


Case report
Isolated splenic hydatid cyst: A rare case report and review of the literature
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ABSTRACT 

	The hydatid disease is a public health problem in endemic countries. the liver and lungs are the common organs involved, while the spleen is rarely involved. This is a case report of a case of a hydatid cyst of the spleen in a patient of sixty years of age, without any particular history. The patient presented with symptoms of pain in the left upper quadrant of the abdomen, which had lasted four months preceding admission. The patient was admitted to the hospital for abdominal trauma; investigations showed a splenic hydatic cyst. Treatment consisted of resection of the protruding dome, after the intake of albendazole to prevent complications. Follow-up was uneventful. This case highlights the rarity and clinical significance of recognizing splenic hydatid cysts, as well as the importance of post-treatment follow-up.




1. INTRODUCTION

Hydatid disease, also known as cystic echinococcosis, is an infection caused by the Echinococcus granulosus parasite[1]. It is a public health problem in endemic areas such as Morocco, particularly in rural regions where livestock breeding and close contact with dogs are common [2]. The disease mostly affects the liver with a 60–70% rate, followed by the lungs (20–30%), due to the filtering role of these organs in the portal and systemic circulations [3].
Even though the spleen is a very important haematological organ, splenic involvement by this parasite is rare, accounting for only 2–5% of all hydatid disease cases [4]. This low incidence is thought to be due to the spleen’s anatomical position and the filtering effect of the liver and lungs, which usually trap most parasites before reaching the systemic circulation [5]. Because of its rarity, splenic hydatid disease often poses a diagnostic challenge, as it can mimic other cystic or tumorous lesions of the spleen, especially tuberculosis and malignant haematological tumors [5]. Moreover, its management remains controversial, with treatment options ranging from medical therapy and percutaneous approaches to conservative or radical surgery, depending on cyst size, location, and complications [6].

2. CASE PRESENTATION 
Our patient is a 60-year-old female from an endemic region, having a surgical history of a resection of a pulmonary cyst 28 years ago; pathological examination showed a bronchogenic cyst. The patient presented four months before her admission to the hospital, with symptoms of left upper quadrant pain, without fever or palpable mass, without consulting. The patient came to our hospital for an abdominal trauma with the impact point located in the right abdominal quadrant; the clinical examination showed a stable patient with splenomegaly, tenderness, and a firm mass in the left hypochondrium, leading to investigations. 
Laboratory findings were normal, except for an eosinophilia of 800 cells/microliter, and a positive hydatid serology.
A CT scan was performed, showing no signs of abdominal trauma; therefore, a cystic lesion was located in the spleen, with a calcified wall and exotic development, measuring 125x100mm, classified CE5 of the World Health Organisation classification[7], without hepatic, pulmonary, or peritoneal associated locations.
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Figure 1: CT scan images showing an immense hydatic cyst in the spleen.
A : A coronal view of the CT scan showing the splenic hydatic cyst in red arrow
B : A horizontal view of the CT scan showing the splenic hydatic cyst in blue arrow
Surgery was indicated. The patient received albendazole to reduce cyst viability and minimize recurrence risk after surgery, at a dose of 15 mg/kg/day for 3 cycles of 28 days, with a 7-day interval, and monthly liver and haematological laboratory monitoring.
The Surgical approach was a left subcostal incision. For a better exposure, a ligation and sectioning of the round ligament of the liver, and a release of adhesions between the cyst and surrounding organs (left liver, greater omentum, and diaphragm) were performed. Operative and ultrasound exploration showed a large hydatid cyst in the lower pole of the spleen, without peritoneal or hepatic-associated lesions. The intraoperative precautions to prevent dissemination of cysts were isolation of the operative field with hydrogen peroxide, controlled aspiration before cyst opening, and avoidance of excessive manipulation to minimize the risk of anaphylaxis or secondary seeding. A resection of the protruding dome was performed using a Devé trocar. An Omentoplasty and a large drain were placed next to the residual cavity. 
A sample was obtained for microbiological and anatomopathological study, which confirmed the presence of Echinococcus granulosis. The postoperative course was uneventful, and the patient was dismissed after 4 days. Albendazole was prescribed 2 months postoperatively. 

