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Case Report

Hydatid Cyst of Ovary: A Case Report
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Abstract

Echinococcus granulosus is considered the major cause of hu-
man hydatid cysts. Usually the duration of cyst formationis 10-
20 years. This period shortens significantly upon rupture of a
primary cyst. The literature describes low incidence of primary
involvement of ovary as a site of hydatid cyst formation. Our
case is the first report on ovarian hydatid cyst in Iran. A 60-
year-old woman was presented with abdominal pain in the left
lower quadrant area. Paraclinical data were suggestive of neo-
plasia and preoperative diagnosis was ovarian tumor. During
laparotomy, multiple cysts resembling hydatid cysts were ob-
served in the left ovary. Pathological examination confirmed the
diagnosis of hydatid cyst. Although there is a small possibility
of secondary ovarian echinococcal disease, it is more probable
for this case to be primary infection, as the patient had devel-
oped ovarian hydatid cysts 15 years after hepatic involvement
and recurrence after 30 months is very uncommon.
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Introduction

ydatid cysts occur worldwide. Echinococcus granulo-
sus is considered a major cause of human hydatid

cysts. This infection is more common in countries
where People keep cattle, sheep, and dogs near their living
places.” These countries belong to Mediterranean region, mid-
dle Europe, south America, Middle East, east Africa, and Aus-
tralia." Humans play the role of accidental intermediate hosts.
Usually the duration of cyst formation from the ingestion of the
eggs by a host up to symptomatic stage of the disease is 10-20
years." However, this period depends largely on the elasticity
and expandability of the organ and shortens significantly upon
rupture of the primary cyst." The route that larvae choose to
spread is through penetration of the intestinal wall, and most of
them enter the portal vein to reach the liver. Seventy percent of
these larvae are captured by the liver while the remaining 30%
escape the hepatic filter. E.granulosus mainly affects the liver
(63%), lungs (25%), muscles (5%), bones (3%), kidneys (2%),
brain (1%), and spleen (1%)." Recurrence of the disease after
surgery for primary hydatid cysts reaches 22% by 30 months.
Recurrence has not reported after 30 months in a 7-year fol-
low-up period.?

Case Presentation

A 60-year-old woman presented with abdominal pain in the left
lower quadrant area occurring mostly at night, as well as
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vaginal spotting for several days each month
for 3 months prior to admission. She had gone
through the menopause for 15 years and de-
scribed regular menstruation cycles before that
time. She had a history of two dead fetus de-
liveries through normal vaginal delivery (NVD)
in her third and forth pregnancies. All her other
eleven pregnancies were terminated by NVD
and led to healthy newborns. She had two his-
tories of laparotomy: one for liver hydatid cyst
10 years prior to admission, and the other
about 3 years prior to admission because of an
ovarian lesion with the evidence of ovarian
neoplasia. In the latter laparotomy, right oo-
phorectomy was performed. She had positive
history of direct contact with dogs and sheep
for about 20 years up to 15 years prior to ad-
mission. The patient was a known case of hy-
pertension and was on atenolol. On bimanual
examination a left adnexal mass was palpated.
She had a second grade uterine prolapse ac-
companied by cystocele and rectocele. No
other abnormalities were detected on sys-
temic and gynecological examination. Ab-
dominopelvic sonography revealed a 48 mm
multicystic appearance located in the left
ovary, suggestive of ovarian neoplasia.
Transvaginal sonographic evaluation showed
a multivesiculated cystic mass in the left
adnexa (figure 1). Computed tomography (CT)
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showed a multivesiculated cystic mass in the
left adnexa with enhancement in the periphery
without any evidence of invasion into the adja-
cent soft tissue structures. However a malig-
nant process arising from the left ovary was
also a remote possibility.

Preoperative amount of tumor marker CA-
125 was 50 U/ml. Alanine transaminase (ALT),
aspartate transaminase (AST) and Alkaline
phosphatase, were within the normal ranges.
Preoperative diagnosis was ovarian tumor.
During laparotomy, multiple cysts resembling
hydatid cyst were observed in the left ovary
(figure 2).
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Figure 1: Sonographic imaging before the surgery revealed a multicystic appearance in the left ovary and absence of right

ovary as aresult of previous oophorectomy.
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Total abdominal hysterectomy and left
salpingo-oophorectomy was done. Pathologi-
cal examination confirmed the diagnosis of
hydatid cyst. No sign of malignancy was ob-
served (figure 3). Counter-current immunoelec-
trophoresis for detection of hydatid cyst was
strongly positive.

Discussion

Patients with hydatid cyst of the ovary have
been reported from Saudi Arabia,® Ethiopia,”
India,” and other regions.® All these reports
revealed low incidence of primary involvement
of the ovary as a site of hydatid cyst formation.

Since secondary involvement of the pelvic
organs is seen and the primary involvement is
very rare, it has been suggested that Echino-
coccal cysts should be included in the differen-
tial diagnosis of multicystic ovarian lesions if
the patient comes from an endemic area and
has had cysts elsewhere in the body.’

Our case is the first report of ovarian hy-
datid cyst from Iran. Although it is possible that
the case be a secondary ovarian echinococcal
disease, it is more probable for this case to be
primary infection. This is due to the fact that
the patient developed ovarian hydatid cyst 15
years after hepatic involvement and recurrence

after 30 months is very uncommon.? We are in
agreement with Hiller et al. that Echinococcal
cysts should be included in the differential di-
agnoses of multicystic ovarian lesions, not only
as secondary but as primary involvement, if the
patient lives in an endemic area and the pa-
tient has had cysts elsewhere in the body.’

Ovarian Echinococcus cysts may have a
peculiar ultrasonographic pattern at high fre-
quency (7.5 MHz) vaginal ultrasonography.
Such a high-frequency ultrasonography can be
a useful tool in the diagnosis of the disease.®

Ultrasonography (particularly high fre-
quency trans-vaginal), CT, and more recently,
magnetic resonance imaging are more fre-
quently used in the diagnosis of Echinococcus
cyst. These methods appear more reliable than
many earlier tests of varying sensitivities.

Adewunmi et al. have endorsed the rec-
ommendation that any gynecologist, radiolo-
gist, and histopathologist should suspect hy-
datid cyst whenever a septate cystic pelvic
mass is found.?
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Figure 3: Microscopic appearance of the cyst showing clear, hyalin laminated membrane: a- H&E staining x40, b- H&E staining
%100, c- H&E staining %400, d- a single proglottid is shown x400
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