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Abstract 

Background  The parasitic disease known as the cystic echinococcosis (CE) is brought on by cysts made up of the 
larval forms (metacestodes) of Echinococcus tapeworms. In North Africa, it is greater in rural regions. This is unusual for 
a primary supravesical position.

Case presentation  We report a case of a 6-year-old boy who had a palpable abdominal mass with hypogastric 
abdominal pain.

A pelvic ultrasound examination demonstrated a voluminous intra-abdominal supravesical cystic formation with clear 
limits and regular contours of heterogeneous anechogenic echostructure and the presence of multiple hyperechoic 
septa separating the cubicles (daughter vesicles) in a honeycomb pattern. Computed tomography confirmed a cystic 
echinococcosis stage III of the pelvis.

After a laparotomy surgery with total cystectomy, the patient was discharged with prescribed albendazole 10 mg/kg/
day. Cystic echinococcosis was established by histological analysis.

The aim is to demonstrate that from a literature search, we think this is the first case of cystic echinococcosis of the 
detrusor in children.

Conclusion  Primary pelvic cystic echinococcosis is uncommon and even less common among children. Cystic 
echinococcosis must be taken into account in the differential diagnosis when there is an abdominal mass, particularly 
in locations where it is prevalent.
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1 � Background
Based on international consensus on terminology in the 
field of echinococcosis, cystic echinococcosis (CE) is the 
most appropriate word assigned to the zoonotic parasitic 
infection previously called hydatid disease [1], which is 

endemic in many parts of the planet. Countries around 
the Mediterranean were the known endemic regions for 
cystic echinococcosis including Algeria [2]. This parasitic 
disease is mainly caused by metacestode of the tapeworm 
belonging to the Echinococcus granulosus sensu latu (E.g) 
complex, inhabiting the small intestine predominantly 
of dogs and other canines [3]. The incubation period 
may vary due to the whereabouts, the type, and the 
severity and ranges from 5 up to 20  years [4]. Humans 
are accidental hosts for metacestodes of Echinococcus 
granulosus (E.g) by coming into contact with 
contaminated plants, animals, or soil and by consuming 
food, water, and edible vegetables contaminated with 
the definitive host feces [4] and are known to play a role 
in parasite transmission. It may develop in almost any 
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part of the human body through hematogenous and 
lymphatic dissemination. In adults, the cyst’s location 
is mostly hepatic, followed by pulmonary [5]. However, 
Echinococcosis in children most frequently affects the 
lung. Children’s echinococcosis is hypothesized to spread 
quickly because of the very elastic and compressible 
tissue found in their lungs [6, 7].

This is reviewed to demonstrate that from a 
literature search, we think this is the first case of cystic 
echinococcosis of the detrusor in children; only a few 
cases in adults were reported in the literature [8, 9].

2 � Case presentation
A 06-year-old boy presented to our pediatric surgery 
department’s emergency room with several episodes of 
vomiting, limping, and localized hypogastric abdominal 
pain. He lived near a farm in a rural area. On clinical 
examination, he expressed hypogastric pain and a tender 
palpable mass under the umbilicus; the rest of the clinical 
examination showed no significant findings.

A pelvic ultrasound examination was carried out 
with Doppler (Fig.  1) demonstrated a voluminous 
intra-abdominal supravesical cystic formation oval 
shape measuring (61 × 51 × 54  mm) with clear limits 
and regular contours of heterogeneous anechogenic 
echostructure and the presence of multiple hyperechoic 
septa separating the cubicles (daughter vesicles) in a 
honeycomb pattern.

The biological findings showed that the white blood 
cell count was 7190 cells/mm3, the hemoglobin level was 
12.4 g/dl, and high monocytosis was 7.5%.

By using the indirect hemagglutination assay (IHA), 
the result of serum titers of 1/160 was positive for E. 
granulosus antibodies. However, the results of the 
Echinococcus serology were inconclusive, and the results 
being 1/160. Liver and kidney functions were within 
normal ranges.

He was advised to undergo a computed tomography 
scan for further evaluation (Fig. 2), performed before and 
after the injection of contrast substance, which confirmed 
the ultrasound findings that revealed a large, fluid density 
lesion, right mediolateral intra-abdominal cystic lesion 
with hypogastric and periumbilical position, roughly 
oval in shape, well-defined, high-density wall, and 
various inner calcifications 64 × 63 mm in the transverse 
diameter extended over 61 mm in height, with multiple 
internal septations and daughter cysts evoking a cystic 
echinococcosis stage III of Gharbi. This lesion pushes 
the digestive structures forward and laterally. Inside and 
below present an intimate contact with the bladder wall. 
Posteriorly, it comes into contact with the primitive and 
right external iliac vessels.

The patient underwent exploratory laparoscopy 
converted to laparotomy. The first optical trocar n°10 
was inserted trans-umbilically, and the second trocar 
n°5 was inserted on the right flank. The procedure 

Fig. 1  A large cystic mass with heterogeneous echogenicity is supra bladder located with multiple septa within
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helped identify a cystic formation in the pelvis that 
was particularly very adherent to the bladder and the 
abdominal wall, but there were issues with optics 
that forced us to stop the laparoscopy and convert to 
laparotomy. Anatomic layers were passed with a mini-
median incision below the umbilicus. A well-limited 
calcified encapsulated cystic mass, about 10  cm in 
diameter long axis was immediately noticed. Very 
adherent to the bladder wall, the right ureter, the 
abdominal wall, and neighboring organs, as well the 
vascular axis (colic vessel) establishing that it was a 
pelvic cystic echinococcosis with a detrusor muscle 
starting point.

