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Rezumat

Boala hidatică este o afecţiune parazitară produsă de
care este des întâlnită în practica 

clinică. Cel mai frecvent chistele hidatice sunt localizate la nivelul
ficatului, iar plămânul reprezintă cel de-al doilea organ în ceea ce
priveşte frecvenţa localizării la acest nivel.

Prezentăm cazul unei paciente în vârstă de 40
de ani care s-a prezentat în serviciul nostru cu diagnosticul de
chiste hidatice pulmonare (2 chiste hidatice localizate la nivelul 
lobului superior şi inferior stâng) şi chiste hidatice hepatice multiple
(10 chiste hidatice localizate la nivelul ambilor lobi hepatici. Iniţial 
s-a intervenit chirurgical la nivel toracic, practicându-se rezecţii 
pulmonare atipice de lob superior şi inferior stâng. La 6 luni de la
intervenţia chirurgicală toracică s-a prezentat pentru tratamentul
chirurgical al chistelor hidatice hepatice practicându-se chistec-
tomii hepatice parţiale multiple, colecistectomie, drenaj Kehr (2
chiste hidatice hepatice prezentau fistule biliare). Evoluţia post-
operatorie a fost favorabilă, pacienta fiind externată în ziua a 10-a
postoperator.
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Introduction

Hydatid disease is a parasitic illness caused
by . Most often the
parasite multiplies in the liver, after the
absorption of its eggs from the intestine
through portal circulation. If the eggs pass
the liver filter and reach the systemic circu-
lation, they can develop in any organ in the
body. The lung is the second most affected
organ by this disease, but hydatid cysts can
be located in any organ in the human body
(1). In some parts of the world, such as North
America, Eastern Europe, China and the
Middle East, the disease is endemic, affecting
more than 50 per 100,000 people annually in
certain areas (2). Untreated, hepatic hydatid

cysts (LHC) can cause multiple complica-
tions, the most common being cyst infection,
cyst rupture in the bile ducts with bile fistulas,
rupture of the cyst in the peritoneal cavity
with peritonitis, allergic manifestations that
can even cause anaphylactic shock, or the
appearance of hydatid cysts disseminated in
several organs. Severe cases can even lead 
to patient death. Therefore, at the time of
diagnosis even in asymptomatic patients,
the indication for treatment of these patients
is absolute (3).

The purpose of this manuscript is to 
present the particular case of a young patient
with multiple hydatid cysts (two in the lungs
and 10 in the liver) as well as to conduct a
review of the literature.

Chiar dacă, chistul hidatic hepatic reprezintă o boală aparent benignă, există în practica
clinică cazuri complexe de ehinococoză diseminată care pot necesită tratament complex.
Tratamentul chirurgical rămâne în continuare cea mai bună opţiune terapeutică în aceste cazuri.
La aceşti bolnavi se impune o urmărire postoperatorie atentă pentru depistarea cazurilor de 
recidivă a chistului hidatic la nivel hepatic sau extrahepatic.

chiste hidatice hepatice multiple, tratament chirurgical

Abstract
Hydatid disease is a parasitic disease caused by and is 

commonly met in clinical practice. The most common location for hydatic cysts is the liver, while the
lung is the second organ in terms of localization frequency.

We present the case of a 40-year-old patient with pulmonary hydatid cysts (two
hydatid cysts located in the upper and lower pulmonary left lobes), and multiple hepatic hydatid
cysts (ten cysts located in both hepatic lobes). Initially, the patient underwent thoracic surgery
and was subjected to atypical lung resection of the upper and lower left pulmonary lobes. The
patient underwent surgical treatment of the hepatic hydatid cysts 6 months after the thoracic
surgery. The patient underwent multiple partial cystectomies, cholecystectomy, Kehr drainage
with two hepatic hydatid cysts showing biliary fistulas. The postoperative evolution was 
favorable with patient discharge 10 days following surgery.

