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Primary Hydatid Cyst in the Rectovesical Pouch

Rektovezikal Posta Primer Kist Hidatik

Nezih KAVAK', Meltem OZDEMIR?, Ahmet SEK®, Tugba TASKIN TURKMENOGLU*, Rasime Pelin KAVAK®

ABSTRACT

Human hydatid disease is the parasitic zoonosis caused by tapeworm larvae
belonging to the Echinococcus species. While hydatid disease can affect
almost any part of the human body, the liver and lung are the two organs where
the disease is most frequently detected. Peritoneal involvement may develop
following a hepatic hydatid cyst surgery or as a result of spontaneous micro-
ruptures of the hepatic hydatid cyst into the peritoneal cavity. However, with
only a few reported cases, primary hydatid cyst in the rectovesical pouch is
extremely rare, even in endemic regions. In this study, a 37-year-old man was
admitted to the emergency department with frequency and nocturia
diagnosed as having a primary hydatid cystin the rectovesical pouch.
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OZET

insan kist hidatik hastaligi, Echinococcus tiiriine ait tenya larvalarinin sebep
oldugu parazitik bir zoonozdur. Kist hidatik insan viicudunun hemen her yerini
etkileyebilirken, karaciger ve akciger hastaligin en sik gorldigu iki organdir.
Hepatik kist hidatik cerrahisini takiben veya hepatik hidatik kistin periton
bosluguna spontan mikro ripturleri sonucu periton tutulumu gelisebilir.
Bununla birlikte, bildirilen sadece birka¢ vaka ile,endemik bélgelerde bile
rektovezikal posta primer kist hidatik oldukga nadirdir. Bu galismada acil
servise sik idrara ¢gikma ve nokturi sikayeti ile bagvuran ve rektovezikal posta
primer kist hidatik tanisi alan 37 yasinda erkek bir hasta sunulmaktadir.

Anahtar kelimeler: Kist hidatik, ekinokokus granilosus, rektovezikal pos
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INTRODUCTION

Human hydatid disease is the parasitic zoonosis caused by tapeworm larvae
belonging to the Echinococcus species. It is mostly acquired through contact
with dogs. The intermediate host of this parasite is sheep and the disease is
endemic in countries with large grazing areas such as the Mediterranean,
South America, Africa, Middle East, New Zealand and, Australia." The two
most common sites where the disease is seen are the liver (66.4-89.3%) and
the lungs (7.1-21.6%). It can also affect other areas like; kidney spleen, heart,
brain and, musculoskeletal system.”* In rare cases, peritoneal involvement
may develop following a hepatic hydatid cyst (HC) surgery or as a result of
spontaneous micro-ruptures of the hepatic HC into the peritoneal cavity.
However, primary involvement of the periton without any visceral HC is a rare
condition.® With only a few reported cases, primary HC in the rectovesical
pouch is exceptionally rare, even in endemic regions.”” Peritoneal HCs
present with symptoms and signs that vary according to their size and
localization within the peritoneal cavity.® Here, we present a 37-year-old man
admitted to the emergency department (ED) with frequency and nocturia
diagnosed as having a primary hydatid cyst in the rectovesical pouch.

CASE

A 37-year-old manis living in arural area admitted to the ED with complaints of
frequency, nocturia and, sensation of incomplete urination for the past few
months. He also complained of lower abdominal pain and constipation, which
had been exacerbated in the past few weeks. He had no fever, dysuria,
hematuria, history of surgery, or trauma. In his physical examination, he had a
slight lower-abdominal tenderness revealed. Routine laboratory test results
were unremarkable.

Pelvic ultrasonography (US) revealed a uniloculated cyst of 9 x 8.5 x 7.5 cm
(transverse x anteroposterior x craniocaudal) located in the retrovesical region.
Abdominopelvic computed tomography (CT) demonstrated that the cyst was
located in the rectovesical pouch and caused compression of both the bladder
and the rectum. Small vesicles at the anterosuperior aspect of the cyst had
been missed on the US and could clearly be identified only in the CT images
obtained following intravenous iodinated contrast material administration

Figure 1 a,b. Axial pre - (a) and post -contrast (b) computed tomography sections through pelvis showing

a large hydatid cyst anterior to the rectum. Loculations in the anterior aspect of the cyst is clearly visible

Figure 2 a,b. Coronal (a) and sagittal (b) post -contrast abdominopelvic computed tomography sections
show that the hydatid cyst fills the rectovesical pouch and compresses the bladder (arrows). There is no

evidence of infiltration in the adjacent stru  ctures of the cyst. Note that there is no additional cystic lesion

in the abdominopelvic cavity.

Figure 2a,b

Pelvic HC was suspected, and enzyme-linked immunosorbent assay (ELISA)
for hydatid disease confirmed the diagnosis. Then a thoracic CT was
performed, and it was normal. When clinical, laboratory and imaging findings
were evaluated, the patient was diagnosed with primary HC in the rectovesical
pouch. Percutaneous aspiration-injection-reaspiration (PAIR) treatment was
recommended to the patient, however the patient refused the treatment. After
five days of anthelmintic treatment with albendazole (400 mg twice a day) the
cyst was surgically removed. By histopathological examination of the surgical
specimen, lamellated cyst wall, numerous hooklets, and a few protoscolex
which are consistent with hydatid cyst were seen

W
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Figure 3 a,b. Photomicrographs show a. protoscoleces (PAP stain, x400 magnification) and b. numerous

hooklets and two degenerated  protoscolex (MGG stain, x200 magnificatio n), which are characteristic of

only in the post -contrast image (arrows).

