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Hydatid cyst of the arm: a case report
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Abstract
Echinococcosis or hydatidosis is an anthropozoonosis following the development in humans and certain animals of the larva of a cestode transmitted by dogs: Echinococcus granulosus. The soft parts of the limbs represent a rare location of this parasite. We present a case of isolated primary hydatid cyst of the arm in a 63-year-old rural woman. The diagnosis is based on imaging and immunological reactions and has been confirmed by histology. Surgical excision supplemented by chemotherapy based on antiparasitic drugs allowed recovery.

Keywords : Echinococcus granulosus, muscle hydatid cyst, arm, ultrasound.

Introduction
 The muscular location of the hydatid cyst is rare, even in endemic countries [1, 2]. It is an anthropozoonosis caused mainly by the accidental ingestion of the larva of Echinococcus granulosus, multilocular echinococcosis, Echinococcus vogeli, Echinococcus oligarthrus [3]. This primitive and isolated parasitosis persists as a significant public health challenge. The diagnostic path must remain simple regardless of the the imaging means available to the medical team. The aim of this work is to analyze the epidemiological, diagnostic, and therapeutic aspects of muscular hydatidosis; and to highlight the role of ultrasound in its preoperative diagnosis[4], while gradually addressing the means of diagnosis, prognosis and recommendations for therapeutic solutions which will make it possible to resolve the consequences of possible failure and to avoid recurrences.

Case Presentation
 63-year-old woman, of rural origin, farmer (sheep breeding), with no notable pathological history, consults for swelling on the posterior surface of the lower third of the left arm, which has been evolving over the last 5 years without any notion of trauma or septic inoculation, gradually increasing in volume and painless. The physical examination notes a good general condition, the examination of the left upper limb finds a circumscribed mass, soft, mobile, well limited, non-adherent on both superficial and deep planes and painless, measuring 15 cm x 10 cm, the examination neurovascular is normal (figure 1).
Laboratory examination was within normal limits and an indirect hemagglutination test was negative.
Plain radiographs demonstrated soft tissue thickening without calcifications or bony abnormalities.
An ultrasound of the left arm showed a posterior, cystic, oval subcutaneous formation with hypo-echoic content reinforcing the posterior echoes with non-vascularized serpiginous content on Doppler measuring 100 x 60 x 40 mm (figure 2). Magnetic resonance imaging showed a soft tissue cystic mass on the posterolateral aspect of the left arm with close contact with the muscle without loss of separating fatty border. It is in T1 iso signal relative to the muscles, T2 hyper signal, well limited, measuring, with regular contours, surrounded by a thin wall in hypo signal and seat of a serpiginous structure in hypo signal T1 and T2 in relation to the hydatid membrane detached. This mass is enhanced at the periphery after injection of paramagnetic contrast product (figure 3).
The chest x-ray and abdominal ultrasound did not note other locations.
The patient underwent medical treatment with albendazole 400 mg twice daily preoperatively for 4 weeks. Wide total resection surgery was performed under general anesthesia without harming the cyst walls (Figure 4, Figure 5). Histological examination confirmed the diagnosis of hydatid cysts of the soft tissues. Postoperative medical treatment with albendazole was continued for 3 months. At the first year of follow-up, there was no local or visceral recurrence with a good functional and aesthetic result (figure 6).
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Figure 1 : clinical aspect[image: ]
Figure 5 : Image of hydatid cyst after resection
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Figure 3 : MRI aspect
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Figure 4 : Per-operative view






Discussion


 The frequency of soft tissue hydatidosis is currently decreasing, despite the diffusion of efficient imaging techniques. It is currently estimated between 1 and 5.4% of all hydatid locations [5, 6, 7]. The difference in these estimates is due to the fact that old studies include muscular locations with cysts in subcutaneous cellular tissues ]8]. The muscle constitutes an environment that is not conducive to the development of the hydatid larva because of muscular contractility on the one hand and the production of lactate on the other hand [2]. Hexacanth embryos arriving in the digestive tract are most often stopped by the liver and lungs acting as real filters. A very small number of embryos enter the general circulation where they spread throughout the body. A certain number of muscle locations have been described, predominantly involving the neck, trunk and limbs, particularly the lower limb. The localization in the upper limb is very little reported in the literature, particularly at the arm level, which is exceptional and rarely reported in the literature [5,9, 10, 11, 12,13]. Furthermore, muscular hydatid disease is most often isolated primary [10], it is only associated with other hydatid locations in 8% of cases. Clinically, the symptoms of muscular hydatidosis are not specific. It is most often a soft tissue tumor, which grows very slowly, and may also suggest a cold abscess, myositis, or a calcified hematoma [14]. Sometimes, the presentation is misleading, simulating a hot abscess or a malignant soft tissue tumor, when the cyst is ruptured or superinfected. Rarely it is discovered when there are signs of nearby tissue compression. In endemic countries, rural origin and contact with dogs guide the diagnosis which must be made preoperatively. This allows both to avoid unnecessary procedures such as cyst puncture or biopsy, and enables the implementation of measures to protect the surgical field from potential hydatid dissemination, which carries the risk of anaphylactic shock, through the use of soaked fields of scolicide [10]. In this regard, the contribution of ultrasound is considerable, it must be a first-line examination [4, 15]. Generally, it is sufficient and reliable in 95% of cases [16]. CT, being a more expensive examination, should be reserved for doubtful cases following ultrasound. MRI, on the other hand, enables the diagnosis of hydatid cysts in their various evolutionary stages, particularly in the event of rupture. It also allows for a better locoregional anatomical study and a thorough analysis of the cyst wall. This wall presents a characteristic hyposignal on all sequences but more evident on T2 weighted imaging [17]. On the other hand, arteriography is of little interest, apart from the study of the relationship of the hydatid cyst with the vascular axes. However, it can be misleading by showing signs of malignancy in the event of inflammation of the pericyst [15]. Furthermore, the biological diagnosis of muscular hydatidosis is difficult [14]. Hypereosinophilia is neither constant nor specific, and immunological reactions are often negative when the cyst is not cracked or remodelled [14]. However, they constitute a complement to clinical and imaging in diagnosis and especially in monitoring treatment [16]. The persistence of a high antibody titer or a resurgence observed 6 months to 1 year after an intervention is in favor of secondary echinococcosis [18]. However, the treatment of muscular hydatidosis still remains surgical. Surgery is the most effective treatment, with significant morbidity of conservative surgical treatment that must be emphasized. Recent years have been marked by the development of percutaneous interventional radiology such as puncture aspiration-injection and re-aspiration (PAIR), and percutaneous drainage without re-aspiration, which have made it possible to improve the mortality and morbidity of hydatidosis. Additional drug treatment is necessary to achieve complete curative treatment and avoid reinfestations. Prophylaxis is a real treatment which must act at all levels of the epidemiological chain [19, 20].

Conclusion: 
Muscular hydatidosis remains a rare and benign disease, provided that it is diagnosed pre-operatively using ultrasound, which allows certain pitfalls such as biopsy or intraoperative opening of the cyst to be avoided. Even with the development of interventional radiology; total pericystectomy remains the most effective treatment. However, as this parasitosis is not very stable in its domestic biological cycle, and sensitive to control measures [15], it remains accessible to individual and general prophylaxis, which constitutes the real treatment.
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