Although the hepatic hydatid cyst is a seemingly benign disease, there are complex
cases of disseminated echinococcosis in clinical practice that may require complex treatment.
Surgical treatment remains the best therapeutic option in these cases. Thus, for these patients, a
careful postoperative follow-up is required to detect recurrence of hydatid disease.

multiple hepatic hydatid cysts, surgical treatment
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Case Report

We present the case of a 40-year-old female
patient who, on admission, had 2 hydatid
cysts located in the left lung (upper lung lobe
and lower left lung lobe) as well as multiple
hepatic hydatid cysts (ten cysts). Imaging
studies with contrast medium revealed 2
round/ oval lesions in the left lung field, one
with a solid, inhomogeneous structure located
in the anterior segment of the left upper lobe,
with an axial diameter of 35/28 mm AP/LL,
the second lesion presenting with typical radio-
logical appearance of detached proliferative
membranes, located at the level of the posterior
segment of the lower lobe with an axial plane
diameter of 30/39 mm AP/ LL. The computed
tomography scans pleaded for hydatid cysts
stage III/ IV ( ).

Abdominal slices showed the presence of 10
native and post-contrast hypodense lesions at
the level of the liver, diffused in the entire
hepatic parenchyma, mainly in the right
hepatic lobe, with dimensions between 5-37
mm (antero-posterior diameter in axial plane)
pleading for hepatic hydatid cysts stage II/ III.
Also, a native hypodense lesion with a heman-
gioma aspect was highlighted, located in the
subcapsular 7th segment with dimensions of
27/24 mm (AP/ LL) in the axial plane ( ).   

Initially, the patient underwent surgery for

the two pulmonary hydatid cysts for which
atypical pulmonary resection of the upper lobe
and pulmonary resection of the left lower lobe
were performed. Preoperatively for 4 weeks
and postoperatively for 4 weeks, the patient
was treated with Albendazole. The postopera-
tive evolution was favorable. At 6 months 
following pulmonary surgery, the patient
returned for the treatment of the hepatic
cysts. Before the second surgery, the patient
underwent treatment with Albendazole for
four weeks again. Surgery was performed and
multiple partial hepatic cysts were removed.
The intraoperative appearance confirmed the
diagnosis of the imaging studies ( ). 

Given the fact that two hepatic cysts pre-
sented with a biliary fistula, cholecystectomy
and Kehr drainage of the main bile were 
performed. The postoperative evolution was
favorable, the patient being discharged on the
10th postoperative day. The peculiarity of the
present case is mainly represented by the
large number of hydatid cysts in the liver (ten
cysts). 

Discussions

Hepatic hydatid cysts are often asymptomatic,
and in the case of symptomatic LHCs (liver
hydatid cysts), the most common symptom 
is pain in the right hypochondrium (4).

Figure 1. Thoracic Angio-CT image
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Currently, the most used imaging methods for
LHC diagnosis are abdominal ultrasound 
and computed tomography (5). LHCs can be
located both superficially or deep in the liver
parenchyma. 

LHCs located deep within the liver
parenchyma can often be associated with 
biliary fistulas or may have complications due
to the existence of liver abscesses (or other
similar cavities in the liver parenchyma).
Therefore, their surgical approach is often 
difficult (6).

The main therapeutic options for hepatic
hydatid cysts are: antiparasitic treatment,
conservative surgical treatment (aspiration 
of the cyst, partial cystectomy), and radical
surgical treatment (total cystectomy, liver
resections) (7).

Regarding antiparasitic drug treatment,
the first drug used in the treatment of LHCs
was mebendazole. Currently, due to the fact
that it has a higher intestinal absorption, the
most used is Albendazole. There are authors
who claim that, administered for 4 weeks in
doses of 10 mg/kg, Albendazole destroys
almost all parasites, but its maximum effec-
tiveness occurs after 3 months of uninterrupted
treatment. It is also particularly useful in the
preoperative preparation of these patients,
being administered for 4 weeks before surgery,
then, after a hiatus of 2 weeks, another 4
weeks of per os treatment (5,8). Praziquantel
also has a toxic effect on the parasite, however,

it presents a disadvantage over albendazole
with its lower efficacy to the germination
membrane (9).

In patients with surgical contraindications,
it has been noted that drug treatment is most
effective in the case of small cysts (less than 4
cm) with thin walls, while in young patients it
sometimes completely destroys the parasite
(10). Albendazole treatment is usually well-
tolerated by these patients, the main side
effects being a temporary increase in liver
enzymes (11).

