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Sacrococcygeal hydatid cyst: another entity in the differential diagnosis of
sacrococcygeal chordoma. Case report
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A case of hydatid disease of the sacrum with severe neurological symptoms,
which was misdiagnosed preoperatively as a chordoma, is presented. The patient
had significant improvement of the neurological symptoms after evacuation of
the cyst. Sacral hydatid cysts must be considered in the differential diagnosis of

sacrococcygeal chordoma.
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Introduction

Hydatid cysts, caused by Echinococcus
granulosus, are located in the bone in less
than 1% of cases with this parasitic disease.!
Isolated sacrococcygeal location of the cyst
is even rarer. Chordomas of the spinal
column are also rare but the most common
location is the sacrococcygeal area. Diag-
nosis of these rare pathologies may some-
times pose great difficulties. In this paper, a
patient with severe neurological symptoms
due to a sacrococcygeal hydatid cyst, who
was preoperatively misdiagnosed as having
achordoma is presented.

Case report

A 46 year old male patient was admitted with
complaints of low back pain and limping during
walking. He also experienced increasing de-
grees of incontinence for stool and urine
together with impotence for some 16 years.

On physical examination no palpable mass
was found in the abdomen, over the sacrum or
on digital rectal examination. Anal sphincter
tone was totally lost and anal manometry re-
vealed the resting pressure to be 0 cmH20 and
maximal sequeezing pressure 15cmH20. On
neurological examination, there was weakness
of plantar flexion of the right foot with loss of
the achilles reflex. Sensory loss was noted in
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the saddle area. Urinary flow studies were not
carried out but the patient was completely
incontinent for urine requiring catheterisation.

Plain xrays of the pelvis revealed near com-
plete destruction of the sacrum, and on mag-
netic resonance imaging (MRI) a multicystic
soft tissue mass extending down from the LS5
vertebra up to the coccyx was seen (Fig 1). No
other masses were evident in the abdominal
cavity or chest.

With a preoperative diagnosis of sacral chor-
doma a combined anterior—posterior approach

Figure 1 The magnetic resonance imaging of
the sacral hydatid cyst. (C = cyst, LV = lumbar
vertebra).
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was planned. At the operation, after a midline
laparotomy, the rectum was completely mobil-
ised to reveal a multivesicular hydatid cyst of
the sacrum. The diagnosis was ascertained by
aspirating the characteristic ‘spring water’ of the
cyst which was later inactivated with 0.5%
AgNO3 and precautions were taken to prevent
spillage. Then the cyst was opened and the
daughter cysts evacuated together with bone
fragments. The large cystic cavity was again
irrigated with povidone iodine and a large sump
drain was left in situ. Postoperatively the devel-
oping cystic cavity infection was treated by
irrigations through the sump drain, and the
patient was discharged on the 29th day. No
further medical treatment was given. Three
months after the operation the patient’s pain
was totally relieved and the control MRI re-
vealed no further cysts. There was a significant
clinical improvement in urinary and stool con-
tinence although this was not reflected by anal
manometry. There was no improvement in
sexual functions.

Discussion

Preoperative diagnosis of hydatid disease is
essential because inadvertent opening of the
cyst and spillage of the cystic fluid and
contents may result in severe complications;
namely anaphylaxis and recurrence.> To
prevent these, the cystic contents must be
devitalised using 0.5% AgNO3, povidone
iodine or hypertonic saline!* and the neigh-
bouring organs and peritoneum must be
protected with packs soaked with one of
these agents. If the diagnosis is not made
preoperatively, intraoperative recognition
will depend on the experience of the sur-
geon. Although any cyst in any part of the
body may be considered to be a hydatid cyst
in areas where this disease is endemic, this is
hardly true for western countries.

The most common location of hydatid
disease is the liver followed by the lung and
spleen.! About 1% occurs in bone, and a
very unusual localisation is in the sacro-
coccygeal area.>#10

Chordomas are usually located in the
sacrococcygeal area!! and have a lobulated
and gelatinous structure which may be
confused with cysts on computerised tomo-
graphy or MRI.

Bone hydatid cysts give clinical symptoms
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ranging from pain to pathological fractures
and paraplegia.®’ The severe neurological
symptoms encountered may fail to reverse
after treatment. The high rate of neuro-
logical symptoms and complications seen in
bone cysts may be due to the high intracystic
pressure of viable hydatid cysts.!? The
neurological symptoms are expected to re-
gress after surgery if related to the cyst but
regression is unlikely if bony destruction is
present. But the patient presented in this
paper had significant reversal of the neuro-
logical symptoms despite their long dura-
tion.

Although there is good experimental
evidence for the use of perioperative
mebendazole, albendazole or praziquantel
in reducing recurrences,'*!* medical treat-
ment of bone hydatid cysts has been used as
an adjunct to surgery with unpredictable
results.®!*'® The surgical treatment of
choice is total excision but this is rarely
possible.”® Our patient was treated with
inactivation and evacuation of the cyst
followed by external tube drainage, because
of the technical impossibility of excising the
cyst. External tube drainage is also our
preferred method of treatment for other
complicated abdominal hydatid cysts or
when there is no omentum available to pack
into the cystic cavity which was the case in
this patient.!” The postoperative infection
of the cystic cavity was treated conservat-
ively and was thought to be helpful in
devitalising any viable parasites that may
have been left in the large cystic cavity.
Infected cysts are always nonviable accord-
ing to our previous experiences.!> The
precautions taken and the inactivation of
the cystic cavity with both AgNO3 and
povidone iodine should minimise the risk of
recurrence. The patient was given no
further treatment.

Preoperative diagnosis of hydatid disease
is essential to minimise the complications of
this disease. Even in a rare localisation such
as the sacrococcygeal area, hydatid disease
must be borne in mind especially in endemic
areas or in patients coming from endemic
areas. The presented patient was misdiag-
nosed preoperatively as having a chordoma,
probably because chordoma is the most
common tumour of that region.
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