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Although involvement of spleen is rare in cases of hydatid disease, it should always be considered as a differential diagnosis
for a cystic lesion in any of the solid organs, abdomen, lung or brain. The current case report is of a 60-year-old female patient
who presented to Emergency Department with complaints of left upper quadrant pain which was continuous and dull aching.
Ultrasound abdomen revealed a well-defined multicystic lesion with septations in spleen. Computed tomographic examination and
magnetic resonance imaging confirmed the same and the lesion showed the characteristic T2 hypointense rim, consistent with
hydatid disease. Splenectomy was performed for the patient and proved to be splenic hydatid cyst.
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CASE REPORT

A 60-year-old female patient presented to the Emergency
Department with complaints of abdominal pain for six months. The
pain was confined to the upper left quadrant of the abdomen and
was continuous and dull aching in nature and was not radiating
or shifting. She had no history of vomiting, jaundice, cough or
respiratory distress, diarrhoea/constipation. No fever, loss of weight
orappetite. No previous history of abdominal trauma. On examination
she was pale and afebrile, not icteric or cyanotic. Her Pulse Rate
(PR) was 78/min and Blood Pressure (BP) was 130/90 mmHg.
On systemic examination, her cardiac and respiratory systems
were normal. Per abdominal examination revealed a soft abdomen
with mild tenderness in left hypochondrium and epigastric region.
A regular soft palpable mass was felt in the left hypochondrium
which was moving with respiration. The mass was confined to
left hypochondrium about 7-8 cms from left costal margin with no
extension to other quadrants. No signs of guarding or rigidity was
noted. Investigations like complete blood count, liver function tests,
renal function tests and serology was carried out. The patient was
found to be Hepatitis B surface antigen (Hbsg) positive. The patient
was referred to the Radiology Department for further evaluation.

Ultrasonogram (USG) abdomen was done for the patient. USG
abdomen revealed a well-defined multicystic lesion measuring
7.5x6.0 cms with thick internal septations in spleen [Table/Fig-1].

[Table/Fig-1]: Transabdominal Ultrasonography (TAS) axial image showing a well-
defined multiloculated anechoic cystic lesion with posterior acoustic enhancement
and multiple thick internal septations (red arrow).

The patient was subjected for Computed Tomography (CT)
examination. Non-enhanced CT (NECT) abdomen revealed a
well-circumscribed oval hypodense multicystic lesion measuring
7.9x6.2 cms with internal septations showing the spoke wheel
pattern in the substance of spleen. A thin focal rim of calcification
was noted in the periphery of the lesion [Table/Fig-2,3]. Magnetic
Resonance Imaging (MRI) was performed for the patient. T1 and T2
weighted MRI demonstrated a well-defined multicystic lesion with well-
defined capsule and a hypointense rim on T2 which is characteristic
of hydatid [Table/Fig-4,5]. Other abdominal organs were found to be
normal. The differential diagnoses to be considered are as follows:

e Epidermoid cyst of spleen: Cystic lesion with mobile
echogenic debris.

e Splenic abscess: Poorly demarcated with variable appearance
ranging from hypoechoic to hyperechoic with internal septations.

e Pseudocysts of spleen: Well-defined cystic lesion with
heterogenous content due to internal echoes.

e Haematoma: Sharply marginated with variable appearance.

The provisional diagnosis of hydatid disease of spleen was given
based on the above imaging findings. Open total splenectomy
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[Table/Fig-2]: NECT abdomen (bone window) axial view showing a well-defined
oval multicystic lesion with thick internal septations (red arrow) showing the spoke
wheel pattern and eccentric peripheral rim calcification (blue arrow).

NECT: Non-enhanced computed tomography
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[Table/Fig-3]: NECT abdomen (soft tissue window) axial view on the right side
showing the multicystic lesion with daughter cysts (yellow arrow).

[Table/Fig-4]: Axial T2WI of abdomen showing a well-defined multilocular hyperintense
cystic lesion with peripherally arranged cysts separated by hypointense septations (blue
arrow) and a hypointense capsule (red arrow).

