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Background:Hydatid disease, or Echinoccosis, is a zoonosis that occurs primarily in sheep-razing
areas of the world. It is common in IRAQ & most countries of the Middle East .Aim of the
study: Acombined retrospective & prospective study of (22) patients with hepatic hydatid cyststhat
treated with radical surgery are studied in all aspects. The outcome was compared with the national
and international studies. Patients &methods: This study was based on data collected from patients,
admitted and treated surgically for hepatic hydatid cyst, atgastrointestinal &Hepatology Teaching
Hospital in Baghdad& studied retrospectively&prospectively for the period from (Jan.2011-
Jan.2015). Patients were evaluated by history, clinical examination, investigations (CBP, Liver
function tests,bleeding profile, abdominal ultrasound ,Chest X ray& CT scan) done for all cases.
MRI, MRCP, ERCP, were done for some patients when indicated. Results:There were 14 females
and 8 males. The mean age of the patients was (34.5y). Two(9.1%) patients were asymptomatic,
While 20(91%) were symptomatic. Upper abdominal pain was the most common presenting
symptomin 59% of patients. Most of the cysts were in segment 2&3 (60.5%).Most of patients had
one cyst(45.5%). The cysts measuring between (5-10cm) in diameter were the commonest &
presents (71.1%) patients. Most cysts (39.5%) wereCE3, followed by CE4 (31.6%). Jaundice as a
presenting feature occur in 6(27.3%)patients, with ERCP done in 5 (22.7%) of cases. The liver was
the only involved organ in 81.8% of cases. The treatment was by radical surgery alone or with
addition of medical treatment. totalpericystectomy used in (45.5%) patients. Left lateral
sectionectomy in 6(27.3%) patients, two of these cases associated with splenic hydatid cysts, one
treated with Splenectomy& other treated with total pericystectomy of the splenic hydatid cysts.Left
hepatectomydone in 4 (18.2%)& Right hepatectomy in two (9.1%) patients The common
postoperative complications were: chest infection (18.2%), sub hepatic collection (13.6%), & bile
leak (13.6%). There was one mortality in this study due to pulmonary embolism, with no recurrence
in the six month postoperative fallow up.

Conclusions:

-Most patients are young, presented withabdominal pain. Liver is the commonest involved organ.
Segment 2&3 are the most commonly involved segments.Preoperative ERCP done for jaundiced
patientsin 22.7% of cases.Recurrent presentation occurs in 27.3%. Totalpericystectomy, Left lateral
sectionectomy, Left hepatectomywere the commonest procedures used with low morbidity and can
be recommended in the management of hepatic hydatid cysts..

- Radical surgery for liver hydatid cyst can be done safely in specialist centers & by well trained
surgeons,with accepted morbidity & mortality & low recurrence rate.

Introduction:

37

Hydatid disease is one of the oldest diseases known
to man, the word Hydatid is Latin in origin
(hyadatis) meaning a drop of water 'Leuchart
(1867) was the first to give a complete & accurate
account of the life cycle & morphology of parasite
* In recent years laparoscopic surgical techniques to
treat hydatid disease of the liver have been gradually
introduced’ Hydatid disease is a zoonotic infection
that has a world-wide distribution’. It is endemic in
many cattle raising regions of the Mediterrancan and
Middle East countries (including IRAQ), Far East,

South America, Australia & certain areas of North
America ** Germinative layer of the cyst advances
toward the external layer (adventitia), which leads to
some daughter cyst formation outside the cyst inner
cavity known as exogenous daughter cyst (EDC)™*’.
The EDCs if not treated are one of the discase
recurrence causes which might not be visible if the
external layer would not been removed

entirely.(Fig.1,2.3.4)".
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Fig. 1. A large hydatid cyst in the right lobe of the liver with multiple daughter
cysts (0.5~1.5 cm in size) arranged in the periphery under the maternal cyst
wall. Anteriorly one of these is located exterior to the maternal cyst wall (ar-
row), No difference in appearance exists between the extracapsular and ¢ndog:
enous daughter eysts. Both have much lower densities than the fluid content of
the maternal cyst,

Two extracapsular cysts measuring 1.5 and 0.8 cm in contact with the antero-
medial wall of the maternal ¢yst (urrows), The endogenous and extracapsular
} daughter cysts have the same appearance.

