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INTRODUCTION: Hydatid disease is a global zoonosis. Any organ of the human body can be involved.
Single or multiple locations are reported. However, retroperitoneal hydatid cysts are uncommon. Fur-
thermore, parietal complications are rarely reported in literature. Therefore, the management of hydatid
cysts ruptured in the abdominal wall remains challenging.

PRESENTATION OF CASE: In this case report, we aim to describe our experience in treating a primary
retroperitoneal hydatid cyst with rupture into abdominal wall in an 87-year-old woman who presented

Ié;?s/ g’gzﬁiinococcosis with a 15-centimeter mass of the right flank. Hydatid serology test was positive. An abdominal CT scan
Hydatid disease showed a 20-centimeter cystic mass of retroperitoneum extended to the abdominal wall with sev-

eral septa within and enhanced thick wall. The patient underwent a surgical elective drainage with
perioperative antiparasitic chemotherapy. Follow-up showed no recurrence.
DISCUSSION: Primary retroperitoneal hydatid cyst with parietal complications is scarce and barely
described in literature. We performed a review of the recent relevant literature that deals with this
subject. None of the hydatid cysts reported in 55 cases was located in retroperitoneum. The top seven
countries of origin are located in Mediterranean region except for India. Imaging is compulsory for
the diagnosis along with patient’s history, physical examination and hydatid serology. The treatment
is surgical and must be must be covered by antiparasitic chemotherapy.
CONCLUSION: Primary retroperitoneal hydatid cyst extended to the abdominal wall remains a rare and
challenging diagnosis that must be considered in endemic countries.

© 2020 Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Retroperitoneal cyst
Parietal complication

1. Introduction plication, especially its rupture into the peritoneal cavity or into

the biliary tract. However, its rupture in a subcutaneous area is

Hydatid cyst is a worldwide zoonosis caused by Echinococcus
granulosus. It could affect any organ and cause several complica-
tions [1,2]. The most frequently involved organs are the liver and
lungs [3]. The retroperitoneal location is very rare and seldomly
described in literature [4]. Hydatid cyst rupture is a common com-
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exceptional [4]. Those rare locations and complications may pose
diagnostic and therapeutic dilemmas.

We hereby report a rare and unusually located hydatid cyst
with a subcutaneous rupture, while detailing the diagnostic and
therapeutic issues.

The case report has been reported in line with the SCARE criteria

[5].

2. Case report

An 87-year-old female living in a rural area, with no past medi-
cal, surgical or drug history, was referred by family physician to our
department, for an isolated right flank mass evolving progressively
for 3 months. On physical examination, the patient had a superfi-
cial and well-defined 15 cm-cystic-mass of the right flank (Fig. 1).

2210-2612/© 2020 Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license (http://creativecommons.

org/licenses/by-nc-nd/4.0/).
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Fig. 1. Mass of the right flank.

No inflammatory signs were present. The physical examination
found a painlessly palpable, firm and fluctuant mass, measuring
15 cm. The remainder of the physical examination was normal. The
patient’s Blood Tests revealed a biological inflammatory syndrome
with a hyperleukocytosis and a high C-reactive protein. In addition,
eosinophilia of 15% was noticed in the complete blood cell count.
Her Hydatid serology test result was positive.

Abdominal ultrasound showed a cystic mass, with a diameter
of 15 cm, protruding in the subcutaneous area. These results were
highly suggestive of hydatid disease.

An abdominal computed tomography was performed to deter-
mine the mass’ location and its intra or extra peritoneal extension.
The CT revealed (Fig. 2) a 20 x 15 cm cystic mass with an enhanced
thick wall, containing several septa within, extending to the sub-
cutaneous tissues of the right side of the abdominal wall. The mass
was independent from any intra-peritoneal organ. However, the
voluminous cyst caused a significant mass effect on adjacent organs
especially the right kidney. The diagnosis of a retroperitoneal
hydatid cyst ruptured into the abdominal wall was established.
The patient received a preoperative antiparasitic chemotherapy
based on Albendazole 400 mg twice daily for one month. Then, she
underwent a surgical treatment (Fig. 3) three days after admission.
Surgical drainage by an elective right flank incision was performed

International Journal of Surgery Case Reports 76 (2020) 69-72

Fig. 3. Preoperative view.

by an associate professor in general surgery, under general anes-
thesia with the patient in the left lateral decubitus position. The
punction of the cyst resulted in the aspiration of approximately
1500 mL of purulent material including daughter vesicles. The cyst
was then completely emptied of its content. No other surgical pro-
cedure was performed due to the advanced age of the patient.
Drainage of the residual cavity was performed. The post-operative
course was uneventful. The patient was discharged 8 days after hos-
pitalization and was followed at the outpatient clinic. She received
an adjuvant Albendazole treatment for 6 months. The clinical and
radiological follow-up for 12 months showed no evidence of recur-
rence and the patient was satisfied with the result.

