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INTRODUCTION

Hydatid disease (echionococcosis; hydatidosis) is a parasitic 
disease, endemic in many sheep raising countries (Australia, 
South America, Mediterranean countries, Russia, Middle East, 
and Central Asia) [1]. Adult cestodes of Echinococcus granulosus 
inhabit the small intestine of a definitive host (dogs, foxes, and 
wolves) and produce infective eggs. Through the feces, either 
cestode segments or free eggs are released into the environment. 
Intermediate hosts become infected after an oral uptake of the 
egg. These are ungulates (sheep, goats, pigs, and horses) but in 
some cases accidental ingestion of eggs, usually shed by dogs, 
could lead to human cystic echinococcosis (CE). Contaminat-

ed food, water, or hand-to-mouth transmission are usual modes 
of infection in humans [2-4]. So far, 9 genotypes have been 
described and at least 7 are infective to humans [1].

Once ingested by the intermediate host, in its intestinal tract, 
parasite eggs transform into the oncosphere. Oncospheres pen
etrate the intestinal wall, enters the portal vein, and reaches the 
liver where they usually are trapped and become the hydatid 
cyst. Liver involvement has been described as the most com-
mon location of CE, varying from 59% to 78% of all cases 
[1,5-8]. Some larvae pass the liver and reach the lungs where 
they develop into pulmonary hydatidosis. Lung involvement is 
present in 15-27% of all cases [1,5-8]. Not so often, larvae may 
pass these filters and form cysts in the brain, skeletal muscles, 
bones, kidneys, spleen, or other tissues [1,7,8]. Theoretically, 
they can occur at any site except the teeth, nails, and hairs [9].

The Mediterranean region has always been an endemic area 
for CE. Epidemiological studies have been conducted in some 
countries, while in Serbia, Montenegro, BIH, and Albania no 
information is available about the precise incidence in humans 
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[11]. The aim of this retrospective study was to investigate the 
skeletal manifestations of hydatid disease in Serbia, it’s demo-
graphic distribution, site involvement, complications, and bone 
tissue comorbidities.

MATERIALS AND METHODS

The study was conducted by reviewing the medical database 
of Institute for Pathology (Faculty of Medicine in Belgrade) 
which is a reference institution in Serbia for bone pathology. 
Materials in the study comprised all the cases with histologi-
cally verified bone hydatidosis during the period between 1971 
and 2010 in the territory of Serbia.

Data obtained from medical records included the age at the 
moment of diagnosis, sex, localization of hydatid cyst, copres-
ence of hydatid cyst in localizations other than the bone tissue, 
presence of skeletal complications, bone comorbidities, and 
diagnosis based on radiographies. In order to standardize the 
data, the radiological assessment was made on standard radi-
ography, having in mind the length of the study period and 
diagnostic procedures available for that time. Radiological di-
agnosis was made according to radiographies made prior to 
histological verification of echionococcosis. Changes in the 
bone structure were classified as tumefaction (sharply or un-
shapely demarcated area of altered bone structure), cysts (shar
ply demarcated lytic bone lesion with geographical borders), 
or fractures (in cases where fracture line occured). In some pa-
tients, altered bone structure was able to be classified as cyst or 
tumefaction preceding the pathological fracture, while in other 
cases, no alteration of the bone structure was radiologically 
visible aside of the fracture line. 

RESULTS

A total of 41 patients with CE were histologically verified. 
The age of the patients at the time of diagnosis was from 7 to 
77 years. The mean age of all patients was 40.9±18.8 years. In 
order to explore the age distribution of CE, we grouped pa-
tients into 5 age categories: I (1-18 years), II (19-36 years), III 
(37-54 years), IV (55-73 years), and V (>73 years). In group I, 
the mean age was 13.0±4.2 years, referring to a pediatric pop-
ulation. The mean age of adult patients (more than 18 years 
old) was 44.7±16.6 years. 

A total of 24 male patients presented 58.5% of all cases, while 
17 female patients presented 41.5%. No significant difference 
between sex was found. Table 1 demonstrates the distribution 
of skeletal involvement of CE. The spine was the most com-
monly involved site with the predominance of the thoracic 
segment. Analysis of standard radiographies revealed that frac-
ture was by far the predominant radiological diagnosis, fol-
lowed by tumefaction and cyst (Table 2). Pain was the symp-
tom in 41.5% of patients, while some patients demonstrated 
complications such as paraplegia (22.0%), pathologic fracture 
(48.8%), and scoliosis (9.8%). The pathological fracture was 
most frequently found in the spine (75.0%) followed by the 
femur (20.0%) and tibia (5.0%). However, 19.5% of patients 
didn’t develop any complication or symptom.

