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ADVANTAGES OF LAPAROSCOPIC TREATMENT IN HEPATIC HYDATID 
CYST AND CURRENT THERAPEUTIC MANAGEMENT

Maria-Sabina Neacsu1,2, Teodor Stefan Nitu1,2, Irina Nitu1,2, Ana-Maria Grigorescu1,2, Stere Popescu1,2, Vasile 
Sarbu1,2, Daniel Ovidiu Costea1,2

ABSTRACT

This 7-year retrospective study presents our results on the laparoscopic treatment of hepatic hydatid 
cysts, with the aim of demonstrating the advantages of minimally invasive surgery, safety and efficacy of the 
procedure.

The study group included 33 patients, 22 female and 11 male, aged 20-74 years, who were diagnosed and 
subsequently underwent laparoscopic surgery.

Diagnosis was based on history, clinical examination and biological, imaging investigations (abdominal 
ultrasound, CT scan of the abdomen).

The results of the study reveal a female predominance, the highest number of patients was recorded 
between the age group 61-70 years, while the second place was occupied by the age groups 31-40 and 51-60 
years. The most common symptom was abdominal pain.

The surgical procedure used was laparoscopic Lagrot partial perichystectomy. Case conversion was 
required in eight patients.

Based on our experience, we can state that laparoscopic surgery in the treatment of hepatic hydatid 
cyst is safe, effective and plays an essential role in the management of hepatic hydatid disease, with proven 
advantages over surgeries performed by the classical route.
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Introduction

Hepatic hydatid disease is a parasitic 
zoonosis caused by the larval cestode of the 
tapeworm Echinococcus granulosus living in the 
small intestine of dogs (1, 2). In Romania it is a 
common disease due to the geographical position 
and economic status, frequently in Constanta 
(Dobrogea) (3, 4). In terms of location, hydatid 
cyst develops more frequently in the liver (50% 
to 93%) [1]. Most of the time the patient’s 
symptoms are hidden. If not discovered and 
treated, they may grow in size to form fistulas in 
the biliary system or rupture into the abdominal 
cavity causing dissemination of daughter vesicles 
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(5, 6).
In recent years, treatment options for 

hepatic hydatid cyst have increased (medical 
treatment, percutaneous drainage), but surgery 
remains the mainstay of therapy (1).

Indications for laparoscopic treatment of 
hepatic hydatid cyst have changed dramatically 
due to the increasing possibility of laparoscopic 
surgery (7, 8). Laparoscopic treatment of hepatic 
hydatid cyst is a very good, encouraging option 
with minimal morbidity and mortality (9). 
The aim of this study was to demonstrate the 
advantages of laparoscopic treatment.
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Method

We conducted a retrospective study for 
patients in the Surgery I Clinic of the “Sfântul 
Apostol Andrei” Emergency Clinical County 
Hospital of Constanta, over a period of 7 years, 
from January 2017 to December 2023.

The study group comprises 33 patients, 
22 female and 11 male, aged between 20 and 
74 years, who were diagnosed and subsequently 
underwent surgery.

The most common complaints that patients 
presented were pain in the epigastrium and/
or right hypochondrium, nausea, poor appetite 
or the presence of a palpable pseudotumoural 
formation at this level.

Patients were diagnosed on the basis of 
history, clinical examination, enzyme-linked 
immunosorbent assay (ELISA), abdominal 
ultrasound, computed tomography and/or nuclear 
magnetic resonance.

In this study we excluded patients with deep 
intraparenchymal cysts, inaccessible cysts and 
recurrent hydatid cysts, cysts with heterogeneous 
ultrasonographic pattern (hyperechogenic inside) 
and cysts with calcified walls according to Gharbi 
classification IV, V respectively, patients who 
presented more than three hydatid cysts.

Out of 25 cases, 20 patients were 
admitted through the outpatient service and 
were preoperatively prepared with antiparasitic 
treatment (Albendazole), the dose of 
administration being 800 mg/day for 28 days.

Surgeries were performed under general 
anaesthesia. Antibiotic was administered 
at the time of induction, as well as 8 mg of 
dexamethasone as a method of preventing 
anaphylactic shock.

The laparoscopic approach is initially 
standardized with the insertion of the optical 
trocar for visualization and identification of the 
hepatic hydatid cyst, the rest of the trocars being 
influenced by the case.

Figure 1 - Isolation of the field with meshes and soaking 
them with betadine

After introducing the working trocars, we 
isolate the operative field by inserting meshes 
soaked in scolicidal agents/substances (betadine 
in our case) circumferential to the lesion 
thus preventing the risk of contaminating the 
abdominal cavity (Figure 1).

Figure 2 Partial perichystectomy and removal of the 
proligerous membrane.

Once isolation is achieved, we treat the 
hepatic hydatid cyst by puncture, aspiration of the 
fluid and introduction of scolicid fluid (betadine) 
on the same needle. Taking into account the 
previous step, after waiting 10 minutes, we 
aspirate the introduced fluid, performing partial 
perichystectomy with removal of the proligerous 
membrane (Figures 2,3) as well as the daughter 
cells.
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Figure 3 ‑ Partial perichystectomy and removal of the 
proligerous membrane.

