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Introduction:
Hydatid disease is a disease that has been known since antiquity and 
was described by Hippocrates with the particular term “Liver lled 
with water” followed by famous Arabian physician Al-rhazes who 
wrote on hydatid cyst of liver about 1000 years ago. The life cycle of 

1parasite was acknowledged by Dew et al.  Life cycle of the parasite 
was elucidated by Haubner in 1855 and it was conrmed as a Zoonosis 

2in 1862 by Krabbe and Finsen . 

Hydatid disease commonly known as Cystic Echinococcosis (CE) is a 
3parasitic infestation caused by atworm Echinococcus granulosus.   

The Echinococcus granulosus has been described the most frequent 
4cause of Hydatid cyst.   Three broad morphological forms of 

Echinococcus are recognised clinically: Cystic Echinococcosis caused 
by Echinococcus Granulosus, Alveolar Echinococcus caused by 
Echinococcus Multilocularis and Polycystic Echinococcus caused by 
Echinococcus Vogeli or Echinococcus Oligarthus. Until 2005, only 4 

thspecies were recognized but a 5  species Echinococcus Shiquicus has 
now been described in small mammals from Tibetan plateau, although 

5-10its zoonotic potential is unknown.  Hydatid disease is a major 
endemic health problem in sheep and cattle rearing areas mainly in 
Mediterranean countries particularly Greece, Middle East, Australia, 

11-12Portugal, Northern China ,South America and India.

Hydatid disease is characterized by cystic lesions occurring in 
different parts of body most commonly liver (60-70%), lungs (10-
15%).

Unusual sites of involvement include muscles (3-5%), bones (2-
13-16 5%),kidney (1-3%), spleen (1-2%), diaphragm (1%), ovary (0.2%).

The peritoneal cavity, thyroid, breast, gall bladder, omentum are rarely 
17involved.

No site in body is completely immune from it except for hair, nails and 
teeth. The growth of cyst in liver is variable ranging from 1mm to 5mm 

18in diameter/year.

Dogs, Jackals are the denitive hosts for Echinococcus Granulosus, 

sheep and goat are the intermediate hosts and human beings the 
19accidental  hosts.

The symptoms are mostly dependent on organ involved. Abdominal 
pain is the most common symptom in hepatic hydatidosis followed by 

20palpable mass and jaundice.  The liver cysts may be asymptomatic for 
years and occasionally spontaneous regression has been noted. More 
commonly the disease is slowly progressive and symptoms as well as 

21complications may arise.

Various investigations which help in diagnosing hydatid liver apart 
from biochemical investigations are ELISA and imaging techniques 
like Ultrasonography, CECT abdomen and pelvis. Differential 
leucocyte count for eosinophillia found to be adjunct not 

22conrmatory.
           

Treatment of hydatid disease consists of medical, radiological and 
23surgical.  The principal treatment of hydatid cysts is surgical. 

However pre and post-operative courses of albendazole and 
praziquentel should be given in order to sterilize the cyst, decrease 

24 chance of anaphylaxis and to reduce the risk of recurrence.

 Surgery remains the gold standard treatment for hydatid disease. The
aim of the surgical intervention is to inactivate the parasite, evacuate 

 the cystalong with resection of the germinal layer, to prevent peritoneal 
 25-26 spillage ofscolices and to obliterate the residual cavity. 

Several surgical techniques have been proposed for hydatid disease 
27 like conservative, radical surgeries. Surgery is the most effective 

treatment applicable. It removes the parasite, it manages the 
28   cystobiliary communication and the cystic cavity. Radical 

procedures are open cystectomy, near total open cystectomy, 
subadventitial cystectomy, non anatomic liver resection, anatomic 
liver resection, completion cystectopericystectomy and total 

29cystopericystectomy.  

The rationale for conservative surgery is that (a) It can be performed by 
general surgeons (b) Liver parenchyma is not entered and there is no 
threat to hepatic vasculature and bile ducts (c) A specialised team for 
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hepatobiliary surgery is not necessary (d) If performed correctly the 
mortality, morbidity and recurrence rate are acceptable (E) It is tissue 

27sparing.  Minimally invasive procedures such as PAIR and 
laparoscopic surgery have been included in our armamentarium 

30against the disease.  Though the open technique is still rst line of 
treatment. The choice of surgical therapy depends on patients general 
condition, the number and localization of cysts and the surgeons 

31-33expertise.

AIMS AND OBJECTIVES
1. Evaluation of  management options of residual cystic cavity in 
hydatid liver.
2. To determine the treatment outcome.

