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Hydatid disease has been recognised since ancient times and has a worldwide distribution 
and is endemic in Kashmir. Berlot in 1790 is accredited with the first description of a splenic 
hydatid cyst as an autopsy finding. Echinococcus granulosus is the causative organism is classic 
hydatid cysts. Primary hydatid spleen is a rare entity. We present two cases of primary hydatid 
spleen picked up incidentally.
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INTRODUCTION:

The larval form of the genus Echinococcus, 
of which Echinococcus granulosus is the 
most common,causes hydatid disease. The 
liver and lungs are the organs most com-
monly involved. Splenic involvement in hy-
datid disease is uncommon, representing 
less than 2% to 3.5% of all human infesta-
tions by Echinococcus 1,2. The infestation 
of the spleen usually takes place by arterial 
route after the parasite has passed through 
the two filters, hepatic and pulmonary. The 
retrograde venous route which avoids the 
liver and lung, is also considered 3. Cystic 
lesions of the spleen are generally rare, and 
a parasitic origin is relatively unlikely. Non-
parasitic cysts account for less than one-
third of all splenic cyst cases. Splenic hy-
datid cysts are rarely encountered, at least 
once in their career by most surgeons at 
first or second hand, especially in endemic 
areas.  Hydatid spleen has no predilection 
for any age and sex. It may be detected 
incidentally or present with non specific 
complaints. However up to 30% are inci-
dental findings in asymptomatic individu-
als. Splenic hydatid cysts may suppurate, 
fistulise to adjacent organs or rupture into 
the peritoneal cavity or may present with 
massive lower gastrointestinal bleeding. 
Rarely splenic hydatid cyst perforates into 
the stomach, colon, thorax, or fistulise to 
the skin. Serology, abdominal ultrasound 
and computed tomography make definitive 
diagnosis.Management varies from spleen 
preservation to Splenectomy.4

CASE 1:

A 45 year old female normotensive pre-
sented with vague abdominal discomfort for 
6  months. Examination was normal except 
for palpable spleen .Her Hb was 10.7 with 
counts and blood chemistry normal .USG re-

vealed enlarged spleen with a well defined 
rounded heterogenous echotextured lesi-
on of 90 x 81 mm in its upper part. Lesion 
shows well defined wall with membrane like 
structures inside [fig 1]. CT scan showed a 
large cystic density measuring  81 x 85 mm 
with wall calcification with central walled 
cystic area with calcified nodule suggestive 
of calcified and degenerated hydatid spleen 
[fig 2]. ELISA IgG for echinococcus was sug-
gestive of 1:160. Elective splenectomy was 
done with cut section showing hydatid cyst  
with membranes [fig 3].

Fig 1 showing usg with splenic hydatid 

CASE 2:

Fig 2 CECT of the same patient showin 
cytic lesion in spleen
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Fig 3 post operative specimen showing membranes  
suggestive of hydatid cyst

Fig 4 CECT of patient showing  cyst with a calcified 
wall 

Fig 5 post operative picture of specimen of same 
patient(as in fig 4 ) showin hydatid spleen 

A 22 year old male of average built presented to our 
OPD with recurrent complaints of dyspepsia. He was 
managed with PPIs for significant time. Clinical ex-
amination revealed nothing significant. His counts and 
blood chemistry was normal . USG abdomen revealed 
a cystic lesion measuring 42 x 47 mm seen in poste-
rior aspect of upper pole of spleen close to diaphragm. 
CECT showed  a well defined cystic lesion 45  x 40 mm 
with internal septae at upper pole of spleen with no 
solid component and internal calcification was seen 
[fig 4]. Elective splenectomy was done revealing hyda-
tid spleen on gross examination [fig 5].

DISCUSSION:

Hydatid disease caused by the genus Echinococcus is 
endemic in Eastern Europe, Middle East, South Amer-
ica, North Africa, Indian subcontinent, Australia and 
New Zealand. 5 Echinococcus granulosus is the com-
monest organism involved, with dogs usually as the de-
finitive host and human beings acting as an accidental 
intermediate host.