Table 1. Distribution of skeletal involvement of cystic echinococ-
cosis in Serbian population (1971-2010)  

Localization No %

Femur  8 18.6
Pelvis  6 14.0
Humerus  3 7.0
Tibia  1 2.3
Rib  1 2.3
Spine
Thoracic 16 37.2
Lumbar  5 11.6
Sacral  3 7.0

Total 43a 100.0

aAmong 41 patients, 2 individuals had 2 skeletal sites affected.

Table 2. Radiological diagnosis based on radiographies made 
prior to histological verification of bone cystic echinococcosis in 
Serbian population (1971-2010)  

Radiological diagnosis No %

Fracture 16 39.0
Cyst   7 17.1
Tumefaction 12 29.3
Pathological fracture and cyst   2 4.9
Pathological fracture and tumefaction   2 4.9
Cyst and tumor   2 4.9

Total 41 100.0

Table 3. Symptoms or complications in patients with spinal cystic 
echinococcosis in Serbian population (1971-2010)  

Spinal segment

Number of patients with symptoms/complications

Pain Paraplegia Scoliosis
Pathologic 

fracture
Fistula

Thoracic   6 4 3 10 1
Lumbar   3 5 1   5 0
Sacral   3 0 0   0 0

Total 12 9 4 15 1
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Table 3 demonstrates the distribution of complications and 
symptoms of spinal hydatid disease. The pathological fracture 
was the predominant complication, followed by paraplegia. In 
addition to the bone involvement, 2 patients demonstrated 
extraskeletal hydatid cysts: 1 in the liver and 1 in the lungs. 
Bone tissue comorbidities refer to bone tuberculosis in a pa-
tient with spinal hydatid disease (2.4%) and to presence of fis-
tula detected in 2 patients (4.9%), 1 with spinal and 1 with 
pelvic hydatidosis.

DISCUSSION

Serbia is recognized as an endemic country for CE, but so 
far, no epidemiological study has been conducted [11]. Since 
echionococcosis is subjected to an obligatory disease for re-
porting, the data on the number of reported patients were avail-
able through the Annual Report on Infectious Diseases on the 
territory of Republic of Serbia published by Serbian Institute 
for Public Health, Serbia. 

In the study period, a total of 727 patients with CE have 
been reported in the territory of Serbia. Bone CE was reported 
in 41 patients, presenting 5.6% of all cases. The frequency was 
relatively high compared to the reports from other endemic 
countries, being 0.5-4.0% [1,6,7,10]. This frequency can be ex-
plained at least partially by a larger total number of patients 
[12] due to careless reporting of echionococcosis by physicians, 
which was even noted in the Official Annual Reports from 1978 
to 1989 of Serbian Institute for Public Health, Serbia. 

Studies in other endemic countries showed that the preva-
lence of CE increases with age, resulting that the most of the 
patients belong to the adult population. The mean age at the 
moment of diagnosis, including all localizations, was from 33 
to 52 years [13-18]. In our study, the mean age of the patients 
with skeletal manifestation of CE was 40.9±18.8 years, but 
among the adults the mean age was 44.7±16.6. Higher fre-
quency in aged people could be due to the fact that older peo-
ple have more chances to be infected with E. granulosus during 
life, and also, the clinical signs of CE are more probable to ap-
pear later in life, as the disease progresses. As it was reported in 
previous studies [15,19-21], no significant difference between 
sex was found.

In our study, 12.2% of patients were under 18 years, with 
the mean age being 13.0±4.2 years. It was consistent with the 
results of a previous report on the frequency of echinococcosis 
among children in Serbia [12]. Although boys to girls ratio 

was 1.5:1.0, no significant difference in the positive rate be-
tween sex was found. Some other studies reported slight pre-
dominance of boys [16,22,23], which could probably be ex-
plained by their outdoor playing, closer contact with animals, 
and low level of personal hygiene, compared to girls. 

Symptoms associated with bone CE are not specific and of-
ten missing, making the diagnosis difficult and sometimes 
overlooked. Our results showed that 19.5% of patients did not 
report any symptoms and did not develop any complications. 
These asymptomatic patients are not surprising in consider-
ation that hydatid disease is anywhere in the body and often 
discovered as an incidental finding [19,24].

