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Lesion of the Femoral Nerve Caused by
a Hydatid Cyst of the Right Psoas Muscle
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SUMMARY

Introduction Hydatidosis is a human disease caused by the larval form of Echinococcus granulosus.
All organs in the human body may be affected by hydatid disease, but excluding liver and lungs, all
other organs are considered as uncommon locations. Hydatid disease located in the psoas muscle is
uncommon.

Case Outline The authors present a 36-year-old male living in endemic areas of Serbia, admitted due to
pain and weakness of the right thigh and weight loss. Duration of symptoms was one year. CT and MRI
revealed a big cystic mass (20 cm long) in the right psoas muscle. Neurological investigation showed
a loss of function of the right femoral nerve. Serology for Echinococcosis was negative. Surgery was
indicated and performed by median laparotomy. Total excision of the cyst was done. Pathohystology
confirmed the nature of the cyst. Three years after operation the patient was without any signs of
disease relapse.

Conclusion Echinococcal disease of the psoas has been very rarely reported, sometimes associated
with paraspinal disease and often with vertebral involvement. Cystic or complex retroperitoneal tumour,
pyogenic abscess of the psoas and even tuberculosis should be considered in the differential diagno-
sis. Treatment of choice is surgery. The greatest danger for the patient is dissemination and anaphylac-
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tic reaction. Also, compression of adjacent organs may produce significant morbidity.
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INTRODUCTION

Hydatid disease is still a serious health problem,
especially in many Mediterranean countries, the
Middle East, South America, New Zealand and
Australia. It is an infection of humans caused
by the larval stage of Echinoccocus granu-
losus [1]. Humans are accidental hosts that
become infected by ingesting its eggs and, just
like in the intermediate hosts, allow the devel-
opment of cysts in various organs. The growth
rate of the cysts is about 1 cm per year [2, 3].
Hydatid disease in extrahepatic locations usually
remains asymptomatic unless the cyst grows and
produces symptoms due to pressure, rupture to
the pleural or peritoneal cavity, secondary infec-
tion or an allergic reaction [4, 5]. Hydatid disease
located in the psoas muscle is very uncommon.
In this paper, we describe a rare case of hydatid-
osis of the psoas muscle.

CASE REPORT

The authors present a 36-year-old male from
endemic areas of Serbia. The patient came from
rural area where sheep raising and contact with
dogs was common. He was admitted to our
Surgical Department because of abdominal pain,
weakness of the right thigh and weight loss. His
symptoms lasted for one year. He was treated at
a local Medical Centre by the physiotherapist.
Ultrasound (US), magnetic resonance imag-
ing (MRI) and computed tomography (CT)

demonstrated right heterogeneous solitary
lesions in the psoas muscles in close contact
with the kidneys and extending from L1 to S2
(Figures 1, 2 and 3). The lesion was multilocu-
lated. Neurological investigation showed a loss
of function of the right femoral nerve. Serology
investigation for echinococcus was negative.

As there was indication for surgery, median
laparotomy was performed and cystic lesion of
the right psoas muscle was confirmed. There
was infiltration of the right femoral nerve and
compression of the right ureter. In our case,
total cystectomy was carried out with meticu-
lous dissection of the left ureter, gonadal vessels,
hypogastric nerve plexus and the right femo-
ral nerve (Figure 4). Echynococcus granulosus
was confirmed by pathohystology. Postoperative
period was without complications. There was
no evidence of disease 3 year after surgery. The
function of the right femoral nerve and muscles
of the right thigh were improved.

DISCUSSION

Primary cyst may localize anywhere in the
body but commonly they are found in the liver
(55-70%) and lungs (20-30%) [6]. Other locations
of the echinococcus include spleen (0.9-8%),
kidneys (1-4%), pancreas (0.25-0.75%), brain,
heart, ovaries, bones and abdominal wall [7].
The musculoskeletal involvement has
been registered in only 1-4% of the cases [8].
Nevertheless, some cases of primary muscular
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Figure 1. MRl of the abdomen: a large hydatid cyst or the right psoas
muscle cause compression and dislocation of retroperitoneal structu-
res

