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Olgu Sunumu

Differential diagnosis of tubal hydatid cyst in the

pelvic masses
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ABSTRACT

Cystic echinococcosis is still an important problem in Turkey. It is most commonly
localized in liver and lungs while it may also be rarely observed in the pelvic region.
Since it is less common in the pelvic region, it is confused with pelvic hydatid cyst,
ovarian cyst and tubaovarian abscess in young ages while it may also be confused with
ovarian malignancies in advanced ages. In this case report, we present a female pati-
ent G3P3 aged 60 who was found to have hydatid cyst in the lateral site of the uterus
on the right tube and the surgical method applied. Pelvic hydatid cyst should be con-
sidered as a differential diagnosis in case of cysts detected in the pelvis region. We
should consider laparoscopic surgery as one of the first-line choices for treatment.
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Kistik ekinokokkozis iilkemizin hala 6nemli bir sorundur. Karaciger ve akciger en sik
lokalizasyonu olmakla birlikte, daha nadir olarak da pelvik bilgede goriilebilmekte-
dir. Pelvik bélgede nadir goriildiigiinden dolay: pelvik hidatik kist, geng yaslarda over
kisti ve tubaovarian abse ile karisirken ileri yaslarda goriildiigiinde ise over malig-
niteleri ile karigabilmektedir. Biz bu olgu sunumu ile 60 yaginda G3P3 kadin bir
hastanin sag tuba uterina iizerinde uterusun lateralinde saptanan kist hidatik lezyo-
nunu ve sonrasinda uygulanan cerrahi yontemi inceledik. Pelvik bolgede saptanan
kitlelerde pelvik kist hidatik ayirici tanilardan biri olarak diisiiniilmelidir. Tedavide
ise laporoskopik cerrahiyi ilk se¢ceneklerden biri olarak diisiinmeliyiz.

Anahtar kelimeler: hidatik kist, laparoskopik cerrahi, pelvik kitle

Alindigr tarih: 06.03.2017
Kabul tarihi: 29.05.2017

Yazisma adresi: Uzm. Dr. Adnan Budak, Bitlis
Devlet Hastanesi, Bitlis / Tiirkiye
e-mail: budakadnan@hotmail.com

INTRODUCTION

Echinococcal disease is caused by infection with
the metacestode stage of the tapeworm Echinococcus,
which belongs to the family Taeniidae. Four species
of Echinococcus produce infection in humans:
E. granulosus and E. multilocularis are the most
common culprits which cause cystic echinococcosis
(CE) and alveolar echinococcosis (AE), respectively.
The two other species E. vogeli and E. oligarthrus
cause polycystic echinococcosis, although have been
only rarely associated with human infections .

Cystic echinococcosis still continues to be a very
important health problem for underdeveloped coun-
tries @. Although the liver and lung are the most com-
monly affected organs, the disease may appear rarely
in other tissues as a primary disease ¥,

CASE REPORT

A 60-year-old female patient was admitted to our
outpatient clinic with tenesmus and lower abdominal
pain for three months. His medical history was non-
remarkable. Physical examination showed abdominal
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tenderness. Abdominal X-ray showed non-specific
findings. Abdominal ultrasonography (USG) showed
a 5x6x5.5 cm in-size cystic lesion of the right adnexa.
A multi-septated cystic lesion of the uterus was
detected by computed tomography (CT).

On admission, her blood pressure was 130/80
mmHg, body temperature was 36.8°C, and the pulse
was 78 per min. Mild tenderness was determined in
the abdominal area. Laboratory test results revealed
that all routine blood tests and tumor markers were
within the normal range. Anti-echinococcal antibod-
ies (IHA) were negative. Hysterectomy and bilateral
salpingo-oophorectomy were performed by the gyne-
cological surgery department. The whole specimen
was sent for pathological assessment (Figure 1). The
histopathological finding of Hematoxylin and Eosin
(H&E) section revealed a double-layered membrane
with an outer laminated hyaline membrane and inner

Figure 1. A laparotomy image. A 5x6 cm cystic structure adjacent to
the right lateral of the uterus fundus, located on the right uterine tube
and not connected with the right ovary. The cyst had adhesions with
the surrounding tissues, and retracted the bladder peritoneum. Dur-
ing the isolation of the adhesions, the cyst was ruptured. A clear liquid
and a daughter vesicle were observed inside the cyst.

Figure 2. Histopathological examination. Cuticular membrane of the
HC and scolex in the tissue examined.

136

Tepecik Egit. ve Arast. Hast. Dergisi 2018; 28(2):135-138

granular germinal layer (Figures 2, 3). Albendazole
was initiated as the primary anti-parasitic agent for
postoperative treatment of E. granulosus. The patient
was scheduled for follow-up every three to six
months and annually thereafter.

DISCUSSION

In addition to being an occupational disease with
worldwide distribution, cystic echinococcosis or
hydatid disease is one of the most significant zoonot-
ic diseases . As parasitic disease, cystic echinococ-
cosis develops cysts which develop from
Echinococcus-type cestodes both in humans and ani-
mals, and it continues to be an important health prob-
lem in Turkey ©.