Radiological diagnosis of osseous hydatid disease is also dif-
ficult because of non-specific findings [7]. Radiography usually 
reveals single or multiple osteolytic lesions and in some cases 
shows cortical thinning, osteosclerosis (Fig. 1), and pathologi-
cal fractures (Fig. 2). 

Intraosseous foci of hydatid disease predominate in spon-
gious bone tissues and consist of small, separate, and thin-wall

Fig. 1. Standard radiography of the left femur (lateral projection) 
with typical lesion radiologically classified as cyst, accompanied 
by cortical thinning.
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Fig. 2. Standard radiography of the right femur (frontal projection) 
with multiple cystic lesions and associated pathological fracture in 
the proximal metaphysis (arrow).

Fig. 3. Wall of the hydatid cyst showing the laminated membrane with germinal layer and fibrous capsule (H&E stain) (A)×40, (B)×100.

A B

ed cysts. While these cysts expand, they destroy the surround-
ing trabeculae and can reach a considerable size [25,26]. Due 
to cyst enlargement and consequent cortical thinning, patho-
logical fractures may occur. In the case of connective tissue 
proliferation and bone sclerosis, bone CE can radiologically be 
presented as a tumefaction. In some cases, presentation of CE 
can be unclear, consisting of mixed radiological signs [26] (Ta-

ble 2). 
Therefore, preoperative diagnosis of skeletal hydatid disease 

is difficult, and conclusive diagnosis is often made intraopera-
tively and by histological verification [26-28]. Histological ex-
amination of the cyst wall usually reveals an outer chitinous 
(or fibrous laminar) and an inner germinal layer, surrounded 
by either granulation tissue or fibrous capsule (Fig. 3). Lamel-
lated cyst walls are hyalinized and collapsed. Protoscolices are 
often missing [29,30].

Osseous CE is almost invariably related to primary infection 
and is not the result of extension from neighboring soft tissue 
lesions [25]. However, some authors report that around 30-
45% of bone hydatidosis is co-present with the hydatid cysts 
in other localizations [14,31]. We have reported just in 4.9% 
of cases the presence of hydatid disease in the liver or lungs; 
however, there is no statement in our database about the ra-
diological surveys for the possible diagnoses of hepatic or pul-
monary hydatidosis. Therefore, it is impossible to exclude the 
presence of secondary cysts without a whole body scan [32].

In patients with bone CE, spine is the most commonly af-
fected site with the frequency of appearance 35-50% [24,29, 
33-36]. Our findings (Table 1) are in concordance with the 
ones reported by other authors, with the exception of the cer-
vical region. Reported results indicate that thoracic segment 
suffers the most, leading to many complications. 

Spinal hydatidosis can be manifested by different clinical 
features. It is considered to be relatively silent, slowly progres-
sive disease with a latent period of many years [37,38]. Early 
symptoms appear when the small cyst expands and produces 
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significant mechanical compression on surrounding vital struc-
tures. At this stage, intermittent pain can be present as a symp-
tom. As the disease progresses and the cyst enlarges, patient 
starts suffering from persistent backache, gradually leading to 
severe neurologic deficit and varying degrees of weakness of 
limbs [17,26]. Pain was present in 50% of patients with spinal 
hydatidosis in our study (Table 3) with the frequency of appear
ance similar to the ones reported by other authors [26,39,40].

Paraplegia is the most serious complication of vertebral hy-
datidosis appearing in up to 75% of patients with spinal EC 
[14,38]. This compressive effect of spinal CE was present in 
37.5% of patients in our study (Table 3). Paraplegia is a neuro-
logical complication, occurring as a result of invasive intradu-
ral and extradural growth of the cyst. Cysts invade the spinal 
canal either by direct compression or by ischemic changes in 
the spinal cord [17,38]. Radicular pain usually precedes para-
paresis by few weeks, progressing rapidly to paraplegia in the 
thoracic spine, but slowly in the lumbar spine [38]. Our results 
show that, in some patients, paraplegia can be developed as a 
compressive effect not just of the cyst, but of the spinal patho-
logical fracture that CE can lead to, as well. All these data indi-
cate that once formed in the spinal column, hydatid cyst is like-
ly to result in paraplegia during the progression of the disease. 

