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Abstract 

Hydatid cyst is a parasitic infection most commonly localized in the liver. They may not be diagnosed early because 
they remain asymptomatic at small sizes and may reach large sizes at the time of diagnosis. In this situation, compres-
sion symptoms may occur and they may present with serious complications such as rupture and anaphylactic shock, 
which are rare. Treatment methods are determined by classification according to the imaging techniques used in the 
diagnosis. In the present case, echinococcal cysts originating from segments 5, 6, and 7 in the right lobe of the liver, 
reaching 35 cm in diameter, caused compression symptoms. The diagnosis was made by abdominal tomography 
showing characteristic daughter vesicles and calcified cystic wall. The patient underwent pericystectomy and had an 
uneventful postoperative course with no recurrence in the 5-year follow-up.
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Introduction
Echinococcal disease, also known as hydatid cyst, is a 
zoonotic infection caused by Echinococcus Granulosus 
and Echinococcus Multilocularis. Echinococci are most 
commonly found in organs such as the liver (70%), lung 
(20%), brain, spleen, kidney, and heart and can cause var-
ious dysfunctions. Since echinococcal cysts grow slowly, 
they may not show early symptoms and remain asympto-
matic for 10–15 years [1].

The diagnosis of hydatid cyst can be made with radio-
logic imaging, serologic and immunologic laboratory 
studies. Ultrasonography (USG), computed tomography 
(CT), and magnetic resonance imaging (MRI) are highly 
effective in detecting hepatic hydatid cysts [2, 3].

The treatment of the echinococcal disease depends 
on the type, size, and location of the cyst, the presence 
of complications, and the experience of the team. Treat-
ment options include percutaneous treatments, surgical 

procedures, anti-parasitic drugs, and follow-up with-
out intervention [4]. Curative treatment is achieved by 
complete surgical removal of the cyst regardless of its 
location. In this article, we present a patient who under-
went surgery for a giant hydatid cyst extending into the 
abdomen.

Case presentation
A 50-year-old male patient engaged in animal farming 
in southeastern Turkey was referred to our clinic with a 
giant hydatid liver cyst. He had a history of abdominal 
distension and intermittent pain for 2  years. His medi-
cal history was unremarkable. Physical examination 
revealed no signs of irritation except for severe abdomi-
nal distension and minimal tenderness. Laboratory tests 
revealed leukocyte: 7.1 × 103/UL (4.3–10.3), eosinophil: 
6.5% (0.9–6), aspartate aminotransferase: 82 U/L (5–34), 
alanine aminotransferase: 129  U/L (0–55), gamma glu-
tamyl transferase: 65  U/L (9–64), alkaline phosphatase: 
101  U/L (40–150), total bilirubin: 0.84  mg/dL (0.2–1.2), 
Ca 19–9: 7.3  U/mL (0–35), HBsAg: 3406 S/CO. Con-
trast-enhanced upper abdominal CT scan showed a 
thin-walled, lobulated contoured lesion compatible with 
hydatid cyst, and hypodense areas of daughter vesicles. 
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It was approximately 35 × 31 × 18  cm in size, extending 
from the midline to the left and inferiorly to the pelvis, 
located in the right lobe segments 6–7 of the liver, and 
causing marked distension (Fig.  1). In addition, a cystic 
lesion with similar characteristics measuring approxi-
mately 6 × 4 cm in size was observed in the subcapsular 
area of liver segments 5–8 (Fig. 2a, b). The large cyst was 
compressing the adjacent intestinal loops, stomach, and 
pancreas and pushing them to the left. There was also 

minimal anterior compression of the left kidney. CT scan 
of the lower abdomen revealed multiple multivesicular 
hydatid cyst compatible lesions in the pelvis, the larg-
est of which was 10 × 8  cm (Fig.  3). Thorax CT did not 
reveal any lesion related to hydatid cyst. The patient’s 
clinical and radiologic data were evaluated and surgery 
was planned. The patient underwent pericystectomy. 
Laparotomy was performed and two separate cystic 
lesions originating from the liver were observed. First, 
cystic lesions were punctured. Approximately 500  cc of 
3% NaCl was injected into the cystic lesions after no bile 
contamination was observed in the aspirated cyst con-
tents. After waiting for approximately 15  min, the apex 
of the cysts was opened and the cyst contents were aspi-
rated (Fig. 4). The daughter vesicles inside the cyst were 
removed after aspiration (Fig. 5). Approximately 10 lt of 
cyst fluid and its elements were aspirated from the large 
cystic lesion (Fig.  6). Bile leakage was observed in sev-
eral places in this cystic lesion. The leakage sites were 
closed with monofilament suture. The same procedure 
was applied to the second lesion in the liver. The defects 
were closed with omentoplasty. Later, some of the cystic 
lesions in the pelvis were completely excised, while some 
cystic lesions showing dense adhesion to the rectal wall 
were emptied and partially excised due to the risk of per-
foration (Fig. 7). After the procedure was completed, the 

Fig. 1  Segment 6–7 localized hydatid cyst, axial CT image

Fig. 2  a Segment 5–8 localized hydatid cyst, axial CT image b 
Hydatid cyst localized in the liver, coronal CT image

Fig. 3  Hydatid cyst located in the pelvis, axial CT image

Fig. 4  Unroofing and puncture
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peritoneal cavity was washed twice with 3% NaCl. No 
bile leakage was observed in the postoperative follow-up. 
Albendazole 2 × 400 mg was started on the second post-
operative day. He used it regularly for 2  years. He was 
discharged without complications on the 10th postopera-
tive day and there was no recurrence in the 5-year follow-
up of the patient.

