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Case Report

Primary pelvic hydatic cyst mimicking ovarian carcinoma
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Abstract
Hydatic cyst is an illness that appears in consequence of the cystic form of small strap-shaped worm Echinococcus granulosis.
Frequently, cysts exist in the lungs and liver. Peritoneal involvement is rare, and generally occurs as a result of second inoculation from
rupture of a liver-located hydatic cyst. Primary ovarian hydatic cyst is very rare. A 56-year-old female patient was admitted to Emergency
Service with the complaint of stomachache and swollen abdomen. From ultrasonographic examination, a right ovarian 52 � 45-mm
heterogeneous semi-solid cystic mass and right hydronephrosis were detected. As a result of the tomographic examination, the right
ovarian growth was judged to be a 60 � 45-mm lobule contoured, septal, heterogeneously cystic mass (ovarian carcinoma). Depending on
these indicators and with the diagnosis of ovarian carcinoma, laparotomy was planned. During the observation, a mass that compressed on
the right ureter and dilatation in the right ureter were determined. The mass was approximately 6 cm long and smoothly contoured,
including widespread adhesions, and also obliteration of the pouch of Douglas. The mass was excised and total abdominal hysterectomy
and bilateral salpingo-oopherectomy performed. After a pathological examination, hydatid cyst was diagnosed. Although pointing at the
issue of the distinctive diagnosis of pelvic and peritoneal mass, it should be realized that the existence of primary peritoneal and pelvic
involvement of the hydatic cyst is generally a result of the second inoculation, and is also more common in regions in which
Echinococcus granulosa is endemic and livestock production is prevalent.
Copyright � 2011 Elsevier Taiwan LLC and the Chinese Medical Association. All rights reserved.
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1. Introduction

Hydatic cyst is an illness that appears in consequence of the
cystic form of small strap-shaped Echinococcus granulosis. In
general, E. granulosis causes a unilocular cystic illness
primarily in animals such as dogs and sheeps. By way of
exception, Echinococcus multilocularis may cause an alveolar
type multilocular cystic illness in wild animals such as foxes.
Frequently, this illness spreads to humans by contagion as
a result of close contact with those animals. Predominantly, the
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cysts are localized in the lungs and liver.1e3 It has been reported
that of 1,164 patients operated on for hydatic cyst, 764 had
hepatic involvement, 240 had pulmonary involvement, and 160
had involvement of other organs. On the other hand, multiorgan
involvement occurs in less than 2% of all cases.4 Detection of
a peritoneal localized hydatic cyst is very rare.4 Among the
operations of 532 hydatic cyst cases, only 12 of those were
primarily peritoneal localized, and only 2 of those had uterine
localization.5
2. Case report

A 56-year-old female patient was admitted to Emergency
Service with the complaint of stomachache and swollen
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Fig. 1. Ultrasonographic image of pelvic semi-solid mass.

Fig. 3. Degenerated scolexs (hematoxylin & eosin, �400).
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abdomen. She also mentioned that she lived in a village and
worked in cow-feeding. In the first evaluation, she displayed
sensitivity in the lower part of her abdomen and pelvic region.
In consequence of the gynecologic examination, it was
established that she had a right adnexal sensitivity and fixed
mass. At the same time, the blood count and biochemical
serum parameters of the patient were within normal limits.

The patient’s C-reactive protein level was 12.8 mg/L. In the
ultrasonographic evaluation, a 52 � 45-mm heterogeneous
formed semi-solid cystic mass was found on the right ovary
(Fig. 1), and right hydronephrosis was determined. As a result
of the tomographic evaluation, the ovarian growth was
confirmed as a 60 � 45-mm lobule contoured, septal hetero-
geneous cystic mass (suspect of ovarian carcinoma). CA 125
level was 139 U/L. Based on these results with the diagnosis of
carcinoma, a laparotomy was scheduled.

