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There is a lack of clear guidance regarding the cli-
nical management of such patients, as the optimal
treatment of intramuscular metastasis is not
known. Excision of the painful mass will not only
relieve pain, but it may also prolong the patient’s
survival (5), especially in those with solitary me-
tastasis after a long disease-free interval and if the
primary tumor is under control, as in our patient. 

The use of chemotherapy has been studied, but its
role is still controversial due to different therapeu-
tic results. Most of the patients received 5-fluoro-
uracil (5-FU) alone or with combinations of regi-
mens (2,4,6,7). Our patient did not receive chemot-

herapy for the muscle metastasis. 

As far as the radiotherapy is concerned, some re-
ports mentioned effective control of the pain and
the size of metastatic lesions (2,5,6). The radiothe-
rapy dose was often decided on according to the lo-
cation and depth of this type of metastatic lesion
(5). Our patient took the highest dose of radiation
therapy, and his pain was relieved and the mass
was shrunk. 

Our patient had the longest survival after the di-
agnosis of the muscular metastasis, which was 30
months. He underwent wide excision and received
high doses of radiation therapy. 
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Isolated left supraclavicular hydatid cyst 
mimicking Virchow’s node

Virschow nodülünü taklit eden izole sol supraklavikular kist hidatik
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To the Editor,

Hydatidosis has been known since Hippocrates,
and hydatid disease, also called echinococcosis, is
caused by the tapeworm Echinococcus granulosus

(1). The disease is still endemic in many locations,
such as the Middle East, Eastern Europe, South
America, Australia, and South Africa (2). 



Letters to the editor

Dogs, wolves, foxes, and other canines are the de-
finitive hosts, harboring adult worms in their
small intestines. The cestodes begin their life
cycles in the intestines of definitive hosts, such as
dogs, from which they are excreted in feces and
subsequently ingested by cattle and sheep (and ra-
rely humans), which serve as intermediate hosts.
Once ingested, the organism penetrates the intes-
tinal wall of its intermediate host and migrates
through the host’s circulatory system, eventually
depositing into an organ and forming a cyst (3,4).
Although it tends mostly to form in the liver (75%)
or lung (15%), other organs of the body, including
the brain, heart, bones, muscle, kidney, and pan-
creas may also be affected (5).

Here, we present a case of an isolated left suprac-
lavicular hydatid cyst, which complicated the di-
agnosis by mimicking Virchow’s node.

A 39-year-old woman living in a rural area was ad-
mitted to our hospital with the complaint of a pa-
inless, growing mass in the left supraclavicular re-
gion. There was no accompanying symptom.
Physical examination showed an approximately 3-
4 cm solid mass in the left supraclavicular region.
Computed tomography (CT) scanning showed an
encapsulated heterogeneous mass with cystic com-
ponents associated with vascular structures. It
was suspicious as a lymph node or malignant
mass.  Further work-up was performed. CT scan-
ning of the whole abdomen and chest was reported
as normal. Tumor markers were found in normal
ranges. Excision and biopsy of the mass were deci-
ded. Total excision of the left supraclavicular mass
was undertaken. There were adhesions between
the mass and the trapezius muscle as well as sur-
rounding tissue. The mass was excised completely
with safe surgical margins without rupture. We
did not use any protoscolicidal agent for irrigation
of the surgical area as the definite diagnosis was
unclear. During the perioperative and postoperati-
ve period, there was no morbidity such as allergic
reaction. In the gross examination of specimen,
the tissue was cream in color, measuring
3.5x3x2.5 cm. The cut section revealed a multilo-
cular white cyst with regular borders in the
lymphadenopathy and opalescent fluid within (Fi-
gure 1). In the histopathological examination, the
cyst wall consisted of three layers. The inner (ger-
minal) layer possessed nuclei. The second layer
(laminated membrane) was eosinophilic, amorp-
hous and avascular. The third (adventitial) layer
was dense fibrovascular tissue with chronic inf-

lammatory cells (Figure 2). The cyst contained nu-
merous protoscolices and daughter cysts (Figure
3).

The histopathological examination surprisingly
showed the diagnosis of hydatid cyst. Indirect he-
magglutination test performed after this diagnosis
was negative. Albendazole was administered after
diagnostic confirmation by histopathological exa-
mination. The patient is already free of disease
and follow-up for 16 months is planned.

In our case, the patient had a growing painless
mass in the left supraclavicular region. Clinical
and radiological examination had revealed suspi-

FFiigguurree  11.. A cut in the surface of the lymphadenopathy shows a
white cyst with surrounding fibrous capsule.

FFiigguurree  22.. Microscopic image of the lymphadenopathy reveals
laminated membrane surrounded by thick fibrous capsule (star)
and lymphoid tissue (arrows) (hematoxylin-eosin (HE), original
magnification, A: HE x100, B: HE x400).
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cion of malignancy. Therefore, imaging series we-
re performed for investigation of a primary tumor
but nothing was revealed. Radiologic signs of
hydatid disease in the soft tissue were reported as
nonspecific (4,5). Imaging examinations should be
confirmed by serologic tests, which are 80-100%
sensitive and 88-96% specific for liver hydatid di-
sease, but are less sensitive and have 33% false-
positive rate for lung and other organ involvement
(4,5). We did not test serologic markers preopera-
tively, but postoperatively indirect hemagglutina-
tion test was found to be negative.

Surgical treatment is preferred for the cure of
hydatid disease and complete excision is the treat-

ment of choice (5,6). The surgical excision may be
aggressive if it is performed for diagnosis. The sur-
gical excision without rupture in our patient pre-
vented both spread of the disease and anaphylac-
tic reactions. Anaphylactic reactions and associa-
ted negative biopsy results were reported by fine
needle aspiration biopsy (FNAB) (7). Solitary and
asymmetric suspicious enlargement, location in
the supraclavicular area, progressive increase in
size, or other associated historical or physical exa-
mination markers led to a consideration of inter-
ventional excision (8).

The clinical presentation of our patient and the di-
agnostic studies we performed were consistent
with the recent review about primary subcutaneo-
us hydatid cysts by Kayaalp et al. (9) In their revi-
ew, the authors mentioned that the main symp-
tom was a painless, slow-growing mass, and comp-
lete excision was the treatment of choice.

In conclusion, the location of supraclavicular mas-
ses is significant for neoplastic lesions as it is unu-
sual for hydatid disease. Therefore, there will be a
diagnostic conflict in the management of these
masses. Imaging studies will give some clues abo-
ut the nature of these masses, but definite diagno-
sis has to be made by histopathological confirma-
tion. This unusual case was presented to remind
clinicians that hydatid cyst should be considered
in the differential diagnosis of a progressively gro-
wing mass in the supraclavicular region. We re-
commend the complete surgical excision of these
lesions with safe margins for both diagnosis and
treatment.

FFiigguurree  33.. Daughter cysts with germinal layers (arrows) and sco-
lices (arrow) (hematoxylin-eosin (HE), original magnification,
A: HE x400, B: HE x100).
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