i Fig. 2. A hydatid cyst with multiple endogenous daughter cysts in the liver,

Fig. 3. A very large hydatid cyst in the night lobe of the liver, Two (extracapsu:
Jar) cysts are seen, 2-3 ¢m in size (arrows),

" Fig. 4. A very large hydatid cyst in the liver with an endogenous daughter cyst
’ (white arrowhead) and an extracapsular cyst (black arrow) in contact with the
anterior wall of the maternal hydatid cyst,

Classifications of hydatid disease:

I.  Thereisanother classification (GHARBI):
‘Which describe the pathognomonic characteristics and ultrasonographicsigns of hydatid liver disease

II.  World Health Organization Classifications of Hydatid Cysts (2003)."
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World Health Organization Classfications of Hydatid Cysts

(pstType  Status  Ultrasound Features Remarks

a Actve Signs o pathognomonic,uniocular,no st wall Usually ealy stage, not el iferental iagnasis necessary
(E1 Actve Cystwal hydarid sand Uscally ferle

(£ Actve Mulevesiular, cys wall, rsettefe Usuallyfertle

(83 Transtionel  Detached aminated membrane,water-fy sign,ess ~~ Stating o degenerae, may produce daughter s
round, decreased ntraystc ressure

(4 Inactie~~ Hetrogeneous hypoechogenic orhyperechogeni Uscal noing protoscoies iferenaldagnosi
egenerative contents, no daugher s necessary

(S Inactve ~ Thick calofied wal, calcification partalto complete; Ul nolvingprotoscolces
not pathognomonc, but ighly suggestive of iagnosis

TN(R)C (topography, nature, recurrent, complication) classification.”

My — cyut with daughles CySts and'or Ca = uncomplicated cyst €y~ biliary-cyst communication Cy = direct rupture of the cyst
manmis

Complications:

eCompression

*Cyst Infection

eRupture into the Biliary Tract

eRupture into the Bronchial Tree

eRupture into Other Cavities or Organs: including stomach, duodenum, pericardiumé& large vessels,including
the inferior vena cava, have also been described. "
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Treatment:

1. Medical treatment with (BENZIMEDAZOLE
COMPOUNDS): It is used alone or combined with
Surgical treatment. When cyst can't be removed, it's
avalid alternative treatment to surgery.

* Albendazole:

* Praziqauntel:

1.Percutaneous Treatment:

Three different techniquesThe first is the PAIR
technique described by Ben Amor and associates
(1986). PAIR is an acronym for puncture, aspiration
of cyst content, injection of protoscolicidal solution,
and  easpiration of the fluid.

3. Surgical Treatment:

I.Conservativesurgery

:1.Endocystectomy&

2.Partial pericystectomy [with, or without
obliteration of the residual cavity]."

II. Radical Surgery:

1. Total cystopericystectomyAlso called radical
cystectomy, capsulectomy, total pericystectomy, and
cystopericystectomy, pericystectomy involves
complete removal of the hydatid cyst. By creating a
surgical plane just outside the pericyst layer without
opening the cyst, the parasite and the adventitial
layer are excised en bloc .No clear anatomic plane
exists, although the surgical approach of this plane
does not differ from a classic liver parenchymal
transection. The Cavitron ultrasonic aspirator is used
to isolate the vessels and biliary ducts that are
deviated and compressed by the cyst, and the
parenchymal transection allows the suture of these
vesse Is and bile ducts within the liver parenchyma.
The aspirator should be used away from the pericyst
to avoid fracture of the cyst, which can be
responsible for spillage of the cyst contents.
Pericystectomy must be avoided fora cyst impinging
on the major hepatic veins, inferior vena cava, or the
liver hilum. On occasion, circumstances dictate a
modified approach, and the surgeon may need to use
a hybrid technique that uses both cystectomy with
evacuation of hydatid contents and partial
pericystectomy to resect peripheral liver
parenchyma.”

