Uterine Hydatid Cyst : An Extremely Rare Localization
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Abstract : Hydatid cyst is a parasitic disease caused by Echinococcus. Although
the first and most important site for this parasite is the liver, it can be seen in
pelvic organs as well. However, the primary involvement is very rare. We report a
case with a primary involvement of the uterus which was operated on and was
proven by microscopic studies. (Thai J Obstet Gynaecol 1993;5: 99-102.)
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Hydatid cyst (Echinococcosis)
is characterized by worldwide distri-
bution and the incidence among hu-
man beings is dependent on the inci-
dence in intermediate hosts including
sheep, pigs, and cattle. The most com-
mon unilocular hydatid cyst is caused
by Echinococcus granulosus while the
alveolar type is caused by Echino-
coccus multilocularis®. A new spe-
cies of Echinococcus, Echinococcus
vogeli, has been identified in South
America, and it may be responsible
for most human hydatid cysts in the
region®.

Patients with simple or uncom-
plicated multivesicular cyst are usually
asymptomatic. The cyst increases in

99

size at the rate of about 1 cm/year. It
is this gradually enlarging mass that
compresses adjacent host structures
leading to the signs of echinococcosis
in humans. Abdominal pain and ten-
derness are the most common com-
plaints. Jaundice and ascites are un-
common. If any secondary infection
be added, tenderness, hepatomegaly,
chills, and spiking temperatures will
occur. Urticaria and erythema offer
evidence of a generalized anaphylactic
reaction. Vomiting with passage of
hydatid membranes in the emesis
(hydatidemesia) and passage of mem-
branes in the stool (hydatidentria) may
also occur. Intrabiliary rupture repre-
sents the most common complication
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and occurs in 5 to 10% of cases. Sup-
puration, the second most common
complication, is caused by bacteria
from the biliary tract. The formation
of the purulent material results in the
death of the parasite and conversion
into a pyogenic abscess®?.

Hydatid cyst is suggested by
the presence of a symmetrical tumour
mass and it is detected by palpation,
routine roentgenograms of the abdo-
men or chest, radioactive scans, or
sonography. An enzyme immunoassay,
complement fixation, hemagglutina-
tion, latex agglutination, and bentonite
flocculation tests are available in di-
agnosis. Diagnostic aspiration of intact
cyst should not be performed because
of the danger of rupture and spillage
of cyst contents®?,

Surgical removal of an intact
cyst is the preferred form of therapy.
If this is impossible, marsupialization
and sterilization of the cyst contents
with 2% formalin, hypertonic solu-
tions, and 1% iodine may be effec-
tive®. The use of imidazoles as an
adjunct to surgery or in inoperable
cases of echinococcosis has been ad-
vocated®.

We report here a case of ute-
rine hydatid cyst which is an extre-
mely rare involvement.

Case Report

A 55-year-old woman, gravida
5, para 5, was referred with irregular
vaginal bleeding for 2 months. Previ-
ous medical history was unremarkable.
General examination showed no ab-

normality. On pelvic examination, the
mass (8 cm in diameter) was on the
right side of the uterus. It was not
possible to differentiate from the right
parametrium. The left parametrium
was free.

On ultrasonography, a large
septated and cystic mass (8x5 cm)
was identified on the left side of the
uterus (Fig.1). Ultrasonic examination
demonstrated no other pathology in
the abdomen.
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Fig. 1 Ultrasonic examination showing sep-
tated cyst.

Histological examination of the
specimens from endometrium and
cervix did not reveal any pathology.
The remainder of the physical, gynae-
cological, and laboratory analyses,
such as blood pressure, pulse, fasting
plasma glucose, electrolytes, renal and
liver function tests and chest X-ray
were normal.

Laparotomy revealed that the
right ovary was normal in size and
adhered to the subserous mass of the
uterus. Abdominal hysterectomy with
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bilateral salpingo-oophorectomy was
performed.

During macroscopic analysis
the uterus weighed 160 g and meas-
ured 12x6x4 cm. On the right side of
the uterus under the serosa and inside
the myometrium a yellow colored ir-
regular cystic cavity sized 6x4x3 cm
appeared (Fig. 2). In this cavity there
were a lot of chitinous layers of cysts,
and the distance had no relation with
the endometrial cavity. Macroscopic
analyses of cervix, endometrium, fallo-
pian tubes and ovaries revealed no
other pathology.

Fig. 2 Uterine specimen showing hydatid
cyst.

Histologic examination of the
cystic cavity showed a pericyst com-
posed of hyalinized connective tissues.
Inside the lumen there were pieces of
chitinous layers composed of baso-
phylic laminars and scolices were ob-
served in some sections (Fig.3). Be-
tween the myometrial cells mononu-
clear cells infiltration was seen (Fig.4).
Histologic analysis of endometrium
and ovaries showed no other pathol-

ogy.

After histological diagnosis we
performed indirect hemagglutination
test, and it was positive in 1/256
titration. During the operation the cyst
was perforated. Therefore, after defi-

Fig. 3 Basophylic laminars and scolices.
HE. X250.

Fig. 4 Mononuclear cell infiltration in the
myometrium. HE. X 32.

nite diagnosis postoperatively we
started albendazole therapy in doses of
10 mg/kg/day for 8 weeks for pro-
phylactic purpose.

The patient did well post-
operatively and was discharged on the
10th postoperative day. The patient
was asymptomatic for 3 months posto-
peratively.
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Discussion

Hydatid cyst is a parasitic dis-
ease caused by Taenia Echinococcus.
Approximatelly 70% of hydatid cysts
are located in the liver. The next im-
portant site for this parasite is the
lung. Splenic, renal, cerebral, ocular
and osseous hydatids have been de-
scribed®. Patiroglu et al® reported
hydatid cyst localizations of their 8
years experience. Of 190 hydatid cysts,
35 were located outside the liver and
lung. The location of those patients
were as follows: 7 omentum, mesen-
tary, and peritonium, 5 brain, 5 mus-
cle, 3 ligamentum latum, 3 spleen, 2
ovary, 2 thyroid, 2 bone, 2 subcuta-
neous tissue, 1 kidney, 1 the lumen of
arteria femoralis and 1 breast.

Secondary involvement of the
pelvic organs was seen. However,
primary involvement is very rare.
Hangval et al® reported an ovarian
hydatid cyst in 1979.

Primary uterine hydatid cyst is
an extremely rare condition. We found
only two reports in the literature:®.
Diagnosis of the hydatid cyst with
frequent localization is easy, but in
infrequent localization like ours, the
diagnosis is not easy.

We think that gynaecologists
should remember hydatid cysts when
they find septated cystic mass in the
pelvis. Also, we think that if a hy-

datid cyst is diagnosed as in our case
after an operation, one should start
albendazole postoperatively.
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