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ABSTRACT

Introduction: Hydatid cyst, a common parasitic infection caused by Echinococcus granulosus, may get
disseminated intra-abdominally after rupture of a hydatid cyst in the peritoneal cavity, producing secondary
echinococcosis.

Case Description: A 49 years old male with generalised abdominal pain and low-grade fever. He was
previously operated in 2013 for hepatic hydatid cyst from a midline laparotomy. Presently he was diagnosed
with recurrence of liver hydatid disease with secondary peritoneal hydatidosis after detailed clinical and
radiological evaluation. After starting oral Albendazole, open marsupialization of the liver hydatid cyst was
donewith complete excision of multiple peritoneal hydatid cysts. Albendazole was continued for 3 months
postoperatively and the patient was found to be disease-free in the 6-month follow up period.

Discussion: Peritoneal hydatidosis may be either primary or secondary. The secondary form is often due to
spillage during surgery or rupture of a hepatic hydatid cyst. Peritoneal echinococcosis typically remains
silent for years and the symptoms are polymorphous, depending on the location of the cyst.Ultrasonography
and computed tomography are both excellent imaging modalities for the diagnosis. The treatment of choice
for localized peritoneal cyst is principally a careful and complete surgical excision after isolation with
scolicidal soaked mops. Among non-operative options are chemotherapy and percutaneous treatment,
depending on the features of the cysts.

Conclusion: Surgery for primary hydatid disease should be meticulously done, taking care to avoid spillage
of scolices in the peritoneal cavity by isolating the cyst using Savlon soaked gauze and patient should be
started on oral Albendazole therapy to prevent recurrence of hydatid cyst and secondary peritoneal
echinococcosis.

INTRODUCTION ingestion of eggs. Common sites include liver
Hydatid disease is a common parasitic infection (75%) and lung (15%)'. Disseminated intra-
caused by Echinococcus granulosus, where abdominal hydatid disease (13%) may occur
humans are the accidental intermediate host by following a rupture of the hydatid cyst into the
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peritoneal cavity producing secondary echinoco-
ccosis. Depending on the location of the cyst, a
patient may present with varied symptoms and
signs.

CASE DESCRIPTION

A 49 years old male patient presented with an 8-
day history of generalized pain in abdomen and
intermittent episodes of low-grade fever. He did
not have any other complaints. He was previously
operated for a hepatic hydatid cyst in 2013, when
an open hydatid cyst excision was done through a
midline laparotomy.

Clinical examination revealed soft and non-tender
abdomen with a globular lump palpable in the left
hypochondrium, measuring 4x4 cm
approximately.

His routine hematological and serological
investigations were within normal limits.

An ultrasonography (USG) of the abdomen
revealed multiple well-defined loculated cystic
lesions in the epigastrium, left hypochondrium
and pelvis, most likely hydatid cysts.

Contrast enhanced computerised tomographic
(CECT) study of the abdomen and pelvis was
done for a detailed evaluation. It showed a large
well-defined thin walled exophytic peripherally
enhancing hypodense lesion in the left lobe of
liver measuring 13.4x5.9x7.1 cm having multiple
thin septae and multiple thin peripheral
incomplete calcifications along its wall. It also
showed multiple small internal cysts within
suggestive of daughter cysts. Adjacent fat planes
were well maintained. 5 other similar morphology
lesions were seen in the mesentry in the gastro-
hepatic region (measuring 5.2x5.4x4.7 cm), on the
left side abutting the jejunal loops (measuring
5.4x5.9x6.5 c¢cm) and 3 in the lower abdomen
abutting the rectosigmoid colon, urinary bladder
and distal ileal loops (measuring 5.6x4.2x5.5 cm,
6.9x5.3x5.4 cm and 8.3x5.9x7.3 cm) [Fig 1]. The
above findings were suggestive of a liver hydatid
disease with peritoneal hydatidosis.

