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Familiarity with imaging findings, especially in patients living in endemic 
regions
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Chest radiography

Ultrasonography (US)

Computed tomography (CT) 

Magnetic resonance (MR)
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Radiologic Findings
Type I: Simple Cyst with No Internal Architecture
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Radiologic Findings…
Type II: Cyst with Daughter Cyst(s) and Matrix

“

Type IIA

“wheel spoke” appearance
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Radiologic Findings
Type II: Cyst with Daughter Cyst(s) and Matrix

Type IIB

(rosette sign). honeycomb pattern
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Radiologic Findings
Type III: Calcified Cyst

7



Radiologic Findings
Type IV: Complicated HC.

rupture (50%–90%)

Superinfection( Bacterial)

undulating membrane

48-year-old man with acute onset of jaundice and pain in the 
right upper quadrant
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The published cases of the hydatid cyst with unusual locations from 
Iran (1990-2011 )
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Systemic Involvement
Abdomen
◦ Liver.

Right lobe

solitary or multiple

Perforation to the biliary tree

HD of the liver with involvement of the diaphragm and thoracic cavity
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Abdomen
◦ Spleen

rare.

intraperitoneal spread from a 
ruptured liver cyst.
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Abdomen
◦ Pancreas.
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Abdomen
◦ Kidney.

upper or lower pole

cortex,

Infected HCs can be misdiagnosed as
renal abscess.

Multilocular HCs can be misdiagnosed as simple renal 
cysts,cystic nephroma, and cystic variants of renal cell
Carcinoma.
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Abdomen
◦ Adrenal Gland

The diagnosis
was made on the basis of US and laboratory findings
and was confirmed at surgery.

collapsed membranes
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Abdomen
◦ Peritoneum and Retroperitoneum

always secondary to hepatic involvement

unilocular type I HCs may be difficult to differentiate HCs from 
mesenteric cysts or intestinal duplication cysts
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Type II retroperitoneal HC detached membranes
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Abdomen
◦ Bladder

secondary to kidney HC
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Abdomen
◦ Ovary.

secondary to peritoneal spread of daughter cysts

incidentally

cystadenoma, cystadenocarcinoma

diagnosis was made at surgery
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Scrotum

63-year-old man with multiple HCs inth e liver and peritoneum. The 
patient presented with acute scrotal pain.

Surgery helped confirm the diagnosis

extremely rare
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Thorax
◦ Lung.

right posterior lung segments

lower lobes 60%

Bilateral involvement

Concurrent involvement of the liver and lungs is seen in 
approximately 6%

20%

multiple HCs can be misdiagnosed as metastases

Daughter cysts (type II) are rarely
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onion peel sign “water lily sign

Calcification in pulmonary HC is very rare

thin-walled translucent or cavitary lesion containing air

medical treatment of HC

rupture of  the cyst into the parenchyma and pleural cavity

acute pulmonary embolism

vena cava.
directly involves
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Thorax
◦ Pleura.

secondary to lung involvement

type IIB type IIA
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Thorax
◦ Mediastinum

type IIB 

Type II and type III HCs
in the anterior mediastinum should be differentiated
from thymoma and teratoma that have
mostly necrotic components
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Thorax
◦ Heart

left ventricle /interventricular septum /right ventricle / 
pericardium and right or left atrium

Transthoracic echocardiography
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Thorax
◦ Pericardium

right costophrenic recess

type IIA
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Head and Neck
◦ Brain. 

2% of all intracranial masses

territories of the middle cerebral artery

supratentorial

Parietal lobe

more common in children than in adults

Fine peripheral  enhancement

Type I IIBType 

lack of surrounding edema and the
marked mass effect make it easy to distinguish
cerebral HC from abscess and cystic tumor
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HCs located in proximity to the cortex can protrude into the 
meninges and calvaria and cause erosion

Calcification occursin less than 1% of cases.
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infected HD

Enhancement peripheral to the lesions,

edema formation
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Head and Neck
◦ Spinal Cord.

thoracic spine

Spinal HD is classified into five groups: 
intramedullary, intradural , extradural,vertebral,paravertebral

no rim enhancement

Calcification is also rare

30



Head and Neck
◦ Thyroid Gland.

A diagnosis of multinodular
goiter was made, and the patient underwent
surgery, which revealed concomitant thyroid nodules
and HC with dense wall calcification.
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Soft Tissue

Primary type I HC of the
psoas muscle in a 46-year-old woman who
presented with symptoms of low back pain
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Soft Tissue

27-year-old man who presented with palpable masses at
the dorsal surface of the left ankle.
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◦ Bone

spine

Pericyst formation does not occur in bone

destroys the cortex. It then spreads
from bone to surrounding tissue such as muscle
and the spinal cord 
Extraosseous HCs may calcify, whereas intraosseous HCs rarely 
show calcification.

tuberculosis spondylitis
or chronic osteomyelitis.
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Conclusions
◦ HD is a dynamic entity with varying imaging appearances.

◦ It can arise in any part of the body the bloodstream reaches.

◦ Familiarity with imaging findings, especially in patients living in countries where this disease is endemic, 

◦ HD in unusual anatomic locations may make differential diagnosis difficult, even in patients from 
endemic regions.

◦ However, HC should be kept in mind when a cystic lesion is encountered anywhere in the body.
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