Figure 4 Checking the remaining cavity.

The remaining cavity is checked to exclude 
a biliary fi stula or remaining hydatid material 
(Figure 4). 

In some cases, when required, we have performed 
the fi lling of the cyst cavity with omentum. The 
surgery is completed with haemostasis control, 
lavage, drainage of the remaining cavity as well 
as the abdominal cavity.

Postoperatively, drainage tubes will be 
removed over 72 hours or more and only in the 
absence of bile or serosanguinol drainage.

Results

During the study period January 2017 - 
December 2023, out of 33 patients, laparoscopic 
cystectomy and partial perichystectomy was 

performed in 25 patients of which 17 female 
and 8 male, 8 patients required conversion. The 
largest number of patients was in the 61-70 age 
group, while the second largest number was in 
the 31-40 and 51-60 age groups.

17-20 21-30 31-40 41-50 51-60 61-70 71-80
Total 1 4 7 4 7 8 2
Female 1 4 5 2 2 7 1
Male 0 0 2 2 5 1 1
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Figure 5 Distribution by age group

In our study we observed a preponderance 
of female 22 cases (66.6%) compared to male 
11 cases (33.3%). The majority of patients came 
from rural areas 24 (72%) and 9 cases from urban 
areas (28%) (Figure 6).

 

66.60%

33.30%

72%

28%

Gender and geographical distribution

Female Male Rural Urban

Figure 6 Gender and geographical distribution

Of the 33 patients diagnosed with hepatic 
hydatid cyst, the majority presented as symptoms 
abdominal pain 19 (57%), palpable mass 15 
(45%), nausea and vomiting 7 (21%), jaundice 
(9%) (Table 1).

Table 1 Symptoms

Symptom Number of cases Percentage
Nausea and vomiting 7 21%
Abdominal pain 19 57%
Jaundice syndrome 3 9%
Fever 3 9%
Palpable mass 15 45%
Acute abdomen 6 18%
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Diagnosis was established in chronic 
patients on the basis of the Elisa test, abdominal 
CT/NMRI or abdominal ultrasound, in acute 
patients the diagnosis was established on the 
basis of abdominal and pelvic CT, the Elisa test 
taking a few days to find out the result.

Of the 25 patients operated on 
laparoscopically the most affected was the right 
liver lobe, 17 (68%), with the left liver lobe being 
affected in 32% (8 patients).

The average duration of surgery was about 
90 minutes, +/- 20 minutes.

In the 25 cases operated on laparoscopically, 
intraoperative biliary fistula was present in one 
case requiring suturing. Postoperative biliary 
fistula was noted in five cases, in three cases 
we performed ERCP (endoscopic retrograde 
papillary sphincterotomy), and in two cases, 
biliary drainage gradually remitted, ceasing 
spontaneously without further intervention.

Only one patient admitted in emergency with 
the diagnosis of hepatic hydatid cyst segments VII, 
VIII ruptured in the abdominal cavity developed 
circulatory arrest by anaphylactic reaction during 
surgery, resuming cardiac activity after about 2 
minutes, postoperatively the patient’s evolution 
was favorable, being discharged after 12 days.

Discussions

Initially, laparoscopic surgery was not 
widely used in the treatment of hepatic hydatid 
cyst because of the fear that the risk of intra-
abdominal dissemination and recurrence rate 
might be higher compared to classical surgery 
(10, 11). Different authors have tried to minimize 
the risks of laparoscopy by administering pre and 
postoperative drug treatment with Albendazole, 
by isolating the hepatic hydatid cyst with 
meshes soaked in scolic substances (betadine) 
circumferential to the lesion thus preventing the 

risk of contamination of the abdominal cavity 
(5, 12). The actual risk of contamination is very 
low and the recurrence rate is higher in cases that 
have undergone surgery by the classical route 
(13).

The indications for laparoscopic treatment 
of hepatic hydatid cysts are constantly changing, 
it should not be forgotten that about 15 years 
ago, laparoscopic surgery was performed only on 
hydatid cysts smaller than 5 cm, with peripheral 
location and without daughter vesicles. As a 
contraindication to laparoscopic treatment would 
be for hepatic hydatid cysts that are located on 
the posterior aspect (14).

Laparoscopic treatment of hepatic hydatid 
cyst follows the same surgical steps as in classical 
surgery, inactivation of the parasite, evacuation of 
the cyst contents and management of the residual 
cavity (11, 15, 16).

A great advantage of laparoscopy is that 
we can examine the inside of the cystic cavity, 
the image being two or three times larger, thus 
having the possibility to reveal and remove 
debris from the proliger membrane or we can 
observe a biliocystic communication, which can 
be approached laparoscopically by applying an 
x-wire or a clip.

