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Abstract

Background Cystic echinococcosis, also known as hydatid disease, is a chronic and endemic illness caused by infec-
tion with a parasite called Echinococcus granulosus. In Romania, this disease has an incidence rate of 5.6 per 100,000
individuals, which is the highest in the Dobrogea region. The liver is the most affected site, accounting for 68.8%

of cases, followed by the lungs at 17.2%. While cases of hydatid disease in the genital organs are rare, occurring

at an incidence rate of only 0.5%, it is worth noting that cases of this disease in pregnancy worldwide are also rare,
occurring at an incidence rate of 1in 20,000 to 1 in 30,000 pregnancies.

Case report A 15-year-old East-European woman who is 12 weeks pregnant presented to the emergency room
with acute pelvic pain, dysuria, and frequent urination. Her laboratory tests showed that she had a urinary tract
infection, and pelvic ultrasound revealed that she had a mass on her right adnexa. Despite receiving treatment, her
symptoms did not improve, and she had to undergo surgery to remove the mass, which turned out to be a hydatic
cyst. She also had to undergo a cesarean section to deliver her baby due to fetal distress during labor.

Conclusions This medical case report provides a detailed description of a pelvic hydatid cyst that was discov-

ered during pregnancy. What makes this case particularly noteworthy is the cyst's unusual location—it was found

at the level of the right broad ligament of the uterus. Despite the complexity of the situation, the patient was able
to receive effective treatment and the cyst was successfully managed with great outcomes for both the patient

and the new-born. We hope that this report serves as a valuable example of how medical professionals can navigate
challenging cases and provide optimal care for their patients.
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Background

Cystic echinococcosis is a chronic endemic disease
caused by infection with a parasite called Echinococ-
cus granulosus, a cestode whose life cycle involves dogs
as definitive hosts [1]. Adult worms usually live in the
intestines of dogs but can also be found in goats, sheep,
and pigs as intermediate hosts. Four species of Echino-
coccus raise public health concerns, although six taeniid
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cestodes from this genus are known [2]. Multiple geno-
types of Echinococcus granulosus were identified, and
they differ in their distribution, host range, and morpho-
logical features [3].

According to the World Health Organization, the inci-
dence is about 50/per 100,000 persons with a prevalence
rate of 5-10%, especially in the endemic countries. On
the other hand, the prevalence of the disease in animals
in hyperendemic areas is much higher; for example, in
South America, it varies from 20 to 95% [4]. Nonethe-
less, the incidence of cystic echinococcosis in Romania
is around 5.6/per 100,000 persons, with the highest inci-
dence in Dobrogea region [5].
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Humans are the intermediate hosts and will acquire the
infection by ingesting proglottids or eggs passed from
dog feces that contaminate the food or water people
ingest [6]. The exact time for a cyst to develop is about
10 months. Studies showed a wide variation, with up to
40-80% of patients with primary cystic echinococcosis
having single-organ involvement and harboring a soli-
tary cyst [7]. The most common site of implantation is
the liver (68.8%), followed by lung (17.2%), kidney (3.7%)
and spleen (3.3%) [7]. In symptomatic cases, the liver/
lung ratio (the most common two implantation sites) is
only 2.5:1, based on hospital records, or 4.1:1, based on
autopsy records [8]. The occurrence of hydatid disease in
the reproductive system is shallow, with an incidence of
only 0.5% [9]. Worldwide, the incidence of hydatid dis-
ease in pregnancy ranges from 1 in 20,000 to 1 in 30,000
pregnancies.

The management of cystic echinococcosis during
pregnancy is challenging because there is no consensus,
and each case must be treated individually [10]. Dur-
ing pregnancy, hydatid cysts may enlarge because of
the decreased cell-mediated immunity and the humoral
effects of placental steroids. There is also an increased
risk of cyst rupture or ovarian torsion with consecutive
anaphylaxis [11]. A quick and early diagnosis in preg-
nancy is essential because the cyst can increase rapidly.
Symptoms are often absent; imaging studies detect many
cysts incidentally [12]. Drugs such as Albendazole and
Mebendazole can be used in the second and third tri-
mesters, but surgical therapy remains the primary treat-
ment, although, during pregnancy, it may be difficult [9].
It is important to bear in mind that the existence of an
infection and chronic medical issues can have a signifi-
cant detrimental effect on the prognosis of this intricate
problem [13, 14].

