PERICYSTECTOMY FOR A GIANT RECURRENT HEPATIC HYDATID CYST
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ABSTRACT

The management of the recurrent giant hepatic hydatid cyst is often a controversial matter. Herein, is described a
case of 37-years-old female patient who was diagnosed with a giant hydatid cyst occupying almost the entire right
lobe of the liver. After identification and protecting the surrounding tissues, scolicidal injection (alcohol 97%) and
evacuation of the total contents of the cyst is done, the cyst is totally excised. The large residual cavity was simply
drained. The patient had developed biliary collection which has been drained percutaneously under ultrasound guid-
ance. She has been discharged 34 days after surgery in a good condition. The clinical presentation, diagnostic work-
up and surgical management of the patient are discussed, along with a review of the literature.
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INTRODUCTION

Hydatid disease (Echinococcus granulosus) is endemic
in Libya with prevalence of 2%, Itis also endemic in
the Middle East as well as other parts of the world, in-
cluding India, Africa, South America, New Zealand,
Australia, Turkey and Southern Europe?* .Especially it
is endemic in many sheep grazing areas. In Libya be-
cause of the minimal direct human: dog contact, trans-
mission of hydatid disease is probably indirect by in-
gestion of eggs from contaminated vegetables or drink-
ing water®. As a result of easy travel and migration, the
disease is now being encountered in immigrant adults
in many parts of the world®? 3. Hydatid cysts of the hu-
man liver occur when man becomes an accidental in-
termediate host for the larval form of Echinococcus
granulosus, which lives as an adult worm in the canine
intestine. Infestation by hydatid disease in humans most
commonly occurs in the liver (55—70%) followed by
the lung (18—35%); the two organs can be affected
simultaneously in about  (5—13%) of cases ® This
case report discusses the management of a case with a
large recurrent hepatic hydatid cyst.

CASE REPORT
37 years female fatty Libyan patients admitted to our
department with a history of right hypochondrial dis-
comfort and dyspepsia. She is diabetic on oral hypogly-
cemic and has a past surgical history of laparotomy,
deroofing and drainage of hepatic hydatid cyst on
1997.The abdominal examination revealed a distended
abdomen with a right subcostal scar. Ultrasonography
abdomen revealed a double wall cyst of 16 X 16 cms in
the right hepatic lobe with a turbid content. CTscan ab-
domen confirmed the ultrasonographic finding. Labor-
atory investigations were normal. Laparotomy was
done on July 2007. At laparotomy: extensive ab-
dominal adhesions were found. A large hydatid cyst

was identified and occupying nearly the whole right he-
patic lobe of about 15 X 15 X 15cm. The surrounding
tissues are protected by covering them with a hyperto-
nis saline soaked pads. After injection of scolicidal
(97% alcohol) and aspiration of all contents including
laminated membrane, the cyst was dissected from its
hepatic bed using finger fracture and clamping and li-
gation techniques and excised: pericystectomy. The he-
mostasis secured using electric cautery and Surgicells.
The cavity post pericystectomy was simply drained.
The peritoneal cavity was drained exteriorly through
multiple tube drainage. Postoperatively; the patient has
been admitted to ICU for the first few days where ho-
meostasis was normalized. The major threat postopera-
tively was the liver bleeding which was treated conser-
vatively. The patient developed biliary collection
which necessitates drainage under USG guidance.
Medical treatment with albendazole was commenced 2
weeks preoperatively and continued post-operatively
and she was discharged in a satisfactory condition 34
days later. The remnant cyst cavity was evident on USG
and CTscan in the early post operative period but then
regressed in size and completely disappeared 7 months
after surgery.

DISCUSSION
The diagnosis of hydatid disease of the liver is usually
made easily when a liver cyst is found in a patient from
an endemic area. Calcification of the cyst wall is com-
monly seen on plain X-ray films. Ultrasound shows the
characteristic picture of a cyst containing multiple
daughter cysts. On CT scan the pericyst and or the en-
docyst may be readily visible . The presence of daugh-
ter cyst is diagnostic while a calcified cyst wall is sug-
gestive of an inactive cyst®. ELISA tests for echono-
coccal antigen are highly specific but may be negative
for up to 1/3 of patients with proven infection®. The



treatment of hydatid cysts is principally surgical. How-
ever, pre- and post-operative 1-month courses of Al-
bendazole should be considered in order to sterilize the
cyst, decrease the chance of anaphylaxis, and decrease
the tension in the cyst wall (thus reducing the risk of
spillage during surgery) and to reduce the recurrence
rate post-operatively®9, The surgical treatment can be
divided into radical or conservative approaches?, The
radical approach may include total cystectomy as in our
case or liver resection®* 19, Magisterelli et al ?? rec-
ommended pericystectomy over the simple removal of
the endocyst and cyst contents .This non randomized
and randomized case series concluded that pericystec-
tomy was associated with a lower risk of recurrence.
Morel et al® performed pericystectomy or liver resec-
tion in 45 patients and partial cyst resection or diversion
or drainage in 11 patients. The likelihood of recurrence
was much higher in the conservatively treated group,
however only those patients felt to be unfit for major
resection had conservative treatment. In the present
case, since the cyst gets recurrent after previous surgery
we decided to excise the pericyst to decrease the risk of
another recurrence. The management of residual cavity
is a challenging problem especially in patients present
with giant and recurrent hydatis cyst as in this case.
Omentoplasty was not possible in our case because of
short omentum and extensive adhesions after previous
surgery. Obliteration of the cyst cavity after evacuation
is a controversial procedure. There is no ideal surgical
technique which can be used in all hydatid cyst cav-
ity(7: 18.19) and each technique has both advantage and
disadvantages® 2U, For example, it is not possible to
use omentoplasty, which is the most appropriate
method in multiple cavities, in recurrent or in
omentectomized cases and in children and patients with
small omental volume.

CONCLUSION

We conclude that pericystectomy for recurrent hepatic
hydatid cyst is a justifiable surgery and well give better
results if it is done in a hospitals that are able to provide
the services for treatment (e.g., well-equipped intensive
care unit and surgical ward, well-equipped operating
room, diagnostic radiology and laboratory facilities)
and availability of scolicidal agents, in addition, of
course to the medical staff experienced in the treatment
of echinococcosis (surgeons, radiologist and infectious
disease specialist).
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