s
z

Available online at http://www.jo urnalcra.com

INTERNATIONAL JOURNAL
OF CURRENT RESEARCH
International Journal of Current Research
Vol. 12, Issue, 08, pp.13080-13084, Aug ust, 2020

ISSN: 0975-833X

DOI: https://doi.org/10.24941/ijcr.39576.08.2020

RESEARCH ARTICLE
MANAGEMENT OF INTRA-ABDOMINAL HYDATID DISEASE: A SURGICAL EXPERIENCE IN
RAJSHAHI MEDICAL COLLEGE HOSPITAL, RAJSHAHI, BANGLADESH
M.A. Hannan1, Md. Shohidul Islam2, Md. Sofiullah3, Iftekhar Md. Kudrat-E-khuda4 and
Ahmed Masiha Jamil 5
1Associate Professor
2,3,4

(CC), Dept. Of Surgery, Rajshahi Medical College Hospital, Rajsh ahi, Bangladesh
Assistant Professor (Surgery), Rajshahi Medic al College Hospital, Rajshahi, Bangladesh
5Assistant Professor (Medicine), Rajshahi Medical College, Rajshahi, Bangladesh

ARTICLE INFO

ABSTRACT

Article History:
th
xxxxx,
Received 15
May2020
, 2020
Received in revised form
st
xxxxxx,
21
June,2020
2020
th
xxxxx,
Accepted 24
July2020
, 2020
th
xxxxx,
2020 2020
Published online 30
August,

B ackground: Hydatid dis ease is still a probl em in developing countries. Although the disease is often
asy mptomati c for many years owing to slow growths o f the cyst, it poses a technical challenge to the
att ending surg eon due to involv ement of a variety of org ans . Man is an accid ent al host . Howev er the
parasit e can cause cystic lesions in various organ systems of th e body. Intra-abdomin al hyd atid cyst
continu es to be a challenging problem. Objective: To fin d out the Manag ement of Int ra-Abdomin al
Hydatid Dis ease: A Surgical Experien ce in Rajsh ahi Medical Colleg e Hospital , Rajsh ahi , Bangl adesh.
Methods : Indoo r case records of 16 pati ents admit ted to a single surgi cal unit in the Rajshahi Medical
Col lege Hospit al, Rajsh ahi , Banglad esh period from Janu ary 2014 to July 2019 with a con firmed
di agnosis of intraabdo min alhyd atid diseas e were studi ed retrosp ectively.Case records of patients
di agnos ed and surgically treated for in tra-abdo min al hyd atid diseas e were studied . Demog raphic
det ails, diagnostic mod aliti es and su rgi cal app roach to each pati ent was studied . Res ults : Hydatid
di sease in an anth ropozoonosis and is caused by Echino coccusg ranulosus. Humans are accidental
in termedi ate hosts of Ecchinoco ccus . Liver is the most common in-volved organ (59-75%) fol lowed
by the lung (27 %), Ki dney (03 %), bone, (1-4%) and brain (1-2%). Other sites . Such as spleen
pan creas, heart and mus cles are rarely affected, 16 cases of int ra-abdomin al hydatid dis ease were
di agnos ed and manageda singl e surgical unit in the Rajshahi Medical College Hospital , Rajshahi,
Banglad esh . Male are affected more than fe males , ul trasonog raphy is di agnosti c and non-radical open
surgery is the safe pro cedu re in Rajsh ahi Medi cal Coll ege Hospit al, Rajsh ahi , Bangl adesh.
Co nclusion: Male pati ents are involv ed more as compared to females du e to th eir more outdoor
activity esp ecially with th e liv estock . Symptoms may vary from vague fulln ess to dev elopment of
pain abdomen and mass . Li ver is the common est intra-abdo min al site for hyd atid dis ease. CT scan is
di agnosti c. Open surg ery still continues to be th e safest option for treating this condition .
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INTRODUCTION
Human hydatid diseas e or echinococcosis has a worldwide
distribution and is endemic in many countries in the
Mediterranean region, the middle and Far East, and South
America (Eckert, 1984). The disease is endemic in a few rural
areas of Bangl adesh and poses a diagnostic and surgical
dilemma to the attending surgeon. It is caused by the larval
stage of echinococcus granulosus, a parasite of the order
cestoda and family Taeniidae. Humans are the accidental deadend intermediate hosts.
*Co rrespo ndi ng author: M.A. Hannan,
As sociat e P rofessor (CC), Dept. Of Surgery, Rajshahi Medical
Col lege Hospital , Rajsh ahi , Bangl adesh.