This case report described a pelvic hydatic cyst during
pregnancy, with an unusual localization at the level of the
right broad ligament of the uterus.

Case report

A 15-year-old East-European primigravida presented to
the emergency department at 12 weeks of gestation with
complaints of right flank and lower back pain, pollakiu-
ria, and dysuria. Her past medical history was significant
for disseminated hydatid disease, for which she under-
went splenectomy, hepatic segmentectomy, and pulmo-
nary lobectomy at the age of six. However, she failed to
comply with the prescribed medication and did not seek
further follow-up care.

Her physical examination revealed a blood pres-
sure of 117/63 mmHg, a heart rate of 77 beats/minute,
and a body mass index of 19.7 kg/m” The temperature
was 37.5 ‘C. The obstetrical examination revealed a soft
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abdomen, mild tenderness in the umbilical and suprapu-
bic region, and a mass corresponding to 12-13 weeks of
gestation, arising from the pelvis. Giordano’s maneuver
was positive on the right lumbar side. There was not any
sign of abnormal vaginal discharge or vaginal bleeding
during vaginal examination.

An abdominal/pelvic ultrasound identified a single live
fetus with a biparietal diameter of 26 mm, correspond-
ing to 14 weeks and 4 days. Cardio-fetal beats were 138
beats/minute, the amniotic fluid index was within nor-
mal range, and the placenta was located posteriorly. On
the right side of the uterus, an adnexal cyst of 12 cm
was found. The laboratory workup revealed leukocytosis
with 21,690 leucocytes/Deciliter, no anemia, and 679,000
thrombocytes/Deciliter. The urinalysis revealed leukocy-
tosis and the urine culture came positive for Escherichia
coli with sensitivity to Cefuroxime. The other infectious
analysis, such as HIV, Syphilis, Hepatitis, endocervical
culture, and vaginal culture, was negative. The patient
was diagnosed with a urinary tract infection and treated
with antibiotics with Cefuroxime 1 g/12 h for 7 days.

The workup for the right adnexal cyst included the
Cancer Antigen 125-24.7 Units/milliliter and Echino-
coccus granulosis Immunoglobulin G Antibodies-1.04
Grams/Litre, within the normal range. MRI of the abdo-
men/pelvis at 16 weeks of gestation showed an imagis-
tic aspect of cyst-adenofibroma of 7.3/9.5/8.4 cm on the
right adnexa. We also noted hydronephrosis on the right
side.

Five weeks after the previous hospitalization, the
patient returned to the hospital accusing of intense pel-
vic-abdominal pain and an increased temperature of
38.5 degrees Celsius. The laboratory works revealed a
leukocytosis with 26,830 leucocytes/Deciliter, mild ane-
mia with a hemoglobin of 10.1 Grams/Deciliter, and a
thrombocytosis of 719,000 thrombocytes/Deciliter. The
urine culture came again positive for Escherichia coli. We
performed another abdominal/pelvic ultrasound, which
revealed a single live fetus corresponding to 19 weeks
of gestation and a multilocular cyst on the right adnexa
(Figs. 1 and 2). A nephrological consult revealed a right,
acute obstructive pyelonephritis and the nephrologist
recommended a ureteral stenting. A ureteral stent was
placed on the right ureter, which partially resolved the
symptoms but increased the ureter hydronephrosis to the
third degree.

Following a collaborative meeting among the
gynecologist, anesthesiologist, nephrologist, and urolo-
gist, it was determined that the cyst should be removed.
The primary justification was the ureter hydronephro-
sis and recurrent urinary tract infections caused by
the cyst compression. The patient underwent an itera-
tive median incision surgery, during which an enlarged
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Fig. 1 Abdominal ultrasound showed viable a fetus corresponding
to 19 weeks of gestation. Presence of cardiac activity (white arrow)
and multilocular cyst on the left side of the image (red arrow)

Fig.2 Abdominal ultrasound showed a multilocular cyst at the right
side of the uterus (red arrow) with intense vascularized on Doppler
US (white arrow). Thin uterine wall with fetal parts (green arrow)

mass of 10x10x 10 cm was discovered in the broad
ligament of the uterus. The mass was adhered to the
posterior side of the uterus and ruptured during mobi-
lization manoeuvres, revealing multiple daughter cysts
and confirming a diagnosis of broad ligament hydatids
(Figs. 3 and 4). The cyst was successfully removed, and
an ultrasound examination confirmed the fetus was still
alive with no signs of distress.