MATERIAL AND METHODS
Our study was a prospective observational study conducted in 
Postgraduate Department of General Surgery (SMHS Hospital), 
Government Medical College, Srinagar, J&K for a period of 2 years. 
This study included 28 patients after fullment of inclusion and 
exclusion criteria. Ethical clearance was obtained from Institutional 
Ethical Committee, Government Medical College & Associated 
Hospitals, Srinagar.

Inclusion criteria:
All diagnosed cases of Liver hydatid disease involving adult age group 
requiring surgery.

Exclusion criteria:
1. All non-parasitic cysts including simple cysts.
2. Extra abdominal hydatid discase.
3. Malignant hydatid disease (Alveolar Echinococcosis).
4. Recurrent hydatidosis.

METHODS OF DATA COLLECTION:
This study was conducted after approval from hospital ethical review 
committee. The patients were enrolled in the Department of General 
Surgery (SMHS Hospital), Government Medical College Srinagar. All 
patients >18 years of age were assessed by detailed history taking and 
thorough clinical examination.

Apart from base line investigations like CBC, KFT with serum 
electrolytes, blood sugar, LFT, Coagulogram, Urine routine, hydatid 
serology and chest roentogram, patients were subjected to further 
investigations like Ultrasound abdomen , CECT abdomen and pelvis 
and MRCP in indicated cases to conrm the diagnosis.
    
Once the diagnosis was conrmed, Patients were counseled for further 
management and treatment options available in our Hospital were 
discussed with the patient and the close attendant (relative). The 
patients were managed by surgical techniques as per recent guidelines.
     
The Patients were followed up for 6 months during the period of study. 
First follow up was after 1 week of discharge, next follow up was after 
2 weeks of discharge then after 1 month followed by 6 months after 
discharge. All detailed data was entered on a pre-designed proforma 
and was analyzed.

Statistical Methods:
The recorded data was compiled and entered in a spread sheet 
(Microsoft Excel) and then exported to data editor of SPSS Version 
20.0 (SPSS Inc, Chicago, Illinois, USA). Continuous variables were 
expressed as Mean±SD and categorical variables were summarized as 
frequencies and percentages. Graphically the data was presented by 
bar and pie diagrams.

RESULTS:
In our study right lobe of liver is most commonly involved in 20 cases 
(71.4%) followed by left lobe in 6 cases (21.4%) and both lobes in 2 
cases (7.1%).

Table 1: Location of hydatid cyst in liver

External tube drainage for management of residual cavity was done in 
16 cases (57.1%)  followed by omentopexy in 9 cases (32.1%) and 
capitonnage in 3 cases (10.7%)  as shown in Table and Graph 2.

Table 2: Residual cyst management among study patients

Majority of complications in our study occurred in external tube 
drainage group . Wound infection was seen in 4 cases (25%) followed 
by infection of residual cavity in 3 cases (18.8%)  and recurrence in 1 
case (6.3%) . Recurrence occurred in 1 case of omentopexy (11.1%). 
Wound infection occurred in one case of capitonnage (33.3%)

Table 3: Postoperative complications according to residual cyst 
management

Mean duration of hospital stay was 5.1±2.79(3-12 days) with 
prolonged hospital stay in patients being managed by external tube 
drainage. In 19 cases (63.3%) duration of stay was 3-5 days , duration 
was 5-8 days in (23.3 %), duration was more than 8 days in (13.3%) 
cases.

Table 4: Postoperative hospital stay (Days) among study patients
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Lobe involved Number Percentage
Right lobe 20 71.4
Left lobe 6 21.4
Both lobes 2 7.1
Total 28 100

Residual cyst 
management Number Percentage

External tube 
drainage 16 57.1
Omentopexy 9 32.1
Capitonnage 3 10.7
Total 28 100

Postoperative 
complications

External tube 
drainage

Omentopexy Capitonnage

No. %age No. %age No. %age
Wound 
infection 4 25.0 - - 1 33.3
Infection of 
residual cavity

3 18.8 - - - -

Prolonged 
drainage

1 6.3 - - - -

Cysto biliary 
communication

1 6.3 - - - -

Recurrence 1 6.3 1 11.1 - -



Table 5: Postoperative complications according to residual cyst 
management

Discussion:
Our  study showed right lobe harboured cyst in 20 cases (71.4%) 
followed by left lobe 6 cases (21.4%) and both lobes in 2 cases (7.1 %) . 