Superficially located cysts, large cysts, and viable cysts with
high pressure are especially prone to rupture into body cavities
such as the pleural space and peritoneal cavity, or they may
drain into the biliary tract or the gastrointestinal system. T he
main diagnostic methods are ultrasonography (US) and
computed tomography (CT). Presentation is usually dramatic
with acute abdominal signs, such as guarding, rebound, and
tenderness, a re g enerally present. This complication should be
included in the differential diagnosis of acute abdomen,
especially in the endemic areas. In patients with peritoneal
perforation, speci fic management has not been evalu ated
suffi ciently, and no clear guidelines are available. The main
treatment modalities for uncomplicat ed cas es are also valid for
complicated ones, such as peritoneal perforation.
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Rupture of a hydatid cyst requires emergency surgical
intervention (2). Canine animals such as dog, wolf, fox and
jackal are definitive hosts while pigs, Cattle, Horses and Goats
are intermedi ate hosts. Incidental human infestation with larval
form results in formation of hydatid cysts in various part of the
body. The liver, lungs and spleen are the most commonly
affected organs. Sixteen patients diagnosed and treated for
intraabdominalhydatid disease were studied retrospectively
with an aim to identify the diagnostic investigation and the best
surgical
approach
for
th e
management
of
intraabdominalhydatid disease.
Objective: To find out the Management of Intra-Abdominal
Hydatid Disease: A Surgical Experience in Rajshahi Medical
College Hospital, Rajshahi, Bangladesh.

Fig ure-1. Sex distributio n of Patients

MATERIALS AND METHODS
Indoor case records o f 16 patients admitted to a single surgical
unit in the Rajshahi Medical College Hospital, Rajshahi,
Bangladesh period from January 2014 to July 2019 with a
confirmed diagnosis of intraabdominalhydatid disease were
studied retrospectively. T he age, sex, geographical background
of residence and occupation were specifically noted. The
presenting symptoms, clinical findings and diagnostic
investigations which included both hematological and
radiological were noted. All 16 patients had undergone open
surgical interventions. The intra-operative findings and
surgical outcomes including follow up were studied.
Data analysis: The study was conducted according to the
protocol attached here with. A fter collection o f data according
to data sheet, a detailed analysis of the various aspects of
clinical findings, ultrasonography is diagnostic and non-radi cal
open surgery findings during were made. All data analysis
Windows SPSS version 19.0.

Fig ure 2. Pla in X-Ray abdomen

RESULTS
Sixteen (16) patients with intra-abdominal hydatid disease
were treated su rgically between from 2014 to 2019. All the
patients belonged to cattle rearing rural areas eleven were male
and fiv e were female. The age ranged between 15 to 72
years.T he most common complaints were pain abdomen and
abdominal mass. Symptoms at clinical presentation are
summarized in (Table 1). Majority of our patients were
between 15 -72 years o f ag e with a mean ag e o f 36 years. Both
sexes were involved with male preponderance.
Tabl e 1. Cli nical Presentatio n (N=16 )
Presenting sign or symptom
Abdom inal pain
Abdom inal Mass
Fever
We ight Loss

Num ber of patients (%)
1 4 (8 7 .5 % )
1 4 (8 7 .5 % )
0 2 (1 2 .5 % )
0 2 (1 2 .5 % )

Out of 16 patients 11 (68.75%) were males and 5 (31.25%)
were female (Figure-1). Most of the patients came for surgical
treatment within three months of the onset of symptoms.
However, a few patients had symptoms of over 03 years
duration before coming for the treatment. Most common
symptom was mass abdomen with pain (Table-I). Besides
hydatid serology, routine haematological and radiological
investigations were performed in all the patients.