Percutaneous treatment of LHCs is usually
recommended only in patients who have 
contraindications to surgery with small cysts
that are unilocular or in patients who refuse
surgery. In these cases, the existence of 
any degenerative changes in the pericyst, 
documented with the help of abdominal CT, is
a favorable prognostic factor. Usually, in these
cases, antiparasitic treatment is associated
(12,13). These therapeutic maneuvers are 
performed under ultrasound guidance that
allows a precise localization of the cyst, its
relationship with the surrounding liver
parenchyma, and the diagnosis of potential
complications. In these cases, under ultra-
sound guidance, the puncture, aspiration or
re-aspiration of the hepatic hydatid cyst is 
performed. Under ultrasound guidance, hyper-
tonic saline solution (30% NaCL) is introduced
into the cyst cavity to inactivate the parasite.
A volume of solution approximately 30-50% of

Figure 2. Abdominal Angio-CT image Figure 3. Intraoperative image
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the cyst volume is usually introduced, the
solution being left inside the cyst for 5-10 
minutes, and then aspirated. A major 
advantage of percutaneous treatment in these
cases is that it requires a shorter hospital stay,
as well as a lower morbidity compared with
open surgical treatment (14).

Surgical treatment remains the most 
effective therapeutic method in the treatment
of patients with LHC. In clinical practice, both
open and laparoscopic surgical approach is
used. It can be done both conservatively and
radically. Radical surgical treatment includes
resection of the cyst together with the pericyst,
while conservative treatment involves steriliza-
tion of the cyst cavity followed by evacuation of
its contents, followed by partial resection of the
cyst. The main purpose of surgical treatment is
to inactivate the cyst, evacuate the contents of
the cyst together with the germinal membrane,
and treat the remaining cavity (15).

Radical surgical treatment of LHC can be
performed either by cysto-pericystectomy or
by liver resections. Cysto-pericystectomy is
recommended for superficially located LHCs
while liver resections are indicated for
patients with LHCs located deep in the liver
parenchyma (15). Cysto-pericystectomy can be
performed either in the manner of the open
cyst or by block resection of the hepatic
hydatid cyst together with the pericyst. The
open approach is preferred in the case of 
thin-walled LHCs located in the vicinity of
important anatomical structures (16).
Regarding the indication for liver resection in
these patients, it has been shown that, at the
time of diagnosis, 70% of LHC patients are not
suitable for liver resection, mainly due to the
widespread location of hydatid cysts in the
liver parenchyma as well as due to cyst 
invasion of the retroperitoneal space, inferior
vena cava, or hepatic hilum. A limiting factor
for the practice of liver resections in these
cases is done by the amount of liver volume
remaining following surgery (17).

Among the endemic areas, the most used 
therapeutic method is the conservative 
surgical treatment. This involves inactivating
the cyst, followed by evacuating its contents

and treating the remaining cavity. Most
authors recommend inactivating the hydatid
cyst with hypertonic saline. External drainage,
marsupialization, internal drainage or filling of
the remaining cavity with omentum can be 
performed for the treatment of the remaining
cavity (16). Unlike radical treatment, conser-
vative treatment has a higher postoperative
morbidity, the main complications that may
occur in these cases are biliary fistula, hemor-
rhages, liver abscesses, peritonitis, or anaphy-
lactic shock. Conservative treatment also
involves a higher recurrence rate compared
with radical surgical treatment (18,19). On
the other hand, radical treatment predisposes
to a higher risk of intraoperative incidents and
accidents, therefore it is recommended that
this type of surgical approach be practiced
only in centers specialized in this type of 
surgery (20).

A common complication of LHCs is the 
rupture of bile ducts. This occurs in 3-17% of
cases. In the case of small fistulas with a
diameter of less than 5 mm, patients are
often asymptomatic, but in the case of 
fistulas larger than 5 mm, there is a risk of
migration of daughter vesicles into the bile
duct and even fragments of proliferative
membrane. These patients often develop
obstructive jaundice, cholangitis, or even
sepsis (21,22). In these cases, in addition to
the suture of the biliary fistula, if possible, it
is recommended to explore the main biliary
tract, perform Kher drainage, or the practice
of a choledocho-duodenal anastomosis,
ERCP (endoscopic retrograde cholangio-
pancreatography). Choledochoduodenal anas-
tomosis is recommended especially in patients
with marked dilation of the main bile duct or
if the persistence of daughter blisters or 
prolific membrane residues in the bile duct is
suspected (23).

