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Case Report

Knee Hydatidosis: A Case Report
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Abstract

Introduction: Primary bone hydatidosis is a rare disease. The clinical manifestations of bone hydatidosis are confusing. Muscu-
loskeletal involvement in hydatid cyst may be misdiagnosed as bone tumor. Although bone hydatidosis is not very common, timely
diagnosis and treatment of this disease is important for preventing serious complications.
Case Presentation: This study reports on a 37-year-old woman with primary bone hydatidosis of distal femur and secondary in-
volvement of the knee joint. The patient was treated with arthroscopic irrigation and debridement and open curettage of bone
lesion. The bone defect was filled with bone cement. Oral albendazole was prescribed for six months. Twenty-two months of follow
up showed no sign of recurrence.
Conclusions: Its recommended that hydatid cyst should be considered a differential diagnosis of any lytic bone lesion in the en-
demic region. It could be suggested that curettage and filling of the defect with bone cement is a safe and effective surgical treat-
ment.
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1. Introduction

Hydatid cyst or hydatidosis is a parasitic infection
caused by Echinococcus granulosus. This disease is endemic
in North Africa and the Middle East, Turkey, India, South
America, and Southern Europe. The most common organs
involved in this disease are the liver (55% to 75%) and Kid-
neys (18% to 35%). However, hydatid cyst can appear in any
organ of the body (1).

Rarely the bone is initially involved (1% to 2.5%). The
most common sites of bone involvement are the spine and
pelvis and long bones are rarely involved (2).

Primary bone hydatidosis occurs when scolexes pass
through the circulatory system inside the bone. In bone
hydatidosis, due to the hardness of bone tissue, a daughter
vesicle is formed rather than a single cyst. Parasites slowly
spread in the medullary canal, causing destruction of the
bone trabeculae.

Bone involvement in hydatidosis can cause pain, yet
the patient sometimes remains painless for a long time.
Pathologic fracture is rarely the first manifestation of the
disease (3). In addition, musculoskeletal system involve-
ment in hydatid cyst may be misdiagnosed as bone tumors
in radiological studies.

Although bone hydatidosis is not very common, timely
diagnosis and treatment of this disease is important in pre-
venting serious complications. This study reports on a rare
case of primary bone hydatidosis in the distal femur with
secondary knee joint involvement

2. Case Presentation

A 37-year-old woman with the complaint of painful and
swollen right knee was admitted to the orthopedic clinic
of the current authors. In the clinical examination, there
was diffuse swelling of the right knee and tenderness in the
medial condyle of the femur. The range of motion of the
knee was normal.

Serological tests, including complete blood count
(CBC), erythrocyte sedimentation rate (ESR), C-reactive pro-
tein (CRP), and indirect hemagglutination test (IHA) were
normal. After taking plain X-ray (Figure 1), the patient was
subjected to knee computed tomography (CT) (Figure 2).
A lytic lesion was observed with cortical erosion in the me-
dial condyle of the right knee in magnetic resonance imag-
ing (MRI), a large signal intensity lesion was seen in me-
dial condyle of femur with multiple cysts (Figure 3). In
T2-weighted scans, synovial hypertrophy and low intensity
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lesion were observed in medial gutter and intercondylar
notch regions.

In the early review of MRI images, performed by an
experienced radiologist, pigmented villonodular synovitis
(pvns) was reported. The patient, with a possible diagno-
sis of pvns, was subjected to arthroscopy of the knee. In
arthroscopy, many suspended particles appeared as vesicle
in the knee.

Diffuse synovial hepertrophy of the knee was evi-
dent, especially in the medial gutter and intercondylar
notch. Arthroscopic debridement and synovectomy were
performed. Subsequently, open biopsy and curettage
were performed through the medial subvastus approach.
Histopathological examination was consistent with the hy-
datid cyst.

Radiological examination by CT and ultrasound
showed no evidence of involvement in other organs.
Oral albendazole (10 mg/kg/day) was prescribed for three
months prior to definitive surgery.

