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Introduction

	 Hydatid disease is a zoonoses caused by the larval stage of the cestode Echinococcus. The species 
known to cause infection in humans are Echinococcus granulosus, Echinococcus multilocularis, Echino-
coccus vogeli and Echinococcus oligarthus [1]. The increase in world travel and migration of people across 
continents has made hydatid disease endemic in both developed and developing countries [2]. Human 
become accidental hosts through the ingestion of foods contaminated by dog faeces containing Echinococ-
cus granulosus eggs or due to close contact with pets carrying the parasite [1]. The cysts of Echinococcus 
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granulosus can be seen in every organ but primary peritoneal hydatid cyst is very rare accounting for only 
2% of all intra-abdominal hydatid disease [3]. Herein, we present the case of a 59-year-old male patient 
presenting with a suspicious pelvic mass found to have rare primary peritoneal hydatid cyst.

Case Presentation

	 59-year-old male patient with history of coronary artery disease, hypertension, dyslipidemia 
who underwent an urgent Hartmann procedure for an obstructive sigmoid mass one months prior to 
presentation was found to have 6.6 by 6 by 6.8 cm necrotic mass anterior to the rectum invading the small 
bowel loops on post operative Ct scan for disease staging. A Positron Emission Tomography (PET) scan 
was done for better assessment of the mass and showed a large radiotracer in this mass with SUV max 14, 
probably metastatic. No other metastatic lesions were seen.

	 Patient reported no episodes of fever, chills, nausea or vomiting. Patient’s vitals were all stable. 
Physical exam showed soft abdomen, mildly tender and non-distended. Laboratory results showed a white 
count of 6700 uL with neutrophils 70%, lymphocytes 20%, and eosinophils 3.1%. C-reactive protein was 8 
mg/L, Carcinoembryonic antigen was 2.28, CA 19.9 was 11.8 and the rest were unremarkable. No hydatid 
serology was done.

	 Colonoscopy from anus until the rectal stump at 25 cm was normal with no recurrence found. 
Colonoscopy from the colostomy until the cecum was also unremarkable.

	 A decision was made to go for resection of the mass. Inspection of the abdomen showed extensive 
small bowel adhesions to the peritoneum with no intra-abdominal collections or ascites or deposits that 
may suggest recurrence. A pelvic mass in Douglas pouch was identified adherent to the small bowels and 
rectal stump. Resection of the mass was performed along with enterectomy (Figure 1).

 
Figure 1: Specimen resected (Mass in the douglas with the adherent small bowel).
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	 Pathology showed inflammatory pseudotumor in the Douglas with few parasitic structures most 
consistent with echinococcus granulosus scolices and no sign of malignancy. Patient had an uncomplicated 
hospital stay. He was discharged home on day 5 postoperatively on albendazole treatment for one month 
then follow up.

Discussion

	 The major primary site for Echinococcus granulosus in adults is the liver (65-70%) and the secon-
dary site are the lungs (15%) [1]. The cysts of Echinococcus granulosus can also be seen in unusual sites 
such as peritoneum, omentum, and mesentery of the bowel. Peritoneal hydatidosis accounts for 10-16% of 
intra-abdominal hydatid disease. Multiples hypothesis has been advocated for the cause of peritoneal hy-
datidosis. The first one is spontaneous or intra-operative spillage of other cysts this occurs more frequently 
and is known as secondary peritoneal hydatidosis [4]. The second is through the arterial circulation or via 
lymphatics and this is known as primary peritoneal hydatidosis which is an extremely rare entity even in 
endemic areas accounting for just 2% of all intra-abdominal hydatid diseases [3]. Its low prevalence could 
be explained by the physical barriers to the hematogenous diffusion of cysts created by the liver and lungs 
[5]. In our case, contamination may be explained by intraoperative spillage of the cysts during his previous 
surgery for urgent Hartmann procedure due to obstructive colon cancer.

	 Peritoneal hydatidosis is classified into four groups: localized hydatid cyst, disseminated when the 
peritoneal cavity is filled with multiple cysts occupying all abdominal quadrants, hydatid carcinomatosis 
characterized by millimetric cystic lesions disseminated on all surfaces of the peritoneal serosa and hyda-
tidoperitoneum when there is a collection surrounded by an inflammatory membrane, isolating it from the 
surrounding structures [6]. In our case it was a hydatidoperitoneum and our patient had an inflammatory 
mass in the Douglas pouch, not disseminated.