In long-term hydatidosis, apart from pain and paraplegia, 
some cases can result in secondary infections and fistula for-
mation [26,41]. Fistulas were present in 4.9% of patients in 
our study. Their presence can resolve the disease in the term of 
surgical treatment, while bacterial superinfection can lead to 
sterilization of the parasite, limiting the bone destruction [26]. 
Some authors reported that 30% of bone CE was false diag-
nosed as Potts disease [24,26]. Interestingly, in our study, 1 
male patient was reported with bone CE and tuberculosis su-
per-infection.

Despite CE shows the spinal tropism causing severe compli-
cations, the therapy of spinal CE is still poor [27]. The use of 
anthelmintic drugs is questionable. They are applied in order 
to retard the recurrences and control the disease but radical 
surgery is still the keystone [26,42,43]. Data from the literature 
reported that the recurrence rate of bone CE, even after several 
operations, varied from 30% to 100% [44]. Moreover, the mor-
tality rate of spinal CE is unacceptably high, varying 14-58% 
[38].

When CE is affecting long bones, it is generally the metaph-
yseal region, extending later to the diaphyses and nearby bones 
[26]. The incidence of long bone involvement in our study 

(Table 1) was similar to the results reported by other authors 
[7,34,36]. Pathological fracture is likely to occur, presenting 
the most severe complication (Fig. 2). Therapy is surgical re-
section, performed if lesion is segmental, otherwise, amputa-
tion or disarticulation are the only solutions [26,39].

Pelvic hydatidosis has also been described in the literature 
as common. Our results (Table 1) did not differ from the ones 
obtained by other authors [7,24,34]. The spongy tissue in the 
pelvis constitutes favorable ground for spreading of hydatid le-
sions. It's progression is infiltrating and diffuse and may lead 
to pain, swelling, and stiffness of the hip joint. 

The progression of CE in bone tissues is insidious. This dis-
ease is hematogenously seeded along the trabeculae and throu
gh the medullar canal, leading to extensive bone lesions [13]. 
Our results reported that these lesions were mostly complicat-
ed with pathological fracture (48.8% of all cases). 

Pathological fracture is reported to most commonly affect 
long bones [44]. Our results reported primary involvement of 
the spine (75%), with the predominance of lumbar over tho-
racic segment. In patients with bone CE, bone tissue destruc-
tion develops through 3 mechanisms; as the consequence of 
the cystic lesion expansion and its compression on surround-
ing tissues, ischemic processes through compression and ob-
struction of nutrient vessels, and cellular processes like osteo-
clast proliferation around the compressed bone tissue [26]. In 
the absence of pericyst formation, the wall of the cyst is thin 
and cannot overcome the rigid bone nature. Therefore, the cyst 
cannot assume it typical, spherical shape, and it enlarges irreg-
ularly along the path of least resistance. In patients with skele-
tal CE, bone destruction lead to its thinning, extension into 
soft tissues and, as the worse case, can lead to fracture. There-
fore, some authors suggest that all the pathological fractures in 
endemic countries should be considered as a possible case of 
CE [45].

ACKNOWLEDGMENT

We thank the Ministry of Science of the Republic of Serbia 
for supporting this research (project no. 45005). 

REFERENCES

1.	Eckert J, Deplazes P. Biological, epidemiological and clinical as-
pects of echinococcosis, a zoonosis of increasing concern. Clin 
Microbiol Rev 2004; 17: 107-135.



458    Korean J Parasitol Vol. 51, No. 4: 453-459, August 2013

2.	Ammann RW, Eckert J. Cestodes: echinococcus. Gastroenterol 
Clin North Am 1996; 25: 655-689.

3.	Buttenschoen K, Buttenschoen DC. Echinococcus granulosus infec-
tion: the challenge of surgical treatment. Langenbecks Arch Surg 
2003; 388: 218-230.

4.	Murray PR, Rosenthal KS, Kobayashi GS, Pfaller MA. Cestodes. 
In Medical Microbiology. 4th ed. St Louis, USA. Mosby. 2002, p 
754-763.

5.	Chatterjee KD. Parasitology. 12th ed. Calcutta, India. Chatterjee 
Medical Publications. 1995.

6.	Col C, Col M, Lafci H. Unusual localization of hydatid disease. 
Acta Med Austriaca 2003; 30: 61-64.

7.	Polat R, Kantarci M, Alper F, Suma S, Koruyucu MB, Okur A. Hy-
datid disease from head to toe. Radiographics 2003; 23: 475-494.