Figure 1a,b

Contrast-enhanced CT demonstrated that the cyst was limited within the
pouch without infiltrating adjacent structures. No additional cystic lesion was
detected inthe abdomen

the hydatid cyst.

Figure3a,b

No surgical complications have occurred. A 6-month albendazole treatment
was planned with the follow-up of liver functions and the patient was
discharged. Informed consent was obtained from the patient.

DISCUSSION

The development mechanism of the primary rectovesical HC has not been
fully understood yet. There are three theories to explain how the HC affects
this region without evidence of visceral involvement. According to Dévé's
classical theory, rectovesical involvement develops as a result of seeding,
following a rupture of a visceral HC that heals and then disappears, leaving a
scar that cannot be detected by routine imaging methods. The second theory
is that it develops following a hematogeneous or lymphatic dissemination.
Third and more accepted theory than the other two, is that the larvae remain
within the rectal bulb during the gastrointestinal passage, and passing
through the hemorrhoidal vessels, they reach the rectovesical region. It has
been said that the cyst grows one centimeter per year, causing compression
of adjacent structures.” The disease is usually manifested by symptoms
developed as a result of compression of the bladder and/or rectum. Urinary
symptoms such as frequency, nocturia, incomplete urination sensation,
intermittent voiding flow, and urinary retention often dominate the clinical
picture. Previously reported cases of primary retrovesical HC, which are of
limited number, show that a lower-abdominal pain of varying intensity usually
accompanies the urinary symptoms.”*™ And in some cases, like in that of us,
constipation may also be added to the clinical Picture.’
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In cases where a pelvic pathology is suspected, the first imaging method
should be US.® HC can be seen as a unilocular cyst, a multiseptated cyst, a
cyst containing detached membranes, a multivesicular cyst, or a complex
cystic lesion with or without wall calcification(s), on US.*® In our case, a limited
number of small vesicles located in the anterosuperior aspect of the cyst was
missed on US examination. And the multivesicular appearance, a diagnostic
imaging pattern for HC, was only available in contrast-enhanced CT
examination. CT is reported to be more accurate than the US for identifying HC
in selected cases, such as the case we are presenting. In addition, CT is
accepted as the method of choice for evaluating calcified HCs."” Recently,
Unal et al. showed that transrectal US provides an excellent resolution in
rectovesical HC cases where the transabdominal US is inadequate and
suggested the use of this method in cases of pelvic HC.® Magnetic resonance
imaging, another imaging option, is an excellent method to evaluate the
internal structure and the extensions of the cyst, and also adjacent soft tissue
structures before surgery. ®

Differential diagnosis list of rectovesical HC in males is long, including seminal
vesicle cyst, mullerian duct cyst, ejaculatory duct cyst, prostatic cyst or
abscess, bladder diverticulum, ureterocele, cystic hamartoma, mesenteric
cyst, colonic lymphatic cyst, and intestinal duplication.” And in women, the
most common differentials of rectovesical HC are ovarian pathologies such as
carcinoma and cyst torsion. ® The gold standard treatment for the disease is
the excision of the cyst by traditional or laparoscopic surgery. There is another
treatment approach called as PAIR (puncture (P), aspiration (A), injection of
scolicidal agent (1), and reaspiration (R)), that can be used instead of these
treatments. PAIR is indicated for patients who are inoperable, refuse surgery,
relapse after surgery, and do not respond to antiparasitic therapy alone.”
However, PAIR can be applied at appropriate localization in Gharbi type I-lI
hydatid cysts.” In PAIR, which is a non-invasive method, the hospital stay is
shorter and less costly than surgery.” In the treatment of hydatid cyst; the
number of cysts, cyst location, Gharbi classification and patient-related
factors should be considered ™

Albendazole, is an antiparasitic drug with a broad spectrum of action. For
cystic echinococcosis recommended dose is 400 mg twice daily for 3-6
months with 14 days of a break.” Although this medicine has no major adverse
effects, asymptomatic increases in serum aminotransferase levels may be
noticed, which regress with discontinuation of treatment.” Preoperative use of
albendazole reduces the risk of intracystic pressure and anaphylactic
reaction, while its postoperative use reduces the risk of recurrence of hydatid
cystic disease.”* During surgery, HCs should be removed to maintain their
integrity to prevent infection from spreading to healthy tissue.""

Acknowledgement: None.

Informed consent: Informed consent for publication was obtained from the
patient.

Conflict of interest: The authors declare that they have no conflict of interest.
Funding: This research did not receive any specific grant from funding
agencies in the public, commercial, or not-for-profit sectors.

