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Abstract: Hydatidosis is endemic in the Mediterranean region including Morrocco, the Middle and Far 

East,Australia, New Zealand, and South America—all areas where animal husbandry is common. Rupture into 

the abdominalcavity is a rare but serious complication of hydatid disease. The cysts may be ruptured after a 

trauma, or spontaneouslyas a result of increased intracystic pressure. Rupture of the hydatid cyst requires 

emergency surgical intervention. 

We report the observation of a 7 year old child child admitted for cutaneous rash, general abdominal pain with 

fever.the radiological assessment objectified a hydatid cyst of the liver and several intra peritoneal collection. 

Surgical exploration revealed a peritonitis due to a ruptured hydatid cyst of the liver. 

The cycst was completely removed combined with an appendectomy and peritoneal lavage. There were no 

postoperative complications. 
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I. Introduction 
Human hydatid disease usually occurs by infestation with Echinococcusgranulosus and less frequently 

with Echinococcusmultilocularis [1]. Although reported from several countries, the disease is endemic in the 

Mediterranean region, Far East, South America, and Middle East [2, 3]. In humans, 50% to 75% of hydatid 

cysts occur in the liver, 25% are found in the lungs, and 5% to 10% are distributed along the arterial system [4]. 

Complications of hepatic hydatid cysts are rupture and secondary bacterial infection [4-5]. Primary peritoneal 

hydatidosis is rare (2%), and the mechanism of this infection is unknown [3]. The cyst may be ruptured after a 

trauma, or spontaneously as a result of increased intracystic pressure. Superficially located cysts, large cysts, 

and viable cysts with high pressure are especially prone to rupture into body cavities such as the pleural space 

and peritoneal cavity, or they may drain into the biliary tract or the gastrointestinal system. The main diagnostic 

methods are ultrasonography (US) and computed tomography (CT). 

Presentation is usually dramatic with acute abdominal signs, such as guarding, rebound, and tenderness, are 

generally present. This complication should be included in the differential diagnosis of acute abdomen, 

especially in the endemic areas. In patients with peritoneal perforation, specific management has not been 

evaluated sufficiently, and no clear guidelines are available. The main treatment modalities for uncomplicated 

cases are also valid for complicated ones, such as peritoneal perforation. Rupture of a hydatid cyst requires 

emergency surgical intervention [6]. 

 

II. Observation  
A 7 year old child with negative past medical or surgical history, who presents with cutaneous rash, abdominal 

pain and fever enduring for a week. 

The clinical examination objectified a febrile child at 39°C with presence of a cutaneous rash of all his body, 

general abdominal tenderness. 

The preoperative biological assessment revealed white blood cells count at 18600/mm3 and CRP at 200mg/l. 

An abdominal ultrasound combined with an abdominal CT scan revealed a hydatid cyst of segments II and III of 

the liver measuring 51*62mm with a peritoneal fluid effusion, the probability of a combined complicated 

appendicitis was possible. 
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Figure 1: frontal cut of the abdominal CT showing the hepatic hydatid cyst 

 

After stabilizing the patient he was admitted for surgical exploration. 

A prolonged infra ombilical midline incision was made once the peritoneum was opened the peritoneal fluid 

was purulent. 

 

 
Figure 2: purulent peritoneal fluid 

 

Exploration revealed a large ruptured and infected cyst of the liver (segments II and III) with purulent intra 

peritoneal and an inflammatory laterocoecal appendix. 

 

 
Figure 3: per operative image showing infected ruptured hydatid cyst 
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We aspirated the peritoneal fluid and the contents of the cyst then injected hypertonic serum within the 

peritoneal cavity and the cyst. 

We extracted the prologerous membrane. An abondant peritoneal lavage was performed then we resected the 

dome of the cyst, there were no biliary fistulas, an appendectomy was also performed.no other localization of a 

hydatid cyst was found. 

 

 
Figure 4: image of the proligerous membrane 

 

There were no post-operative complications. 

 

III. Discussion  
Hydatidosis is encountered in its endemic state in the Maghreb countries, the pulmonary and hepatic localization 

are the most frequent. 

The peritoneal localization is rare being often secondary, the primitive one is exceptional all the more as it is the 

child [7–8]. 

It may be primary or secondary: the primary form being exceptional is either systemically or by migration of a 

hepatic hydatid cyst especially, having broken its adventitious and kept its membrane intact [9–9]. 

The fissure or rupture of a hepatic hydatid cyst, more exceptionally splenic, causes the secondary form [11], 

sometimes declared by a traumaeven minimal and often unknown. 

The rupture of the primitive cyst may spontaneously be caused by the weakening of its wall following its large 

volume, or it may also occurduring an effort by increasing intra-abdominal pressure [12,13] or post-traumatic 

stress. 

The clinical presentation of peritoneal hydatidosis is polymorphous and misleading. Abdominal pain can be 

diffuse, violent and unbearable  

[14]. If it is preceded by trauma, it may announce the rupture in the peritoneum. The localization of pain differs 

according to the location of the cyst. 

Peritoneal hydatidosis is most often manifested in a patient in good general condition [15]. It can also be 

compressive to the intestinal loops giving a sub-occlusion [16–17], or even portal hypertension. Urinary tract 

can be a circumstance of discovery. 

Biological exams are not specific. Serology allows a diagnosis of hydatidosis in 85% of cases [18]. Its negativity 

does not eliminate thediagnosis of hydatid damage. Its role is certain in postoperative surveillance in search of a 

possible recurrence [19]. 

Ultrasound is essential in the diagnosis of abdominal hydatid sites [20]. The classification of Gharbi and Hassine 

distinguishes 5 types, itsdiagnostic reliability varies from 90 to 100% [21, 22]. CT allows a better lesional and 

topographic, the role of MRI is to clarify the vascular relationship [23]. The treatment is essentially surgical [24, 

25] the exploration of the abdominal cavity must be complete without forgetting the cul-de-sac of Douglas, the 

retroperitoneum and the kidneys [26]. It must be careful to avoid peritoneal dissemination [27]. The mandatory 

precaution to be taken is the protection of the operating site by fields soaked with parasiticides before any 

maneuver on the cyst [28]. 

Albendazole is indicated in peritoneal seeding in inoperable cases and in addition to surgery. Therapeutic trials 

resulted in the disappearance of peritoneal cysts in 10% of cases [29]. Recurrences are very common in 

peritoneal hydatidosis (10–18%) [30,31]. 

Clinical, biological and radiological monitoring is required; therefore, radical treatment is the first choice 

whenever possible; in cases where the cyst is deep, infected or has difficult intercourse with organs or vessels, 

conservative methods are used with drainage. 
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IV. Conclusion : 
Rupture of hydatid cysts into the peritoneal cavity, although rare, still presents a challenge for the 

surgeon. 

This pathology should be included in the differentialdiagnosis of acute abdomen in endemic areas Emergency 

surgery is the main treatment for intraperitoneal ruptureof hydatid cysts, and medical treatment should be given 

postoperatively. The choice between a radical and a conservative operative procedure should be based on the 

number, size, and localization of cysts; the relation ofcysts to bile ducts and blood vessels; additional organ 

injuries; and the general condition of the patient. Inaddition, the morbidity rates of surgical operations are 

higher among patients with perforated hydatid cysts thanin those with noncomplicated cases. It is most 

importantto prevent hydatid infestation. 
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