Enzymatic digestion of the shells of the eggs (shed in 
the faeces of the dogs) in the duodenum of the interme-
diate host releases the embryonic forms. These migrate 
through the intestinal wall to enter the portal circula-
tion, from where they make their way towards the liver 
or lung, developing a triple cystic covering which grows 
grows at a rate of about 1 centimeter a year.6

Biochemical tests employed in diagnosis are comple-
ment-fixation test, enzyme-linked immunosorbent 
assay, indirect hemagglutination test, serum immuno-
electrophoresis and western blot test.7 Plain x-ray film 
can show cyst wall calcification, however, there are no 
definite signs of hydatid cyst on ultrasonogram or com-
puted tomography which could differentiate it from 
non-parasitic cysts, abscesses, or cystic neoplasms. 8  

  World over as well in  India the incidence of splenic 
hydatid cysts reported by different workers from dif-
ferent cities is as shown in Table 1, 2.

Table 1. Country incidence of splenic hydatid cysts

Country Incidence (%)
Australia 9 2.10
Argentina10 2.14
Iceland11 0.78
Iran12 4.00

Table 2. Incidence of splenic hydatid cysts in Indian Cities

Cities Incidence (%)
Ahmedabad14 2.00
Delhi15 4.20
Indore16 3.30
Nagpur17(Central India) 6.30
Pondicherry18 2.70
Srinagar19 4.10

Splenic hydatid disease is usually an accidentally dis-
covered mass in the abdomen mostly in left hypochon-
drium and less frequently in the epigastrium. Pain 
usually a dull dragging ache, is often the first clinical 
sign. Abdominal pain, tenderness and fever are the 
most common presenting symptoms. Dyspepsia, con-
stipation due to pressure on colon, hypertension due 
to left renal artery compression, and dyspnoea due to 
pushing up of the left diaphragm may also occur. Oth-
er forms of clinical presentation include the rupture 
of splenic echinococcal cyst with anaphylactic shock, 
traumatic or spontaneous, acute abdomen, rupture of 
longstanding splenic hydatid cyst into bronchial tree or 
even fistulizing to the colon.13 Most echinococcal cysts 
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are asymptomatic on presentation, but complications 
such as pulmonary infection, cholangitis, rupture, and 
anaphylaxis give good reason to consider treatment 
for all. Medical, surgical, and percutaneous approaches 
may be part of the treatment armamentarium.20 Medi-
cal treatment of  hydatid cyst, involves oral intake of 
albendazole,mebendazole,or praziquental.21 However 
Albendazole therapy is the mainstay of treatment in 
the majority of patients with hydatid disease. It is given 
alone and for prolonged periods of time in patients who 
are poor candidates for cyst-directed intervention.22.
These medications are also   used as a complement to 
surgical treatment to avoid recurrence. These are orally 
ingested preoperatively to prevent the consequences of 
possible rupture of the cysts during surgery, and post-
operatively as adjuvant therapy of the cysts that may 
have ruptured during the operation 21 The usual dos-
age of orally administered albendazole is 10–15 mg/kg 
per day in 2 divided doses, or as a fixed dosage of 400 
mg twice per day. If mebendazole is administered, the 
daily dosage is 40–50 mg/kg in 3 divided doses.23