During the immediate postoperative period, the
hemoglobin was 7.2 g/Deciliter and the patient received
two units of packed red blood cells.

The patient was managed in the intermediate care
unit postoperatively, and her progress was uneventful.
She had severe thrombocytosis with 929,000 thrombo-
cytes/Deciliter and received Aspirin 100 mg/day. The
infectious disease specialist introduced Albendazole
therapy at 400 mg/12 h for 28 days. After 11 days of
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Fig.3 Intraoperative image of an enlarged 19-week pregnancy
uterus (red arrow), a right cyst of the broad ligament (blue arrow)
with normal salpinx (white arrow) and ovary (green arrow)

Fig.4 Intraoperative image of right ovary (white arrow), rupture
of the cyst with multiple daughter cysts (red arrow) and proliger
membrane (green arrow)

hospitalization, she was discharged with all the para-
clinical investigations within normal range, including
the cervical smear and the urine culture. The cutaneous
scar had a slightly hypertrophic keloid aspect.

The anatomopathological examination showed a prol-
iger membrane-hydatid cyst and acute salpingitis.

Upon her 30-31 week gestation check-up, the
patient’s abdominal-pelvic exam showed normal range
with typical pregnancy symptoms and no signs of cyst
recurrence. Her cervix measured 2.1 cm in length,
and she was prescribed Dexamethasone 6 mg/12 h
in 4 doses to prevent premature respiratory distress
syndrome.
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Six weeks later, at 37 weeks of gestation, the patient
returned to the hospital due to uterine contractions.
However, her obstetrical exam showed no abnormalities,
and there was no abnormal vaginal discharge or bleed-
ing during the vaginal exam. An abdominal ultrasound
revealed a single live fetus corresponding to 37 weeks of
gestation, and paraclinical investigations showed a leuko-
cytosis with 16,030 leucocytes/Deciliter, a hemoglobin of
12.9 g/Deciliter, and no thrombocytosis. The urine cul-
ture came back positive for Proteus Mirabilis, which was
treated with Cefuroxime 1 g/12 h for 7 days. The patient’s
ureteral stent was also removed.

At 38 weeks of gestation, the patient underwent a lower
segment cesarean section due to fetal distress during
labor. A live female baby weighing 2670 g with an APGAR
Index of 9 was delivered through a midline iterative inci-
sion under spinal anesthesia. No signs of cyst recurrence
were observed during the inspection of the posterior wall
of the uterus and the right adnexal area (Fig. 5). Autolo-
gous platelet-rich plasma was injected in five spots, 2 ml/
spot subcutaneously, and the cutaneous scar was then
closed (Figs. 6 and 7). Both the patient and baby had a
stable and unremarkable recovery after 10 days of hos-
pitalization, and all paraclinical investigations, including
cervical smear and urine culture, were within normal
range.

At the 40th day follow-up, transvaginal echography
showed no signs of cyst recurrence, and an abdominal-
renal echography showed the resolution of ureter hydro-
nephrosis. The aspect of the cutaneous scar was highly
improved where platelet-rich plasma was applied in com-
parison with the areas of platelet-rich plasma was not
applied (Fig. 8).

Fig.5 Intraoperative image of the right posterior wall of the uterus
(white arrow) during the cesarean section. Adnexectomy
from previous intervention with no sign of cyst recurrence
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Fig. 6 Intraoperative image of platelet-rich plasma prepared

for application. There are three layers seen in the tube: the upper layer
of platelet-poor plasma (white arrow), the middle layer of platelet-rich
plasma (red arrow) and the bottom layer is the red blood cells (green
arrow)

