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 CASE REPORT

Unexplainable development of a hydatid cyst
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Abstract
Echinococcosis is a cyclozoonosis characterized by cystic 
lesions usually situated inside or outside the liver. We 
discuss the case of a 77-year-old woman with a recurrent 
hydatidosis with a cyst arising from the liver, growing 
through the lateral right abdomen wall, and reaching 
the subcutaneous tissue of the lumbar region. In the 
literature, rare subcutaneous or muscular localizations 
of hydatid cysts are described, however, there is no 
mention of a cyst growing over the abdominal wall 
muscles, shaped like an hourglass, partially in the liver 
and partially in the subcutaneous tissue, as in our case. 
We have not found any pathogenetic explanation for 
this growth pattern which is not typical of the biological 
behaviour of a hydatid cyst.
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INTRODUCTION
Hydatid disease is a cyclozoonosis caused by Echinococcus  
granulosus or Echinococcus multilocularis, and is 
characterized by cystic lesions usually situated in the liver. 
These lesions can be asymptomatic for a long time, or 
cause an ache, however, there are no specific local or 
general symptoms and signs are related to size, location 
or complications of  the cyst. The case of  recurrent 
hydatidosis in a 77-year-old woman is discussed where 
the cyst, probably arising from the liver, grew through the 
lateral right abdomen wall and reached the subcutaneous 
tissue of  the lumbar region.

CASE REPORT
A 77-year-old woman was evaluated due to of  the growth 
of  an aching mass in the right lumbar region. Three years 
previously surgery was performed for hydatidosis of  
the mesentery. Objective examination revealed a painful 
swelling mass in the right lumbar region about 7-8 cm 
in diameter and mobile with respect to the upper and 
lower layers, which had distinct margins and a smooth 
surface (Figure 1). On palpating the abdomen the patient 
had pain in the right upper abdominal quadrant. CT of  
the abdomen showed a voluminous low-density mass  
(74 cm × 58 mm) in the low-external side of  the Ⅵ liver 
segment. The mass was pedunculated, growing over the 
right posterior abdominal wall muscles and reaching the 
subcutaneous tissues (Figure 2). 

Surgical treatment confirmed that the voluminous 
cyst was connected to the Ⅵ liver segment by a peduncle. 
Growing sideways and then behind, this mass reached 
the muscular layer arriving at the subcutaneous tissue of  
the right lumbar region. The mass was removed from 
the perihepatic side of  the peduncle, 2-3 cm inside the 
liver, and from the abdominal external oblique muscle 
and the latissimus dorsi up to the subcutaneous tissue of  
the lumbar region (Figure 3). The post-operative period 
was problem-free, and the patient was discharged after  
1 wk on anti-helminthic therapy. Histology confirmed 
the suspicion of  hydatid cyst.

DISCUSSION
Hydatid disease is caused by Echinococcus granulosus, 
an endemic infection in several mediterranean countries, 
or by Echinococcus multilocularis. Hydatid cysts can 
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be observed in all parts of  the body, but are more 
frequent in the liver (50%-70%), lung (20%), and spleen 
(5%-8%)[1], while rare localizations are the kidneys, 
adrenal glands[2], spleen, soft tissues and brain[3].

Echinococcosis may be asymptomatic, detected 
only when imaging scans of  the liver are carried out 
for different reasons, but it may cause pain or lead to 
complications. Cysts can rupture into the peritoneum, 
resulting in anaphylaxis or peritonitis[4], or into the 
biliary tract, causing cholangitis or cholestasis, and into 
the bronchi, causing bronchial fistula, or the cysts may 
become infected and form liver abscesses. Compression 
of  the bile duct, portal vein, and hepatic veins can 
cause cholestasis, portal hypertension, and Budd-Chiari 
syndrome, respectively[5].

The diagnosis of  hydatid cysts relies on epidemiologic 
data (geographical location and profession) clinical 
manifestations, serologic tests and radiologic imaging.

The treatment of  choice is surgery. Chemotherapy 
(albendazole and mebendazole) is currently indicated 
in patients who cannot undergo major operations or 
for the prevention of  secondary echinococcosis after 
surgery[6], but is contraindicated for large, superficially 
situated, or infected cysts, which are prone to rupture[7,8].

Our case shows some particular features that deserve 
closer examination. Usually the hydatid cyst grows 
in the liver in every direction, both inside the hepatic 
parenchyma and outside towards the peritoneal cavity. In 
our case, the cyst was connected to the liver by a peduncle 
3-4 cm inside the liver. The surgeon who operated on 
our patient three years previously informed us of  two 
hydatid cysts (diameter 9 cm and 12 cm) located in 
the mesocolon, which were connected by a peduncle, 
making it easy to remove them without spreading the 
disease. The hypothesis that the cyst we treated could 
have been a secondary echinococcosis due to spillage 

Figure 1  Mass in the right lumbar region.

Figure 3  Pedunculated mass arising from the sixth liver segment and 
growing over the posterior abdominal wall muscles and reaching the 
subcutaneous tissue.

Figure 2  CT. The mass and the peduncle which connected it to the liver, as 
shown by the scheme with the surgical specimen.
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of  cystic fluid and seeding during the first operation[5] 
has been denied. In the literature, rare subcutaneous 
or muscular localizations of  hydatid cysts have been 
described[9], however, a cyst growing over the abdominal 
wall muscles, shaped like an hourglass, partially in the liver 
and partially in the subcutaneous tissue, as in our case has 
never been described. This growth pattern is not typical 
of  the biological behaviour of  a “benign tumor” such 
as a hydatid cyst, and seems to be more similar to the 
behaviour of  an infiltrating malignant neoplasm. The only 
plausible explanation is that it could be related to seeding 
during the first surgery through drainage, however, the 
only drainage after the first surgery was located in the 
right lower abdominal quadrant, far away from the lumbar 
localization of  the cyst we treated. 

In the literature, Parmar et al [10] reported a case 
showing some similarities to our patient: a hepatic 
hydatid cyst which had ruptured into the subcutaneous 
tissue of  the anterior abdominal wall . While the 
superficial and subcutaneous localization of  the mass 
was similar, its connection with the right lobe of  the liver 
was different. In Parmar’s case the right lobe of  the liver 
was almost entirely occupied by the cyst, in our case the 
cyst was connected only by a peduncle. Parmar did not 
suggest any pathogenetic explanation, but just describes 
the kind of  rupture that can involve a hydatid cyst. 

In conclusion, we have not found any evidence in the 
literature for a pathogenetic explanation for the growth of  
the hydatid cyst over the abdominal wall muscles, shaped 
like an hourglass, partially in the liver and partially in the 
subcutaneous tissue. A similar growth pattern may occur 
in cysts found in the liver cupola where they can damage 
the diaphragm through inflammatory processes. The cysts 
then grow towards the pleural opening to the bronchial 
tubes, resulting in an uncommon and severe complication, 

a hydatid bronchobiliary fistula. In this situation the 
pathogenetic mechanism is clearly caused by the infective 
process resulting in adhesions in the diaphragm. In 
our case no infective process was present, the cyst was 
connected to the liver by a peduncle which was easily 
removed from the transverse colon and from the muscles. 
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