
Introduction

The liver is the organ most often affected by hydatid
disease, hepatic involvement occuring in about 70% of
cases (1); it is the main organ where the Esacanto
embryon  gets  intravenously and stops due to very small
portal capillaries and to a possible presence of parasite
organotropism. 
Echinococcosis, an endemic disease affecting some areas
of the world, is the most frequent cause of cysts for-
mation in the liver (2).
It is a well-known pathology since a long time, its bio-
logical cycle being described for the first time in 1862
(3) and its geographic distribution recently modified. 
Its incidence appears to be constantly increasing in some
areas such as the United States. 
It was mainly due to migration from those areas, whe-
re hepatic hydatidosis is considered an endemic patho-
logy. On the other hand, in some areas like Sicily that,
due to hydatidosis, are traditionally considered endemic,
the frequency of this pathology had a decrease in the
last years thanks to a better prophylaxis of cattle and to
a remarkable decrease in pastoral activity.
Nevertheless, hepatic hydatidosis is a very serious pro-
blem both from social-economic and clinical-therapeuti-
cal standpoints. 
During these 20 years remarkable improvements were
achieved in diagnostic imaging  techniques of hepatic
echinococcosis. 

Surgery is still the treatment of choice in hepatic echi-
nococcosis although the trend to perform radical rather
than conservative procedures has been the subject of
some controversy.
Efficacy of anti-helminthic drugs or recently proposed
mini-invasive surgical procedures are questionable (4). 
This paper reports our experience on diagnosis and treat-
ment of this pathology developed over the last 20 years.
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Abstract

Liver echinococcosis is an endemic disease in some areas of
the world like Middle East and is a serious problem both
from social-economic and clinical-therapeutical stand-points
in other areas like Mediterranean regions. We report our
experience on hepatic echinococcosis diagnosis and treatment
over a 20-year period. In this retrospective study we have
reviewed 89 patients affected by hepatic hydatidosis who
underwent surgery in our Unit (between November 1975
and October 1995). Patients were divided into two grou -
ps: group A including 65 patients (30 males and 35 fema -
les) operated on between 1975 and 1988 and group B
including 24 patients (11 males and 13 females) operated
on between 1989 and 1995. Main outcome measures repor -
ted were recurrence of echinococcosis, association with sur -
gical procedure, complications, diagnostic trial.
In group A we performed 41 marsupializations, 20 sub-
total pericystectomies and 4 total pericystectomies; while 14
total pericystectomies and 10 liver resections were performed
in group B. Postoperative hospital stay was of 30 days for
group A patients and of 18 days for group B. A single
death occured in group A. Recurrences occured in group A
only (11 cases equal to 17%) and were treated with total
pericystectomies (8 cases) and liver resections (3 cases).
Our study shows the development of diagnostic procedures
trial during the 20-year period and the different surgical
approaches between the two groups.
Nevertheless we believe that surgical procedures should be
tailored to each patient avoid H high surgical risk due to
the benign nature of the disease.
Key words: Hepatic echinococcosis, hydatidosis, liver sur-
gery.
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Materials and methods

Between November 1975 and October 1995 we perfor-
med surgery on 89 patients affected by hepatic hydati-
dosis in our Unit. 
In order to better understand the evolution of diagno-
stic approaches and therapeutical attitudes over this
period, we have divided our patients into two groups:
Group A and B. 
Group A included 65 patients who underwent surgery
b e t ween 1975 and 1988, 46% of them we re male and
54% we re female with an age range of 14 to 75 years. 
Group B included 24 patients who underwent surgery
b e t ween 1989 and 1995, 47% of them we re male and
53% female with an age range of 13 to 70 years (Ta b. I).
Group A consisted of 57 patients (87.6%) with hepatic
cysts, 7 patients with hepatopulmonary extension, and
only one with cysts located in the liver and spleen. 
In Group B, 92% of patients had disease in the liver
only and 8% in the liver and lung. In both  groups the
distribution in the right lobe of the liver was higher than
in the left one (66% vs 34% in Group A, and 68% vs
32% in Group B). 
In both groups cysts were solitary in 85% and multiple
in 15% with a size ranging from 3 to 15 cm in dia-
meter. The first group included 2 recurrences coming
from other Units, the second one included 9 recurren-
ces previously treated in other Units. 
In particular, Group A revealed a slighter different symp-
tomatology compared to Group B. Hepatomegaly occu-
red in 70% and 55% of Group A and B respectively.
Palpable abdomen mass occured in 63% (Group A) and
47% (Group B). Both groups didn’t showed any sub-
stantial differences in the frequency of other symptoms
such as fever, pain and jaundice. 

