Open Access Library Journal

Primary Retrovesical Hydatid Cyst:
Two Cases Report with Review

Snigdha Goyal?*, Isha Saini2, Sunder Goyal3

1Department of Pathology, Dr. RML Postgraduate Institute of Medical Sciences, New Delhi, India
2Kalpna Chawla Medical College, Karnal, Haryana, India

3Department of Surgery, Kaplna Chawla Medical College, Karnal, Haryana, India

Email: “drgoyal4@gmail.com, ishasdoc@gmail.com, goyal.sunder@yahoo.in

Received 26 June 2015; accepted 13 July 2015; published 21 July 2015

Copyright © 2015 by authors and OALib.
This work is licensed under the Creative Commons Attribution International License (CC BY).

http://creativecommons.org/licenses/by/4.0/

Abstract

Hydatid cyst is common in the liver and lung but extremely rare in pelvic cavity. Pelvic hydatid
cyst may present with pressure symptoms on ureter or urinary bladder and may result in bilateral
hydronephrosis or retention of urine. Bilateral hydroureteronephrosis is one of the rare presen-
tations of pelvic hydatid disease. Hereby, we report two cases of primary pelvic hydatid cyst: one
was with bilateral hydronephrosis with nonfunctioning right kidney and another was asymptomatic.
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1. Introduction

Cystic echinococcosis is an endemic problem in Middle East and Asia. Cystic echinococcosis mostly affects
lung, liver and spleen but it may also occur rarely in unusual sites as bone, muscle, brain, adrenal and pelvis [1].
Primary hydatid disease of the pelvis (0.75% - 2.25%) is a very rare disease [2]-[5]. According to another clini-
cal-epidemiological study which was carried out among 117 cases of hydatid disease in central India, only 1
case of pelvic hydatidotosis was reported. However, in endemic country like Libya, only 14 cases of pelvic hy-
datid cyst were reported in one institution between 1971 and 1979 [6]. Incidence of retrovesical hydatid cyst is
about 0.1% - 0.5% of hydatid cysts disease [7]. Due to its location in a fixed cavity, it presents with pressure ef-
fects on adjacent organs such as urinary bladder, ureter or rectum. Urinary symptoms may be retention of urine,
frequency of micturition or as obstructive uropathy and renal failure [5] [8] [9]. Rarely, pelvic hydatid cyst can
result in neurological symptoms in lower extremities due to mass effect of pelvis [10]. Hereby, we report two
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cases of primary pelvic hydatid cyst: one was with bilateral hydronephrosis with nonfunctioning right kidney
and another was asymptomatic.

2. Material and Methods

A study was carried out in a medical college about the incidence of hydatid disease during Jan. 2012 to June
2014. A total 20 cases of hydatid disease were encountered. 12 cases were of liver hydatid disease, 4 cases were
of lung hydatid cyst, one with spleen hydatid and only 2 cases were of pelvic hydatid disease.

We describe two cases of pelvic hydatid cysts, one with bilateral hydronephrosis due to local compression of
ureter and the other one was asymptomatic. The radiology and pathology confirmed the diagnosis in the first
case and only radiological findings confirmed the second. Both patients are now asymptomatic in follow up pe-
riod.

2.1. 1st Case

A 50 year male presented with retention of urine for the last one day. He gave past history of difficulty in mictu-
rition for last five years along with pain in right loin for last six months. Examination revealed a firm, smooth,
non mobile and non tender mass in suprapubic region along with a ballotable mass in right lumbar region. On
per rectal examination, a smooth cystic mass was felt anteriorly in the rectovesical pouch. Serum creatinine, urea
and electrolytes, liver function test and urine analysis were normal. Ultrasound examination revealed a cystic
mass in pelvis suggestive of a hydatid cyst with bilateral hydronephrosis. There was no lesion in the liver.
Computerized tomography (CT) scan revealed a pelvic hydatid cyst with bilateral hydronephrosis with non
functioning right kidney (Figure 1, Figure 2). Indirect haemagglutination test for hydatid disease was negative.

Bilateral percutaneous nephrostomy was done to relieve the obstruction as we failed to do bilateral ureteric
stenting. Right kidney was nonfunctional and left kidney functioned well. Preoperatively patient was put on al-
bendazole (15 mg/kg/day) for 4 weeks. Exploratory laparotomy was done after 4 weeks. A cyst was found in
rectovesical pouch, which had dense adhesions with urinary bladder, pelvic part of ureters, left iliac vessels and
rectum posteriorly (Figure 3). Normal saline (3%) was used as scolicidal agent. Whole of cyst could not be re-
moved due to dense adhesions. Marsupialization was done and cyst contents (daughter cysts) were evacuated
(Figure 4, Figure 5). Omentoplasty was performed to obliterate the residual cavity after washing the cavity with
povidine iodine (5%). Right nephrectomy was done in addition as kidney was non-functioning. Patient was put
on albendazole in postoperative period. Patient is asymptomatic for the last one year in follow up.

2.2.2nd Case

The second case of pelvic hydatid disease was asymptomatic, and was discovered by chance while examining a
59-year-old man for benign prostatic enlargement. Because he was asymptomatic, patient was kept under ob-
servation and was put on albendazole. He is asymptomatic in follow up period of six months.

Figure 1. CECT of 1% case showing pelvic hydatid cyst.
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Figure 3. Showing operative procedure.
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Figure 4. Daughter cysts removed from pelvic cavity hydatid cyst.

