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ABSTRACT

The identification of hydatid cyst in the pelvic region is uncommon. We report a rare case of multiple 

disseminated intraabdominal hydatid involving the wall of uterus, liver and lateral pelvic wall. The 

case was clinically diagnosed as ovarian cyst and further investigations were necessary for 

diagnosis. The article is to alert the gynaecologist to the possibility of hydatid cyst when a septated 

mass is found in the pelvis.
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INTRODUCTION :

ydatid cyst is an uncommon, but 

important public health problem Hcommonly caused by Echinococcus 

granulosus. Ingestion of food contaminated with 

animals faeces or close contact with infected 

animal are the usual sources of infection. The 

common sites of infection are liver and lung, and 

has been reported rarely in other locations like soft 

tissue, spleen, pancreas, heart striated muscle, 

pericardia, brain, bone, breast, thyroid, ovary, 

adrenal and subcutaneous tissue. Imaging, serology 

(IgE levels), histopathology and rarely fine needle 

aspiration cytology (usually contraindicated due to 

risk of anaphylaxis due to leakage of cyst fluid) are 

useful for diagnosis. Surgery is the primary choice 

treatment along with pre and postoperative medical 

treatment to prevent the spread or recurrence of 
(1,2)disease.
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Herein, we present a rare case of multiple hydatid 

cysts in the abdomen involving the uterus, liver and 

pelvic wall.

CASE REPORT:

A 33 year old female presented to the OBG 

department with complaints of loss of weight and 

vomiting. Clinically, she was negative for anaemia 

and icterus. Abdominal examination revealed a 

large mobile cystic lesion. Clinically, Ovarian cyst 

was suspected.  

She weighed 43 kgs and was mildly anaemic 

(9.1g%). CA-125 and all routine other blood 

investigations were within normal range. Echo and 

upper GI endoscopy (to rule out carcinoma stomach) 

were also normal. Ultrasound revealed multiple cysts 

in the abdomen, besides uterus and ovary. Minimal 

left sided pleural effusion was also noted. Contrast 

enhanced CT (CECT) scan was advised. 
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CECT of abdomen and pelvis revealed irregular 

multiloculated cystic lesion in segment IV of liver. 

Also, multiple large cystic lesions in the abdomen 

and pelvis, showed thick walls and septations 

(possibly hydatid cysts) were observed. Irregular 

peripherally calcified lesion in sub-diaphragmatic 

space (possibly ruptured cyst) was also noted. The 

cysts caused compression and displacement of 

duodenum, bowel loops, uterus, urinary bladder 

and rectum. A diagnosis of disseminated 

intraabdominal hydatid was made.

Surgery was advised. Large intra-abdominal cyst 

was found fixed to uterus and was excised in toto. 

Multiple intra abdominal cysts attached to lateral 

pelvic wall were also found very close to ureter and 

careful dissection was carried out. For liver, 

hydatid pericystectomy was done. During the 

entire procedure, precautions were taken with 

packing with betadine and 3% normal saline.

Specimens were sent to Pathology department for 

histopathology examination. Gross examination 

revealed large cyst ms 18x14x13 cm attached to 

uterus (Fig 1). Also, another 3 cystic masses, ms 

10x8x6 cm, 7x6x6 cm and 5x4x3 cm were noticed. 

Cut section of cysts showed clear fluid with 

multiple daughter cysts and hydatid sand.  Also, 

chitinous white layer of cyst was found.  Uterus 

was unremarkable.  Both ovaries, showed corpus 

luteal cyst.

Microscopy revealed extensive areas of lamellated 

membrane. All 3 layers of cyst wall along with 

daughter cysts, at places was noted (Fig 2). A 

diagnosis of multiple hydatid cyst was given.

Patient was discharged with albdendazole therapy  

after 3 weeks and has made an uncomplicated 

recovery.

DISCUSSION :

Uncommon location involvement of Hydatid cyst 

has been explained by the oncospheres bypassing 

the liver and lungs through precapillary 

anastomosis between pre and post parenchymal 
(6)circulation.  In our case, rupture of hydatid heptic 

cyst could have caused multiple abdominal hydatid 

cyst. Very few cases of disseminated abdominal 
(3-5)

hydatid cyst is found in literature.

Symptoms of pelvic echinococcosis are 

nonspecific like in the present case. It could present 

with abdominal tumefactions, abdominal pain, 

menstrual irregularities, urinary disturbances and 

infertility.  Atypical ultrasonographic features can 

also make it difficult.  As the Clinical diagnosis is 

many times difficult, imaging studies are essential 

to raise suspicion as pelvic malignancy is mostly 

thought of. CT scans can reveal daughter cysts, 

while MRI could demonstrate scolices within 
(4,5)them. 

Histopathology reveals a typical hydatic cyst 

consisting of three layers. Outer pericyst (fibrous 

tissue, formed due to chronic inflammatory 

reaction to parasite), middle ectocyst (laminated 

membranes and inner endocyst (germinal layer). 

The ectocyst appears like the white of hardboiled 

egg and is elastic and when incised or ruptured, will 

curl in on itself exposing the inner layer.  The 

Germinal layer produces brood capsules with 

scolices and secretes hydatid fluid. The fluid is 

colourless, crystal clear, slightly alkaline, highly 

antigenic, toxic with a specific gravity of 1.005-
(5)1.010.  Complications are seen in one third of 

patients with Hydatid cyst and the most common 

complication is rupture of hydatid cyst, secondary 
(1,6)to trauma or pressure necrosis. 

The treatment of choice is surgery according to 

WHO guidelines and extreme care should be taken 

to reduce the risk of rupture. Albendazole is advised 

5 days before surgery, and up to one month (more 

than this can be hepatotoxic). It helps to soften the 

cysts for easy removal during surgery, and also 

reduces the risk of re-infection. Post-operative long 

term follow-up with ultrasound after 6 weeks is 
(1,5,6)essential to evaluate for recurrence. 
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Fig 1: Gross picture of Multiple hydatid cyst 

attached to uterus 

Fig 2: Microscopy showing lammellated 

membrane and daughter cyst H&E 40x 
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