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Abstract  Case Report 
 

Introduction: Peritoneal hydatid disease (HP) is a parasitic condition secondary to seeding of the peritoneal serosa, 

primary or secondary, by Echinococcus granulosus larvae. Observation: Child aged 06, male, with no known history, 

admitted for diffuse abdominal pain lasting for 3 days in a context of fever; in whom the clinical examination revealed 

a peritoneal irritation syndrome. Ultrasound and abdominal CT showed the presence of a hypogastric cystic mass. 

Surgical exploration revealed a hydatid cyst with intact proligerous membrane free in the peritoneal cavity. Conclusion: 

Peritoneal hydatidosis with expulsion of a hydatid cyst from the liver with intact proligerous membrane into the 

peritoneal cavity is rare. Its treatment is surgical and the outcome is most often favorable. 
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INTRODUCTION 
Peritoneal hydatid disease (HP) is a parasitic 

condition secondary to seeding of the peritoneal serosa, 

primary or secondary, by Echinococcus granulosus 

larvae. 

 

It is most often secondary to the rupture or cracking of 

hydatid cysts (HK), particularly hepatic ones. 

 

OBSERVATION 
6-year-old child, male, with no known history, 

consulted urgently for diffuse abdominal pain lasting for 

3 days, complicated one day ago by a cessation of matter 

and gas with vomiting in a context of fever and 

conservation of blood. 'Condition. A Clinical 

examination revealed a patient with fever at 38°C with 

generalized abdominal guarding. Biologically, we noted 

hyperleukocytosis at 24,000 elements/mm3, CRP at 142 

mg/l. The unprepared abdominal X-ray revealed some 

hydro-aerial levels with diffuse grayness (Fig1). 

Abdominal ultrasound and CT showed the presence of a 

hypogastric cystic mass (Fig. 2) with moderate peritoneal 

effusion in the inter-loops and in the cul de sac of 

Douglas. Hydatid serology was positive. 

 

The patient underwent emergency surgery for 

generalized peritonitis. We performed a median 

subumbilical approach enlarged above the umbilical, we 

discovered a suspicious peritoneal effusion with an intact 

proligerous membrane delivered in the peritoneal cavity 

(Fig 3 and 4). Postoperatively, broad-spectrum antibiotic 

therapy and antiparasitic treatment with albendazole 

were undertaken. The postoperative course was simple. 

After 04 months, the evolution was favorable. 

 

 
Fig. 1: ASP: hydro-aerial level with diffuse grayness 

 

Surgery 
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Fig. 2: CT: A hypogastric cystic formation 

 

 
Fig. 3: Free hydatid cyst in the abdominal 

 

 
Fig. 4: Unruptured proligerous membrane 

 

DISCUSSION 
Peritoneal hydatidosis represents between 5 and 

16% of hydatid infections [1]. It is rare in its primary 

form [2, 3], and the secondary form is often due to a 

hepatic location. 

 

The expulsion of an intact proligerous 

membrane from a hydatid cyst of the liver into the 

peritoneal cavity is a very rare clinical entity and 

therefore little known by clinicians. To our knowledge, 

only three cases have been reported in the literature [4]. 

 

The clinical picture is that of diffuse abdominal 

sensitivity or defense [4, 5], the same is true for our 

patient. In these particular cases, ultrasound and 

abdominal CT do not make it possible to confirm the 

diagnosis with certainty due to the absence of the 

characteristic wall of the hydatid cyst; the diagnosis is 

most often made intraoperatively. The diagnosis was 

confirmed by hydatid serology, the reliability of which is 

98% [6], like the case of our patient. 

 

The treatment of peritoneal hydatid cyst is 

surgical and includes certain precautions to avoid 

dissemination. The approach must be wide, the operating 

field is protected by scolicide solutions. The 

effectiveness of medical treatment based on albendazole 

has been reported by several teams [7, 8]. We used it to 

avoid recurrence of the hydatid cyst as in the case of our 

patient at a dose of 15 mg kg–1 per day in three courses 

of 21 days. 

 

CONCLUSION 
Peritoneal hydatidosis with expulsion of a 

hydatid cyst from the liver with intact proligerous 

membrane into the peritoneal cavity is rare. Its treatment 

is surgical and the outcome is most often favorable. 
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