

2.  King CH. Cestodes (tapeworms). In: Mandell GL, 

Bennett JE, Dolin R. Principles and practice of 

infectious diseases. 4th ed. New York: Churchill 

Livingstone; 1995: 2544–53. 

3. Lewall DB. Hydatid disease: biology, pathology, 

imaging and classification. Clin Radiol. 

1998;53:863–74. 

4. Thomas JD. Hydatid disease. Adelaide: E Spiller; 

1884: 47–49. 

5. Sapkas GS, Stathakopoulos DP, Babis GC, 

Tsarouchas JK. Hydatid disease of bones and joints. 

8 cases followed for 4-16 years. Acta Orthop Scand. 

1998;69:89–94. 

6. Ivanissevich O. Hidatidosis osea [in Spanish]. 

Buenos Aires: Amorrortu; 1934: 16–18. 

7. Natarajan MV, Kumar AK, Sivaseelam A, Iyakutty 

P, Raja M, Rajagopal TS. Using a custom mega 

prosthesis to treat hydatidosis of bone: a report of 3 

cases. J Orthop Surg (Hong Kong). 2002;10:203–5. 

8. Zlitni M, Ezzaouia K, Lebib H, Karray M, Kooli M, 

Mestiri M. Hydatid cyst of bone: diagnosis and 

treatment. World J Surg. 2001;25:75–82. 

9. Charles RW, Govender S, Naidoo K S. 

Echinococcal infection of the spine with neural 

involvement. Spine. 1988;13(1):47-9. 

10. Rao S, Parikh S, Ken R.  Echinococcal infestation of 

the spine in North America. Clin Orthop. 

1991;271:164-9. 

11. Markakis P, Markaki S, Prevedorou D, 

Bouropoulou V. Echinococcosis of bone: clinico-

laboratory findings and differential diagnostic 

problems. Arch Anat Cytol Pathol. 1990;38:92–4. 

12. Torricelli P, Martinelli C, Biagini R, Ruggieri P, De 

Cristofaro R. Radiographic and computed 

tomographic findings in hydatid disease of bone. 

Skeletal Radiol. 1990;19:435–9. 

13. Ocete G, Guerrero A, Diaz-Peletier R, Burgos J, 

Bouza E, De Miquel C. Experience in the treatment 

of osseous hydatidosis. Int Orthop. 1986;10(2):141-

5. 

14. Porat S, Robin GC, Wertheim G. Hydatid disease of 

the spine causing paraplegia. The combined 

treatment by surgical drainage and Mebendazole: A 

case report. Spine. 1984;9(6):648-53. 

15. Booz MY. The value of plain film findings in 

hydatid disease of bone. Clin Radiol. 

1993;47(4):265-8. 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Cite this article as: Swaroop Chandra S, Kumar MM, 

Ramnarayanan, Vanchi PK. Hydatid disease of 

proximal femur: a case report. Int J Res Orthop 

2017;3:883-5. 