Author's Contributions:

N.K. and A.S.: Diagnosed and investigated the patient; N.K., A.S., MO, TTT,
R.P.K.: Prepared the manuscript and the images; N.K., M.O. and R.P.K.: Edited
and proofread the manuscript.

REFERENCES

1.)Pedrosa |, Saiz A, Arrazola J, et al. Hydatid disease: radiologic and
pathologic features and complications. Radiographics. 2000;20(3):795-817.
doi:10.1148/radiographics.20.3.g00ma06795.

2.)Mehta P, Prakash M, Khandelwal N. Radiological manifestations of hydatid
disease and its complications. Trop Parasitol. 2016;6(2):103-112.
doi:10.4103/2229-5070.190812.

3.)Keser SH, Selek A, Ece D, et al. Review of Hydatid Cyst with Focus on Cases
with Unusual Locations. Turk Patoloji Derg. 2017;33(1):30-36.
doi:10.5146/tjpath.2016.01369.

4.)Ozdemir M, Kavak RP, Kavak N, et al. Primary gluteal subcutaneous hydatid
cyst.IDCases. 2020;19:00719.doi:10.1016/j.idcr.2020.e00719.

5.)Ozdemir M, Kavak RP, Kavak N, et al. Primary hydatid cyst in the adductor
magnus muscle. BJR Case Rep. 2020;6(3):20200019.
doi:10.1259/bjrcr.20200019.

6.)Polat P, Kantarci M, Alper F, et al. Hydatid disease from head to toe.
Radiographics. 2003;23(2):475-537. d0i:10.1148/rg.232025704.

7.)Azzawi MH. Huge Isolated Retrovesical Hydatid Cyst Affecting a Little Girl.
Exp Tech Urol Nephrol. 2018; 2.2. doi:10.31031/ETUN.2018.02.000532.
8.)Unal E, Keles M, Yazgan S, et al. A rare retrovesical hydatid cyst and value of
transrectal ultrasonography in diagnosis: a case report and review of the
literature. Med Ultrason. 2017;19(1):111-113. doi:10.11152/mu-944.

9.)Alders N, Wojciechowski M. An Isolated Retrovesical Hydatid Cyst in a
Child: ARare Case Presentation. Arch Parasitol. 2017;1:103.

10.)Sarkar S, Sanyal P, Das MK, et al. Acute Urinary Retention due to Primary
Pelvic Hydatid Cyst: A Rare Case Report and Literature Review. J Clin Diagn
Res. 2016;10(4):PD06-PD8. doi:10.7860/JCDR/2016/17831.7550.
11.)Bhattacharjee PK, Halder SK, Chakraborty S, et al. Pelvic Hydatid Cyst: A
Rare Case Report. JMed Sci 2015; 35.3:122-124.

12.)Parray FQ, Wani SN, Bazaz S, et al. Primary pelvic hydatid cyst: a case
report. Case Rep Surg. 2011;2011:809387. doi:10.1155/2011/809387.
13.)Halefoglu AM, Yasar A. Huge retrovesical hydatid cyst with pelvic
localization as the primary site: a case report. Acta Radiol. 2007;48(8):918-
920.d0i:10.1080/02841850701422138.

14.)Brunetti E, Kern P, Vuitton DA; Writing Panel for the WHO-IWGE. Expert
consensus for the diagnosis and treatment of cystic and alveolar
echinococcosis in humans. Acta Trop. 2010;114(1):1-16.
doi:10.1016/j.actatropica.2009.11.001

15.)Cakir M, Balasar M, Kugulkkartallar T, et al. Management of Extra-
Hepatopulmonary Hydatid Cysts (157 cases). Turkiye Parazitol Derg.
2016;40(2):72-76.d0i:10.5152/tpd.2016.4529.

16.)Zalaquett E, Menias C, Garrido F, et al. Imaging of Hydatid Disease with a
Focus on Extrahepatic Involvement. Radiographics. 2017;37(3):901-923.
doi:10.1148/rg.2017160172.

17.)Chai JY, Jung BK, Hong SJ. Albendazole and Mebendazole as Anti-
Parasitic and Anti-Cancer Agents: an Update. Korean J Parasitol.
2021;59(3):189-225.d0i:10.3347kjp.2021.59.3.189

18.)Korkut S, Kurt NG, Oguztlrk H, Kayipmaz AE, Glingdrer B. Endoparaziter
ilaclar ve toksisite. Hitit Med J 2021;3(1): 30-34.

19.)Kumar N, Garg R, Namdeo R. Primary pelvic hydatid cyst: A rare case
presenting with obstructive uropathy. Int J Surg Case Rep. 2018;53:277-280.
doi:10.1016/j.ijscr.2018.09.044.

20.)0ztirk S, Unver M. Glner M, et al. Unusual locations of intraabdominal
hydatid cysts including gynecological organs; Clinical features and surgical
outcomes of double center experience. JSurgArts. 2018; 11(1): 17-21.
21.)Subramaniam B, Abrol N, Kumar R. Laparoscopic Palanivelu-hydatid-
system aided management of retrovesical hydatid cyst. Indian J Urol.
2013;29(1):59-60. doi:10.4103/0970-1591.109987.

242



	101: olgu-2
	102: olgu-2
	103: olgu-2