2. Liver resection

a. Anatomical resection.

b. Non- anatomical resection .The indications for a
formal hepatic resection for liver hydatid cysts are
infrequent. Hepatic resection is the only surgical
therapy for E. multilocularis, but it is inappropriately
radical for E. granulosus . Other rare indications for
liver resection are when the remaining parenchyma
of a liver lobe is atrophic as a result of biliary
obstruction, or when alarge bile leak that cannot be
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safely managed with a Roux loop is present.
Resection should be reserved for peripherally placed
cysts, usually in the left lateral segment; for
pedunculated lesions; or for extrahepaticintra
abdominal cysts. Resection of small, pedunculated,
and peripherally placed cysts is simple and safe, but
in the majority of cases, cystectomy involves a major
liver resection with its attendant increase in
operative risk. Correct judgement is crucial because
the operation may be complex as a result of distorted
anatomy.Radical surgery should not be standard
procedure in the management of E.granulosus. In
addition, a standard hepatic resection should not be
done in patients with large cysts that occupy the
greater portion of the right lobe because the medial
wall of such a cyst often involves the inferior vena
cava and displaces the hepatic veins. Attempts to
dissect outside the cyst are hazardous and
unnecessary. Surgery for hydatid disease is done
predominantly by general surgeons, frequently with
limited resources. Surgeons who do not have
extensive training and experience in liver resections
should not be tempted to resect for hydatid disease.
Meticulous and careful conservative surgery for this
benign disease gives good results, and unnecessary
operative mortality will certainly outweigh the
merits of totally removing the cyst."”

III. Laparoscopic:

Although the laparoscopic approach to this disease
offers some advantages, laparoscopic hydatid
surgery has not gained a wide acceptance.
Disadvantages of the laparoscopic approach are the
limited area for manipulation, intricacy in
controlling spillage during puncture, and difficulty
in aspirating the thick, degenerated cyst contents. No
prospective randomized clinical trials have
compared laparoscopic treatment with conventional
open treatment, and no reliable data are available on
recurrence rates after laparoscopic treatment.
Patients & Methods:

Twenty two cases of hepatic hydatid disease (38
cysts) out of (174) patients with liver hydatid, were
treated by radical surgery & studied retrospectively
& prospectively at gastrointestinal &Hepatology
Teaching Hospital in Baghdadfor the period from
(Jan.2011-Jan.2015).Cases collected were received
as referral from other hospital surgical clinics &
private clinics.Data were collected from patients &
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medical records, a special formula sheet was filled
for each patient which includes demographic
information (age, gender, occupation, residence), as
well as medical history, physical examination,
investigations, operative management & early
postoperative care. Surgical findings include
information about site, size, nature & number of
cysts in the involved organ. Surgical procedures, the
recurrent cases, concomitant extra-hepatic
infestation, morbidity & mortality were studied. All
patients were evaluated by history interpretation
regarding their occupation, residency (urban or
rural), main complaint to seek medical advice, other
related symptoms and past history of same problem.
Patients were examined for their general condition
and abdominally for a palpable mass. Proper
examination of the abdomen & other organs was
done to detect other affected organs and to decide
patient's fitness for surgery. The study includes only
patients who had radical surgery for their pathology.
All patients were investigated by the following:
Complete blood picture & ESR, Liver function tests,
bleeding profile. Blood urea, serum creatinine, blood
sugar and ECG,abdominal ultrasound, chest x- ray &
CT scan were done for all patients. Plain X ray of the
abdomen, MRI, MRCP, ERCP and pulmonary
function tests were done for patients as indicated.
All patients were admitted to the surgical ward &
treated surgically. Medical treatment with
antihelmenthic drugs (Albendazole) in the
perioperative period was given according to the
general guidelines. Under general anesthesia,
patients were explored through a suitable incision.
Information about surgical procedure was
documented. All patients were followed post-
operatively until their discharge & for six months
later. During their stay, post-operative complications
were collected.

Surgical technique:

The types of hepatic resection depend on the size and
location of the hydatid cyst of the liver. The abdomen
was opened by midline or bilateral subcostal incision
with or without midline extension. After routine
abdominal exploration, the liver was mobilized and
pieces of packs soaked in 10% povidone iodine were
introduced into the abdominal cavity and placed
around the cyst to prevent the spread and leakage of
the hydatid fluid.Intraoperative assessment was
done to detect the exact site of the cyst or cysts in the
liver, and its relation with hepatic vasculature (portal
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veins, hepatic arteries, and hepatic veins). The liver
resection started by dissection of the hilum of the
liver and isolation of the right portal triad or left
portal triad depending on the site of the liver
resection (right or left respectively). In right
hepatectomy, the right side hepatic ligament was
dissected and the right hepatic vein was isolated and
encircled by tape, left side hepatic ligament
dissected and middle and left hepatic veins also
encircled in the left hepatectomy. Parenchymal
dissection was achieved in our cases by
electrocutery, crush clump technique & occasionally
by Harmonic Scalpel.Cavitron Ultrasonic Surgical
Aspirator (CUSA) not used in these cases. After
complete resection the hemostasis was achieved and
any minute bile ductules were ligated. Cyst
enucleationor adventitia resection done in cases of
total pericystectomy.