3. Discussion

Hydatid disease is a significant public health problem in North
Africa [6]. It is an endemic zoonotic disorder in Tunisia, which
is mainly caused by Echinococcus granulosus. It could affect any
organ and cause several complications [7]. Other organs are less
frequently involved by the hydatid disease such as the spleen,

Fig. 2. CT scan of the ruptured Retroperitoneal cyst.
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the kidneys and the pancreas. Hydatid disease involving the
retroperitoneum, as observed in our case, is extremely rare [4,6]. A
significant proportion of cases may remain asymptomatic for years.
Symptoms differ depending on the location, number and size of the
hydatid cysts [4]. In addition, signs depend on whether the disease
is complicated or not. The most common complications of hydatid
disease are rupture, secondary infections and compression [7].
Because of cyst enlargement and compression, hydatid cysts can
rupture into physiologic tracts, into the peritoneal cavity, or even
in adjacent organs. Parietal complications are extremely scarce and
its clinical presentation can be derailing. To our knowledge, our
case report is the only well-documented primary retroperitoneal
hydatid cyst ruptured into the abdominal wall. It aims to add to our
understanding of this disease and possible treatments. A review of
literature [8] concerning hydatid cysts extended to the abdominal
wall with or without cutaneous fistula was recently published. It
covers 52 previous publications (English, French, Spanish, Italian,
German and Russian) with a total of 55 reported cases. In none of
these cases was the hydatid cyst located in the retroperitoneum.
Factors responsible for subcutaneous rupture of hydatid cyst are
inflammation and infection [9]. The cyst content was purulent in
our case. The parietal complications of the hydatid cyst are gen-
erally classified into 3 stages based on the depth of invasion of
the lesions in the abdominal wall [10]. Stage 1 includes protruding
hydatid lesions in the wall muscle layer. When these lesions exceed
the muscular layer to invade the subcutaneous layer, the hydatid
cystis classified as stage 2, as it was the case for our patient. Finally,
stage 3 corresponds to a hydatid disease fistulized to the skin.

The diagnosis of parietal complications is based mainly on clin-
ical data and patient’s history. Indeed, our patient presented with
a cystic mass of the right flank but had no medical or surgical his-
tory. Serological tests are useful for establishing the diagnosis and
excluding the differential diagnoses particularly in endemic areas
like Tunisia. It was positive in our patient’s case. The contribution of
medical imaging is undeniable. The most commonly used radiologi-
cal tools to both diagnose the parietal complications of the hydatid
disease and determine the location of lesions are the abdominal
ultrasound and CT scan. It is certain that sonography is sufficient
for the diagnosis of the hydatid disease [11]. However, the necessity
of determining the exact number, size, location, complications and
intra-abdominal relationships of the cysts drove us to lean on the
CT scan which is, actually, the recommended abdominal imaging
before any surgical or medical treatment for a complicated hydatid
disease [12].Inthe case of our patient, the imaging was outstanding.
It revealed a retroperitoneal hydatid cyst ruptured in the abdom-
inal wall: a cystic mass with an enhanced thick wall and many
septa, extending to the subcutaneous tissues of the right side of
the abdominal wall. The mass was independent from any intra-
peritoneal organ. Its management is nonconsensual and depends
on the surgeon’s experience and the patient’s condition. Surgery
remains the best option [6]. The appropriate treatment for a hydatid
cyst depends on its localization, size, and complications. The gen-
eral principles in treating hydatid disease can be used in these cases
[8]. We could perform a radical surgery with pericystectomy and
eventual en-bloc resection of involved organs. However, in light
of imaging findings in our patient and her general condition, elec-
tive conservative surgery was the most suitable alternative. Surgery
must be covered by an Albendazole-based treatment in order to
minimize the risk of recurrence [13], particularly after conservative
surgery.

4. Conclusion

Parietal complications of the hydatid disease are rare. Adequate
knowledge of diagnostic imaging clues of this type of complica-
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tions is crucial to guide the clinical, radiological, and therapeutic
management. Its management is nonconsensual and depends on
the surgeon’s experience and the patient’s condition. Subcutaneous
rupture of hydatid disease should be considered as a differential
diagnosis for patients presenting a subcutaneous mass, especially
in endemic regions. In order to avoid such complications, more
preventive measures and public health education are mandatory.
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