[Table/Fig-5]: Coronal T2WI of abdomen showing a multilocular hyperintense
cystic lesion (blue arrow) with hypointense septations and capsule (red arrow).

was performed for the patient with preoperative treatment with
albendazole for 10 days. The postoperative period was uneventful.
Gross splenectomy specimen [Table/Fig-6] measuring 10x7 cms
and cut specimen of spleen showing multiple fluid-filled vesicles is
shown in [Table/Fig-7]. It was proved to be hydatid cyst of spleen on
histopathological examination.
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[Table/Fig-7]: Gross view of multiple fluid-filled vesicles on cut section of spleen.

DISCUSSION

The word hydatid is of Greek origin and it means a drop of water.
Hydatid disease is endemic in Middle East, India, Australia, South
America, New Zealand [1]. Hydatid disease is a parasitic infestation
by a tapeworm Echinococcus granulosus. Infestation with
Echinococcus granulosus is prevalent especially in villages where
sheep, dogs, and other cattles live in close contact with humans.
Dogs and other members of canine family are the hosts of the
parasite [2].

The definitive hosts are cattles and dogs whereas the humans are
the accidental hosts because they are usually a dead end for the
parasitic infection cycle. Humans may contract infection either by
direct contact with dog or by ingestion of fluid or food contaminated
with the faeces of dogs [3]. The most common organ affected by the
parasite is the liver and the lungs followed by the other organs like
kidney, brain and bones. The least common organs to be affected
are the spleen, pancreas and the muscles. The splenic involvement
represents 5% of cases [4].

The clinical presentation of the hydatid disease depends upon the
position and the size of the hydatid cyst and also upon the accessibility
of the organ for clinical examination. Radiography demonstrates
the presence of calcification which is usually ring like or curvilinear
representing peripheral pericyst calcification [5]. The other features
seen are elevated left hemidiaphragm, displaced stomach bubble
and left colon and reactive left pleural effusion. Ultrasonographic
appearance of the hydatid cyst usually varies ranging from purely
unilocular cystic lesion to solid appearing lesion. The detachment
of endocyst membrane results in floating membranes within the
pericyst that gives the water lily sign. Computed tomography is the
investigation of choice and demonstrates the presence of unilocular
to multilocular hypodense cystic lesion with peripheral calcification
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cysts are present.

with peripheral calcification of cyst wall.

Diseases Ultrasonogram Computed tomography Magnetic resonance imaging
A smooth walled unilocular anechoic cyst or a Multiple vesicular cystic lesion with daughter The cyst appears T1 hpointense and T2
Splenic hydatid complex cyst with multiple septations if daughter | cysts attached to the membrane of mother cyst | hyperintense with a T2 hypointense rim due to

collagen rich pericyst.

Epidermoid cyst

Well-defined anechoic or hypoechoic lesion with
internal echoes if debris is present. The cyst wall
may show calcification and appears echogenic.

Well-defined hypoattenuating lesion with lack of
enhancement on post contrast. Wall calcification
may be present.

Appears hypointense on T1 and hyperintense
onT2.

Splenic abscess

Poorly demarcated hypoechoic lesions with low
level internal echoes. It contains multiple internal
septations of variable thickness. The presence of
gas bubbles may show reverberation artifacts.

A fairly defined centrally hypoattenuating lesion
with average of 20-40 HU.

It shows peripheral rim enhancement of capsule
on contrast.

Appears hypointense on T1 and hyperintense
on T2 with peripheral enhancement of capsule.

Pseudocyst of

A well-defined cystic lesion with heterogenous

A well-defined hypoattenuating lesion with thin

Variable T1 signal intensity due to presence of
haemorrhage or proteinaceous material and

spleen content due to the presence of debris. wall and lack of enhancement on post contrast. high T2 signal intensty.
Splenic A well-defined hypoechoic region with defined A well-defined hypoattenuating lesion with lack Variable depending on the stage of evolution.
haematoma borders. of enhancement on post contrast.