Remarkable differences were observed in diagnostic pro-
cedures performed in these groups.
In the first part of our experience, we always  perfor-
med a plain abdominal Rx, liver scintiscan (49%), intra-
venous cholangiography in 28% of patients with suspec-
ted biliary tract involvement. In the most severe cases,
we performed ultrasonography (45%), CT scan (33%)
or flebocavography of extrahepatic veins (12%).
Ultrasonography and Ct scan were performed in all
Group. B patients. We have performed 5 arteriographies
for anatomic-surgical investigation. Endoscopic retrogra-
de cholangiopancreatography (ERPC) was performed in
4 patients with suspected biliary tract involvement (Tab.
II). Test for hematic eosinophilia and the Casoni test
were always performed in Group A patients. On the con-
trary, in Group B we followed routinerely the Elisa
method for the antibody assay and in the follow-up we
introduced use of the RAST test. 
We always evaluated the hepatic function before surgery.
When we planned to perform liver resection in Group.
B patients or in presence of  large cysts substituting the
parenchyma, we carried out MEGX (monoethylglyci-
nexilydide) test to evaluate the hepatic functional  reser-
ve. 
Intraoperative ultrasonography was performed in all
Group. B patients at surgery.
Incision was performed in Group A according to loca-
tion and size of the lesion; we performed a thoracoph-
renolaparotomy in 7 patients with hepatopulmonary
extension, a right subcostal incision in 27 patients affec-
ted by hepatic hydatid disease in the right lobe. We
performed a bilateral subcostal resection sometimes
extended to the sternum in 31 patients with large cysts
located in the right lobe, or confined in the liver and
spleen, or in the inner  part of the liver or in the left
lobe. We performed a thoracolaparotomy in 2 patients
with hepatopulmonary extension (Group B). We perfor-
med a right subcostal incision extended down to the
12th rib and up to the ensiform apophysis of the ster-
num in patients with cysts located in the liver only asi-
de from involved lobes and cyst size. 
As scolicidal agent, we first administered formaldehyde
solution, then hypertonic solution of sodium chloride
and at last hydrogen peroxide.
Sub-total pericystectomy refers to the removal of the
pericystium,leaving in situ areas adherent to important
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Tab. I – TREATED PATIENTS

Males Females
N. % N. %

Group A (mean age 44 years,
range 14-75) 30 46 35 54

Group B (mean age 42 years,
range 13-70) 11 47 15 53

Tab. II – DIAGNOSTIQUE PROCEDURES

Group A Group B

Abdominal RX 100% Ultrasonography 100%
Hepatic scintigraphy 49% Ct scan 100%
Endovenous cholangiography 28% Arteriography 21%
Flebocavography of extrahepatic veins 12% ERCP 17%
Ultrasonography 95%
Ctscan 33%



vascular structures and is indicated in the case of large
cyst with extended intrahepatic development (Fig. 1).
Liver resections are restricted to selected cases of single
large or multiple cysts destroying a segment or an enti-
re lobe (Fig. 2).
Hepatic infestation with E. granulous was histologically
confirmed in all cases. Mebendazole was administered in
Group B patients, 50mg/kg daily for 15 days before sur-
gery and at least 3 months after.
All patients were invited to periodic control sessions at
which time laboratory tests, hepatic ultrasonography and
chest x-ray were performed. Last control was in 1997
(mean control period: 5 years).

