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Abstract

treatment.

secondary peritoneal hydatidosis.
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Background: Intra-peritoneal rupture of hydatid cyst is a rare complication and there is no consensus about its

Case presentation: The reported case concerns a 25 years old female patient who had been complaining for four
months from a moderate pain in the right upper quadrant. No clinical or biological signs of sepsis or allergic
reactions were witnessed. Ultrasound and CT examinations showed a multilocular hepatic cyst in addition to
multiple unilocular cysts in the abdomen. The suspected diagnosis was hepatic and peritoneal HC and a surgical
treatment was scheduled four weeks later. Surgical exploration showed a large ruptured HC on the left lobe of the
liver, with daughter cysts in the peritoneal cavity. Left lobectomy of the liver with complete ablation of all daughter
cysts and a wide peritoneal lavage were performed. For the three months following the surgery, Albendazole had
been given to the patient. No recurrence occurred after four years of follow-up.

Conclusion: Intra-peritoneal rupture of liver HC could be asymptomatic. This case showed that in some cases,
occurrence of complications is not systematic. This suggests that urgent surgical treatment is not always mandatory
in the absence of alarming signs. Well-conducted medical treatment would reduce the risk of occurrence of

Background

Intra-peritoneal rupture is a serious turning point in
the evolution of hepatic hydatid disease. It is a rare
complication and there is still a debate in the literature
about a reliable treatment. The reported case concerns
a patient suffering from an asymptomatic intra-peritoneal
rupture of a hydatid cyst in the left liver, which was
discovered intra-operatively, highlighting the implications
of this atypical mode of presentation.

Case presentation

A twenty-five years old female patient was referred to
our unit after showing symptoms of abdominal hydatid
disease. Her medical history was uneventful and she had
been complaining for four months from a moderate
pain of the right upper quadrant. Clinical examinations
revealed an absence of fever or allergic symptoms and

* Correspondence: anassmajbar@gmail.com
Clinique Chirurgicale C. Ibn Sina hospital, Rabat, Morocco

( ) BiolVled Central

a soft abdomen. However, there was a firm painless
mass in the right upper quadrant. Abdominal ultrason-
ography (US) showed a cystic mass of the left hepatic
lobe, corresponding to a type II hydatid cyst (HC). In
addition to this, it also showed a multilocular cystic in
the pelvis. CT scan revealed (Figures 1, 2 and 3) a single
multilocular hepatic cyst of 11 cm in segments II, III and
IV and multiple unilocular cysts in the right abdominal
quadrant, hypogatric area and the pelvis. The chest
radiography was normal. The laboratory work-up included
normal standard preoperative tests and positive hydatid
serology. The suspected diagnosis was hepatic and
peritoneal HC. Therefore, a surgical treatment was sched-
uled four weeks after the CT-scan. Before admission for
surgery, there were no changes in clinical (absence of
abdominal tenderness) or biological status (normal white
cell count). Surgical exploration showed a large ruptured
HC of the left lobe of the liver, with multiple daughter
cysts in the peritoneal cavity (right sub-phrenic area, pelvis,
paracolic gutters). A left lobectomy of the liver, an ablation
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Figure 1 Hydatid cyst of the left liver with typical multivesicular image.
.

of all the daughter cysts in the peritoneal cavity and a
wide peritoneal lavage were performed. The postopera-
tive period was uneventful. The patient was assigned to
a medical therapy (Albendazole: 15 mg/kg/day) for three
months. No recurrence occurred after four years of
clinical and radiologic (US) follow-up.

Comments
Intra-peritoneal rupture is a rare complication of hepatic
hydatid disease even in endemic areas. Its incidence varies

in the literature from 1.75 to 8.6% [1-3]. The rupture
could be spontaneous or more often following a trauma.
Akcan et al. reported that young age, cyst diameter superior
to 10 cm and superficial position are factor risks for a
rupture of the HC of the liver [4].

Most frequently, the rupture in the peritoneum is
symptomatic, with constant abdominal symptoms [2,5]
(abdominal pain, vomiting, abdominal tenderness and/or
rebound), as well as marked allergic symptoms in up to
25% of the cases [3] (cutaneous rash, urticaria, anaphylactic
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Figure 2 Daugther cysts seen as unilocular cysts in the peritoneal cavity.
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Figure 3 Unilocular cysts in the pelvis.
.

shock). These symptoms are related to complications
(peritonitis, anaphylactic shock) secondary to intra peri-
toneal rupture, which are reported to occur in up to
100% of patients [6]. However, as shown in this case,
this evolution is not systematic. Intra peritoneal rupture
was asymptomatic, probably because no abdominal or
anaphylactic complications occurred, which explains the
late diagnosis, made several weeks after the rupture,
during the surgery.