Through prior incision, curettage of the bony lesion
was performed. The bone defect was then filled with bone
cement and cortical screw (Figure 4). Subsequently, oral al-
bendazole was administered for six months. The patient
was followed up for 22 months after surgery, and no recur-
rence was observed. The patient’s functional outcome was
good and she was able to perform daily activities without
restriction.

3. Discussion

Bone involvement is rare in hydatid cysts (1% to 2.5%).
The most common sites of bone involvement are spine (35%
to 50%), pelvic tibia, femur, and humerus, skull, and ribs,
respectively (1, 3).

Skeletal involvement in hydatid cyst often occurs sec-
ondary to a diffuse disease of the hydatid cysts of the liver
or lungs. However, occasional primary bone involvement
occurs without evidence of systemic disease (4). In the re-
ported patient, distal femoral involvement initially existed
and there was no evidence of systemic illness.

To the best of the author’s knowledge, knee joint in-
volvement is secondary to distal femoral lesion or proxi-
mal tibia (5, 6). In the reported patient, secondary knee
joint involvement had caused the destruction of the distal
femoral medial cortex and the direct diffusion of hydatid
cyst to the knee joint.

Bone hydatidosis often has a slow clinical course and
may be asymptomatic for many years. Imaging findings
are often non-specific and confusing. Radiography often
represents a simple or multiple lesion, sometimes accom-
panied by thinning and degeneration of the cortex. Radi-
ological manifestations of bone hydatidosis sometimes re-

sembles bone malignancy (7). In the current patient, there
was also an eccentric lesion with cortical erosion in the me-
dial femoral condyle.

Magnetic resonance imaging is helpful, yet not specific
in detecting bone hydatidosis (2, 4). The MRI images in
the patient, although examined by an experienced mus-
culoskeletal radiologist, were reported with pvns. Consid-
ering radiographic manifestations of hydatid cyst on the
knee, knee hydatidosis can be considered as a differential
diagnosis of knee pvns in endemic areas.

In general, serological tests to detect hydatid cyst dis-
ease have low sensitivity and specificity (2, 8). In the re-
ported patient, IHA was also negative. Eosinophilia is
found in CBC of 25% to 30% of cases of hydatid cysts, (7).
CBC in the current patient was normal.

Due to the lack of specificity of clinical symptoms and
paraclinical findings, it is difficult to diagnose hydatid cyst
before surgery. Therefore, a definitive diagnosis is possible
only by a precise pathologic examination.

Anthelmintic drugs alone are not effective in eradi-
cating hydatid cysts, and the only effective treatment of
bone hydatidosis is complete resection of the lesion with
surgery (4, 7, 9). It has been reported that lesion curet-
tage without removing the wide margin combined with
anthelmintic drugs is also effective in the treatment of
bone hydatidosis in long bones (7, 9-11).

Filling the bone defect with bone cement can help with
the elimination of daughter cyst and relapse prevention
by creating thermal necrosis (12). Some authors have also
suggested that surgery should be performed by wide mar-
gin to prevent recurrence (13). In the current patient, due
to the proximity of bone lesion and the knee joint, radical
surgery was impossible and the final surgery was carried
out through lesion curettage and filling the bone defect
with bone cement. There was no evidence of recurrence 22
months after the surgery.

Despite all the therapeutic measures, the recurrence
rate of bone hydatidosis has been reported to be 17% (14).
Even one case of local recurrence of bone hydatidosis was
reported after 10 years.

One of the variables that is associated with local recur-
rence is the involvement of a distant organ. It has been re-
ported that the simultaneous involvement of another vis-
ceral organ increases the risk of a recurrence or progres-
sion of the disease up to five times (14). Therefore, a long
follow-up is needed to judge the effectiveness of various
types of bone hydatidosis therapy.

Diagnosis of primary bone hydatidosis is often difficult
and requires high clinical suspicion. Therefore, it is recom-
mended that hydatid cyst should be considered in differ-
ential diagnosis for assessment of bone lytic lesions in en-
demic area.
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Figure 1. Plain X-ray

Figure 2. CT scan
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Figure 3. MRI

Figure 4. Postoperative X-ray (after 22 months)
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