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The study was undertaken to review the results of different modalities of treatment of
Hydatid disease of liver. Liver is the commonest organ affected by Echinococcosis as
compared to other organs of the body. Study was done in thirty patients. Patients with
hydatid disease of organs other than liver were excluded. Different data was noted down
regarding signs & symptoms and different treatment modalities suitable for different types
of liver hydatid cyst. It was found that single cyst was more common than multiple cysts
and that too in right lobe of liver. Of all sizes, maximum number of cyst ranges between
5-10 cm (46.66%). Though asymptomatic cysts are very common but if symptomatic,
Patient mainly presents with pain abdomen as compared to other symptoms. For
management of hydatid disease of liver capitonnage, omentoplasty, cyst excision,
segmentectomy, cystoenterostomy were superior to tube drainage. Many controversial
results have been reported but surgery in the form of cyst excision alone or along with part
of liver remain the commonest and most effective modality for the treatment of hydatid
disease of liver. Laparoscopy is effective and reliable in treating those cases where size and
site of cyst is not appropriate and feasible for open surgery.

Introduction
here diagnosis is made only accidently during
screening method (Taylor et al 1997). It is mainly
found in dogs, sheep cattle etc which are intermediate
host. It is an infection caused due to larval or cystic
stage of E. Granulosus which lives primarily in dogs
(Pedrosa et al 2000). Once in human liver, cyst grows
as much as 1cm during first six months to 2-3cm every

Hydatid cyst in human is distributed worldwide. It is
endemic in many countries like south America,
Mediterranean countries, Middle East and India
(Eckert et al 1984). It is an infestation caused by
Echinococcus granulosus taenia larva. The liver is
most frequently affected organ in human. It has a
variety of course from symptomatic to asymptomatic
29
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year thereafter, depending on host immunity (Lewall
1998, Deger et al 2000). The disease commonly
progress slowly resulting into appearance of
symptoms and development of complications (Langer
et al 1984). There are two mechanism of manifestation
of the symptom due to this disease (Sayek et al 1980,
Romero-Torres et al 1965, Lewis et al 1975, Pissiotis
et al 1972, Walt 1977). One is a generalized toxic
reaction due to the presence of the parasite itself and
other is mechanical symptoms due to presence of cyst
(Romero-Torres et al 1965). More commonly
symptom is pain abdomen and sense of fullness. Less
commonly, it may present after rupturing into the bile
tract causing obstructive jaundice and cholangitis, or it
may rupture into the abdominal cavity causing acute
abdomen or obstruction (Placer et al 1998, Lygidakis
1983). Secondary infection develops fistula,
suppuration
or
other
commonly
occurring
complication (Sayek et al 1980).

Materials and Methods
Present study was done in 30 patients who attended
surgical OPD and were diagnosed as cases of hydatid
cyst of liver. Patients presenting with gastro intestinal
symptoms like pain abdomen , loose motion etc,
symptoms of space occupying lesions of liver such as
mass per abdomen, obstructive jaundice, & patients
with complications due to rupture of hydatid cyst were
included in our study. Whereas patients with cyst
anywhere else other than liver were excluded from the
study. Data of signs and symptoms of all the patients
was charted down. The patients underwent basic
investigations like routine blood examination,
complete urine examination, blood urea, serum
creatinine, liver function test, plain X-Ray abdomen,
USG abdomen etc.

Observations and Result
Table 1 Showing number, location and size of cyst on USG investigation
Features
Number of cyst
Location

Size of cyst

Number
22
08
21
06
03
07
14
09

Single
Multiple
Right lobe
Left lobe
both
<than 5 cm
5-10 cm
>than 5 cm

Single cyst is more numerous (73.33%) than multiple
cysts (26.66%) on USG investigation. The most
common lobe involved is right lobe (70%) as
compared to left lobe (20%). Of all sizes, maximum

Percentage (%)
73.33
26.66
70.00
20.00
10.00
23.33
46.66
30.00

number of cyst ranges between 5-10 cm (46.66%)
followed by >than 5cm (30%) and least number were
seen in size less than 5 cm (23.33%).