Pelvic hydatid disease is rare with a reported inci-
dence of 0.2 to 0.9% in certain regions ©. Several
reports present single cases of pelvic hydatid cyst @,
while only a few present a series of cases “*”. The
recently reported 11-case series is one of the largest
ever presented in Tunisia ®. It reports three new
cases of primary pelvic hydatid cyst, which is an
extremely rare condition. Also, it includes a case of
hydatid cyst of the fallopian tube, one of the rarest
pelvic locations.

Imaging tools are of utmost importance, due to the
lack of specific clinical signs of the disease. The USG
is the primary diagnostic tool thanks to its low cost

and high sensitivity. Type II and III hydatid cyst are
pathognomonic, while the other cyst types often
resemble other lesions ®9).

3 ;
Figure 3. Connection of uterine tube with the hydatid cyst. Chronic
inflammation and fibrosis in the uterus, right uterine tube, and peri-
toneal area around the cyst.
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Type I cysts appear purely cystic and unilocular
and, when located on the ovary, they are often misdi-
agnosed as other types of ovarian cysts or as hydros-
alpinx @. Type II cysts appear as fluid-filled with a
floating membrane (the “water lily” sign) corre-
sponding to a detached germinative membrane ©.
Type III cysts are filled with daughter vesicles and
have a characteristic honeycomb appearance ©. Type
IV cysts appear as heterogeneous masses and are
often misdiagnosed as pelvic malignancies. In some
cases, type IV cysts may present a “whorl” image,
which is indicative of collapsed hydatid membranes ©.
Types V cysts have calcified walls and are often mis-
diagnosed as fibromas ®!%. In our case, USG led to
the correct diagnosis. In general, compared to USG,
computed tomography (CT) allows for a better evalu-
ation of cystic masses, since the clearer evidence of
their extension enables to anticipate surgical compli-
cations ©.

On the other hand, the mechanism of pelvic
involvement has not been clearly explained. Although
pelvic hydatid disease is almost always considered to
be secondary and, due to the rupture into the perito-
neum of a hepatic or splenic hydatid cyst, 'V some
cases of primary pelvic echinococcosis have been
described 7-#1%- 1D Our case was also of primary pel-
vic hydatid disease. The genital tract is the most fre-
quently affected region of the pelvic locations,
accounting for up to 80% all pelvic cases in the geni-
tal tract '». However, the ovary seems to be the most
affected genital organ '». Moreover, the fallopian
tubes are rarely affected 7', whereas retroperitoneal
and retrovesical locations account for 0.5% to 2% of
all hydatid locations U¥. In addition, pelvic hydatid
cysts may develop in the peritoneal cavity indepen-
dently of the surrounding organs.

The mainstay of hydatid disease management is
surgery. Laparotomy through a midline incision is
classically performed. To avoid dissemination, the
surgical site should be packed with sponges soaked in
a scolicidal solution and the cyst cavity should be
irrigated with scolicidal agents ¥, To prevent recur-
rence, the first step is to fully explore the abdominal

cavity and not to misdiagnose the cysts. Then,
hydatid cysts are managed surgically through partial
or total cystectomy '?. Whenever possible, total cys-
tectomy is the most optimal option, as it prevents
perioperative rupture of the cyst. In our case, com-
plete cystectomy was performed. Rahman et al. (2
recommended oophorectomy in young women with
ovarian hydatid cyst in the presence of a healthy con-
tralateral ovary and bilateral oophorectomy in post-
menopausal women. In contrast, other authors con-
sider that the most optimal option for women of
reproductive age is complete cystectomy 617,

Several articles have been published on successful
laparoscopic procedures for hepatic hydatid cysts,
although only a few are about the laparoscopic
removal of pelvic hydatid cysts "®. One of the main
critics of the laparoscopic approach is the risk of
spillage of the hydatid cyst fluid, enhanced by the
abdominal pressure induced by the pneumoperitone-
um 19, However, consistent with previous reports,
we believe that spillage can be prevented, if precau-
tionary measures are taken, such as using gauzes
soaked in a scolicidal solution to isolate the surgical
site and aspirating meticulously to avoid spillage.
Previous reports, mostly focusing on hepatic hydatid
cysts, conclude that the laparoscopic approach is safe
and effective, and offers all the advantages of mini-
mally invasive surgery .

Postoperative follow-up is based on clinical exam-
ination, abdominal USG exploration, and serologic
tests. Long-term follow-up over many years is rec-
ommended @Y. The recurrence rate ranges from 8 to
20% . In our case, no recurrence was observed at 2°
months following surgery.

In conclusion, hydatid cysts should be considered
in the differential diagnosis of abdominopelvic mass-
es, particularly in areas where hydatid disease is
endemic. The USG is the primary imaging diagnostic
tool. A chest radiograph and an abdominal USG scan
should be always performed to ensure that the hydatid
cyst is not located in the pelvic region. Surgery is the
treatment of choice, and laparoscopy can be safely
done, when precautionary measures are taken to
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avoid spillage. The gastrointestinal surgeon should

be present to treat frequently associated hepatic and/

or splenic hydatid cysts. Long-term follow-up is

essential to diagnose and manage the disease in a

timely manner and to avoid recurrence.

10.
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