Results:

Clinical presentation:
two patients (9.1%) were asymptomatic, & were
incidentally discovered to have hepatic hydatid
disease, while 20(90.9 %) presented with symptoms.
All managed as elective cases.

The main presenting clinical features:The most
common presenting symptom was abdominal pain in
13(59.1%) of patients. It was mild intermittent or
described as heaviness. Jaundice as a presenting
feature was the 2™

in order & occur in 6(27.3%) with major biliary
communications &intrabiliary rupture .followed by
abdominal mass in one patient (4.5%), with two
patients were asymptomatic.

ERCP& biliary communications:Jaundice as a
presenting feature was the 2™ in order & occur in
6(27.3%) with major biliary communications
&intrabiliary rupture occur in five of them & they
treated preoperatively by endoscopic retrograde
cholangiopancreatography (ERCP) & endoscopic
sphencterotomy (EST). two of jaundiced cases were
severe & presented with cholangitis. One of the cases
was mild & treated conservatively.

The distribution of hydatid cystsin liver:

From the total of 38 cysts located in the liver, most
cysts (23 cysts, 60.5%) were located in segment 1T &
I, followed by segment IV (6 cysts, 15.8%),
followed by segment VI (4 cysts, 10.5%). three cysts
(7.9%) in segment V , one cyst (2.6%) in segment VII
& one cyst (2.6%) in segment VIII. The total right
lobe cysts were 9(23.6%) & the total left liver cysts
were 29 (76.3%).

The number of cystsin each patient :

Most of patients had single cyst in 10 (45.5%)



Another 9(40.9%) patients had two cysts, while three
cysts were present in two (9.1%) patients. One
(4.5%) patient had only four cysts.

The relation between number of the patients &
size of cysts : The cysts measuring between (5-10cm)
in diameter were the commonest & presents in
27(71.1%) patients, followed by cysts of less than
Secm in diameter which presents in 7(18.4%)
patients. Cysts more than 10cm in diameter presents
in4(10.5%) patients.

The classification of the cysts according to WHO:
From the total of 38 cysts located in the liver, most
cysts (15 cysts, 39.5%) wereCE3, fallowed by CE4
(12 cysts, 31.6%), then CE2 (7 cysts, 18.4%), CE1(2
cysts, 5.3%), &CES (2 cysts, 5.3%).

The distribution of cysts; hepatic & extra hepatic:
the liver was the single organ involved in 18(81.8%)
patients. Both liver & spleen were involved in two
(9.1%) patients, liver &omentum were involved in
one (4.5%) patients, Both liver & right kidney were
involved in one (4.5%) patients.

Medical treatment (antihelmenthics):

used in our study in 17(77.3%) patients in the
postoperative period only, while in 5(22.7%)
patients was used in both pre & postoperative
periods. In our study, 16 (72.7%) of casespresented
for the first time, while 6(27.3%) of patients presents
as recurrent cases.

The radical surgical procedures :

The radical procedures used for dealing with the
hydatid cysts, were total pericystectomy which was
used in 10(45.5%) patients. Left lateral
sectionectomy in 6(27.3%) patients, two of these
cases associated with splenic hydatid cysts, one
treated with Splenectomy& other treated with total
pericystectomy of the splenic hydatid cysts. Left
hepatectomy done in 4(18.2%), & Right
hepatectomy in two (9.1%) patients. the affected
segments of the liver were atrophied in all cases that
treated by liver resections.

Blood loss&duration of surgery:

The duration of surgery ranging from 90-240 minute
(165+75min.)& the blood loss ranging from 100-
2000 milliliter (1050£950ml.)