Table 2 Showing symptoms of liver (hydatid) cyst
symptoms
Pain abdomen
Abdominal mass
Fever
Jaundice
others

number
15
5
2
1
7

Most common symptom seen was pain abdomen
(50%) followed by abdominal mass (16.67%).
Jaundice was least commonly encountered

Percentage (%)
50.00
16.67
6.67
3.33
23.33
(3.33%).Fever was seen in 6.67% and 23.33% patients
were not having specific symptoms.
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Table 3 Showing management of liver (hydatid) cyst

conservative
surgical
Recovery

complications

management
Medicine(Albendazole, mebendazole)
Tube drainage
Complete pericystectomy
incomplete pericystectomy
Complete
Partial
No response
Bile leak
Wound infection
others

number
3
2
21
4
20
4
6
3

Percentage (%)
10.00
6.67
70.00
13.33
66.67
13.33
20.00
10.00

4
3

13.33
10.00

Surgery was the mainstay of the treatment. Out of 30
patients, 21 patients (70%) underwent surgery
(Complete pericystectomy) whereas 13.33% patient
undergoes incomplete pericystectomy (4 in
number).Conservative treatment was done in 16.67%
of patients (10% with medicine and 6.67% with tube
drainage). Recovery was complete in 66.67% of
patients (20 in number) whereas it was incomplete in 4
patients (13.33%). Out of 30 patients, no response was
observed in 6 patients (20%).Various complications
observed were bile leakage(10%), wound infection
(13.33%) and 10% were other types of complications.

and
partial hepatectomy are considered better
(Goksoy et al 2000, Guibert et al 1995).

Discussion

Medical therapy now considered to be relatively
insufficient as compared to surgical procedures, which
remains the mainstay of treatment. However, the
choice of appropriate operating method remains
controversial. None of the technique is sufficient for
treatment of all kind of cysts. Different techniques
should be considered for different types of cyst. A
different factor taken into consideration in the choice
as treatment depends on characteristics of the cyst,
doctor’s experience, working conditions of his center
etc. Recent approach is to treat cyst either surgically
(PAIR) or laproscopically (Amor et al 1986, Akhan et
al 1993, Deger et al 2000).

Medical treatment of hydatid cyst liver was first
introduced in 1970s which was carried on with
Mebendazole and Albendazole. They were considered
to reduce the size of cyst and contribute to patient
improvement by preventing distal metastasis.
Moreover, they were considered to penetrate the cyst
wall better and maintain their metabolite to persist for
adequate blood levels (Aktan et al 1996, Blanton et al
1998).

Hydatid disease of liver remains a continuous
challenge for developing countries. Out of all types of
hydatid disease, liver is the most common organ
involved (75%), followed by the lung (15%), the
spleen (5%) and other organs (5%) (Sofioleas et al
2000, Satioleas et al 2004, Satioleas et al 2005).
Hydatid disease, though remain asymptomatic for
years, still is a big challenge for developing countries,
due to the slow growth of the cyst (Megistrelli et al
1991, Filippou et al 2004, Langer et al 1984 )
Complications encountered such as obstructive
jaundice, secondary infection of cyst, rupture of cyst
etc. These days treatment of choice of hydatid disease
have increased, but surgery is still the mainstay of
treatment (Balik et al 1999, Dizri, C et al 1999, Dziri,
C 2001). Use of other modalities has its own
limitations. Total pericystectomy considered to be the
best procedure for small and peripherally located cyst
(Guibert et al 1995, Goksoy et al 2000). For large and
deeply located cyst, the more extensive cystectomy

The main principle of surgical treatment is to evacuate
the cyst and avoiding spillage of contents of the cyst,
neutralization of the cyst contents, obliteration of the
cystic cavity, management of communication between
the cyst and adjacent structures (Magistrelli et al 1991,
Zaouche et al 2006). This all is required to minimize
the probability of serum or blood accumulation or
formation of liver abscess.
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Recent studies show that neutralization of the cyst
contents and obliteration of the cystic cavity can be
successfully done by laparoscopic method which is
simple and universally applicable technique. It shows
that with this method risk of spillage of cystic contents
(Balik et al 1999, Dziri et al 1999, Dziri 2001) into the
peritoneal cavity is diminished and thus rate of
recurrence can be minimized (Kayaalp 2002, Bensaadi
et al 2004).A major disadvantage of this method is
lack of precautionary measure after spillage happens
due to high intra abdominal pressure induced due to
pneumo peritoneum( Terblanche et al 1998, Iskender
et al 2001) .

6.

7.

8.

9.

Conclusion

10.

Although, treatment of choice for hydatid cyst of the
liver have increased including medical treatment, with
mebendazole and Albendazole which have been
reported to be effective in some cases but little
evidence are there to support. Other methods are
percutaneous tube drainage, puncture aspiration
injection and reaspitration (PAIR).When results of
medical therapy for hydatid cyst are not satisfactory,
surgery remains the mainstay of treatment. Several
surgical techniques proposed for liver cyst are open
surgical procedure like cyst ablation, unroofing of the
cyst with omentum, omentoplasty, capitonnage, cystojejunostomy,
cystectomy,
segmentectomy,
cystoenterostomy.
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