Fig ure 3. Ul trasound abdomen
Tabl e 2. Dis tribution of cysts in vario us organs (N=16)
Organs involved
Liver
Mesentry
Pelvis

No. of ca ses
12
03
01

( %)
( 75 .0 % )
(18.75%)
(06.25%)

Among hydatid serology, ELISA IgG was performed and was
positive in 13 patients (81%). Haematological investigations
including LFT s of all th e patients were found to be within
normal limits.
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Fig ure 4. Residul cavity af ter remo ving hydatid

Plain X-Ray abdomen and ultr asonography was performed in
all the 16 cases. Plain X-Ray abdomen showed cal cification
and raised dome o f diaphragm in one patient o f hyd atid liver
(Figure-2). Ultrasound abdomen revealed cystic lesions with
internal echoes and Septations (Figure-3 ) in various organs.
Two patients pres ented with history o f fever and weight loss
in addition to pain abdomen. The different organs involved by
the hydatid cysts are shown in (Table-2). The most frequent
site of the intra-abdominal cysts was liver (68.75%) where
one or more than one cysts were present (Table-2). In our
study among the twelve cases of hydatid liver, six patients had
more than one cyst in the liver, 01 patient had cholelithiasis in
addition. 03 patients had cysts in the small or large gut
mesentery while in one patient the cysts was in the pelvis
densily adherent to right ovary and fallopian tube (Table-2).In
the beginning of our surgical experience hydatid cysts o f liver
in two patients got ruptured during the removal but were
immediately sucked out. For hydatid cysts of mesentery,
cystectomy was performed which includes res ection and
complete removal of pericyst. In a single case of hydatid
pelvis, right sided salpingooopherectomy was performed in
addition to the cystectomy. Average stay o f the p atients in the
hospital was for 9 to 10 days after surgery.
Two patients (12.5%) who had infected cysts liver, stay was
prolonged up to three weeks and had surgical site wound
infection also. There was bile leak in one patient of hydatid
liver having biliary communication. The bile leak closed
spontaneously aft er a period of seven weeks. Patients were
follow ed monthly till six months and then every three months
for a period of 02 years. Computed
tomography (CT
abdomen) was notperformed as it was not available in the
Hospital. Priorto surgery all th e patients received
Albendazle (10mg/kg of body weight) for a period of one
month. We use the scolicidal agent Povidine Iodine 10% for
irrigating the cyst cavity. In case o f hydatid liver, the cyst was
isolated with guaze-so aked in 20% hypertonic saline solution,
the cyst was punctured and hydatid fluid aspirat ed and same
amount of Povidine Iodine (10%) injected into the cyst and
kept for 10-15 minutes. Cysts were then deroofed by excising
the projecting part of pericyst and evacuating the contents.
The remaining cavity was again irrigated with the scolicidal
agent who was sucked out after few minutes and cavity
(Figure-4).

Residul cavity after removing hydatid swept with the guaze to
locate any contents from hydatid cyst liver biliary
communication. In our study among the 12 cases (75%) of
hydatid liver, omentoplasty was performed in 6 casees) 50%),
capitonage was done in 4 cases (33.3%) while in 2 cases
(16.6%) tube drainage was performed.Biliary communication
was noticed in one case per operatively which was sutured
with vicryl 2-0 thread followed by omentoplasty of the cavity.
The peritoneal cavity drain was kept in the subhepatic space
by using a wide guaze rubber tube connected to a bag. The
tubes were removed within 2 to 5 days in 10 cases (75%)
where capitonage or omentoplasty was performed and in 2
cases (16.6%) tube w as removed at th e end o f 2 weeks. In 1
case o f biliary leak, the tub e stayed longer and w as removed
at the end o f 7 weeks. Cystectomy was performed in 04 cases
having hydatid cyst in mesentry of gut and a single cas e of
hydatid pelvis where in addition to cystectomy, right sided
salpingooophrectomy was also performed. In a cas e of hydatid
liver with cholelithiasis, cholecystectomy was perform ed in
the same sitting beside capitonage of the cyst cavity.