Figure 3. CTimage of a large retroperitoneal hydatid cyst infiltrating
the abdominal wall, spine and pelvis

hydatidosis at various sites have been reported, i.e., sarto-
rius, biceps brachii, supraspinatus, gluteus, pterygoideus and
soleus muscles [9-14]. Hydatid disease located in the psoas
muscle is very uncommon. Only some thirty-odd such cases
have been reported [15]. Symptoms in such cases occur
because of pressure or complications including rupture,
allergic reaction and secondary infection [16]. The patho-
genesis of muscular localization is still not well understood.
Most authors believe that embryo can reach the muscles from
the systemic circulation after leaving the intestine and pass-
ing through the liver and the lungs. Several factors could
explain the exceptional nature of muscle localizations of
hydatid cysts: efficacy of the hepatic and pulmonary barri-

Figure 2. MRl of the abdomen: a large hydatid cyst of the right psoas
muscle infiltrating the spine and retroperitoneal nerves

Figure 4. Macroscopic aspect of the hydatid cyst after surgical exci-
sion

ers, and muscle environment unfavourable for growth of
hydatid larvae [10]. Muscle function, however, may inhibit,
both mechanically and by the lactic acid, implantation of
the embryo. Previous trauma and the functional status of
the muscle may also have a role in conditioning the implant
within the muscle [6]. A review of the literature shows that
commonly involved muscles are those of the trunk and
proximal limbs as in our case. It could be explained by the
volume of the muscle mass and its rich blood supply. In
recently published works the left psoas muscle is domi-
nantly affected, which is contrary to our patient [17]. Many
authors have a diagnostic problem of making the right preop-
erative diagnosis of primary hydatid disease of the skeletal

http://srpskiarhiv.sld.org.rs ‘

503



504

Bilanovi¢ D. et al. Lesion of the Femoral Nerve Caused by a Hydatid Cyst of the Right Psoas Muscle

muscle. Diagnosis of hydatid disease may be difficult in the
case of muscular localization, especially outside endemic
areas. The development of a mass inside a muscle more
commonly implies the presence of a haematoma, tumour
or septic lesion.

Clinically, the growth of the cyst may produce local symp-
toms related to compression of adjacent structures, as is our
case. Skin and serological tests are helpful in the diagnosis,
but often are negative, because the capsule isolates the para-
site from the host’s immune system [18]. US is the method
of choice for the detection of hepatic and extrahepatic echi-
nococcal cysts [19]. CT confirms the diagnosis by reveal-
ing the presence of daughter cysts and plaque-like calcifica-
tions in the cystic wall. It is important as it provides infor-
mation regarding the exact location of extrahepatic cysts in
relation to neighbouring structures. CT sensitivity ranges
from 90% to 97% [20]. Although CT findings are suggestive,
a high index of clinical suspicion is needed to establish the
diagnosis. MRI was helpful in our case to assess the extent
and location of the lesion and evaluate spinal involvement.
MRI can also assist in defining treatment strategy. Cystic
or complex retroperitoneal tumour, pyogenic abscess of the
psoas and even tuberculosis must be considered in the differ-
ential diagnosis [21]. Therapy for extrahepatic echinococcal
disease is based on considerations regarding the size, loca-
tion and manifestations of the cysts, and the overall health
status of the patient [22]. Surgery is the mainstay of treatment
for hydatid cysts. The principle of surgical therapy is total
excision of the cyst or cysts whenever possible. The surgeon
must be careful to remove the cyst totally avoiding dissem-
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ination of cyst contents. It is important that the abdomi-
nal cavity is isolated with gauzes soaked in 20% hypertonic
saline solution to avoid secondary hydatosis and allergic
reaction [23]. The lumbar extraperitoneal approach is the
safest access in order to avoid peritoneal dissemination for
cysts localized in the psoas muscle. We performed surgical
procedure through median laparotomy. Adjuvant chemo-
therapy with anthelmintics is recommended to reduce the
risk of dissemination during surgery and to prevent recur-
rence. According to the WHO guidelines for the treatment
of hydatid disease, chemotherapy is indicated for inopera-
ble patients and those with multiple cysts scattered in many
organs where surgery can be ineffective or hazardous [24].

