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Case report

Hydatid cyst of the liver communicating with

the left colon
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Abstract. Rupture and secondary infection are common complications of hydatid cyst in the liver.
Ultrasound and CT findings are reported in a case of hydatid cyst which has ruptured directly
into the left colon. Rupture of hydatid cyst into a hollow viscus is extremely rare. CT demonstrated
partial drainage of the cyst contents with the creation of an air—fluid level.

Case report

A 59-year-old woman complained of a dull
continuous abdominal pain and dyspepsia for
about 10 months before being admitted to hospital
for increasing symptoms and fever (38.5°C). A
palpable mass was found in the left upper quadrant.
Liver function tests were normal. Haematological
analysis showed a marked eosinophilia (20%). An
ultrasound (US) examination showed a large oval
mass with a well defined wall and a complex echo
pattern. Hyperechoic tracts into the wall with
acoustic shadowing were noted. US was not able
to define the precise extension and origin of the
mass although it was firmly connected with the
left lobe of the liver. A CT scan (Figure 1) con-
firmed the cystic nature of the mass, and showed
that it extended from the left hemidiaphragm to
the level of the sacro-iliac joint. The mass orig-
inated from the liver, displacing the stomach pos-
teriorly and was situated between the left transverse
and descending segments of colon without inter-
posed fat planes. Its wall was partially calcified
and the mass had a mixed density content, pre-
dominantly liquid with multiple gas bubbles. An
air—fluid level was also appreciable in its upper
part. The mass was diagnosed as a hydatid cyst of
the liver with contained rupture. The patient
decided to postpone treatment due to a temporary
improvement of symptoms. The patient was re-
admitted 11 days later with sudden deterioration
and an anaphylactic reaction (asthma, urticaria
and collapse). A second CT scan (Figure 2) showed
a reduction in size of the mass with increased gas
content, indicating a partial drainage of the cyst
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content. No ascites, or biliary tract dilatation were
found. Immediate surgery was performed and
showed a hydatid cyst originating from the left
lobe of the liver communicating with the left colon
through a small fistula (2.5 mm diameter), not
demonstrated on the CT scan.

Cyst drainage, partial cystectomy and suture of
the colonic fistula were performed. Histology con-
firmed the diagnosis of an hydatid cyst which had
ruptured into the left colon. High-dose albendazole
therapy was given for 6 months.

Discussion

The diagnosis of hydatid disease may be delayed
because of an absence of symptoms. Even when
the cyst reaches a considerable size it may produce
only non-specific signs due to organ compression,
such as abdominal discomfort and dyspepsia. The
diagnosis is thus often an incidental finding on
clinical or radiological examination carried out for
other reasons; or is related to complications that
may cause a dramatic presentation. Rupture and
secondary infection are common complications.
Rupture frequently occurs into the biliary tree
(communicating rupture) or peritoneal cavity
(direct rupture) [1]. Direct rupture into hollow
viscus is very uncommon [2-5]. The natural evol-
ution of hydatid cyst leads to rupture in 50-90%
of cases and may cause an allergic reaction [ 6, 77,
sometimes with a fatal outcome. The radiological
diagnosis is difficult without concomitant clinical
signs of direct rupture although it can be based on
the hepatic origin of the cyst, calcification and ring
enhancement sign of the wall [ 8] as demonstrated
by CT. In the present case, partial drainage of the
cyst and contiguity with the colon supports the
diagnosis of direct rupture into the colon. It is also
possible that direct rupture into the left colon
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Case report: Hydatid cyst opening into the left colon

Figure 1. (a) CT scan demonstrates a large oval mass with a partially calcified wall and a fluid content, multiple gas
bubbles and an air—fluid level in its upper part. The relationships with transverse colon (tc) and descending colon (dc)
are displayed. The stomach (s) and duodenum (d) are posteriorly displaced. (b) CT scan after iv iodinated contrast

media; the cyst wall is more evident.

Figure 2. CT examination performed 11 days later shows
a reduction of the cyst size with an increased air—
fluid level.

occurred on two occasions. This is supported by
the fact that only partial drainage of the cyst was
observed and may be due to the narrow diameter
of the fistula that could have been obstructed by
hydatid material. The most common site for direct
rupture, the peritoneal cavity, was excluded
because of the absence of peritoneal hydatid mater-
ial or fluid [6].

The differential diagnosis may include a gastro-
intestinal duplication cyst, an abdominal abscess
or a mesenteric cyst; although calcification is not
a feature of these conditions. Anaphylactic reaction
and eosinophilia should suggest a diagnosis of
hydatid disease in the evidence of abdominal mass
if other allergic conditions have been excluded. On
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the other hand, hydatidorrhoea whenever noted is
certainly a specific sign of rupture and intestine
communication [2].
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