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ABSTRACT

Introduction: Liver is the most commonly affected by cystic echinococcosis and surgical 
treatment is usually curative. Although recurrence is not uncommon but obstructive jaundice 
secondary to persistent large residual ectocyst with compression at porta hepatis is an unusual 
complication not yet reported in literature. 
Case Report: A 30-year-old female complained of persistent abdominal pain for eight months 
following surgical treatment of the liver hydatid cyst and increasing jaundice for one month. 
Imaging revealed a cyst in the same area adjacent to left lobe of liver. Abdominal exploration 
revealed hydatid ectocyst under tension, compressing the porta hepatis, common bile duct and 
neck of the gallbladder. Subtotal excision was performed. Postoperative period was uneventful 
and jaundice resolved in two weeks’ time. 
Conclusion: Follow-up longer than six months is advisable after surgical treatment of liver 
hydatid cyst for early detection of complications in the residual ectocyst. Fine-needle aspiration 
under image guidance appears as a reasonable option in the recurrent liver cyst following 
primary surgical treatment before embarking on re-laparotomy.

(This page in not part of the published article.) 
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Abstract

Introduction: Liver is the most commonly 
affected by cystic echinococcosis and surgical 
treatment is usually curative. Although 
recurrence is not uncommon but obstructive 
jaundice secondary to persistent large residual 
ectocyst with compression at porta hepatis is 
an unusual complication not yet reported in 
literature. Case Report: A 30-year-old female 
complained of persistent abdominal pain for 
eight months following surgical treatment of the 
liver hydatid cyst and increasing jaundice for 
one month. Imaging revealed a cyst in the same 
area adjacent to left lobe of liver. Abdominal 
exploration revealed hydatid ectocyst under 
tension, compressing the porta hepatis, common 
bile duct and neck of the gallbladder. Subtotal 
excision was performed. Postoperative period 
was uneventful and jaundice resolved in two 
weeks’ time. Conclusion: Follow-up longer than 
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six months is advisable after surgical treatment 
of liver hydatid cyst for early detection of 
complications in the residual ectocyst. Fine-
needle aspiration under image guidance appears 
as a reasonable option in the recurrent liver cyst 
following primary surgical treatment before 
embarking on re-laparotomy.
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INTRODUCTION

Tapeworm Echinococcus granulosus is a common 
cause of hydatid disease that may affect any part of the 
body primarily or secondarily. Its wide prevalence have 
been reported from cattle, and sheep breeding countries 
such as Middle-East, Mediterranean, Australia, New 
Zealand, North and South America [1, 2]. Liver is the 
most commonly affected organ (70%), followed by the 
lung (20%) and other organs such as brain, thyroid, 
spleen, pancreas, gallbladder, etc. (10%) [1–4]. 

Recently, we encountered an unusual case of liver hydatid 
cyst that got complicated by persistent symptomatic large 
residual ectocyst with compression of porta hepatis and 
obstructive jaundice following primary surgical treatment. 
Surprisingly, on web search, we did not find anything 
related to the problem in our patient although recurrence of 
the liver hydatid cyst has been cited from 1.1–22% of cases 
[5] and hence we present this case report.
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CASE REPORT

A 30-year old female was referred to us after detection 
of jaundice and a large cyst abutting the left lobe of the 
liver on check abdominal ultrasound (USG) done for 
abdominal pain after eight months of symptom-free 
period following the uneventful recovery from laparotomy 
for hydatid cyst of left lobe of the liver at other institution. 
There was no history of close contact with cattle or pet 
animals in the patient’s house. Repeat abdominal USG 
showed a cyst located posterior to the stomach and 
abutting the left lobe of the liver, raising the suspicion 
of a recurrent hydatid cyst, postsurgical residual cavity 
or pseudocyst of the pancreas. Common bile duct was 
compressed by the cyst and there was mild dilatation 
of the intrahepatic bile ducts. Chest X-ray was clear. 
Hemoglobin was 12.2 g/dL, white blood cell count 8500/
mm3 (N48, L45, E4, M3), and an absolute eosinophil 
count 290/mm3 (Biological Ref.: 50–450 mm3). Serum 
bilirubin was 2.5 mg/dL (Direct 1.90 mg/dL and Indirect 
0.60 mg/dL), SGOT/AST 120.0 IU/L, SGPT/ALT 180.0 
IU/L, and serum alkaline phosphatase 244.0 U/L, 
suggestive of an obstructive jaundice. Contrast-enhanced 
computed tomography (CECT) of the abdomen revealed 
a large thick walled cyst (10.3x8.5x10.0 cm) arising from 
the left lobe of the liver (Figure 1A–B). The cyst was 
compressing the porta hepatis and common bile duct 
and the gallbladder (Figure 1C) but the intra-hepatic bile 
ducts were not dilated. The patient was reviewed on high 
definition ultrasound machine by a senior radiologist 
that showed dilated intra-hepatic bile ducts, confirming 
the obstructive jaundice but unfortunately the ultrasound 
films could not be taken due to financial constraints. 
Albendazole 400 mg twice a day was started and re-
laparotomy was planned. 