Surgical dictum has stated that percutaneous puncture of 
a hydatid cyst is a dangerous and contraindicated activity. 
It was believed that the risk of anaphylaxis, communica-
tion with the biliary tree, and spillage outweighed any 
potential advantages with this nonoperative approach. 
In 1983, Fornage24 challenged this axiom and reported 
an accidental puncture of a hydatid cyst by US that had 
no clinical consequences. In patients with anatomically 
appropriate lesions PAIR (percutaneous aspiration, injec-
tion and re-aspiration) is the preferred initial treatment. 
The most frequently utilized protoscolecidal agents used 
for percutaneous treatment are 15–20% saline, 95% eth-
anol, a combination of 30% saline and 95% ethanol, and 
mebendazole solution. The PAIR technique  has also been 
combined with albendazole therapy with 70% success 
rates and a low rate of recurrence.22 Gabal AM 25 and col-
leagues  modified the standard PAIR technique and gave 
a version to be used in high risk hydatid cysts .   Despite 
these reports, percutaneous treatment is not benign. Spill-
age, anaphylaxis, and recurrence can be life-threatening. 
Complete aspiration of all cyst contents, especially mul-
tivesicular disease, is difficult, and complete sterilization 
with protoscolecidal agents is uncertain. If the protosco-
lecidal agent enters the biliary tree, serious damage also 
can occur within the liver. Exogenous vesiculation may 
also go undiscovered. Long-term results are unknown at 
this time.26 Surgery has stood the time as the gold stan-
dard treatment for most if not all types of hydatid cysts . A 
number of operations have been used, but in general, the 
abdomen is completely explored, the liver{other involved  
organ mobilized}, and the cyst exposed. Packing off of 
the abdomen is important because rupture can result in 
anaphylaxis and diffuse seeding. Usually, the cyst is then 
aspirated through a closed-suction system and flushed 
with a scolicidal agent .. The cyst is then unroofed, which 
can then be followed by a number of possibilities, includ-
ing excision (or pericystectomy), marsupialization proce-
dures, leaving the cyst open, drainage of the cyst or omen-
toplasty  to encompass the cyst.  Total pericystectomy or 
formal partial hepatectomy can also be performed with-
out entering the cyst 27  . Pericystectomy involves com-
plete resection of the cyst wall without entering the cyst 

cavity. This procedure is done through a plane outside of 
the pericyst or along the cyst wall itself.Pericystectomy 
decreases the risk of spillage of cyst contents into the peri-
toneal cavity and also lowers the risk of recurrence. The 
disadvantage to this approach is the potential for bleeding 
or damage to bile ducts in proximity to the cyst wall.33 
Radical (resection) and conservative (drainage and evac-
uation) surgical approaches appear to be equally effective 
at controlling disease, although a prospective compari-
son has never been done. Recurrence rates after surgical 
treatment range from 1% to 20% but are generally 5% or 
less in experienced centers.28

Peripherally located echinococcal hepatic cysts may be 
safely managed by laparoscopic cyst evacuation. The 
lesions best suited for this approach are situated ante-
riorly and do not have thick calcified walls. A right lat-
eral approach also works for cysts in segments VI and 
VII .The cavity may be plugged with omentum or closed 
over a closed suction drain.29  Multiple cysts within 
proximity to a major blood supply or to each other, or 
a cyst in a relatively safe location (i.e., segments II/III) 
are candidates for resection provided a complete resec-
tion can be achieved. 20 

Surgical resection is curative in up to one third of cases 
of E. multilocularis infection. In most cases the disease 
is advanced when the diagnosis is made. In such cases, 
palliative drainage procedures or long-term treatment 
with albendazole or other benzimidazole carbamates 
may prolong survival. 30,31 Splenectomy is the treat-
ment of choice because there is no effective medical 
treatment for splenic hydatid cyst.32  Since 1980 there 
has been a trend towards splenic conservation to avoid 
overwhelming post splenectomy infection (OPSI). For 
conservation of the spleen, enucleation of a unilocular 
cyst can be done. Secondary hydatid disease of spleen 
may be caused by rupture of abdominal cysts (e.g. in 
the liver) with dissemination to the spleen.33   Once 
ruptured, cysts metastases occurs to the peritoneal 
surface and despite its benign, infectious aetiology, hy-
datid cysts exhibit malignant behaviour and the whole 
of the abdomen can get studded with multiple hydatid 
cysts of different size. Recently Ballaux KE performed 
a hand assisted laparoscopic splenectomy for a large 
splenic hydatid cyst.34 Children are more prone to 
OPSI. The clinical syndrome of OPSI comprises fulmi-
nant bacteraemia, disseminated intravascular coagula-
tion, multiple organ failure, severe hypoglycaemia and 
often rapid death. 35 Its reported incidence after sple-
nectomy varies from 0.9 to 60% with mortality exceed-
ing 50%. 36.Preservation of spleen should always be 
tried especially in children to prevent OPSI.37
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