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plays an important role in the etiology of postoperative transient 
hair loss. Its general presentation in the occipital area supports the 
pressure effect. Hair loss begins between postoperative day 3 and 28. 
Normal hair structure is expected to be acquired within 120 days. 
Physiological disorders were reported to trigger postoperative tran-

Fig. 5. Appearance of transient hair loss at postoperative year 1.

Fig. 4. Appearance of transient hair loss at postoperative month 6.

sient hair loss [5]. Microsurgical operations are usually long-lasting 
surgical procedures. In hand surgery operations where microsurgery 
is intensely performed, attention should be paid to this rare com-
plication. In multiple replantation cases, we think that changing the 
head position intermittently and controlling perioperative stress may 
reduce the effect of the long surgery time on the scalp skin.
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Hydatid disease is a parasitic infestation that is caused by the cestode 
Echinococcus granulosus (E. granulosus) that has a higher prevalence 
in South American, Mediterranean, Middle Eastern, and East Asian 
countries. Humans are incidental intermediate hosts because of the 
ingestion of embryonated eggs in food contaminated with dog feces. 

An Unexpected Etiology of a 
Subcutaneous Mass: Hydatid Cyst
Kadri Ozer, Hande Akdeniz, Adile Turan, Melike Oruc, Ugur Kocer
Plastic, Reconstructive and Aesthetic Surgery Clinic, Ankara Training and Research 
Hospital, Ankara, Turkey

Correspondence: Kadri Ozer 
Plastic, Reconstructive and Aesthetic Surgery Clinic, Ankara Research and Training Hospital, Ankara 
06340, Turkey
Tel: +90-312-5953653, Fax: +90-312-3633396, E-mail: kadriozer@hotmail.com

No potential conflict of interest relevant to this article was reported.

Received: 18 Jun 2014 • Revised: 8 Jul 2014 • Accepted: 26 Jul 2014 
pISSN: 2234-6163 • eISSN: 2234-6171  
http://dx.doi.org/10.5999/aps.2015.42.1.86 • Arch Plast Surg 2015;42:86-88

Copyright  2015 The Korean Society of Plastic and Reconstructive Surgeons
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-
Commercial License (http://creativecommons.org/licenses/by-nc/3.0/) which permits unrestricted 
non-commercial use, distribution, and reproduction in any medium, provided the original work is 
properly cited.

Le
tt

er
s



Vol. 42 / No. 1 / January 2015

87

In humans, the liver and the lungs are the most commonly affected 
sites of the body; the other sites include the peritoneum, spleen, kid-
ney, uterus, and pancreas [1]. A solitary subcutaneous hydatid cyst 
is extremely rare. In a different series, the frequency of subcutaneous 
tissue involvement was approximately 2%; however, primary lesions 
without secondary damage to any organs have been very rarely re-
ported [2]. We herein present an unexpected and uncommon etiol-
ogy of a subcutaneous cyst diagnosed as a hydatid cyst, which might 
be of interest to surgeons.
 A 66-year-old man was admitted to our department with a sub-
cutaneous mass on the right side of the thoracic region. He had no 
complaints but the mass with palpation. On the ultrasonography 
(USG), a complex, cystic lesion (44 × 21 mm) with septate in the 
subcutaneous adipose tissue was detected. Upon the clinical diagnosis 
of the subcutaneous cyst, the patient underwent surgery under local 
anesthesia. Multiple small cysts in a larger cyst wall were observed in-
traoperatively; this suggested the presence of a hydatid cyst (Fig. 1). 
Total cystectomy was performed (Fig. 2), and the cyst was cleaned 
with hypertonic saline. Histopathological examination confirmed 
the diagnosis of the hydatid cyst. Serological tests were negative for 
the Echinococcal antigens. No abdominal pathology was seen on the 
USG. The patient was started on an oral albendazole treatment for 3 
months. On follow-up, no recurrence was observed.
 Hydatid disease is a zoonosis caused by the larval stages of E. gran-
ulosus; this disease is often underdiagnosed because of its silence; it 
usually develops over the years and does not become symptomatic 
until a compression of the internal organs occurs. A hydatid cyst can 
be found anywhere in the human body, particularly in the liver and 

Fig. 2. Totally excised mother cyst is seen with the cyst membrane 
and multiple daughter cysts.

Fig. 1. Intraoperative view of the mother cyst, including the daughter 
cyst, in a subcutaneous tissue.

the lung and rarely on the other sites. A subcutaneous location is 
extremely rare when the cyst is primarily diagnosed without any in-
volvement of the liver or any of the abdominal organs, which causes 
its route to remain unknown.
 Goyal et al. [3], in their retrospective study from India, an en-
demic country, reported the fine-needle aspiration records of their 
5,954 patients who had superficial palpable nodules. They found that 
41 cases (0.68%) were diagnosed as parasitic lesions on cytology, 
and among these, one case of hydatid cyst was observed [3]. In their 
study, all cases had lesions measuring from 0.5 cm to 4.5 cm except 
the hydatid cyst, which was 11 cm in size [3]. This may be due to the 
asymptomatic and slow growth characteristics of the hydatid disease 
unless the cysts have a pressure effect on the surrounding tissue. It 
was reported that the annual growth rate of the cyst is about 1–3 cm 
in diameter [1].
 Ultrasonography is useful in the diagnosis, showing the size, lo-
calization, and type of cyst with a sensitivity of 95%, and if vesicular 
fibrils are present, the sensitivity increases up to 100% [4]. Serologi-
cal tests can also be useful in the diagnosis; however, most of the 
subcutaneous hydatid cysts give negative results [4].
 The best treatment option is complete surgical excision without 
any leakage of the cyst content to the surrounding tissue as such a 
leakage can cause anaphylaxis and local recurrence; however, in our 
case, the cyst rupture occurred without any anaphylaxis, which may 
mostly occur at the time of peritoneal contiguity. Further, the cyst 
pouch should be irrigated with antiscolicidal solutions.
 In conclusion, parasitic etiology should be considered an im-
portant differential diagnosis of soft-tissue nodules, particularly in 
endemic regions, and the surgeon should be aware of hydatid cysts in 
the case of a diffuse, cystic, slow-growing mass.
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