
Human hydatid cyst disease presents most fre-
quently with Echinococcus granulosus, and less fre-
quently with Echinococcus multilocularis. The 
worldwide incidence rate falls between 1 and 200 
cases within a population of 100,000. Endemic re-
gions are Mediterranean coastal areas (Turkey, 
Greece, Cyprus, Spain, Russia, China, and Aus-
tralia).1 The liver is the most commonly affected 
organ in 65-70% (right hepatic lobe is affected in 
80% of cases and the left lobe in 20%). The lungs 
(15%), spleen, peritoneum, kidneys, and brain are 
less often affected.2 

Hydatid cyst disease tends to be asymptomatic, 
and many are found incidentally with clinical or ra-
diological findings. However, most symptomatic hy-
datid cysts are complicated by rupture or secondary 
bacterial contamination. Sometimes they cause right 
upper abdominal pain, bloating, and discomfort due 
to their large dimensions.3 

Hepatic hydatid cysts rupture most often in the 
biliary tract, but they can also rupture in blood ves-
sels, bronchi, or the peritoneal cavity. A spontaneous 
intraperitoneal rupture of the hydatid cyst is a rarely 
seen condition, which is accompanied by serious 
morbidity and mortality.4 Patients with a hydatid cyst 
rupture in the peritoneal cavity usually visit emer-
gency services with acute abdominal signs. Diagno-
sis is made by ultrasonography (US) and 
computerized tomography (CT). 

In this article, we aimed to present a patient who 
was evaluated in an emergency outpatient clinic with 
the complaint of abdominal pain and diagnosed with 
spontaneous intraperitoneal rupture of a liver hydatid 
cyst two months later. 

 CASE REPORT 

Our 57-year-old female patient had abdominal pain, 
epigastric fullness, and a minimal tenderness in the 
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right upper quadrant, which was revealed at the Kay-
seri Training and Research Hospital. Informed con-
sent was obtained from the patient. The patient’s 
medical history showed that she was admitted to the 
emergency department with complaints of abdomi-
nal pain two months earlier; a cyst of the liver was 
found, so general surgery was recommended to con-
trol her. The abdominal US revealed a type 3 hydatid 
cyst that included a large number of daughter vesi-
cles in the left lobe and measured 16 cm. In addition, 
the intraabdominal cystic mass was observed ex-
tended from the left lobe to the umbilical region with 
a total size of 200x105 cm. It had condensed content, 
and a semisolid appearance was observed. CT re-
vealed a cystic mass with a size of 16x14 x12 cm in 
the lower section of the left lobe (Figure 1), and the 
cystic mass showed a loss of integrity of approxi-
mately 32 mm of capsules (suspected ruptured hy-
datid liver cyst). CT also detected localized 
abdominal fluid collection along with a size of 2 x10 
cm and continuity within the cystic mass (Figure 2). 
WBC: 7.58/mm3, Hb: 10.7 g/dL, PLT: 186,000 mm3, 
albumin was less than normal (2.9 g/dL) while other 
routine biochemical parameters were normal.   

A retrospective assessment of the patient’s emer-
gency visit two months earlier showed no trauma, 
prior surgery, or systemic disease in medical history. 
Blood pressure, heart rate, and body temperature 
were 120/70 mmHg, 85 beats/min and 37.2 oC, re-
spectively. Laboratory findings revealed the follow-
ing White blood cell (WBC): 8.62/mm, hemoglobin 
(Hb): 14.1g/dL, and platelet (PLT): 118,000 mm3, 
glucose (GLU): 156 mg/dL, and alkaline phosphatase 

(ALP): 190U/L were slightly higher, while other bio-
chemical parameters were normal. Abdominal USG 
revealed a cystic lesion measuring approximately 14 
cm in the left lobe of the liver, a stone of 18 mm in the 
gallbladder, a stone of 10 mm in the right kidney, as 
well as liquid in the perihepatic and pelvic area. The 
patient did not have acute abdominal symptoms on 
examination, and laboratory parameters were normal; 
because the patient’s complaints were not considered 
to be associated with the cyst, medical treatment was 
given to the patient, as general surgery and urology 
outpatient clinic control were recommended. 

Albendazole treatment was started (10 
mg/kg/day) and endoscopic retrograde cholan-
giopancreatography (ERCP) was performed before 
the operation because of slightly elevated ALP level 
and considering the cysts could be close to the bile 
ducts due to large size. ERCP detected a communi-
cation between the cyst and the biliary tract, and 
sphincterotomy was performed, and 8.5 F plastic 
stent was placed in the common bile duct. 