	 The diagnosis of hydatid cyst must be considered especially in endemic regions with a history of 
raising pets, whenever a cystic mass is felt in the abdominal cavity. The differential diagnosis of such cystic 
intra-abdominal masses includes pancreatic cyst, mesenteric cyst, gastrointestinal duplication cyst, ova-
rian cyst, lymphangioma, intra-abdominal abscess, loculated ascites, and hematoma [7].

	 Clinical presentation of hydatid disease can be non-specific and depends on the cyst size, the site of 
involvement and the effect on adjacent organs [8,9]. The most common symptom of peritoneal HD is abdo-
minal pain or acute allergic reaction in case of cysts rupture secondary to antigenic fluid that is released in 
the abdomen [10]. Our patient was asymptomatic and had an incidental finding of necrotic mass on staging 
PET scan.

	 The sensitivity of serologic tests is inversely related to the degree of sequestration of the echino-
coccal antigens inside cysts, regardless of location. Therefore, healthy, intact cysts can elicit a minimally 
detectable response, whereas previously ruptured or leaking cysts are associated with strong responses. 
The indirect hemagglutination test is sensitive for the detection of hydatid cyst but has now been replaced 
by the enzyme immunoassay (ELISA) for initial screening which is more specific. And the hemogram may 
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show evidence of eosinophilia [1].

	 Ultrasound has a high sensitivity reaching 100%, it can be used in first intention to helps confirm 
the diagnosis and assess the number, location and anatomic relationship of the cysts [3]. However, the to-
pographic reliability of the ultrasound is lower than that of CT examination that also allows for an optimal 
analysis of the calcifications and the relationship with the urinary or vascular tract avoiding examinations 
with more exposure to radiation. On CT, their appearance varies: They may show a “spoke wheel” pattern 
or a water lily sign. When cysts are healed or in an inactive state, they appear as multiple cystic lesions or 
with calcification in the peritoneum [11]. During ultrasound evaluation the presence of daughter cysts or 
the presence of a high and low attenuation rim at the cyst’s periphery is highly indicative of hydatid disease 
[12].

	 Despite all these modalities, many differential diagnoses exist specially in cases with complicated 
cysts. Therefore, the gold standard for final diagnosis is histopathology in which typical cysts with scolices 
and hooklets are diagnostic [11]. When hydatid disease is the differential diagnosis, biopsy or fine-needle 
aspiration are not recommended due to the risk of spillage and dissemination of the daughter cysts that can 
cause anaphylactic reaction and increase recurrence rate [13]. In our patient, the diagnosis was made in the 
post operative histopathology result for a suspicious metastatic mass of colon cancer.

	 According to the guidelines of the World Health Organization (WHO), peritoneal localization of hy-
datid disease is an indication for surgical treatment. Total cystectomy, whenever possible without organ 
sacrifice is the treatment of choice. Drainage and wide deroofing is recommended when cysts are attached 
to intraperitoneal viscera or major vessels, or in case of deep localization. Removal of all the cysts during 
the same intervention is preferred. Otherwise, planned reintervention should be considered [6]. Our pa-
tient had a complete cystectomy along with enterectomy due to its proximity to the mass. WHO guidelines 
also recommend chemotherapy for peritoneal cysts. Preoperative use of albendazole or mebendazole re-
duce the risk of cystic echinococcosis recurrence and it softens and reduces intracity pressure, thereby 
simplifying cyst removal. Postoperative chemotherapy is recommended in cases in which spillage may have 
occurred with albendazole for at least 1 month [14]. Brunetti et al. recommend a long-term use of Albenda-
zole for an indefinite length of time in case of disseminated disease [15]. After diagnosis of Hydatid disease, 
long term follow up by ultrasound at shorter intervals and CT or MRI at intervals of 2-3 years should be 
planed [15]. As the diagnosis was made post-operatively, our patient was discharged on albendazole treat-
ment and follow up after one month.

Conclusion

	 Hydatid disease should be included in the differential diagnosis of peritoneal, mesenteric, and 
omental cyst in endemic countries. Despise all the imaging and biological tests, the gold standard for final 
diagnosis is histopathology in which typical cysts with scolices and hooklets are diagnostic. The best op-
tion for curative treatment is complete resection of all of the lesions in the same setting, but it is not always 
possible. The surgeon must adapt the procedures according to the type and localization of the lesions and 
the patient.
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