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CASE SUMMARY
A 52-year-old female patient was 

referred to Memorial hospital for eval-
uation of symptoms including abdomi-
nal pain, back pain, weight loss, nausea, 
chills, and a suspicious mass on imaging. 
The patient denied any recent travel. 
Physical examination revealed diffuse 
abdominal tenderness and guarded hip 
flexion. Computed tomography (CT) 
imaging of the abdomen revealed a 5.0 
cm × 5.0 cm × 4.9 cm echinococcal cyst 
in the mesentery. The patient was to be 
treated with albendazole therapy for one 
week prior to surgical excision of the 
mass; however, the patient elected to 
have the surgery performed elsewhere 
for logistical reasons.

IMAGING FINDINGS
A CT scan of the abdomen was 

obtained, revealing a 5.0 × 5.0 × 4.9 cm 
peripherally calcified hypo-attenuat-
ing mesenteric mass anterior to the left 
kidney with multiple smaller calcified 
rounded lesions (Figure 1).

DIAGNOSIS
Cystic echinococcosis

DISCUSSION
Cystic echinococcosis is caused by 

infection with the metacestode stage 

of various species of the genus echino-
coccus. The disease remains endemic 
in many parts of the world that are 
underdeveloped or have a substantial 
amount of sheep herding, such as the 
Mediterranean, the Middle East, and 
parts of South America. Initial infec-
tion is always asymptomatic, often 
taking years for symptoms to develop, 
and subsequent clinical manifestations 
depend on cyst size and infection site. 
Although hydatid cysts may be found 
almost anywhere in the body, the liver 
is the most frequent site of involvement, 
with the majority of cysts affecting the 
right lobe. In a study of 368 patients with 
hydatid disease, nearly 75% had liver 
involvement and nearly half of those 
had cysts solely in the liver.1 Similar 
studies have found a great preponder-
ance of hydatid disease for the liver (70-
75%), a decent number of cases in the 
lungs (15-25%), and rare localization in 
other places in the abdomen, CNS, and  
vertebrae.2,3,4,5

Rupture of hydatid cysts is the most 
worrisome complication and can mimic 
many other disorders depending on 
the location of the cyst. This can mud-
dle differential diagnoses; thus, it is 
important to consider ruptured echi-
nococcal cysts in cases with acute pain 
without clear etiology. Eosinophilia is 

present in less than 25% of patients with 
hydatid disease but is most likely to be 
seen in rupture and thus can be useful in 
narrowing down this diagnosis.6 Cyst 
metastases and local tissue damage are 
other complications and can lead to sec-
ondary infection. 

Prevalence varies by country, with 
numbers as low as .2 per 100,000 in 
non-endemic countries, and as high as 
32 per 100,000 in endemic countries. 
However, both prevalence and inci-
dence are thought to be underestimated 
due to under-diagnosis.7

Incidence in the U.S. is extremely 
low, last reported as 5 cases per year.8 

Forty-one echinococcosis cases led 
to death in the United States between 
1990 and 2007. The infection site was 
unspecified in 56% of these deaths, 
while the liver and lungs were specified 
in 42% and 2% of cases, respectively. 

Several cases of primary mesenteric 
hydatid cysts have been reported but 
are quite rare.9,10 

CONCLUSION
Hydatid disease is exceedingly rare 

in the U.S., though it can be fairly com-
mon in endemic regions. Diagnosis can 
be difficult as a wide variety of cysts can 
form in the areas commonly affected by 
hydatid disease. Additionally, hydatid 
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disease can present acutely in the case  
of rupture, when it can present with 
symptoms mimicking other acute condi-
tions, such as acute abdomen. Eosinophil 
count may be valuable in differentiat-
ing other causes of acute abdomen from 
hydatid disease. 

This case of hydatid disease, with 
its atypical localization and a lack of 
travel history, is a reminder to keep a 
broad differential diagnosis and include 
exceedingly rare and unlikely etiolo-
gies in the workup. 
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FIGURE 1. CT scans in the sagittal (A), coronal (B), and axial (C) views reveal a 5.0 × 5.0 × 4.9 cm peripherally calcified hypo-attenuating 
mesenteric mass anterior to the left kidney with multiple smaller calcified rounded lesions.
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