The patient underwent elective surgery, and ex-
ploration was made with a midline incision. With 
greater exploration, we observed an approximately 
14 cm thick-walled cystic mass replaced the entire 
left lobe of the liver with about a 20x15 cm cystic 
mass (due to hydatid cyst rupture pushing the trans-
verse mesocolon downwards). Cystotomy was per-
formed after packing the surrounding area with 
hypertonic saline-soaked sponges, and the cyst con-
tent was aspirated with a closed system aspirator, 
which was found to be infected and bilious.  As such, 
3% saline solution was used in the cyst, and the two 
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FIGURE 1: Abdominal computerized tomography scan shows a cystic mass that 
replaced the entire left lobe of the liver.

FIGURE 2: The perforated cystic lesion in the liver relates to intra-abdominal lo-
cule liquid: blue arrow shows loss of integrity of the capsules.



cysts were observed to be related to each other. Par-
tial cystectomy was done for the hydatid cyst and 
total cystectomy for the secondary cyst. Cholecys-
tectomy was performed for a gallbladder stone; in ad-
dition, the distal part of the common bile duct was 
closed and the isotonic saline was given from the cys-
tic duct. We observed two bile ducts in the cyst, 
which were closed with non-absorbable suture. The 
patient was discharged on the fourth postoperative 
day without any complications and had albendazole 
treatment for three months. There was no recurrence 
or any pathological signs seen in the CT controls per-
formed at 6 and 12 months. 

 DISCUSSION 

Hydatid cysts of the liver can stay silent for years and 
are frequently detected incidentally on the US per-
formed for other reasons. Symptoms are usually 
caused by pressure and complications arisen by cyst 
growth.4,5 Liver hydatid cyst complications occur 
rarely, and have two main categories; they tend to 
rupture with secondary bacterial infection.6 Intrabil-
iary rupture is the most common complication of a 
hydatid cyst of the liver (5-25%), and intraperitoneal 
rupture of a cyst is seen in 3.2-16% of the cases.6,7 
The intraperitoneal rupture rate in our country is re-
ported as 7.8%.8 Rupture of the hydatid cyst in the ab-
dominal cavity is a rare complication and can cause 
anaphylaxis and life-threatening complications; this 
should be considered in the diagnosis of acute ab-
dominal symptoms in endemic regions.9 A separated 
membrane and intra-abdominal fluid are seen in US, 
although a CT scan can help with the diagnosis. Spe-
cific treatment in patients with peritoneal perforation 
has not been adequately evaluated, as there is not a 
clear guide on this subject. 

Hydatid cyst rupture requires emergency 
surgery; however, the best approach is not precisely 
defined.10 Surgical methods (percystectomy, hepatic 
resection) and conservative techniques (unroofing as-
sociated with various procedures for the management 
of the residual cavity process) are treatments for hy-
datid cysts. All of the cyst’s content must be removed, 
as the cyst and peritoneal space are cleaned with scol-
icidal agents. 

Intraperitoneal perforation may not have been 
considered with the first emergency admission as the 
patient’s vital signs were stable, without acute ab-
dominal findings, laboratory parameters were nor-
mal, and there was no identification of cyst 
perforation via the US. The patient had not gone to 
any hospital during two months period and had no 
other complaints other than minimal epigastric pain. 
On the other hand, it was seen that the patient had hy-
datid cyst rupture with both radiological and opera-
tive findings, and limited itself perfectly. 

Most frequently, the rupture of a hydatid cyst into 
the peritoneal cavity is symptomatic. In a case report 
by Bari et al., they presented a patient who has a trauma 
history three years ago, with peritoneal echinococcosis 
presenting as massive abdominal distention, acid, and 
respiratory distress.11 Majbar et al. reported a case who 
presented with pain and mass in the abdomen for four 
months, and US and CT examinations showed a multi-
locular liver cyst and multiple unilocular cysts in the 
abdomen.12 Surgical treatment was performed after 4 
weeks from CT scanning. As in our case, the patient’s 
examination and laboratory results were not considered 
as perforation. 

Spontaneous rupture may be associated with a cyst 
diameter approaching 15 cm in the patient without a 
history of trauma. Although there are both intrabiliary 
rupture and spontaneous intraperitoneal rupture, the 
clinical findings of the patient are vague (without al-
lergy,  cholangitis,  peritonitis, etc.). This condition may 
be associated with a very good limitation of the bile hy-
datid content leaking into the peritoneal cavity. As 
shown in our case, results may not always be satisfac-
tory. The right diagnosis in surgical practice starts with 
thinking about the diagnosis. In particular, patients with 
intra-abdominal fluid with liver hydatid cyst should be 
subjected to more rigorous evaluation. Early interven-
tion will reduce peritoneal contamination and the like-
lihood of recurrence. 
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