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Abstract- We report a case of 48-year-old woman with multiple hydatid cysts in pararectal region and right 

paraovarian localization with an unusual sonographic and computed tomographic presentation mimicking a 

pelvic endometriosis. During laparotomy, multiple pararectal and right ovarian cysts resembling 

endometriosis were resected. Pathologic examination gives the diagnosis of hydatid cysts. Retrospectively, 

we investigate the primary infection but the patient had no history of hepatic and liver involvement, it is a 

case of primary infection.  
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Introduction 
 
Hydatid disease is an endemic distribution and 
frequently hepatic involvement. Echinococcus 
granulosus is a major cause of human hydatid cysts. 
This infection is more common in countries where 
people in close contact with cattle, sheep and dogs in 
their living places. These countries belong to 
Mediterranean region, middle Europe, south America, 
Middle East, east Africa, and Australia (1). Liver and 
lungs are most frequently involved although this 
infestation seen anywhere in the body due to 
hematogenous spread. Primary ovarian and pararectal 
cyst hydatid are extremely rare in the literature a few 
cases have been reported. 

 
Case Report 
 
A 48 year-old woman, gravida 5, para 4, presented with 
abdominal distention and pain in the lower abdomen for 
three years. The abdominal swelling had been gradually 
increasing in size. There was a loss of weight and 
weakness. She had no history of abdominal operation. 
She had a positive history of direct contact with dogs 
and sheeps for about 30 years. On vaginal examination, 

uterus larger than normal and bilateral adnexal mass was 
palpated. She had a second grade uterine prolaps 
accompanied by cystocele and rectocele. No other 
abnormalities were detected on systemic and 
gynecologic examination.  

Abdominopelvic sonography revealed 65 mm, 
hypoechoic, oval mass with regular contour located in 
the right ovary and 45 mm, hypoechoic, oval mass 
located in the left pararectal region and the 30 mm, 
calcified hypoecoic oval mass were located in the right 
pararectal region, suggestive of endometriosis. 
Transvaginal sonographic evaluation showed 
hypoechoic mass lesions located in the right ovary and 
bilateral pararectal region (Figure 1). Computed 
tomography showed hypodense, oval masses  
with regular contour located in the right ovary and 
bilateral pararectal region with peripheral enhancement 
pattern (Figure 2). The tumor marker CA-125 was in 
normal limits. Preoperative diagnosis was 
endometriosis.  

During laparotomy, multiple cystic oval masses were 
observed in right ovary and bilateral pararectal region. 
The cystic mass which was observed in right ovary 
showed invasion into the adjacent pelvic abdominal soft 
tissue. 
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Figure 1. Transvaginal sonographic evaluation showed hypoechoic mass lesions located in the right ovary. 

 
 
Multiple cystic masses located in pararectal region 

were resected.  Total abdominal hysterectomy, bilateral 
salpingo-oophorectomy was done. Pathological 
examination showed the diagnosis of cyst hydatid. The 
cyst wall with outer cuticular membrane and inner 
germinal layer was also observed. The cyst lumen 

contained scolices and hooklet formation (Figure 3 and 
4). Postoperative evaluation with thorax, cranial and 
abdominal CT scanning, there was no evidence of cyst 
hydatid disease. Following the pathological and post-
operative examination, Albendazole treatment was 
started. 

 
 

 
Figure 2. Computed tomography showed hypodense, oval masses with regular contour located in the right ovary and bilateral 

pararectal region with peripheral enhancement pattern. 



M. Bozkurt, et al. 

    Acta Medica Iranica, Vol. 50, No. 12 (2012)    841 

 
Figure 3. Hooklet formation. 

 

 
Figure 4. The outer cyst layer ‘cuticular membrane’ 

 
Discussion 
 
Hydatid cyst is an endemic disease mostly seen people 
who has association with dogs and sheeps for a long 
time. It is found mostly in Mediterranean region, middle 
Europe, south America, Middle East, east Africa, and 
Australia. The organs most commonly involved in 
hydatid disease are the liver and lungs (2). The ovary 
and the pararectal regions are very rare locations for the 
hydatid cyst disease. Pelvic cyst hydatid most often 
secondary to hematogenous and lymphatic distribution 
of the scolex from the hepatic disease surgery and 
microruptures. Ovarian, tubal and uterine cyst hydatid 
have been reported in the literature. We report the 
primary right paraovarian and bilateral pararectal 
hydatid cyst mimicking endometriosis. Other intra and 
extra abdominal organs were evaluated and  there was 
no evidence of hydatid cyst disease.  

Also pelvic hydatid disease can present with vague 
abdominal pains due to irritation, swelling, menstrual 
irregularities, infertility and pressure symptoms 
involving the adjacent organs (vascular structures, 
ureters, bladder and rectum) (3,4,5,6). In our case patient 

had severe pelvic pain on vaginal examination, 
sonographic and tomographic examination reported 
pararectal and adnexal multiple solid oval mass so that 
endometriosis was thought firstly. We never thought of 
hydatid cyst disease because of pararectal location. 
Computed tomography (CT) reported a calcified 
hypodense pararectal mass which may be a clue for the 
differential diagnosis of the cyst hydatid disease. 

Radiography, Ultrasonography (US) and CT studies 
are important for diagnosis of echinococcal disease. 
Plain abdominal X-rays may show calcifications of the 
cystic wall (7). US is cost-effective in endemic areas and 
when the diagnosis of hydatid cyst is certain. However, 
ultrasonography is less accurate in localising and 
delineating the extent of the cyst (8).  US is particularly 
useful for the detection of cystic membranes, septa, and 
hydatid sand within the cyst. The ultrasonographic 
appearance of hydatid cysts may various Several 
classification schemes based on cyst appearance have 
been proposed. The cyst wall usually manifests as 
double echogenic lines separated by a hypoechogenic 
layer. Simple cysts do not demonstrate internal 
structures, although multiple echogenic foci due to 
hydatid sand may be seen within the lesion by 
repositioning the patient. The echogenic foci quickly fall 
to the most dependent portion of the cavity without 
forming visible strata. This finding has been referred to 
as the snowstorm sign (9). 

The sensitivity of computed tomography is 90%-
100% (10). It provides a three-dimensional view and 
delineates the cyst, which is useful when diagnosis is 
uncertain, or when rupture or infection has occurred 
(11). 

Serological tests contribute to the diagnosis. 
Immunoglobulin G antibody detection by ELISA and 
indirect hemagglutination test have been used. 

The World Health Organization has precised the 
treatment guidelines for hydatid cysts. Surgery is the 
treatment of choice for all patients with symptomatic 
disease and who are  convenient for surgery (12). 

Surgical treatment can be either radical or 
conservative. Whenever possible, total cystectomy is the 
gold standard for hydatid cyst treatment. For peritoneal 
cysts firmly attached to intraperitoneal viscera, 
uncovering and drainage has been proven to be a safe 
method. It is important that the abdominal cavity is 
isolated with gauze soaked in 20% hypertonic saline 
solution to avoid secondary hydatosis and allergic 
reaction (13). The most common complications are 
generalized toxic reaction due to cyst hydatid rupture 
and secondary infections. Pre-operative medical 
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treatment reduce the cyst tension, to sterilized the 
cyst,and to prevent anaphylactic reaction. Post-operative 
adjuvant albendazole and mebendazole medical 
treatment prevented recurrence. 

Primary ovarian and pararectal cyst hydatid disease 
is a vary rare entity. Multiple pelvic masses with 
abnormal radiologic findings, primary ovarian and 
pelvic cyst hydatid disease should be considered in the 
differential diagnosis in endemic geographic regions.  
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