Discussions
It is extremely rare to find a hydatid cyst localized in the
broad ligament of the uterus. Although hydatid disease
during pregnancy is reported in about 1 in 20,000—-30,000
pregnancies, the localization near the genital organs is
only about 0.5% of this occurrence [11, 12]. Further-
more, a study by Bickers et al. reveals that the incidence
of hydatid cysts in the broad ligament is only 0.37% [15].
In endemic regions, risk factors for human cystic echi-
nococcosis include free-roaming dogs, slaughtering
livestock at home, or inadequately supervised slaugh-
terhouses [16]. In this particular case, the patient was

Fig. 7 Intraoperative image of a median incision after closing
the aponeurotic layer. Platelet-rich plasma is injected at the level
of the previous cutaneous scar to prevent keloid scar recurrence
(white arrow)
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Fig. 8 Postoperative image at 40th-day follow-up after cesarean
section. The aspect was highly improved where platelet-rich plasma
was applied (red arrow) in comparison with the areas of platelet-rich
plasma was not applied (white arrow)

exposed to multiple dogs and sheep and could have ben-
efited from better hygiene practices. It is likely that this
cyst was a recurrence of a disseminated disease from
the patient’s childhood. Unfortunately, the patient did
not follow the prescribed Albendazole treatment by the
infectious disease doctor or undergo subsequent check-
ups after the intervention.

Although imaging remains a crucial tool for diagnosing
cystic echinococcosis, serological assays can also provide
valuable information. However, due to their low sensitiv-
ity (with up to 30% false negativity) and low specificity
(with up to 25% false positivity), interpreting serological
results can be challenging [17]. In our case, we found that
the Echinococcus granulosis Immunoglobulin G Anti-
bodies determined by enzyme-linked immunosorbent
assay were within the normal range, which supported the
imaging findings and led to an initial expectative man-
agement approach.

Platelet-rich plasma, which contains growth factors
and platelets, has been shown to enhance wound healing
and improve the quality of scar repair [18]. Studies have
suggested that platelet-rich plasma can speed up heal-
ing time [19]. Furthermore, it has been found to have
positive effects on wound healing and pain reduction in
high-risk patients, such as those with keloid scars, who
are undergoing cesarean section [20]. In our patient’s
case, who had a keloid scar and underwent a cesarean
section, we administered platelet-rich plasma subcutane-
ously during the operation to prevent the recurrence of
the hypertrophic keloid aspect of the scar. At the 40th-
day follow-up, we observed an improved cutaneous scar
appearance compared to the previous one, thanks to the
platelet-rich plasma application.

Albendazole can be used as a form of therapy for
surgical and percutaneous treatment [21]. It is not rec-
ommended as the first line of treatment and is usually

Page 5 of 6

avoided during pregnancy, especially in the first tri-
mester due to the risk of teratogenicity [22]. However,
inadvertent exposure to Albendazole during the first
trimester is unlikely to increase the risk of adverse
birth outcomes [23]. We consulted with an infectious
disease specialist and initiated Albendazole therapy at
24 weeks of gestation, and the baby was born without
any teratogenic problems.

Hydatid cysts often manifest as pelvic masses that
exert pressure on nearby organs such as the urinary
bladder, rectum, uterus, ovaries, fallopian tubes, and
lumbosacral nerve plexus. This can lead to clinical
features like obstructive uropathy, which can result in
renal failure or constipation [24]. Early surgical inter-
vention for pelvic cysts that cause obstructive uropa-
thy may prevent the progression of renal damage [25].
In our case, the enlarged pelvic mass exacerbated the
renal consequences and enlarged uterus. However, after
the patient gave birth, the ureter hydronephrosis was
resolved, and the uterus returned to its original posi-
tion as a pelvic organ.

Conclusions

Hydatid disease represents a major health issue that
requires a multidisciplinary approach and a correct fast
diagnosis, especially when we talk about obstetrical
patients. This medical case report provides a detailed
description of a pelvic hydatid cyst that was discovered
during pregnancy. What makes this case particularly
noteworthy is the cyst’s unusual location—it was found
at the level of the right broad ligament of the uterus
that led to an even greater difficulty of care. Despite
the complexity of the situation, the patient was able to
receive effective treatment and the cyst was success-
fully managed with great outcomes for both the patient
and the newborn. We hope that this report serves as
a valuable example of how medical professionals can
navigate challenging cases and provide optimal care for
their patients.
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