8.	Sayek I, Tırnaksız MB, Doğan R. Cyst hydatid disease: current 
trends in diagnosis and management. Surg Today 2004; 34: 987-
996.

9.	Ismail MA, Al-Dabagh MA, Al-Janabi TA, Al-Moslih MI, Al-Ani 
MS, Rassam S, Fawzi AH, Shafik MA, Al-Rawas AY. The use of 
computerized axial tomography in the diagnosis of hydatid cyst. 
Clin Radiol 1980; 31: 287-290.

10.	Pedrosa I, Saiz A, Arrazola J, Ferreiros J, Pedrosa CS. Hydatid dis-
ease: radiologic and pathologic features and complications. Ra-
diographics 2000; 20: 795-817.

11.	 Dakkak A. Echinococcosis/hydatidosis: a severe threat in Medi-
terranean countries. Vet Parasitol 2010; 174: 2-11.

12.	Djuricic SM, Grabeldinger S, Kafka DI, Djan I, Vukadin M, Vasil
jevic ZV. Cystic echinococcosis in children-the seventeen-year ex-
perience of two large medical centers in Serbia. Parasitol Int 2010; 
59: 257-261. 

13.	Herrera A, Martínez AA. Extraspinal bone hydatidosis. J Bone 
Joint Surg Am 2003; 85-A: 1790-1794.

14.	Herrera A, Martinez AA, Rodriguez J. Spinal hydatidosis. Spine 
2005; 30: 2439-2444.

15.	Larrieu E, Del Carpio M, Salvitti JC, Mercapide C, Sustersic J, Pa
nomarenko H, Costa M, Bigatti R, Labanchi J, Herrero E, Cantoni 
G, Perez A, Odriozola M. Ultrasonographic diagnosis and medi-
cal treatment of human cystic echinococcosis in asymptomatic 
school age carriers: 5 years of follow-up. Acta Trop 2004; 91: 5-13.

16.	Markakis P, Markaki S, Prevedorou D, Bouropoulou V. Echino-
coccosis of bone: clinico-laboraory findings and differentia diag-
nostic problems. Arch Anat Cytol Pathol 1990; 38: 92-94.

17.	Prabhakar MM, Acharya AJ, Modi DR, Jadav B. Spinal hydatid 
disease: a case series. J Spinal Cord Med 2005; 28: 426-31.

18.	Tiaoying L, Jiamin Q, Wen Y, Craig PS, Xingwang C, Ning X, Ito A, 
Giraudoux P, Wulamu M, Wen Y, Schantz PM. Echinococcosis 
in Tibetan populations, Western Sichuan Province, China. Emerg 
Infect Dis 2005; 11: 1866-1873.

19.	Frider B, Moguilensky J, Salvitti JC, Odriozola M, Cantoni G, Lar
rieu E. Epidemiological surveillance of human hydatidosis by 
means of ultrasonography: its contribution to the evaluation of 
control programs. Acta Trop 2001; 79: 219-223.

20.	Durakbasa CU, Tireli GA, Sehiralti V, Sander S, Tosyali AN, Mu-

tus M. An audit on pediatric hydatid disease of uncommon lo-
calization: incidence, diagnosis, surgical approach, and outcome. 
J Pediatr Surg 2006; 41: 1457-1463.

21.	Ok UZ, Ozkol M, Kilimcioğlu AA, Dinç G, Bayindir P, Ostan I, 
Pabuşçu Y, Ozcan C, Korkmaz M, Coşkun S, Yüksel H, Girgin
kardeşler N. A province-based study using sampling method to 
investigate the prevalence of cystic echinococcosis among pri-
mary school children in Manisa, Turkey. Acta Trop 2007; 103: 
116-122.

22.	Gharbi HA, Cheikh MB, Hamaza R, Jeddi M, Hamza B, Jedidi H, 
Bendridi MF. Rare sites of hydatid disease in children. Ann Radi-
ol (Paris) 1977; 20: 151-157.

23.	Slim MS, Khayat G, Nasr AT, Jidejian YD. Hydatid disease in child
hood. J Pediatr Surg 1971; 6: 440-448.

24.	Morris BS, Madiwale CV, Garg A, Chavhan GB. Hydatid disease 
of bone: a mimic of other skeletal pathologies. Australas Radiol 
2002; 46: 431-434.