The patient was started on oral Albendazole 10
mg/kg, after which he was planned for,

exploratory laparotomy. Intraoperative findings
revealed multiple intra-abdominal cysts with a
large left lobe hepatic hydatid cyst. Open
marsupialization of the liver hydatid cyst was
donewith complete excision of multiple peritoneal
hydatid cysts [Fig 2]. The hepatic hydatid cyst
cavity was aspirated carefully after instillation of
scolicidal agent, avoiding spillage in the
peritoneal cavity.

Postoperative period was uneventful. The patient
was discharged on postoperative day 10 on course
of oral Albendazole. Follow up of 6 months has
shown him to be disease and symptom-free.
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Figure 1: CECT showing hepatic hydatid cyst in
the left lobe with multiple intraperitoneal hydatid
cysts
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Figure 2: Excised specimens
intraperitoneal hydatid cysts

of multiple

DISCUSSION

Peritoneal hydatidosis may be either primary or
secondary. The primary form is less common, and
is either hematogenous or heterotopic by block
migration of a hepatic hydatid cyst, which has
ruptured its adventitious and kept its membrane
intact’. The secondary form is often due to
cracking or rupture of a hepatic hydatid cyst, or
less commonly splenic hydatid cyst. The rupture
of the primary hydatid cyst may occur
spontaneously, favored by the large size of the
cyst. The rupture can also occur during an effort
by increasing the intra-abdominal pressure or after
trauma. One of the common causes of secondary
peritoneal hydatidosis is spillage of contents from
a previously operated primary hydatid cyst while
attempting its surgical excision. In present case,
patient was operated for hepatic hydatid cyst 4
years back, and had now presented with secondary
cysts in abdomen.

Peritoneal echinococcosis typically remains silent
for years and is usually undetected unless cysts
are large enough to cause symptoms. Even then,
the symptoms are polymorphous and depend on
the location of the cyst®. The diagnosis is usually
not a problem. Ultrasonography and computed
tomography are both excellent imaging modalities
for the detection of hydatid cysts. CECT,
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however, is superior to the former for providing
accurate topographic information®.

The treatment of choice for localized peritoneal
cyst is principally a careful and complete surgical
excision®. The pathway must achieve proper cyst
exposure, allow easy abdominal exploration and
treat associated lesions. Among non-operative
options are chemotherapy and percutaneous
treatment. Chemotherapy with oral Albendazole
10 mg/kg/dayis effective in small thin walled
cysts with diameter less than 4 cm. It is suitable in
patients with high risk for surgery, and in patients
with multiple peritoneal cysts and cysts in bone/
brain/ multiple organs. It also prevents secondary
echinococcosis after spillage of scolices in
peritoneal cavity effectively, when given for 3
months in both preoperative and postoperative
periods®. Albendazole also acts as a concomitant
therapy with percutaneous drainage. Percutaneous
USG-guided puncture-aspiration-injection-
reaspiration (PAIR) therapy is an effective
minimally invasive treatment for Gharbi type I-111
hepatic hydatid cysts®’. In this procedure,
transhepatic puncture of hydatid cyst is done
under USG guidance, followed by serial aspiration
of contents, instillation of scolicidal agent and
reaspiration of cyst cavity. However, in present
case, the multiple peritoneal hydatid cysts were
inaccessible for puncture, which is why PAIR
therapy was unsuitable in this patient.

In present case, midline exploratory laparotomy
was done, followed by excision of all the
peritoneal cysts and marsupialization of the liver
hydatidcyst after thorough irrigation of the cyst
cavity with scolicidal agent and complete
aspiration of the cyst contents, avoiding spillage
in the peritoneal cavity. Afterwards, the patient
was started on oral Albendazole therapyto prevent
emergence of recurrent peritoneal hydatidosis®.

CONCLUSION

As secondary peritoneal hydatidosis is usually
associated with a previous surgical excision of a
primary hydatid cyst, the initial surgery should be
meticulously done. Scolicidal agent should be
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adequately used and spillage of cyst contents in
the abdominal cavity should be avoideds.
Recurrence rates are significantly reduced when
chemotherapy with Albendazole is added as an
adjunct to the surgical excision. The secondary
surgery is planned considering the number and
location of the recurrent cysts. These are carefully
excised completely whilst taking the above-
mentioned precautions to prevent subsequent
recurrence of the disease.
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