Early postoperative complications:

In early post-operative period, the most common
complication was chest infection in 4 patients
(18.2%), followed by sub hepatic collection which
occur in 3 patients (13.6%) & require drainage under
US guide.
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followed by bile leak in 3 patients (13.6%) which
treated conservatively, followed by seroma& wound
infection which occur in 2 (9.1%) & one (4.5%)
respectively, death occur in one (4.5%) patient in the
fifth post-operative day due to pulmonary embolism.
Hospitals stay time& drainage duration:

The hospital stay time ranging from 3-6 days
(4.5+1.5 D), & the drainage duration ranging from 2-
8 days (5+£3 D).

Discussion:

In spite of the efforts to control Echinoccosisin many
parts of the world, the disease is still frequent in
endemic areas; the true incidence of this disease is
difficult to estimate, as it is usually asymptomatic in
most patients” The disease continues to exert a
heavy burden on human health in a number of
countries, including Egypt and reemerges as a major
public health issue, with potentially life-threatening
complications'® The infestation should be suspected
in patients who live in rural areas and who present
with abdominal pain and hepatomegaly or a palpable
hepatic mass. The detection of cysts had increased
with the advent and routine use of ultrasonography
which, in addition to the diagnosis, provides
information about the cyst wall, fluid content and
surrounding liver tissues. CT is carried out to further
delineate the anatomy and rule out proximity of vital
structures. Hepatic hydatid cysts are usually single,
uncomplicated and located in the right lobe of the
liver. A large series of retrospective multicenteric
studies for hydatid cyst of the liver indicated that the
most frequent clinical patterns were uncomplicated
cysts (82%). remaining present with complicated
cysts mass'’ Which treatment modality should be
used for liverhydatid cysts is still a subject of
controversy. When we look at choiceof surgical
treatment used, conservative surgery is themost
common, then radical surgery, and more
recently,laparoscopy. Conservative surgery is
recommended forthe elderly, deeply locatedcysts =
10 cm, more than one cyst at the same time,cysts
located in both lobes and in the liver posterior
segment. Radical surgery can be carried out by
experienced surgeons on younger patients, where the
cysts are located in the anterior superior liver and in
the left lobe lateral segment, those with exophytic
location, when the remaining parenchyma of a liver
lobe is atrophic as a result of biliary obstruction,or
when a large bile leak that cannot be safely managed
with a Roux loop ispresent®"*” Resection should
be reserved for peripherally placed cysts, usually
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in the left lateral segment, for pedunculated lesions,
or for extra hepatic intra abdominal cysts. Resection
of small, pedunculated, and peripherally placed
cysts is simple and safe, but in the majority of cases,
cystectomy involves a major liver resection with its
attendant increase in operative risk. Correct
judgment is crucial because the operation may be
complex as a result of distorted anatomy. Although
the rate of recurrence is lower with radical surgery,
application is limited as the associated morbidity and
mortality rates are high®***” Those who believe in
the radical approach (total removal of cyst) credit its
less postoperative complications and
recurrence”"***” Bulber'set al* concluded that
outcomes were the same in both approaches but
according to Smiths-Mtisen's etal *

the radical approach had more complications. In
ourstudy all patients choosed sclectively which
include mainly complicated cysts, cysts localized to
one lobe, & cysts with major biliary communications
especially those presented with jaundice & or
cholangitis. A compind retrospective & prospective
study of (22) patients with hepatic hydatid cysts that
treated with radical surgery are studied in all aspects.
The outcome was compared with the national and
international studies™*"** |

The main presenting symptoms:

The main presenting symptom in our collection was
abdominal pain in (59.1%). This pain was described
by our patients as mild pain and some as heaviness.
Same results had been mentioned by ibraheemet al”
(Egypt-63 cases) 2012 which was (50.5). The mild
symptom is due to the slow growing of hydatid cysts
and are even symptomless unless they cause pressure
on vital organ or if they rupture spontancously or
because of an injury. Chronic right upper quadrant
pain is due to distension of the liver capsule’. Other
presenting features were cholestatic jaundice
(27.3%). Different results had been mentioned in
studies of Mohammad Reza®(India 74 cases) 2010
which was (14%), &that of Roland et al’
(Switzerland 78 cases) 2003 which was(4%), This is
explained by the small number of our collection in
comparison in those studies, with our selection
criteria choosing mainly the complicated cases for
radical surgery.Asymptomatic cases with incidental
finding were 9.1% in our study. Near result was
found in study by ibraheemet al” (Egypt-63 cases)
2012 which was (12.5%).