DISCUSSION
Hydatid disease is still a problem in developing countries.
Although the disease is often asymptomatic for many years
owing to slow growths of th e cyst, it poses a techni cal
challenge to the attending surgeon due to involvement of a
variety o f organs (3,19).Among intra-abdominal organs liver is
the commonest site for hydatid disease (59-75%) and this is
due to rich filtration activity of the liver (4).T he next organs
involved in order of frequency are lung (27%), kidney (3%),
bone (1-4%) and brain (1-2%). Other sites such as spleen,
pancreas, heart, omentum, ovari es, parametrium, pelvis,
retroperitonium and muscles are rarely affected (Stojkovic,
2012). Peritoneal hydatid disease, either primary or s econdary
represents an uncommon but significant manifestation of the
disease (approximately 13%). Intraperitonealhydatid cysts are
usually secondary to the ruptur e (spontaneous or a ccidental at
surgery) of a primary hepatic, splenic or m esenteri c cyst
(Akther, 2011). The solution to the hydatid disease, easier said
than done, lies in the prevention by means of socio economics,
public health and sanitary measures. But once the problems has
occurred, surgery is the main stay of treatment (Beyrouti,
2002). In our study of 16 patients male (68.75%) were affected
more than females (31.25%) and it is due to more outdoor
involvement with livestock management.
The mean age of the patient was 36 years. All patients
belonged to rural areas with close contact with the livestock.
Humans are the accidental intermediate host in the
development cycl e of hydatid diseas e.14 out of 16 patients
presented with symptoms of pain abdomen with abdominal
mass. The symptoms are due to massive enlargement of the
involved organ or due to large cyst occupying the signifi cant
portion of the peritoneal cavity (6,7). Two patients presented
with history of fever and weight loss in addition to pain
abdomen. This may be attributable to low intake of food due to
early satiety caus ed by infected hydatid cyst of the liver.
Diagnosis was confirm ed by imaging techniques. Beside XRay chest, plain X-ray abdomen and ultra-sonog raphy was
performed in all the patients. Plain X-ray film showed
calcification and raised dome o f diaphragm in one patient Fig
(1) which is a suggestive finding of hyd atid disease o f liver. In
our study main di agnostic tool was ultra-sonography, which
demonstrated cystic lesions with internal echoes and septations
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in all the p atients. Ultrasonography andcomputed tomography
are highly sensitive in the diagnosis of hydatid disease of the
abdomen. Ahmet a Balik et al. in a series of 304 cases of
hydatid liver reveal ed a sensitivity of 97.7% and 100% for
ultra-sonography and computed tomography, resp ectively
(Balik, 1999). We are not able to discuss about the sensitively
of CT scan in ou r study as it was not available with us. Ultrasonography provid ed 100% sensitivity in our study and was a
road map for the operating surgeon to approach the cyst. All
the patients in our study received antihelminthic therapy for a
period of three months. Albendazole (10mg/Kg body weight)
commencing 1 month prior to surgery and was continued for
two months in the post-operative period. Continuation of
antihelminthic therapy post operatively is essential to prevent
the recurrence o f the disease (Teggi, 1993). Co-existant disease
such as diabetes, hypertension and ischaemic he art diseas e add
to the morbity and mortality in hydatid disease (Sözen, 2011).
In our study one patient had hypertension and had no per
operative or post-operative complications. The mean follow up
in our study was two ye ars. How ever, one p atient w as lost to
follow up. None of th e patient had any recurrence of the
disease in the follow-up period. Of the 16 patients, 12 had
hydatid cyst in the liver, 6 had more than one cyst in the liver.
The high frequency of liver involvement may be due to
filtration functions of the liver where in the parasites are
filtered o ff (Langer, 1984). For surgical interventions, general
condition of patient, organ involvement and characteristics of
the cysts are important considerations. Large cysts involving
solid organs in the peritoneal cavity demand prompt surgical
intervention (McManus, 2012). Small calcified cysts which are
deep and di ffi cult to approach may b e managed conservatively
(Smego, 2005; McManus, 2012).
In intra-abdominal solid organs like liver and spleen cyst wall
is critical to handle as it consists of compressed
parenchymatoys tissue admixed with rich vasculature.
Therefore, in intr a-abdominal solid organs peri cyst is not
resected (Vagholkar, 2016). A non-radi cal approach is the best
and safe approach and includes prevention of intra-operative
contamination, neutralization with removal of parasite and
management of the residual cavity (Smego, 2005; McManus,
2012; Vagholkar, 2016). The hydatid fluid in the cavity is
highly antigenic and infective and therefore sterilization prior
to surgery is m andatory. This is commonly achieved by using
scolicidal agent such as 20% hypertonic saline, 0.5% silver
nitrate, 0.5% cet rimide or 10% povidine solutions. The
scolicidal solution is left in the cyst for about 15 minutes
before opening the cyst, meticulous isolations of the cyst is
done using dark colored towels so aked in 20% hypertonic
saline solution. The cyst is punctured and hydatid fluid
aspirated. Cysts are deroofed and the contents removed out
avoiding the spillage. Aft er complete evacuation of the
daughter cysts and contents (Fig. 03) the cavity is swept with
thedry gauze for identi fication of any biliary leak. In case o f a
biliary communication, the scolicidal agent may enter into the
biliary tract and pre dispose to sclerosingcholangitis. Aft er
identification, the biliary communication is closed with an
under-running stitch.Having evacuated and sterilized the cyst
cavity, the dead sp ace is obliterated. This can be done by
omentoplasty (Papadimitriou, 1970) or capitonage (RomeroTorres, 1965). In case of suppuration tub e drainage or
marsupialization is un-avoidable (Sayek, 1980). In our study
one patient had biliary communication that was closed by
using 2-0 vicryl thread followed by omentoplasty of the dead
space.