Results

We performed 49 marsupializations, 20 subtotal pericy-
stectomies and 4 total pericystectomies in Group A, whi-

le 14 total pericystectomies and 10 liver resections (Tab.
III) were carried out in Group B.
Among radical procedures, we performed 14 “closed”
total pericystectomies, 4 “open” total pericystectomies
and 10 liver resections of which 7 wedge resections, 1
left lobectomy and 2 regulated left hepatectomy.
Surgery was the treatment of choice in both groups,
preoperative diagnosis being correctly performed.
There was no accidental echinococcosis recurrence during
laparotomies carried out for other diseases. 
Concomitant biliary pathology was evidenced in 12
(Group A) and in 4 cases (Group B). Suspected biliary
tracts involvement was suggested  by symptomatology
(10 cases) or by preoperative diagnosis (4 cases) or by
demonstration of abundant biliary contents within the
cyst cavity at surgery.
Postoperative hospital  stay was of 30 and 18 days for
Group A and B respectively.
One Group A patient  presenting with severe episodes
of acute cholangitis, due to intrabiliary rupture of the
cyst, died of hepatorenal failure. There was no morta-
lity in Group B.
We observed a 30% rate of postoperative complications
in our first Group: biliary fistula (7 cases), transient cho-
leragie (4 cases), abscesses of residual cavity (2 cases),
subphrenic abscesses (3 cases), pleural effusions (2 cases),
sclerosing cholangitis (1 case), intrabiliary rupture of the
cyst (1 case). The second group rate of complications
was 12%: one case of pleural effusion and 2 cases of
abscesses of residual cavity (Tab. IV). We recorded 11
recurrences treated with total pericystectomy (7 cases);
with sub-total perycistectomy (2 cases); and liver resec-
tion (2 cases). 

Ann. Ital. Chir., LXXI, 1, 2000 1 0 1

Development in diagnosis and treatment of hepatic echinococcosis in a surgical department of a mediterranean centre over a 20-years period.

Fig. 1: Sub-total pericystectomy for hydatid liver cyst. Pre operative CT:
the cyst occupies the entire right lobe of the liver.

Fig. 2: Multiple hydatid cysts localized in the left lateral segment and
in the caudate lobe. Left lobectomy and subtotal pericystecomy for the
cyst of the caudate lobe.

Tab. III – SURGICAL PROCEDURES

Group A Group B
N. % N. %

Marsupialization 41 63 – –
Sub-total pericystectomies 20 3 – –
Total pericystectomies 4 6 14 58
Liver resection – – 10 42

Tab. IV – POSTOPERATIVE COMPLICATIONS IN THE
TWO GROUPS

Group A Group B

Biliary fistula 7 –
Transient choleragie 4 –
Abscesses of residual cavity 2 2
Subphrenic abscesses 3 –
Pleural drainage 2 1
Intrabiliary rupture of the cyst 1 –
Sclerosing cholangitis 1 –