[Table/Fig-8]: Differential diagnosis to be considered.

and contrast is not needed unless some complications like biliary
communication or infection are suspected [6]. The hydatid cysts
appears as a unilocular or multilocular T1 hypointense and T2
hyperintense lesion with hypointense septations. The characteristic
appearance of hydatid disease in MRI is the presence of a
hypointense rim on T2 weighted images due to presence of high
amount of collagen in pericyst [7]. The differential diagnosis to be
considered are in [Table/Fig-8] [8]. The ideal treatment of choice for
splenic hydatid cyst is surgery because of the increased chances
of rupture of cyst causing disseminated hydatidosis. The surgery
of choice is either partial or total splenectomy depending on the
extent of splenic parenchyma involved by the cystic disease [9]. The
other treatment options available includes Percutaneous Aspiration
Irrigation and Reaspiration (PAIR) where the cystic fluid is aspirated
in order to decrease the pressure within the cyst [10]. Postoperative
period should be followed-up with albendazole therapy. Albendazole
is the mainstay of treatment in the postoperative follow-up period.
Complication of hydatid cyst includes calcification, secondary
infection, rupture of cyst with peritoneal seedling, systemic
dissemination of the cysts.

Similar case has been reported in the literature by Garg M et al.,
[11] where they found a large heterogenous solid cystic lesion in the
left supra renal region measuring 15x12 cms on ultrasonograhic
examination. Two calcified cystic lesion were found on computed
tomographic examination and it was proven to be splenic hydatid
on histopathological examination.

Similarly Dilli A et al., has reported a case of splenic hydatid which
presented with amultilocular cystic lesion measuring 12x11 cmsin the
splenic hilum displacing the left kidney to inferolateral in position [12].
On CT, it was found to be a hypoenhancing hypo attenuating cystic
lesion and had T2 hypointense rim on T2 weighted MRI images for
which total splenectomy was done and it was pathologically proven
to be splenic hydatid.

Pukar MM and Pukar SM, has reported a case of splenic hydatid
where they found a large homogenous cystic lesion measuring
20x22 cms with multiple septa in the spleen almost occupying
the whole of the parenchyma and displacing the bowels to the
right [13]. On exploration it was found that the cystic lesion
was attached to the left hemidiaphragm for which en block
splenectomy with resection of diaphragm and subcutaneous
tissue was performed which is not found in this case. Serologically
it was proven to be hydatid.

Acharya S et al., has reported an unusual case of hydatid cyst with
complication [14]. In this report it was stated that a middle-aged
women came with complaints of pain and abdominal distension.
CECT revealed a large cystic lesion in the splenic parenchyma with
internal floating membranes and the lesion was seen extending
to perisplenic region. The patient also had ascites, hepatomegaly
and features of portal hypertension which were all complications

of the cystic lesion. He has also quoted a study saying that rupture
of splenic hydatid into peritoneal cavity was reported in only 1.7%
of cases where the patient presents with acute abdomen and
abdominal distension. It was stated that during surgery dense
adhesions were found over stomach, diaphragm, transverse colon
and omentum.

Kar JK and Kar M, has reported a case of splenic hydatid where
the blood investigations were found unremarkable [15]. On ultra
sonographic examination, splenomegaly was found with a unilocular
cystic lesion with no evidence of any daughter cysts. This case
differs from present case by the absence of daughter cysts which
is the most common presentation of a hydatid disease. At the time
of laparotomy clear fluid was aspirated and cyst was excised. He
also stated that splenic cystectomy was performed for the patient,
whereas splenectomy is the ideal procedure for hydatid disease.
However, postoperative period was uneventful and no recurrence
was found till two-year follow-up period.

Kumar V et al., has reported a similar case of splenic hydatid where
it presented as a loculated cystic lesion in the splenic parenchyma
without any complications for which splenectomy was performed
for the patient and the postoperative period was uneventful [16].

Though spleen is least commonly affected when compared to liver,
similar case reports have been published emphasising the fact that it
should be kept as a differential in cases of cystic lesions of spleen.

CONCLUSION(S)

Unilocular or a multilocular cystic lesion should raise the suspicion of
hydatid cyst, pariticularly in places where it is endemic and hydatid
cysts can occur in unusual locations as well. Splenic hydatid cysts are
usually solitary and occurs as a result of either systemic dissemination
or intraperitoneal spread from a ruptured hepatic hydatid cyst.
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