Discussion
Until the 1980s, surgery was the only treatment 
option for hydatid cysts. Although more conservative 
approaches came to the forefront in the following years, 
surgery has been recognized as the most effective treat-
ment. Anti-parasitic drugs and percutaneous treatments 
can be used in selected patient groups to avoid complica-
tions of surgery.

The most commonly used classification in determin-
ing the treatment method is the Gharbi classification, 
which evaluates liver hydatid cysts ultrasonographi-
cally [5]. All viable cysts according to this classification, 
except the small ones should be treated surgically or 
with PAIR (puncture, aspiration, ınjection, reaspira-
tion). Gharbi type III, compressive type IV and V cysts, 

cysts associated with the biliary tract, and cysts not 
suitable for PAIR treatment require surgery.

In surgical treatment, inactivating the cyst contents, 
opening the cyst, and removing the germinative mem-
brane are commonly performed. In peripheral cysts, 
total pericystectomy or partial hepatectomy may be 
performed. Care should be taken not to spread the par-
asite into the abdomen during surgery.

In the literature, there were six patients whose cysts 
were found to be larger than 30  cm in the measure-
ments made by imaging methods treated for hydatid 
cysts in liver (Table  1). Percutaneous treatment was 
performed in only one of these cases and surgical treat-
ment was preferred in the others. Four of the patients 
were operated on under elective conditions and one 
was operated on under emergency conditions.

Fig. 5  Daughter vesicles inside the cyst

Fig. 6  Cyst wall

Fig. 7  Cystic lesions in the pelvis
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Battyany et al. [6] inserted an 8F catheter into the cyst 
and aspirated 6200  mL of cyst fluid, followed by PAIR 
treatment for 6 weeks with a cycle of 150 mL 15% hyper-
tonic saline injection-drainage-40  mL 15% sterile saline 
injection, and 30 mL alcohol injection for the last 5 days. 
To prevent anaphylactic reactions and the spread of the 
disease, the patient was started on mebendazole (200 mg/
day for 3  days) before the procedure. The patient’s cyst 
disappeared completely on CT scan and was presented as 
the largest hydatid cyst treated with PAIR. They recom-
mended PAIR as an effective and safe method to avoid 
complications of surgery in large cysts.

Sahin et  al. [7] performed pericystectomy on a 
32 × 15  cm giant hydatid cyst located in the right lobe 
of the liver and the patient was discharged without 
complications.

Ettorre et al. [8] removed a 30 × 18 × 16 cm hydatid cyst 
compressing the inferior vena cava by right hepatectomy 
and the patient was discharged on the 7th postoperative 
day without complications.

Mohammed et  al. [9] operated on a patient with 3 
hydatid cysts of 10, 11, and 40 cm in the right lobe of the 
liver. After aspirating 4  L of cyst fluid, they excised the 
cyst wall, closed the two bile ducts opening into the cyst 
cavity with a slow-absorbing monofilament suture, and 
performed omentoplasty. The patient was discharged 
6 days after the operation and had bile leakage from the 
drain, which stopped 1 month later. The patient received 
anti-helminthic treatment for 3 months.

Sandonato et  al. [10] operated on a patient with two 
cysts measuring 12 × 14 × 10  cm in the right lobe of the 
liver and 27 × 30  cm in the right half of the abdomen, 
drained the cyst contents, and performed partial peri-
cystectomy after washing with 20% hypertonic saline. 
The patient was discharged on the 8th postoperative day 
without complications and was treated with albendazole 
10 mg/kg/day for 6 weeks. No recurrence was observed 
in the 2-year follow-up.

Gole et  al. [11] performed partial cystectomy on a 
patient with a 45 × 35 × 20-cm hydatid cyst originating 
from the left lobe of the liver and presented the larg-
est hydatid cyst in the literature. They reported that the 
patient had no clinical signs and symptoms in the 2-year 
follow-up.

Hydatid cysts that reach large sizes in the abdomen 
may rarely rupture. Hydatid cysts that reach large sizes 
in the abdomen may originate from organs other than the 
liver and may rarely rupture. This complication, which 
may result in mortality, is rare and dangerous. Belli et al. 
[12] took a patient with a giant hydatid cyst into emer-
gency surgery with signs of rupture and anaphylactic 
shock. A 30 × 20 cm cyst with the spleen was completely 
excised but the patient died on the 3rd postoperative day.

Surgical procedures predominate in the treatment of 
hydatid cysts that reach large sizes. Although the com-
plications of surgery are avoided in the patient treated 
percutaneously, the disadvantage is the long treat-
ment period of 6  weeks. PAIR treatment is success-
fully applied in smaller hydatid cysts. Anti-parasitic 
drugs can be added to adjuvant treatment. Anaphy-
lactic shock due to rupture of hydatid cysts is a seri-
ous and mortal complication that is more common in 
large hydatid cysts. Therefore, treatment should not be 
delayed in giant hydatid cysts.

Conclusion
Hydatid cysts can very rarely reach giant sizes without 
symptoms. Patients with giant cysts usually need radical 
surgical treatment because these type of cysts can lead to 
biliary tract complications, perforation, and anaphylaxis.
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