One of the most dangerous complications
that can occur in patients with LHCs is its 
rupture in the peritoneal cavity. This usually
occurs spontaneously, post-traumatically, or 
following percutaneous LHC drainage. In these
cases, either radical treatment or conservative
treatment can be practiced. Abundant lavage of
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the peritoneal cavity with hypertonic saline is
also mandatory (24). The major disadvantage
in these cases is a very high postoperative 
morbidity that can reach up to 60% as well as a
postoperative mortality that can reach up to
12% of cases (25).

Both in the case of conservative treatment
and in the case of radical treatment, the most
common postoperative complication that may
occur is biliary fistula. If the amount of bile
discharged daily is less than 100 ml, these 
fistulas most often close spontaneously (26). If
the fistula persists for more than 10 days, it is
recommended to perform an endoscopic
sphincterotomy followed or not by the implan-
tation of a stent in the bile duct (27). As for the
remaining cavity, the most common post-
operative complication that may occur is
bleeding or the formation of abscesses. In the
case of liver abscesses, it is recommended to
initiate antibiotic treatment and performing a
percutaneous drainage under ultrasound
guidance if possible. In case of failure of per-
cutaneous drainage or in case of impossibility
to perform it, the surgical approach comes into
question (25).

Lately, more and more surgeons have been
turning to the laparoscopic approach of LHCs.
Initially, the method was not unanimously
accepted by surgeons, its opponents claiming
that there was a very high risk of spreading
the contents of the LHCs in the peritoneal 
cavity (28). Recently, with the use of new LHC
isolation devices from the rest of the peri-
toneal cavity, as well as the use of wide-angle
laparoscopes, it has been shown that the risk
of peritoneal dissemination in these cases is
much lower than suspected, and the risk of
recurrence is comparable to that of open 
surgery (29,30).

One of the major advantages of laparoscopic
surgery is the possibility for a very thorough
exploration of the inside of the cyst cavity 
by inserting the laparoscope inside the cyst
cavity (28). On the other hand, the disadvan-
tages of laparoscopic surgery are the technical
difficulty of performing pericystic-digestive
anastomoses or liver resections. This is the

reason why this type of surgical approach is
used especially in high volume centers (31). In
surgical centers with experience of the laparo-
scopic approach, the main contraindication to
the laparoscopic approach is the location of the
LHC in the posterior segments (especially 
in the 7th or 1st segment) or the existence of 
calcified cysts located deep in the liver
parenchyma (32).

In clinical practice, there are cases that are
unfortunately not suitable for surgical treat-
ment, especially in patients with alveolar
echinococcosis or patients with indication for
liver transplant. At present, the indication for
a liver transplant is given to patients with
alveolar echinococcosis with liver failure,
recurrent cholangitis, or in patients who are
not suitable for liver resection and do not 
show extrahepatic hydatic disease (33). On the
other hand, the mortality of patients 
undergoing a liver transplant for alveolar
echinococcosis has been shown to be higher
than that of patients undergoing liver trans-
plantation for liver cirrhosis. One of the 
possible causes is the septic syndrome due to
liver abscesses, as well as recurrent episodes
of cholangitis (34). In these cases, one of the
main risks for these patients is the recurrence
of extrahepatic hydatid cysts due to immuno-
suppressive status secondary to immuno-
suppressive medication (35).

Conclusions

Although hepatic hydatid cyst is a seemingly
benign disease, there are known complex
cases of disseminated echinococcosis in clinical
practice that may require complex treatment.
Nevertheless, surgical treatment remains the
best therapeutic option in these cases. In these
patients, a careful postoperative follow-up is
required to detect cases of recurrence of
hydatid cyst in the hepatic or extrahepatic
area.

The authors declare no conflicts of interests.
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