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A Giant Hepatic Cyst
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Abstract
Echinococcosis is a life-threatening disease for humans. It occurs all over the world. We report a case of large and complicated
hepatic cyst mimicking the Echinococcosis. A 68-year-old female was referred with epigastric pain. Physical examination did
not reveal any abnormality. A giant hepatic cyst with a non-homogeneous content was revealed in ultrasound and Computed
Tomography (CT). Due to suspicion of Echinococcosis, she underwent surgery with cystectomy. A non-parasitic cyst localised in
the liver may mimic the parasitic ones, especially when they are complicated with septa and non-homogenous content.
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Case report
A 68-year-old female complained of epigastric pain since several
weeks. She had no relevant medical or surgical history. Physical
examination of her head, neck, thorax, abdomen and limbs revealed
no abnormality.
Ultrasound (USG) revealed a giant hepatic cyst with a nonhomogeneous content, localised in the right lobe. CT confirmed
presence of a cyst with single septa and non-homogenous content
in the right lobe of liver [Table/Fig-1a,b].
Due to suspicion of Echinococcosis, the patient underwent surgery.
The approach to the abdominal cavity was achieved with an oblique
incision in right epigastrium. The examination of abdomen confirmed
the presence of a large cyst with a thin wall in the right liver lobe
[Table/Fig-2].
The cyst content was aspirated for parasitological examination. Then
the cyst was irrigated with ethanol and re-aspirated. Finally, the cyst
was excised. The postoperative course was uneventful and the
patient was discharged on the seventh postoperative day, in good
condition with healing postoperative wound. Pathological examination

[Table/Fig-1a&b]: CT scan of a giant liver cyst with septa, localised in the right
lobe.

[Table/Fig-2]: Giant liver cyst localised in the right lobe.
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of resected cyst revealed signs of suppuration in the cystic wall. The
cyst content was a hematoma. Parasitological examination was
negative, confirming the Echinococcal origin of the cyst.

Discussion
Echinococcosis is a life-threatening disease for humans. It occurs
all over the world, not only in developing, but also in developed
countries [1]. It is a zoonosis caused by Echinococcus granulosus
[2,3]. Dogs and other canids are definitive hosts for this parasite,
while sheep and other herbivores are intermediate hosts [1].
Humans are incidentally infected and are accidental intermediate
hosts [1,4]. Slowly growing cysts are predominantly located in liver
and lungs where parasites are distributed [2,3]. Liver is the most
frequently affected organ in majority of cases of echinococcal cysts,
with a 4:1 liver:lung distribution [2,3,5-7]. Echinococcosis is usually
associated with slow growth, although rapid growth does not
exclude Echinococcosis [2].
Simple hepatic cysts are benign, common and typically revealed
incidentally [8]. They are usually asymptomatic, do not impair liver
function and despite very rare neoplastic degeneration, do not
require surgical intervention [8-10].
The diagnostic methods in the evaluation of hepatic cysts include
abdominal USG examination, CT and MRI scans [3,11]. Gold
standard and the first line imaging modality in screening remains the
ultrasound. The CT and MRI are the second line imaging dedicated
for disseminated, complicated or extra abdominal cases, especially
in preoperative evaluation [2,3,12]. For patients who claim nonspecific epigastric pain or discomfort, the ultrasound examination
may reveal simple, benign hepatic cyst [2]. When the detached
endocysts are not present, it is difficult to distinguish non-parasitis
from echinococcal cyst [12]. In presented case, the giant cyst with
non-homogenous content was found during ultrasound examination.
To evaluate the cyst and other abdominal organs, present patient
underwent CT examination. The CT scans confirmed a giant cyst
localised in the right lobe of the liver and revealed a single septa
and non-homogenous content [Table/Fig-1a,b]. These findings as
well as epigastric pain and a nonsignificant medical history led to
suspicion of Echinococcosis and offering the patient a surgical
management.
There are several treatment options for uncomplicated
echinococcal hepatic cyst including wait-and-watch approach,
chemotherapy with albendazole or mebendazole and various
interventional management modalities [13,14]. The interventional
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modalities include percutaneous drainage or percutaneous ethanol
sclerotherapy, endoscopic, laparoscopic or surgical approach
[3,6,7,15,16]. Although, total pericystectomy has lower recurrence
rate, the most frequent operative method remains capsectomy,
drainage and epiploplasty [6]. For patient with giant hydatid cyst
cysto-jejunostomy is considered to be a safer approach than
partial cystectomy [11]. For the most serious cases with no other
surgical or medical treatment option, the liver transplantation
is also an acceptable treatment [4]. In the presented case, the
patient who was referred with an epigastric pain had a giant,
non-homogenous hepatic cyst with septa. Due to suspicion of
Echinococcosis, the patient was offered surgery [Table/Fig-2]. The
surgery was performed with a legitimate suspicion of parasitic origin
of the giant cyst, yet the procedure included aspiration of the cyst
content for the parasitological examination, irrigation with ethanol
and subscapular cyst resection. The specimen was examined
histopathologically, what revealed that the non-homogenous cyst
content was caused by internal hemorrhage. The wall of the cyst
was locally suppurated, what could be a reason of mentioned
above intra-cystic hemorrhage, the increase of intra-cystic pressure
and finally the pain in the epigastrium.
The cyst-related complications which may occur are rupture,
intracystic hemorrhage or infection [5,9,15]. In presented case, a
pathological examination revealed signs of suppuration in the cystic
wall and a hematoma in a cyst’s content. The hepatic cyst may
rupture into peritoneum, biliary tract, digestive tract, thorax, viscera
or skin [8]. When the complications appear, the patient condition
becomes serious [5,9,15]. Surgery should be done before the
complications appear and remains the only and definitive treatment
for symptomatic, complicated or large cysts exceeding 5 cm in
diameter [3,8]. The epigastrial pain in presented case was suspected
to be a sign of infection of cystic wall and intra-cystic hemorrhage,
which are one of mentioned above cyst-related complications. Thus,
referring the patient for surgery was the appropriate management
option.

Conclusion
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may mimic the parasitic ones, especially when they are complicated
with septa and non-homogenous content.
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Although, benign liver cysts are common, rare Echinococcal cysts
may also be revealed. The non-parasitic cysts localised in the liver
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