ERCP&biliary communications:

Biliary communications are reportedly common in
hydatid disease with variable frequencies between
3.5%”and 19%".
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Therefore, meticulous attention should be paid to
their preoperative detection. Patients who have
jaundice or a history of cholangitis, clevated liver
enzymes, and dilatation or debris in major bile ducts
should be assessed for main bile duct
contamination.™ If the bile ducts are evaluated with
ERCP before surgery, it is not necessary to perform
main duct exploration. Kayaalp and coworkers have
shown that hydatid cysts lying around the hilum of
the liver had a higher biliary communication rate
(48%) than did peripherally located cysts (27%)***
Endoscopic retrograde cholangiopancreatography
(ERCP) plays an important role in the diagnosis and
management particularly in patients with obstructive
jaundice or history of jaundice, recurrent
cholangitis, or in patients with recurrent hydatid
disease. ERCP&EST were done in 5 (22.7%)
patients in this study (all had jaundice and two of
them with history of cholangitis) and all cases
revealed cystobiliary communication with migration
of daughter cysts in biliary tree in 2 patients. These
results are consistent with most of the reports which
indicates that ERCP and related therapeutic
maneuvers are safe and valuable in the management
of patients with hepatic hydatid disease’*

The classification of the cysts according to WHO :
From the total of 38 cysts located in the liver, most
cysts (39.5%) wereCE3, which show partial or total
detachment of the laminated layer with floating and
undulating hyperechogenic membranes showing the
dual wall and “water lily,” and “water snake™ signs.
fallowed by CE4 (31.6%), which show cysts that
contain cystic and solid components together
without visible daughter cysts. both are complicated
types & conservative surgical approach difficult to
cure them. & these results were similarto results had
been mentioned by that of Roland et
al’*’ (Switzerland 78 cases)2003.Ibraheemet
al” (Egypt-63 cases) 2012.& Sami etal™

(Turkey-59 cases) 2010.

Patients presented with recurrent cysts:
Recurrence is likely to be due to residual vesicles left
in place, even if cysts were carcfully emptied.
Vesicles can develop from a main cyst and grownext
to it, which is especially the case in older cysts.
Recurrences may also develop if peritoneal soiling
occurs during emptying of a cyst. Recurrence will
become symptomatic 34 years after surgery™”.
Patients presented with recurrent cysts: were
6(27.3%), This is a high number as compared to
study of Mustapha®(morocco) which was 2.12%.
This difference may be due to the difference in



methods used for treatment &also due to the fact that
the already affected patient or the one who has been
treated might continues to live in his endemic
environment to become reinfested& to develop a
new hydatid cyst in the remaining liver
parenchyma®.

The radical surgical procedures :

It is widely accepted that radicality of the
intervention increases the operative risk, but lowers
the like hood of a relapse and vice versa”.
Conservative methods are recommended in difficult
cases. Some authors believe that radical procedures
are time consuming with increasing blood loss and
unjustifiable for a benign disease**. Advances in
liver surgery have occurred over last two decades,
hepatectomy has evolved from a rough, hastily and
bloody procedure to a refined, deliberate, and
relatively bloodless operation. The preoperative
assessment for liver resection from anesthetics point
view has advanced with advent of surgical tools
(CUSA, Harmonic Scalpel, and Organ beam
coagulation) and technique of rendering the hepatic
resection become a safe procedure.

Applying major hepatic resection for hydatid disease
of the liver which has advantage to do hepatic
resection without opening the cyst cavity and
therefore avoiding the problems of spillage and
cavity management.In this study, the multiple cysts
of'the liver hydatid disease treated by radical surgery,
It is advantage to treat the multiple hydatid cysts in
one stage, so the hepatectomy can remove all cysts,
especially if the cysts are deeply inaccessible
position in liver parenchyma. In huge liver hydatid
cyst, it is better to resect the whole liver lobe
occupied by the hydatid cyst without opening the
cyst for fear of rupture.Considering the recurrence
rates after operation for liver hydatid cysts, it ranges
from 8% - 20%"especially in endemic areas.
Multiple operations may be necessary during the
course of this benign disease, thus radical operations
(hepatectomy) should be performed from the start.

In our study all of the hepatic hydatid cyst, are dealt
with by radical surgery, with total pericystectomy
was used in (45.5%) patients, which was near the
results by other studies™*.