3. Discussion
Epidemiology
Hydatid disease, caused by Echinococcus granulosus, is a major zoonotic infection in endemic regions. The infection targets especially the liver and lungs, while splenic involvement is rare, representing only 2–5% of all cases. Splenic hydatidosis can occur secondarily from systemic or peritoneal dissemination following rupture of hepatic cysts, or primative, representing a rare entity estimated at approximately 2,04% of abdominal hydatid disease[8], which is the case of our patient.[9]
Pathogenesis
The spleen contamination usually occurs through hematogenous dissemination of oncospheres, bypassing hepatic and pulmonary filters [3]. Alternatively, retrograde spread via the splenic vein or portal system has been discussed in the literature[10]. In secondary cases, peritoneal seeding after rupture or surgical manipulation of hepatic hydatid cysts is the likely mechanism.
Clinical Presentation
Clinical manifestations of splenic hydatidosis are variable and often non-specific, explaining frequent diagnostic delays. Many patients remain asymptomatic for years. When symptoms occur, they usually include left upper quadrant pain, abdominal distension, or a palpable mass. Compression of nearby organs can lead to early satiety or dyspnea, and complications such as rupture, infection, or hypersplenism may cause acute presentations[6], [11]. In our case, although the patient was symptomatic, the diagnosis was incidental after the abdominal trauma.
Differential Diagnosis
The difficulty in differential diagnosis lies especially in patients with no history of liver or peritoneal hydatid cysts, or associated lesions in the mentioned organs. The imaging features of splenic hydatid cysts overlap with those of other cystic lesions, including epidermoid cysts, post-traumatic pseudocysts, abscesses, and lymphoma [12]. However, the presence of daughter cysts, detached membranes, or peripheral calcifications is highly suggestive of hydatid disease.
Diagnosis
Imaging represents the cornerstone of diagnosis. Ultrasound is the first-line tool and allows preliminary cyst staging according to the World Health Organisation classification [7]:
· CE1–CE2: Active cysts (unilocular or with daughter cysts)
· CE3a–CE3b: Transitional cysts (detached membranes or partially solidified contents)
· CE4–CE5: Inactive or calcified cysts
This classification is essential for predicting cyst evolution, choosing the most appropriate treatment, and planning personalized management based on cyst size, location, and viability [9,10]. For instance, active (CE1–CE2) cysts have a higher risk of growth or rupture, requiring surgical or medical intervention, whereas inactive (CE4–CE5) cysts may be managed conservatively with close follow-up. In our case, the surgery was indicated in the presence of a symptomatic lesion, and its large size; nevertheless, other indications may be justified in inactive cysts: diagnostic uncertainty, superinfection, rupture or risk of rupture, coexistent pathology requiring surgery, and unreliable follow-up.[6], [13]
CT scanning provides superior anatomical definition and helps in evaluating wall calcification, internal septations, and proximity to the splenic hilum or diaphragm, all of which are critical for surgical planning [3].
Serological tests, such as ELISA or indirect hemagglutination, may assist diagnosis, but false negatives can occur, especially in isolated splenic disease [12].
Treatment Options
Surgery remains the gold standard for splenic hydatid cysts. The choice of approach depends on cyst characteristics, patient age, and immunologic considerations.
· Total splenectomy is indicated for large, centrally located, or complicated cysts, ensuring complete eradication and minimizing recurrence risk. Post-splenectomy antibiotics and vaccinations are to be initiated according to the standard protocols.  [14].
· Partial splenectomy or spleen-preserving surgery is recommended for peripherally located cysts, especially in younger patients, to maintain splenic immune function[15].
· Conservative procedures, which was the case with our patient, such as cystectomy, deroofing, or omentoplasty, the inconvenience lies in carrying a higher recurrence risk.[16]
· Medical therapy with albendazole (10–15 mg/kg/day) is administered for at least 4 weeks before and 2–3 months after surgery to sterilize cysts and prevent secondary seeding [10].
· PAIR (Puncture–Aspiration–Injection–Reaspiration), though used in hepatic hydatidosis, is contraindicated in splenic cysts due to the risk of rupture and anaphylaxis [17].
Prognosis
The prognosis is favorable following complete cyst excision and adequate anti-parasitic therapy. Recurrence is rare when surgery is performed meticulously and adjunct medical therapy is properly administered [5]. Long-term follow-up with imaging and serological testing is advised to detect late recurrence.[18]
Prevention
Prevention depends on public health interventions; measures need to be instituted, aiming to eradicate and/or break the parasite’s life style, such as regular dog deworming with praziquantel, proper disposal of infected viscera from livestock, and improving public education on hygiene and food safety[13].
Conclusion
Splenic hydatidosis is a rare presentation of cystic echinococcosis necessitating individualized treatment. Although the splenectomy is still required for a large and complicated cyst, spleen-preserving surgery has been proven to be safe and effective in the peripheral and uncomplicated lesion, with the advantage of preserving immune function. In conjunction with perioperative albendazole therapy and meticulous surgical technique, the above methods achieve excellent results while reducing recurrence.
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