Out o f 12 cases of hydatid liver, omentoplasty was performed
in 6 cas es (50%) capitonage in 4 cas es (33.3%) and tube
drainaged in 2 cas es (16.6%). Omentoplasty is advant ageous
because it allows macrophages to invade the area thereby
enhancing phagocytosis of residual parasitic material
(Papadimitriou, 1970). It also helps in prevention of any
reactive fluid collection in the empty cavity. However, a sub
hepatic drain is mandatory to prevent fluid collection in a
suddenly created de ad space. In thispatient, suture ligation of
thecyst-biliarycommunication was performed followed by
omentoplasty of the residual cavity. Probably stitch had given
way or there may b e another small biliary communication that
closed spontaneously.The mean follow up p eriod in our study
was 2 y ears .However on e patient was lost to followup. None
of the patient had any recurrence or residual diseas es in the
period of follow up.For hydatid cysts in the peritoneal cavity
or omentum, complete cystectomy including the pericyst lining
is performed (Vagholk ar, 2004).
The pericyst in peritoneal hydatid is extremely thin and not as
vascular as seen in solid organs. In our study we performed
cystectomy in 4 cases having hydatid cyst in the mesentery o f
gut and a single cas e of hydatid pelvis where right sided
salpingo-oopherectmy was also performed. In case of
mesenteric hydatid, there is a possibility of compromise of
bowel blood supply and therefore in rare cases, a s egmental
resection of the bowel may be required (Vagholkar, 2001). The
removal o f omentalhydatid is easier as comp ared to mesenteric
hydatids.Complications of hydatid disease m ay occur and
include bleeding, anaphylaxis, surgical site wound in fection,
infection in th e remaining cavity, cholangitis, biliaryfistulas,
septicemia and recurrence or residual disease (Balik, 1999).
Meticulous heamostasis is necessary in preventing
haemorrhagic complication. In our study we kept a fresh blood
trans fusion ready during the surgery in all the patients.
Surgical site wound infection w as observed in two patients. It
may be related to suppurative condition of the hydatid cyst
where tube drainage was performed. In both patients the
wound healed with regular dressings followed by s econdary
suturing of the cut aneous wound under local anaesthesia.Postoperative bile l eak leads to signi ficant morbidity a ft er surgical
management of hydatid cyst of liver. But a majority of them
resolve spontaneously (18).One patient had biliary leak
(<300ml/24hrs) and it closed spontaneously at the end of seven
weeks.
Conclusion
Male patients are involved more as compared to femal es due to
their more outdoor activity especially with the livestock.
Symptoms may vary from vague fullness to development of
pain abdomen and mass. Ultrasonography in a Rajshahi
Medical College Hospital, Rajshahi, Bangladesh provides an
excellent guid e line for su rgical managem ent. Open surgical
methods especially conservative/non-radi cal operation are safe
and easy and require mimal hospital stay. A 12 week course o f
Albendazole is essential and effective for preventing
recurrence.
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