In the case we report, entire cysts were removed, then
we did not require adjuvant chemotherapy. The patient
remained asymptomatic during the follow-up without recur-
rence. We found less than 30 cases of hydatid disease of the
psoas muscle on Medline. Echinococcal disease of the psoas
has been reported very rarely, sometimes associated with
paraspinal disease and often with vertebral involvement.
Although CT findings are suggestive, a high index of clini-
cal suspicion is needed to establish the diagnosis. MRI was
helpful in our case to assess the extent and location of the
lesion and evaluate spinal involvement. MRI can also assist
in defining treatment strategy. Cystic or complex retro-
peritoneal tumour, pyogenic abscess of the psoas and even
tuberculosis must be considered in the differential diagno-
sis. The greatest danger for the patient is dissemination and
anaphylactic reaction. Also, compression of adjacent organs
may produce significant morbidity.
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AncdyHKumja aecHor demopanHor HepBa ycnea XxuaatnaHe uucre

AecHor 6egpeHor muwwunha

[Oparomy6 bunanoswuh, lapko 3apaBkosuh, Tomucnas Panhenosuh, bopricnas Tockosuh, JacHa Faunh
XupypLko ogerberbe, KnnHnuko-60nHnuKM LeHTap ,bexaHujcka koca”, beorpag, Cpbuja

KPATAK CAZIPXKAJ

YBop ExvHoKoKHa 60necT je 300HO03a M3a3BaHa ncehom naHTbu-
yapowm (Echinococcus granulosus). ExnHoKoKyc ce Hajueluhe jaB/ba
y jeTpu v nnyhrMa, a peTko y ApyrM opraH1ma, MoroToso y no-
npeyHonpyracTm Myuwrhuma.

Mpukas 6onecHnka Mylwkapal cTap 36 rogyHa npUMIbeH je 36or
60n0Ba 1 cnaboCTV y AeCHOj HAaTKONEHULM 1 ry6nTKa TenecHe Te-
XuHe. Terobe cy noyene roguHy faHa npe npujema. HakoH ncnm-
TUBatba KOMMjyTepr30BaHOM TOMOrpPadujom i MarHeHTHOM pe30-
HaHLIMjOM YCTaHOBJbEHA je BenrKa LMCTMYHA TYMOpCKa NpomMeHa
y BecHom begpeHom muwhy (m. psoas dex). CeponoLuKkm TecTo-
B/ Ha €XMHOKOKYC 61N Cy HeraTuBHY, @ HeyPONOLWKUM NCIIUTU-
BarbeM je yTBphHeH rybutak dyHKLmje fecHor pemopanHor HepBa.
lMocTaB/beHa je MHAMKaLMja 33 XUPYPLLKO Nleyetbe 1 ypaheHa To-
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TasHa ekcum3nja LMcTnyHe npomeHe. TOokom onepavyje je youeHa
UHOUNTPaLLja fecHor deMopanHor HepBa, Koju je cavyysaH. Ma-
KPOCKOMCKM 11 NaTOXMCTOMOLLKY NOTBPhHEHa je eXMHOKOKHa npu-
pofa LMCTrYHe npomeHe. HakoH XVpypLIKOT Nieyetba Npumetbe-
Ha je dm3MKanHa Tepanuja u TP roguHe nocse onepaumje bone-
CHUK Hema 3Hake 60necTy 1 HeypoNoLWKK AepULT.

3aksbyyak ExnHokokHa 6onect 6epeHor muwiha je Beoma pet-
Ko cTatbe. CBaka LiMCTMYHA TYMOPCKa MPOMEHa JIOKann30BaHa y
peTponepuToHeyMmy, NOpes PETPONePUTOHEYMCKNX TYyMOpa, TY-
6epKynose 1 LNCTUYHIX TYMOpa Apyre npupoge, AudepeHym-
janHoAmjarHoCTUYKM Mopa Y3€eTu Y 0631p 1 eXMHOKOKYC. Paguika-
NaH XMpPYpPLUKM 3aXBaT je MeToAa 136opa, C TUM fla ce mocebHa na-
XHba MOpa yCMepUTU Ha OKONHe 3axBaheHe aHaTOMCKe CTPYKType.
KrbyuHe peun: eXMHOKOKYC; pemopasnHy Heps; napesa
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