25.	Resnik D. Diagnosis of bone and joint disorders. 3rd ed. Phila-
delphia, USA. Saunders. 1996, p 2600-2604.

26.	Zlitni M, Ezzaaouia K, Lebib H, Karray M, Kooli M, Mestiri M. 
Hydatid cyst of bone: diagnoses and treatment. World J Surg 2001; 
25: 75-82.

27.	Karray S, Zlitni M, Karray M, Douik M, Sliman N, Litaiem T. Ex-
tensive vertebral hydatidosis. A study. Acta Orthop Belg 1993; 59: 
100-105.

28.	Demir HA, Demir S, Emir S, Kacar A, Tiryaki T. Primary hydatid 
cyst of the rib mimicking chest wall tumor: a case report. J Pedi-
atr Surg 2010; 45: 2247-2249.

29.	Jaiswal S, Jaiswal AK, Jain M, Behari S, Pandey R. Primary spinal 
extradural hydatid cyst causing paraplegia. Indian J Pathol Mi-
crobiol 2009; 52: 432-433.

30.	Kalinova K, Proichev V, Stefanova P, Tokmakova K, Poriazova E. 
Hydatid bone disease: a case report and review of the literature. J 
Orthop Surg 2005; 13: 323-325. 

31.	Reuter S, Seitz HM, Kern P, Junghanss T. Extrahepatic alveolar 
echinococcosis without liver involvement: a rare manifestation. 
Infection 2003; 28: 187-192.

32.	Turgut AT, Turgut M. Intradural extramedullary primary hydatid 
cyst of the spine in a child: a very rare presentation. Eur Spine J 
2009; 18: 1234-1235.

33.	Gopal N, Chauhan S, Yogesh N. Primary spinal extradural hyda-
tid cyst causing spinal cord compression. Indian J Orthop 2007; 
41: 76-78.

34.	Govender TS, Aslam M, Parbhoo A, Corr P. Hydatid disease of 
the spine. A long-term follow-up after surgical treatment. Clin 
Orthop Relat Res 2000; 378: 143-147.

35.	Tuzun M, Hekimoglu B. Hydatid disease of the CNS: imaging 
features. AJR Am J Roentgenol 1998; 171: 1497-1500.

36.	Tuzun M, Hekimoglu B. Pictorial essay. Various location of cyst 
and alveolar hydatid disease: CT appearances. J Comput Assist 
Tomogr 2001; 25: 81-87.

37.	Gdoura F, Trigui M, Zribi W, Ellouze Z, Bouzidi R, Ayedi K, Kesk-
es H. Pelvic bone hydatidosis. Orthop Traumatol Surg Res 2010; 



� Bracanovic et al.: Skeletal manifestations of hydatid disease, Serbia    459

96: 85-89.
38.	Karray S, Zlitni M, Fowles JV, Zouari O, Slimane N, Kassab MT, 

Rosset P. Vertebral hydatidosis and paraplegia. J Bone Joint Surg 
1990; 72: 84-88.

39.	Siwach R, Singh R, Kadian VK, Singh Z, Jain M, Madan H, Singh 
S. Extensive hydatidosis of the femur and pelvis with pathologi-
cal fracture: a case report. Int J Infect Dis 2009; 13: 480-482. 

40.	Işlekel S, Erşahin Y, Zilei M, Oktar N, Oner K, Ovül I, Oydamar N, 
Tuncbay E. Spinal hydatid disease. Spinal Cord 1998; 36: 166-
170. 

41.	Czermak BV, Unsinn KM, Gotwald T, Waldenberger P, Freund 
MC, Bale RJ, Vogel W, Jaschke WR. Echinococcus multilocularis re-

visited. AJR Am J Roentgenol 2001; 176: 1207-1212.
42.	Fiennes AG, Thomas DG. Combined medical and surgical treat-

ment of spinal hydatid disease. A case report. J Neurol Neurosurg 
Psychiatry 1982; 45: 927-930.

43.	Ocete G, Guerrero A, Diaz-Peletier R, Burgos J, Bouza E, De miguel 
C. Experience in treatment of osseous hydatidosis. Int Orthop 
1986; 10: 141-145.

44.	Papanikolaou A. Osseous hydatid disease. Trans R Soc Trop Med 
Hyg 2008; 102: 233-238.

45.	Masse A, Parola PG, Brach del Prever EM, Gallinaro P. Hydatido-
sis of the pelvis: a case report with a 25-year follow-up. Arch Or-
thop Trauma Surg 2004; 124: 203-205.




