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SECONDARY ECHINOCOCOSIS - RUPTURED HEPATIC
HYDATID CYST IN CHILDREN
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Abstract
Hepatic hydatid cyst (HC) is the most frequent location
(60%) in children. Besides the direct mechanical action
exerted on the affected organ (producing local morphopathological changes), HC can cause complications, with
negative impact on the entire body through its toxic-allergic
action [1].
We present a case of a nine years old female child from
urban area with hepatic HC, rupted into the peritoneal
cavity with acute peritonitis. Corroborating the clinical data
with laboratory, it was suspected the existence of a positive
diagnosis of hepatic HC ruptured and discharged into the
peritoneal cavity, biliary lithiasis with acute cholecystitis.
The biological confirmation of the parasitosis was brought
during hospitalization by ELISA test. Surgical exploration
showed a large ruptured HC of the left lobe of the liver, with
multiple daughter cysts in the peritoneal cavity. Surgical
treatment consisted in median laparotomy with hepatic
Lagrot procedure, cleaning the ruptured cystic and
abdominal cavity with hypertonic saline 20% and its
external drainage on silicone tube. The post-operative
evolution of the case was without major complications. The
hepatic cavity disappearance was found in ultrasound
examination in 3 months after the hospital discharge and the
biliary lithiasis after 6 months.
The diagnosis of hydatid cyst must be considered
especially in endemic regions. We consider that the
peritoneal cleaning with hypertonic saline and the early and
prolonged prophylaxis with anthelmintics may be salutary
in order to avoid secondary echinococosis.
Keywords: hydatid cyst, hydatid disease, Lagrot procedure,
Taenia Echinococcus, child.
Introduction
The hydatid cyst continues to attract the attention of
the medical world by the frequency of the cases accidentally
discovered in infantile population, or of its complications.It
is caused by the larval stage of development of Taenia
Echinocococcus Granulosus in different human organs (liver
60%, lung 30% and other organs 10%). HC had a torpid
evolution for years, or become acute by the rupture of the

cyst followed by mechanical, allergic or septic
complications which can endanger the patient's life. [2] [3]
The incidence of the HC in the western part of
Romania, is estimated at 3.1 \ 100,000 children, WHO
considering our country as an endemic area [4] [5].
In recent years, the urbanization of the disease was
observed, probably due to the large number of tramp dogs,
or due to the population migration from rural to urban areas
[5].
Due to globalization which includes tourism and
migration, the condition required an approach also by the
countries that showed a low incidence of the disease or
where it was considered eradicated (Western Europe, USA)
[6] [7].
The rupture of hepatic HC and its evacuation into the
peritoneal cavity is rarely mentioned in children literature.
HC present some special clinical-evolutive features and,
indications for therapeutic methods. [8][9].
Clinical case presentation
We present the case of a nine years old female child
from urban area, hospitalized in our service transfered from
the infectious disease department.
She presented with abdominal pain syndrome, acute
enterocolitis, acute dehydration syndrome 10% and acute
erythematous angina.
After 48 hours of treatment in infectious disease
department, the abdominal pain was not remitted, becomed
colicative and diffuse, with the muscle contraction.
On admission in our service, the patient is conscious,
febrile (38°C), with general influenced condition, lose of
appetite, nausea and diarrhea. Pulmonary, she presents
superficial breaths with tachypnea, tachycardia with pulse
140 beats / min. Mobile abdomen with breathing spontaneously diffuse - sensitive and at superficial palpation
a tumoral hypogastric tumour, with pain and reflex
generalized muscle contraction at deep palpation.
Laboratory findings present leukocytosis (14 x 103)
with neutrophilia (69.4%) and eosinophilia (15.6%).
The increased inflammatory samples, ESR 55 mm / 1
h, fibrinogen 5.60 g / l, C reactive protein (PCR) 57.26 mg /
l, procalcitonin 0.07 ng / ml, and glucose 7.66 mmol / l.
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The abdominal ultrasound confirms, thickening of the
gallblader walls of 0.5 cm, aspect of biliary lithiasis with
acute cholecystitis. Retro-urinary bladder transsonic-oval
image of 7 / 3.5 cm raises the suspicion of collection. The
gynecological consultation identify an infantile uterus, with
normal ovaries.The chest radiography was normal.
The abdominal-pelvic CT, native and with contrast,
stress in the second segment from the left hepatic lobe a
tumor with multiple-lobes outline of 4/3.8 cm, with content

of dense fluid type. Gall bladder with thickened wall, with
limestone declive sediment.
At abdominal-pelvic level, collection with para-fluid
densities of about 22 HU, dense proteinaceous increased
content, bordered by a peripheral wall with capture of
contrast substance, with sinuous distribution through the
intestine loops, going from the bottom of the Douglas
pouch up under to the lower pole of the right hepatic lobe
(Figure 1).

Fig 1. LHS ruptured hydatid cyst with intra-peritoneal adherences between organs.
The post-operative evolution of the case was without
major complications. The patient was discharge 18 days
after, in good condition. She received oral
ALBENDAZOLE 15mg/kg body for three month. The
post-operative following period for the clinical and
ultrasound re-evaluation took place at intervals of 3-6
months, not recording peritoneal recurrences. The hepatic
cavity disappearance was found in ultrasound examination
in 3 months after the hospital discharge and of the biliary
lithiasis after 6 months.