Figure 5. CECT of 2™ case showing retrovesical pelvic hydatid cyst.

3. Discussion

Human being gets infestation of echinococcus by swallowing the ova accidentally. In human being infection is
usually acquired in childhood and it takes 5 to 20 yrs to develop symptoms. Cysts are found in liver (55% to
60%), lung (20% to 30%), Kidney (2.5%), heart (2.5%), bones (2%), muscle (1%), brain (0.5%), spleen (1.5%)
and other rare sites are omentum, ovaries, parametrium, pelvis, thyroid, orbit or retro peritoneum [8] [11].

Hydatid cyst located in the peritoneal cavity or pelvis is usually secondary to spontaneous rupture from a pri-
mary liver focus or surgical inoculation. Primary pelvic hydatid cyst is extremely rare with an incidence of about
0.2% to 2.25% (with retrovesical location being even rarer). Pelvic localization may be considered primary if no
other site is found to be affected (as in our cases).

Connective tissue beneath the pelvic peritoneum is the usual site of origin of pelvic hydatid disease. From
here it may spread to uterus, ovaries, fallopian tubes, urinary bladder and or to rectum after contact. Other hy-
pothesis of primary pelvic hydatid disease may be that retroperitoneal inoculation occur by penetration of rec-
tum by larva and transmission to chest with lymphatic spread consequently [1].
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Preoperative diagnosis of primary retroperitoneal hydatid cysts is not easy and these can mimic a pelvic ma-
lignant tumor with pressure effects on ureter leading to bilateral hydronephrosis (as in our one case). These
presentations are more atypical in children [1]. The growth rate of liver hydatid cyst is about 1 - 2 cm/year but
few guess that growth rate is 5 - 10 cm in size within the first year. But estimation of growth rate of retroperito-
neal cysts is not clear so far [12].

Retrovesical hydatid cysts may have wide-ranging and non-specific symptoms. The most common presenting
symptoms may be a palpable mass followed by flank pain, frequency, urinary retention and pain on micturition
[9]. Pelvic hydatid disease can present with urine retention of urine, bilateral hydronephrosis and rarely with ob-
structive uropathy, most often in male patients [5] [13]. Less than 15% of retrovesical hydatid cysts can create
fistula with the bladder resulting in hydatiduria which is a pathognomonic sign of vesicular cystic fistula [14].

Hydatid cyst should always be considered in differential diagnosis of abdomeno-pelvic masses like rectal
duplication cyst, rectosigmoid neoplasm, posterior bladder diverticulum, cyst of the seminal vesicle, and hydro-
nephrosis in a pelvic kidney, large ectopic ureterocoele in male patients and mullerian remnant, hydrosalpinx,
pseudomyxoma peritonei, tubal pregnancy in female patients in endemic regions.

Various serological tests like immunoelectrophoresis, enzyme linked immunosorbent assay (ELISA), latex
agglutination and indirect haemagglutination (IHA) are carried out for the diagnosis, screening and postopera-
tive follow up for recurrence but these tests are often negative because the capsule isolate the parasite from the
host’s immune system. Serologic tests may be specific and sensitive for liver hydatid disease but these tests can
be negative for other organs hydatid disease [12].

Ultrasonography and computed tomography (CT) are both excellent imaging modalities for the detection of
hydatid cysts. Ultrasonography is the important diagnostic tool in cases of hydatid cysts and sensitivity range
from 93% to 98%. On ultrasound, the double line wall sign is highly suggestive of hydatid cyst. CT is also use-
ful to confirm the diagnosis and sensitivity ranges from 90% to 98% [9].

Preoperative albendazole treatment reduces the size and the viability of the cysts thus decreases chances of
recurrence. The duration of the preoperative treatment varies from 48 hrs (minimum) to 4 weeks. Correct preo-
perative diagnosis is very important as if scolicidal precautions are not taken during surgery, dissemination and
seedling cannot be avoided. The surgery is treatment of choice and total cyst excision (total pericystectomy)
without spillage and contamination of the field is done. Due to location within the narrow confines of the pelvis
and due to dense adhesions to surrounding structures, it is very difficult to do total removal of pelvic hydatid
cyst. Partial pericystectomy may have to be done in situations where separation from neighbouring structures is
not possible. Omentoplasty is done to fill the dead space (as in our case). Kumar et al. [15] described two cases
of retrovesical hydatid cysts which were managed laparoscopically. Cyst aspiration, instillation of 3% saline and
suction of daughter cysts was done with the help of laparoscope. The da Vinci® surgical robotic system can also
be used for the surgical excision of retrovesical hydatid cyst as robotic system enhances magnification, provide
3-D vision with endowrist technology.

In our 1st case, cyst was occupying whole of the pelvis with pressure on pelvic part of both ureter resulting in
bilateral hydronephrosis with nonfunctioning right kidney. Surgery was conducted in 1% case and 2™ case was
kept under observation and both patients were given a course of albendazole. The pathology confirmed the di-
agnosis in the first case and radiological imaging modality confirmed the diagnosis in the second case. Both pa-
tients are now asymptomatic with follow up to six months.

4. Conclusion

Pelvic echinococcosis is rare, with an incidence of 0.2% - 2.25%. Retrovesical location of cyst is even rarer. In
endemic countries, it should always be in the differential diagnosis of any tumor like growing mass of pelvis
even in the absence of accompanying involvement of liver or lung.
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