Abdominal exploration through the previous midline 
scar revealed a large thick walled residual tense cyst which 
measured about 10.5 cm in diameter and was attached 
with a wide base to the under surface of left lobe of the 
liver, extending to and compressing the porta hepatis, the 
common bile duct and even the neck of the gallbladder. 
There was dense fibrosis and adhesions around the 
cyst, but the cyst did not have any connection to the 
pancreas as was suspected in a few cuts of CT (Figure 
1D). Aspiration (10 mL) revealed non-bilious non-watery 
slightly turbid serous fluid not suggestive of hydatid fluid, 
and 10 mL of 10% povidone-iodine was still instilled and 
kept for 10 minutes as a precautionary measure. The cyst 
was guarded with povidone-iodine soaked abdominal 
sponges and then opened up. There was no element of 
the live or dead hydatid endocyst, and the cyst contained 
only fluid (~150 mL), suggestive of persistent previous 
ectocyst under tension. Subtotal excision of the ectocyst 
using the monopolar cautery hook was done, leaving 
behind a 1-cm rim of the cyst wall attached to the liver. 
There was no other cyst in the rest of the abdomen. The 
abdomen was closed after thorough lavage with saline 

with a suction tube drain in the hepatorenal pouch. 
Postoperative period was uneventful. 

The drain was removed on third postoperative day. 
The patient was discharged on eighth postoperative day 
with Albendazole 400 mg twice a day. Liver functions 
were normalized in 2 weeks’ time: serum bilirubin 1.0 mg/
dL, SGOT 12.0 IU/L, SGPT 18.0 IU/L, and serum alkaline 
phosphatase 24.4 U/L, and check abdominal ultrasound 
was within normal limits. The patient was asymptomatic 
at four weeks of follow-up when anti-helminthic therapy 
was stopped.

DISCUSSION

Hydatid disease is caused by Echinococcus larva 
(tapeworm). Echinococcus granulosus is the most 
common causative parasite infesting the humans that 
produces unilocular hydatid cyst (cystic echinococcosis); 
uncommonly, Echinococcus multilocularis and 
Echinococcus vogeli may infect the humans, producing 
alveolar echinococcosis and polycystic echinococcosis, 
respectively [6]. 

Highest incidence of cystic echinococcosis has been 
reported from the temperate countries, including North 
America and South America, Australia, New Zealand, 
Mediterranean countries, the southern and central parts 
of the former Soviet Union, Central Asia, Middle-East 
Countries, China, and parts of Africa [2, 6]. It is endemic 
in sheep-breeding countries, posing a serious health 
problem [4].

Several species of carnivorous animals may act as the 
definitive host, the most important being the dog. Most 
important intermediate hosts are cows and sheep globally, 
but sometimes, humans get infested by consuming the 
ova of the parasite.

Figure 1: Computed tomography of abdomen: (A, B) Residual 
cyst present within left lobe of liver, (C) Cyst compressing 
common bile duct, (D) Cyst abutting and appearing to arise 
from pancreatic head.
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Adult E. granulosus is 3–6 mm long parasite that 
lives in the bowels of dogs, cats, wolves, foxes and other 
carnivorous animals, and health of these definitive hosts 
are not affected by the parasite [4]. Released eggs get 
scattered throughout the environment by their feces and 
may pass to the humans via contaminated vegetables 
and food. The ingested egg liberates an embryo in the 
duodenum. The embryo penetrates the intestinal mucosa 
and enters the portal venous circulation [7, 8].

Liver, acting as the first filter, stops about 75% of 
the embryos; Lung, acting as the second filter, stops 
only about 10% of these embryos; and about 15% of the 
embryos cross both the filters and enter the systemic 
circulation that may affect any part of the body, producing 
unilocular hydatid cyst [9]. If a cyst ruptures, it may lead 
to the development of many new hydatid cysts inside or 
outside the parent organ [2].

Persistent residual cyst in our patient is intriguing, 
especially in the absence of biliary communication. 
The presence of dense adhesions between the cyst and 
the stomach, and presence of tension within the cyst 
possibly lead to its expansion towards the porta hepatis 
with resultant bile duct obstruction and jaundice. This 
is rather an unusual mechanism of obstructive jaundice 
due to external compression of a postsurgical persistent 
large tense cyst in the left lobe of liver, although daughter 
cyst(s) or ruptured membrane(s) secondary to intra-
hepatic rupture/communication of liver hydatid cyst do 
occur rarely and has been recently reported in 2 out of 
391 patients (0.51%) by Bedioui et al., although these 
authors did not mention their clinical presentation [10].

The CT scan may not be very accurate as was 
observed in our patient, i.e., CT did not reveal the dilated 
intrahepatic bile ducts which were confirmed on high 
definition ultrasound, and a few CT slices showed the cyst 
appearing to arise from the pancreas, that was proved 
wrong on the operation table. 

Although fine-needle aspiration cytology in diagnosis 
of echinococcosis is documented as a safe procedure in 
literature, that can demonstrate scoleces, hooklets or 
laminated membrane [3, 10–13], but it is not commonly 
used in the suspected cases as has happened in the present 
case. If it had been employed in our patient, the residual 
ectocyst might have resolved after 1–2 ultrasound-guided 
percutaneous aspirations and the patient might have 
been saved off a major operation. 

CONCLUSION

Surgical treatment of the liver hydatid requires longer 
follow-up of more than six months for detection of the 
residual or recurrent cyst. The computed tomography 
scan is a valuable tool for abdominal hydatid cysts but 
is not always reliable. High definition ultrasound by an 
expert ultrasonologist is valuable in the difficult situations 
and is highly recommended when available. Fine-needle 
aspiration under image guidance appears as a reasonable 

option in the recurrent liver cyst following primary 
surgical treatment before embarking on re-laparotomy.
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