34This was comparable to study by RVS Yadav et al(1989)  65% cyst 
35were in right lobe and 18% left lobe. Ahmet A et al(1999)  study 

revealed 78% were in right lobe and 13% left lobe. Thus our study is 
comparable to others and comes to conclusion that right lobe is 
involved commonly.

All patients in our study were treated surgically. Laparoscopic hydatid 
cystectomy for hydatid liver was done in 10 cases (33.3%) and in 17 
cases (56.7%) cases open hydatid cystectomy was done. Open hydatid 
cystectomy with left lateral segmentectomy was done in 1 case (3.3%) 
. In my study i encountered 1 case of hydatid spleen and 1 case of renal 
hydatid. Splenectomy was done in 1 case (3.3%) and nephrectomy in 1 
case (3.3%). 

Our study had 28 cases of hydatid liver in which residual cavity was 
managed by external tube drainage in 16 cases (57.1%),  9 cases 
(32.1%)  omentopexy was done and capitonnage in 3 cases (10.7%) .  

36Study by Ahmet (1999) et al  shows 40% underwent external drainage 
and 13.2% underwent omentopexy.  On comparison we found that 
management of residual cavity with external tube drainage was 
common procedure adopted to deal with pathology.

In our study group 1 (External tube drainage) wound infection was 
37seen in 4 cases (25%) which was comparable to Xynos (1991) et al  

study where wound infection was seen in 12.2% cases. Infection of 
residual cavity was seen in 3 cases (18.8%) compared to Sozen et al 

38(2011)  (12.5%). Prolonged drainage, CBC, recurrence was seen in 1 
36 case each (6.3%) . Our study was comparable to Ahmet et al (1999)

where CBC was seen in 8.2% and recurrence in 5.9% cases. Wound 
infection was higher in group 1. Tubes may introduce infection from 
external environment into body. Wound infection in our study was 
treated by daily dressings and antibiotics after culture sensitivity. In 
our study patients with infection of residual cavity had prolonged 
drainage of pus from tube. 

Our study group 2 (Omentopexy) had recurrence in 1 case (11.1%) 
36which was comparable to Ahmet et al  (1999) in which recurrence was 

seen in 6% cases. Wound infection, CBC was absent in this group. It is 
due to excellent absorption and sealing property of omentum 
decreasing chances of post operative biliary leak. Omentum helps in 
healing of raw surfaces, resorption of serosal uid and attracting 
macrophages to septic foci.

Our study group 3 (Capitonnage) had wound infection in 33.3% cases 
37comparable to xynos et al  where wound infection was seen in 20% 

cases.

In our study complications were more frequent in external tube 
drainage group (P<0.05) as compared to omentopexy (P>0.05). Our 

36study was comparable to Ahmet A et al (1999)  where signicant 
complications occurred in external tube drainage group (P<0.05).

Mean duration of hospital stay in our study was 5.1+Mean duration of 
hospital stay in our study was 5.1±2.79 (3-12 days). Absence of 
additional tube drain helped in early ambulation and early discharge of 
omentopexy group patients. Hospital stay was prolonged in patients 
being treated by external tube drainage in comparison to Ahmet et al 

36(1999)

Conclusion:
The most common organ involved in hydatid disease is Liver. Right 
lobe is most commonly involved. Abdominal pain is the most common 
presenting complaint. Surgery is the gold standard for management of 
hydatid disease. Residual hepatic hydatid cyst was managed by 
external tube drainage, omentopexy, capitonnage. Most of the 
complications were encountered with external tube drainage group. 
Wound infection and infection of residual cavity were the main 
complications. Hospital stay was prolonged for patients who 
underwent external tube drainage.
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Postoperative 
hospital stay (Days) Number Percentage

3-5 Days 19 63.3
5-8 Days 7 23.3
> 8 Days 2 6.66
Total 28 100
Mean±SD (Range)=5.1±2.79 (3-12 Days)

Postoperative 
complications

External tube 
drainage

Omentopexy Capitonnage

No. %age No. %age No. %age
Wound infection 4 25.0 - - 1 33.3
Infection of 
residual cavity

3 18.8 - - - -

Prolonged 
drainage

1 6.3 - - - -

Cysto biliary 
communication

1 6.3 - - - -

Recurrence 1 6.3 1 11.1 - -
Overall 10 62.5 1 11.1 1 33.3
P-value External tube 

drainage vs 
Omentopexy

Omentopexy vs 
Capitonnage

Capitonnage 
vs External 
tube drainage

0.013* 0.455 0.043*
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