In our study Left lateral sectionectomy (27.3%) &
Left hepatectomy (18.2%),more frequently
donethan Right hepatectomy (9.1%). This results
were different from result from other studies that
show right hepatectomy performed more
frequently™”*,

Duration of surgery:

The durationof surgery ranging from 90-240 minute
(165£75min.).which was near the results by
Mohammad Reza®*(India 74 cases) 2010,
&ibraheem etal® (Egypt-63 cases) 2012.
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Post operative complications:

The most common complication was chest infection
(18.2%) which is near the results by Mohammad
Reza®(India 74 cases) 2010.& more than results
byibraheem et al” (Egypt-63 cases) 2012 sub hepatic
collection occur in (13.6%) which is near the results
of other studies™. bile leak in our study (13.6%)
,which is slightly more than results of other
studies™*"* Postoperative biliary leak or fistula has
been reported in other studies in a rate of 6% -
47%"* as a consequence of small, undetected
communications between the cyst and the bile duct.
Such communications have been reported to occur in
10%-80% of cases”.

Mortality rate:

In our study we had one postoperative mortality
(4.5%) which was female died in the 5"post
operative days, due to pulmonary embolism.which
was slightly higher than results byibraheem et al®
(Egypt-63 cases) 2012.&the results by Mohammad
Reza®(India 74 cases) 2010. Both results show
mortality of (1.6%). & this is may be due to low
number of cases in our study. But overall
postoperative mortality in other studies ranges
between 0%to 7.5%""'in early period.
Localrecurrence :

Surgicaltreatment of hepatic hydatid cyst which rate
has beenreported to be 1.1 to 9.6% in several
studies™ 'Finding the exact mechanisms of daughter
cyst formation put some lights on this problem. By
gradual swelling of hydatid cyst, small particles of
the inner layer dissent into the cyst cavity, helping
daughter cyst formation’ The rate of daughter cyst
formation has been reported to bearound 29.5%™
.Germinative layer advances toward theexternal
layer (adventitia), which leads to some daughter cyst
formation outside the cyst inner cavity known as
exogenous daughter cyst (EDC).

The EDCs if not treated are one of the disease
recurrence causes which might not be visible if the
external layer would not been removed entirely. That
is why the radicalapproach is more acceptable than
the other methods based on the recurrence rate”’.In
our study During the six month of post operative
fallow up there was no recurrence reported in the
managed cases.

Conclusions:

* In conclusion, radical surgery for liver hydatid cyst
can be done safely with accepted morbidity&
mortality & low reccurance rate.

* The most effective method for cure& preventing
postoperative recurrences is radical surgery. Thisis
indicated for patients meeting the indications in
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termsof age, medical history, location and size of
the cyst,and relation of the cyst to the vasculature
and biliary system.

* The major hepatic resection which is a radical
procedure is a safe and effective option for
treatment of liver hydatidosis and should be
performed whenever possible when the entire
segment or lobe is diffusedly involved by one huge
or multiple sized cysts with little healthy liver
tissue left.

* Selection criteria must be used in choosing our
patients which includemedically fit & operable
patients with a peripherally placed cysts, usually in
the left lateral segment, pedunculated lesions, or
for extrahepatic intra-abdominal cysts,
complicated cysts or patients with intrabiliary
rupture& jaundice.

Recommendations:

* We recommend selective doing of radical surgery
forhepatic hydatid lesions, provided that

K Gastroenterology J

localization of the cysts is favourable and that the
technical and logistic infrastructure is available&
according to the selection criteria mentioned.

* We recommend the doing of ERCP preoperatively
for patients with Jaundice, cholangitis& dilatation
of biliary tree, to deal with Intrabiliary rupture and
obstructive jaundice& to decrease the risk of
Postoperative bile leak.

* We encourage the gencral surgeon for more
practicing radical surgery in management of liver
hydatid cysts as this needs precise surgical skills.

* More studies about radical surgery in liver hydatid
cysts are necessary in the future for comparison
with other studies leading to a better outcome.

Prevention: Eradication of the disease by
preventionis the besttreatment.

Pic 3

Picture:

Pic 4

(1,2,3&4) show C.T scan, Gross, & operative picture for hydatid cyst occupying the left lobe,

managed by left hepatectomy.
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