We then started the difficult process of releasing the 
cyst, which was incredibly challenging at the level of the 
bladder dome and resulted in a superficial rupture at the 
level of the detrusor muscle that was sutured in 2 layers 
using 5/0 threads. Finishing the laparotomy with total 
cystectomy of a non-opened cyst (Fig. 3A).

The piece was sent for histopathological study. 
Macroscopically, it is a 6 cm in diameter cystic structure. 
The cyst cavity is filled with translucent daughter cysts 
between 1 and 2  cm in size (Fig.  3B); the microscopic 
examination of the various fragments shows a cystic 
development with a proligerous layer lining an anhistic 
eosinophilic cuticular membrane as its wall. It has a 
fibrous tissue lining on its exterior face that has been 
changed by a mononuclear inflammatory infiltrate. 
Notable lack of scoleces (Fig. 4).

After surgery, the patient was discharged with 
prescribed albendazole 10 mg/kg/day for 3 months.

Fig. 2  Abdominal computed tomography A Longitudinal section depicts the cyst position and adherence to the bladder. B Cross-sectional 
demonstrates the cyst pushing the bladder anterolaterally. C Sagittal sectional shows the cyst position relative to the digestive structures

Fig. 3  Intraoperative photos showing A Fully intact extracted cyst 
7 cm in diameter B Several daughter cysts within the cyst after 
dissecting it
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At the 12-month follow-up, the patient was without 
symptom; ultrasound examination was normal and 
demonstrated no evidence of recurrent hydatidosis.

3 � Discussion
Cystic echinococcosis (CE) is a cosmopolitan parasitic 
disease that is most commonly caused by the larval 
stage of Echinococcus granulosus. It is still a considerable 
health problem in the world [10] More than 1 million 
people are in danger of contracting echinococcosis at any 
given moment, according to the studies. These cestodes 
have a worldwide distribution; however, the frequency 
is significantly higher in developing countries including 
North Africa [2]

CE can vary in location. The most common sites of 
involvement for adults are the liver (59–75%), followed 
in frequency by the lung (27%), kidney (3%), bone 
(1–4%), and brain (1–2%). As in children, the lung was 
the primary localization of cysts (59%) followed by the 
liver (35%) [11]. According to our presented case here, it 
is quite uncommon for detrusor cyst to be primary and 
not impact the liver or the lungs. [12], and that possibility 
goes even lower when it concerns children. From a 
literature search, we think this is the first case of cystic 
echinococcosis of the detrusor in children.

The clinical presentation might be asymptomatic 
for a long period of the incubation and is usually late 
diagnosed. Once symptomatic, it is often accompanied 
by urinary manifestations (pollakiuria, urinary retention) 
[13] or external pressure affecting the adjacent pelvic 
organs.

For the diagnosis, a physical examination is insufficient. 
Ultrasonography is the preferred first-line imaging. 
Diagnostic accuracy has significantly increased as a result 
of radiological imaging such as ultrasound and computed 
tomography (CT) scans, enabling doctors to establish the 
precise diagnosis.

Surgery is the gold standard therapy for CE, either by 
laparoscopic surgery or by doing a partial cystectomy 
[14]. In our case, the classification of the cyst was 
Gharbi type 3, so the indication for a partial, subtotal, or 
total cystectomy according to the Approach, Opening, 
Resection and Completeness (AORC) [1]

As for the cystic echinococcosis medical antiparasitic 
treatment, it aims to get rid of the parasite. Mortality 
reduction and recurrence prevention are crucial. Due 
to its excellent gastrointestinal absorption and high 
bioavailability, albendazole is the chosen medicine. The 
typical prescription for albendazole is 15  mg/kg daily 
divided into two doses without the monthly interruptions 
[15]. Between 60 and 90% of patients who get albendazole 
for 4–6 months respond to the medication; nevertheless, 
30% do not respond to the treatment, and 10%-20% of 
patients have recurrence [16].

Percutaneous aspiration, injection, and reaspiration 
(PAIR) of the cyst is another treatment option. It is 
typically used to treat liver cysts or cysts in other organs 
and involves performing a percutaneous puncture under 
imaging guidance, aspirating some of the cyst’s contents, 
injecting protoscolicidal agent (e.g., 95% ethanol or 
hypertonic saline) for about 15 min, and then aspirating 
the cyst’s contents again [17].

PAIR is performed on patients for whom surgery is not 
appropriate for any reason or if they want not to undergo 
surgery. For single or many cysts in the liver, abdomen, 
spleen, kidney, and bones, PAIR is helpful.

Several local complications might arise (for example, 
fistulation into hollow viscera such as the bladder, 
peritoneal seeding, and abdominal wall invasion). 
Furthermore, secondary involvement owing to 
hematogenous dissemination can occur in virtually 
any anatomic region (lung, kidney, spleen, bone, and 
brain) [18]. However, the most dangerous one is the 
anaphylactic shock after the rupture of the cyst due to 
trauma, mortality was also reported [19]. Although it is 
a relatively uncommon occurrence, the traumatic rupture 
of a cyst in a blood artery should be kept in mind in the 
setting of anaphylactic shock, particularly in endemic 
areas. Laparoscopic surgery could be advised for such 
complications and showed promising results [20].

4 � Conclusions
Although it is an uncommon condition, the differential 
diagnosis of cystic masses in the pelvis, particularly 
in endemic regions, must take the primary cystic 
echinococcosis of the bladder into account. This 
rare location in the detrusor can manifest in various 
nonspecific ways. Both ultrasound and computed 
tomography scan are top-notch imaging techniques 
for finding cystic echinococcosis. A laparotomy or 

Fig. 4  Microscopic photo of the cystic echinococcosis
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laparoscopic procedure can be used to carefully and 
completely remove the pelvic cystic echinococcosis as 
the preferred course of therapy. This is in conjunction 
with medical treatment for prophylaxis.
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