Corroborating the clinical data with laboratory, it is
suspected the existence of a positive diagnosis of hepatic
HC ruptured and discharged into the peritoneal cavity,
biliary lithiasis with acute cholecystitis. The biological
confirmation of the parasitosis is brought during
hospitalization by ELISA test. Surgical exploration showed
a large ruptured HC of the left lobe of the liver, with
multiple daughter cysts in the peritoneal cavity
Pre-operative therapy consisted of antibiotics Tazocin
2.25g IV 4x1 bottle / day, 200mg Albendazole 2x1 tablet /
day, Paracetamol 3x35 ml bottle 100 ml IV/ day and hydroelectrolyte and acid-base rebalancing.
Surgical treatment consisted in median laparotomy
with hepatic Lagrot procedure, cleaning the ruptured cystic
and abdominal cavity with hypertonic saline 20% and its
external drainage on silicone tube. A special attention was
paid to the elimination of the vesiculae ficae from the
peritoneal cavity, and those fixed in the omentum removed
en bloc by resection (Figure 2). Peritoneal fluid was
collected for culture, the peritoneal cavity was washed with
hypertonic saline 20% and the Douglas was externally
drained with silicone tube.
The peritoneal cavity thorough inspection reveals a
macroscopic phlegmonous appendix, reason why it was
practiced the appendectomy.

Discusions
The complications of the hepatic HC in children are
rare, represented by its rupture or fissure in the ducts or
peritoneal cavity, over-infection or compression on the
adjacent organs [10]. Its incidence varies in the literature
from 1.75 to 8.6% [11] [12] [13].
The rupture and seeding of the peritoneal cavity
occurs most frequently in the large liver cysts, after a
trauma, or when conducting a corticalisation of the cyst on
the underside of the liver. In contrast with Grozavu
opinions, we recommend medical treatment as first
therapeutic step because it doesn’t lead to serious
complications [14].
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Fig 2. Hydatid cyst erupted in the peritoneal cavity vesicula ficae.

The hepatic HC, ruptured and emptied of its contents
into the peritoneal cavity represents an immediate medicalsurgical emergency, with the patient possible onset of
anaphylactic shock or a moderate peritoneal irritation
phenomena with secondary hydatidosis, without
identifining the exact moment of rupture [15].
The clinical picture of this complication is influenced
very much by the location and the size of the cyst, by the
compression of the abdominal cavity organs.This picture is
suitable to a differentiary diagnosis with acute appendicitis,
peritonitis, or tumoral formation [16].
Most frequently, the rupture in the peritoneum is
symptomatic, with constant abdominal symptoms [17]
(abdominal pain, vomiting, abdominal tenderness and/or
rebound), as well as marked allergic symptoms in up to
25% of the cases [13] (cutaneous rash, urticaria,
anaphylactic shock).
We don’t encountered anaphylactic shock as other
authors reported (18).
Our intraperitoneal rupture was missed, due to
absence of abdominal or anaphylactic complications, and
due to the presence of diarrhea, which explains the late
diagnosis, in contrast to other author’s opinions [19] but not
so late-until few weeks after the rupture. We discourage the
wait and see tactics, in order to avoid any other possible
complications, and we recommend immediate surgery.
Peritoneal hydatidosis comprises 10–16% of intraabdominal hydatid disease [20]. It mainly occur secondary
to rupture of a hepatic or splenic cyst either spontaneously
or accidentally during surgery [21].
Primary peritoneal hydatidosis accounts for less than
2% of intra-abdominal hydatidosis [22]. In our experience
we do not encountered a primary peritoneal hydatidosis as
Hegde N, et al. did [23].

Long-term monitoring is preferred but is difficult due
to the nomadic lifestyle of the family and sometimes
population migration
Conclusions
Patients with this complication are often operated for
other conditions, such as acute appendicitis, peritonitis,
acute cholecystitis or abdominal tumours.
The diagnosis and treatment of this complication is
difficult and requires the existence of a medical team
(radiologist, surgeon,anesthesiologist) working together in
order to put the correct diagnosis and to succeed the
surgery.
The surgical treatment targets both the host organ of
the erupted cyst, as well as to improve the secondary
peritoneal outbreaks and its lavage with hypertonic saline
of 20%.
The post-operative follow-up interval in our case is
quite low, but still, given that the rate of increase in size of
the parasite depends also on the resistance of the
surrounding tissues (minimum
resistance in free
peritoneum), a possible secondary hydatidosis could be
evidenced by ultrasound or CT within 6 months after the
onset.
Also, based on the presented experience, we consider
that the peritoneal cleaning with hypertonic saline and the
early and prolonged prophylaxis with anthelmintics may be
salutary in order to avoid secondary echinococosis.
The diagnosis of hydatid cyst must be considered
especially in endemic regions with a history of rearing
livestock or owning pets, whenever a cystic mass is felt in
the abdominal cavity [23].
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