Midline incision was performed to open up the abdomen. In
the observation, a mass 6 cm in origin from the right ovarium,
smooth contoured, with many adhesions and obliterating the
pouch of Douglas, compressing on the right ureter was found.
There was also a dilatation on the right ureter. The mass was
excised in conjunction with total abdominal hysterectomy
and bilateral salpingo-oopherectomy. During the operation,
a frozen section was taken (Figs. 2 and 3). After the frozen
section was evaluated as being benign, the abdomen was closed
up. In the post-operative pathological and microbiological
examination period, because of the E. granulosis and hydatic
cyst result, the patient was referred to the Department of
Infectious Disease. Serum Echinococcus Hemaglutination test
Fig. 2. Basophilic laminar membrane, fibrosis and mononuclear cell infiltra-

tion in cyst wall (hematoxylin & eosin, �40).
in 1/2,048 in titer was positive, and the level of Echinococcus
Ig E was 43.4 kU/L (þþþþ). CA 125 was 32 U/L during the
post-operative period. Albendazole (Andazol 200 mg, Bio-
farma) 2 � 400 mg was given to the patient. Later the patient
was followed-up by the Department of Infectious Diseases. On
the third post-operative day, the patient was discharged.

3. Discussion

Hydatid cyst is a parasitic infection caused by the E.
granulosis worm. Infection arises particularly after close
contact with animals such as dogs and sheep. The infection is
endemic in regions in which animal husbandry is prevalent.
The localization of the hydatid cyst is frequently in the liver
and lungs. Primary peritoneal involvement is uncommon;
generally, peritoneal invasion arises as a result of second
inoculation after the rupture of hydatic cyst in the liver.1e4

Hydatid cyst is composed of three layers. The outer layer
(pericyst) has a fibrous tissue and is gray. Generally, pericyst
arises as a result of chronic inflammatory reaction in conse-
quence of the host’s immune system activation. Hydatic cyst
located in the liver or spleen has slighter pericysts when
compared with the peritoneal localized cysts. Hydatid cysts
which are located in brain and lungs have no pericysts. Peri-
cysts may be classified and may exhibit contrast on radio-
logical graphics. There exists a laminar membrane (ectocyst)
and germinal membrane (endocyst) layers under the pericyst.
Vital layer is an endocystic region that involves parasites.
Hydatid cyst involves very antigenic and toxic liquid which is
transparent and alkaline. The cyst grows very slowly and
generally is asymptomatic until it reaches large dimensions.
There can be observed an anaphylactic reaction as a result of
cyst rupture, or the growing cyst may cause an obstruction as it
compresses on neighboring tissue and organs.6 The primary
peritoneal hydatid cyst is seen rarely that is generally E. gran-
ulosis embryos passed to the portohepatic circulation then
emplace to retroperitoneal lymph nodes or direct placement of
lymph nodes in gastrointestinal system.7

The outstanding technique for the diagnosis of hydatid cyst
is ultrasonography with tomography. Ultrasonography is cost-
effective in endemic areas and when the diagnosis of hydatid
cyst is certain. It helps to determine the location and dimension
of the cyst. However, ultrasonography is less accurate in
localizing and delineating the extent of the cyst. However,



239F. Abike et al. / Journal of the Chinese Medical Association 74 (2011) 237e239
tomography can identify hydatid cyst with 90% sensitivity.8

Primary peritoneal hydatid cyst invasion is rare, the percent of
such invasion in Turkey is under 2%.9 Most effective in hydatid
cyst treatment is albendazol, which is recommended as treat-
ment of the pre-operative and post-operative periods. Pre-
operative application of albendazol reduces post-operative
recurrence. It is recommended to continue with the pre-opera-
tive, 5th day and post-operative albendazol treatment. The
recurrence ratio after surgical treatment has been reported to be
approximately 2%.10

Although primary peritoneal and pelvic involvement of
the hydatid cyst generally arise with the second inoculation, the
distinctive feature of pelvic and peritoneal mass should be
considered for regionswhereE. granulosa is endemic andanimal
husbandry is widespread. It could be diagnosed missing as
ovarian or peritoneal carcinoma at the pre-operative period.
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