Our 7-year retrospective study aims to 
study socio-demographic, clinical factors, 
investigations and efficacy of laparoscopic 
treatment.

In this study, we observe that the highest 
percentage (47%) of patients was in the age 
group curved between 61-70, followed by the 
age groups 31-40 and 51-60 years (42%), and the 
lowest percentage was observed in the age group 
17-20 years (3.03%) (Table 1). Most studies 
show a higher incidence in the 3rd and 4th 
decade as well as affecting more female patients 
as observed in our study (1, 17, 18).

Hydatid pathology is more common in 

Figure 7 - Hepatic hydatid cyst located in the right hepatic lobe.
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rural areas and most likely in patients with low 
social and economic status (Chart 1).

Hydatid disease is a slowly progressive 
disease, symptoms and complications appear 
late. Most of the symptoms are due to bile duct 
compression, the patient presents with jaundice, 
abdominal pain, pruritus (16).

As in the present study, the most common 
symptom reported by patients was abdominal 
pain in 19 cases (57%), this symptom was also 
reported by other writers (5, 19).

The most affected lobe was the right lobe 
in the proportion of 68%, compared to the left 
lobe 32%.

Imaging methods for the diagnosis 
of hepatic hydatid cyst are abdominal 
ultrasonography and computed tomography (20), 
these investigations show us best the location 
of the hydatid cyst, its size, its relationship with 
adjacent structures, detection of proligamentous 
membrane, its calcification or rupture.

Multiple treatment modalities have been 
described in the literature, such as drug treatment, 
percutaneous drainage, but surgical treatment 
remains the main indication.

Laparoscopic surgery was applied to 33 
patients, 25 were resolved by this route, 8 cases 
required conversion due to unsatisfactory access, 
exposure and anatomy.

Different laparoscopic techniques 
described include total perichystectomy, partial 
perichystectomy, partial perichystectomy with 
epiploic plumping, ideal cystectomy (9, 21). 
Laparoscopic perichystectomy can be considered 
the gold standard for the management of hydatid 
cysts, remote from the main vessels, located 
peripherally (22).

After perichystectomy, most authors 
indicate drainage of the residual cavity and 
epiploon filling [23]. Epiploon filling is 
recommended in complicated or uncomplicated 
hepatic hydatid cysts because of the high 
absorptive capacity of the epiploon and its ability 
to fill the residual cavity (23, 24) .

Intraoperative and postoperative 
complications are indicators of the success of 
laparoscopic surgery and have a major impact 
on the surgical outcome. In the 25 cases operated 
on laparoscopically, intraoperative biliary fistula 
was present in one case requiring suturing. 

Postoperative biliary fistula was noted in five cases, 
in three cases we performed ERCP (retrograde 
endsocopic papillary sphincterotomy), and in two 
cases, biliary drainage gradually remitted, ceasing 
spontaneously without further intervention.

In other studies, other postoperative 
complications such as pancreatic fistula have 
been observed, in our study not reported (18, 25-
27).

Unfortunately, in our study conversion was 
required in 8 patients due to inadequate exposure 
during laparoscopy, access, generalized hydatid 
peritonitis, complicated hepatic hydatid cyst 
ruptured in the intrahepatic bile duct.

Recurrence of hepatic or extrahepatic 
hydatid cyst may be due to inadequate treatment 
of the primary disease, contamination of the 
abdominal cavity previously. As reported in 
previous studies, recurrence is less common in 
laparoscopic surgery compared to open surgery 
(28). In our study, no recurrence was found.

Antiparasitic treatment with Albendazole, 
is an essential adjuvant for laparoscopic 
surgery, administered pre and postoperatively, 
as it significantly reduces hydatid cyst viability 
and can prevent recurrence (2). Preoperative 
use of Albendazole also reduces cyst tension, 
facilitating surgery and reducing the risk of 
spillage of contents into the abdominal cavity 
(16). To reduce the chance of recurrence, after 
perichystectomy and cavity control we can insert 
the large epiploon (21, 29).

In our experience, laparoscopy compared 
to open surgery has several advantages namely 
visualization and control of vascular and biliary 
structures during surgery, reduction of surgical 
aggression, postoperative pain, patients are 
mobilized early, oral feeding is started earlier, 
short hospitalization and recovery period, rapid 
socio-professional reintegration (13).

In our study we did not perform perichysto-
digestive anastomoses or liver resections.

Anaphylactic shock is one of the 
limitations of laparoscopy, in our study, only one 
patient experienced anaphylactic reaction with 
circulatory arrest with resumption of cardiac 
activity after two minutes.
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Conclusions

Laparoscopic surgery in the treatment 
of hepatic hydatid cyst is a safe method with a 
low morbidity, mortality and recurrence rate. 
Laparoscopic surgery offers the following 
advantages: minimal approach, using the 
same steps as in open surgery, eliminating the 
disadvantages of a large incision, postoperative 
pain, length of hospitalisation and socio-
professional reintegration.
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