There is no consensus regarding the treatment in the
case of an intra-peritoneal rupture. The majority of au-
thors recommend an emergency surgical treatment [6]
due to the risk of peritonitis that could be fatal to the
patient [7]. But, as demonstrated here, the patient had
a delayed surgical treatment with favourable outcomes.
After the diagnosis of the intra-peritoneal rupture of a
HC, prompt care with close monitoring must be initiated
due to the risk of anaphylaxis and the occurrence of
abdominal complications. The existence of sepsis, acute
abdomen, intra-peritoneal bile leakage, or shock imposes
an urgent surgical intervention. However, in the absence
of complications, surgery may be postponed until a more
appropriate time [8].

The recurrence rate following an intra-peritoneal
rupture of the liver HC could reach 21% [5]. The use of
Albendazole to prevent secondary peritoneal echinococ-
cosis is recommended by all the authors, but there is no
consensus regarding the duration of the treatment. A
minimum duration of three months is advised [2]. In
this case, the patient received medical treatment for
three months, and did not show a recurrence after four
years of follow-up.

Conclusion

The intra-peritoneal rupture of liver hydatid cysts could
be asymptomatic and the occurrence of complications is
not systematic. This suggests that in case of early diagnosis
of intra peritoneal rupture, urgent laparotomy should not
be mandatory in the absence of alarming signs, and could
be performed after correct preparation. Well-conducted
medical treatment would reduce the risk of occurrence of
secondary peritoneal hydatidosis.

Consent

Written informed consent was obtained from the patient
for publication of this Case report and any accompanying
images. A copy of the written consent is available for
review by the Editor of this journal.

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
MA and AM wrote the paper, HA provided data; AM, RM, EM, SF and HA
revised the manuscript. All authors read and approved the final manuscript.

Acknowledgements
We would like to thank Mr Majbar Taha for his help in English correction.

Received: 16 January 2013 Accepted: 20 February 2014
Published: 26 February 2014

References

1. Sozler EM, Engin OK, Arslan M: The perforation problem in hydatid
disease. Am J Trop Med Hyg 2002, 66(5):575-577.

2. Beyrouti MI, Beyrouti R, Abbes |, Kharrat M, Ben Amar M, Frikha F, Slim E,
Walid G, Mohamed C, Ali G: Rupture aigué du kyste hydatique dans le
péritoine: A propos de 17 observations. Presse Med 2004, 33(6):378-84.



Majbar et al. BVIC Research Notes 2014, 7:114 Page 4 of 4
http://www.biomedcentral.com/1756-0500/7/114

3. Gunay K, Taviloglu K, Berber E, Ertekin C: Traumatic rupture of hydatid
cysts: a 12-year experience from an endemic region. J Trauma 1999,
46(1):164-167.

4. Akcan A, Akyildiz H, Artis T, Ozturk A, Deneme MA, Ok E, Sozuer E:
Peritoneal perforation of liver hydatid cysts: clinical presentation,
predisposing factors, and surgical outcome. World J Surg 2007,
31(6):1286-93.

5. Ozturk G, Aydinli B, Yildirgan MI, Basoglu M, Atamanalp SS, Polat KY, Alper F,
Guvendi B, Akcay MN, Oren D: Posttraumatic free intra-peritoneal rupture
of liver cystic echinococcosis: a case series and review of literature.

Am J Surg 2007, 194(3):313-6.

6.  Derici H, Tansug T, Reyhan E, Bozdag AD, Nazli O: Acute intra-peritoneal
rupture of hydatid cysts. World J Surg 2006, 30(10):1879-1883.
discussion 84-85.

7. Erdogmus B, Yazici B, Akcan Y, Ozdere BA, Korkmaz U, Alcelik A: Latent
fatality due to hydatid cyst rupture after a severe cough episode. Tohoku
J Exp Med 2005, 205(3):293-296.

8. El Malki HO, Souadka A, El Mejdoubi Y, Zakri B, Benkabbou A, Mohsine R,
Ifrine L, Belkouchi A: Surgery in intra-abdominal ruptured hydatid cyst.
World Journal of Surgery 2007, 31(7):1525.

doi:10.1186/1756-0500-7-114
Cite this article as: Majbar et al. Asymptomatic intra-peritoneal rupture
of hydatid cyst of the liver: case report. BVMC Research Notes 2014 7:114.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVed Central




	Abstract
	Background
	Case presentation
	Conclusion

	Background
	Case presentation
	Comments

	Conclusion
	Consent
	Competing interests
	Authors' contributions
	Acknowledgements
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