Discussion

Objective of this study is to review our experience on
the evolution of diagnostic and therapeutical strategy of
hepatic echinococcosis over a 20-year period. 
We rarely observed changes in laboratory tests (6) (7) in
this disease even  though hepatic infestation with E.
Granoulous causes an IgE production.
We agree with other authors (2) (8) that  the utility of
a serological diagnosis in the definition of hepatic echi-
nococcosis  is questionable, except when diagnostique
techniques may help differentiate hydatid cysts from
abscesses or infestations with other parasite. In the first
period of our experience, we routinely used the Casoni
test which was useless due its non specificity.
Consequently, we introduced the Elisa method for spe-
cific antibody assay. Despite this method was able to dif-
ferentiate antibodies of the previous disease from those
of the ongoing one, we  haven’t recorded satisfactory
results.
We believe that introducing laboratory tests in the fol-
low-up of treated patients could represent an innovative
aspect aiming at performing an early diagnosis of recur-
rence, as we can see from our second group of patients
being evaluated with the RAST test. 
Ultrasonography and CT scan are commonly preferred
to traditional radiography and scintigraphy no more
used. Ultrasonography shows the morphological charac-
teristic of the cyst, possible presence of  scolices inside,
calcificification of the cyst wall and involvement of the
biliary tree. Besides, in association with Doppler, it is
possible to study venous and arterial vessels feeding the
liver that could be included in the formation of cysts
(9) (10) (11). CT scan can be useful in doubtful cases
(12) and can provide information. We performed arte-
riography only for anatomic-surgical investigation in few
selected patients. The Magnetic Resonance Imaging
(MRI) can reveal the communication with suprahepatic
vessels and vena cava. In order to confirm preoperati-
vely a communication between cysts and biliary tree,
endovenous cholangiography was used in the earlier part
of our experience and was replaced later by ERPC whi-
ch proved to be very useful in case of complications.
The endoscopic procedure was also helpful in post-ope-
rative patients, showing an external biliary fistula; we
routinely peform endoscopic sphincterotomy in patient
with externa biliary fistula or in patient with liver hyda-
tid cysts that have ruptured into the biliary tree. The
role of  Magnetic Resonance Cholangiography in eva-
luating inflammotory stenosis of the bile duct related to
liver ydatidosis is comparable to that of endoscopic cho-
langiography (Fig. 3), but doesn’t has the advantage to
allowing any therapy at the time of initial diagnosis (13). 
Although surgery is unanimously considered the treat-
ment of choice for hepatic hydatidosis, controversies still
exist about the use of conservative or radical procedu-
res. In the past the sole therapy to be used was con-

servative surgical management, because was used to be
thought that drainege of the cyst with iodine or for-
malin solution would ensure against the risk of recur-
rence (14) (15). This belief was rejected when the high
recurrence rate among patients treated in the above man-
ner was shown. Today, as general rule, radical surgery is
prefered to conservative surgery, mainly because of cer-
tain physiopathological consideration, of which exoge-
nous vesciculation is the most important (16) (17).
In the first part of our experience we performed  almo-
st only conservative procedures removing the endocyst
and cyst contents but not the pericyst. The residual
cavity was managed either by omentoplasty or by mar-
supializations. Surgery should aim at removing the para-
site exeresis of cystic wall with evacuation of residual
cavity and prevention of complications and recurrences.
Radical procedures are associated with a lower rate of
postoperative complications (mainly biliary fistula) and
recurrence, because treatment of leaks in the residual
cavity by direct binding is possible. Total pericystectomy
is, theoretically, the ideal treatment for liver ydatidosis;
complete exicision of the pericystium favors the healing
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Fig. 3: Endoscopic colangiography: stenosis of the common bile duct fol-
lowing sclerosis related to ydatidic sludge.



process of the remaning cavity (18). Nevertheless, radi-
cal procedures such as total pericystectomies may lead
to a high incidence of intraoperative bleeding in parti-
cular in cases of suspected communication between the
pericyst and suprahepatic vessels or vena cava.
Some authors consider radical procedures such as resec-
tion inappropriate claiming that the risk of damaging a
functional parenchyma may be too high for a benign
disease (19). Although conservative procedures imply low
surgical risks, they are associated  to a high rate of recur-
rences and postoperative complications (20) (21). We
agree with other authors (12) (22) (23) (24) that the
surgical treatment should be tailored to the individual
patient. Furthermore radical surgery is able to clear sco-
licidal agents such as formaldehyde solution, hypertonic
saline solution and hydrogen peroxide which are repor-
ted to be the primary cause of severe chemical cholan-
gitis (3) (10) (25). The current trend to perform radi-
cal surgery is highly supported by the use of intraope-
rative ultrasonography showing special anatomical featu-
res of the liver due to the progressive growth of the
parasite that leaves vascular structures to penetrate into
the biliary system. Biliary leakage is known to be the
most common postoperative complication following sur-
gery for hydatid liver disease. It is considered the “weak
point” of conservative surgery (26) (20). Also in our
series bilary leakage represented the most common com-
plication: we had 8 cases in group A end none in group
B. We had a single death due to intrabiliary rupture of
the cyst. In the past, in case of Hydatid discharge into
the biliary tract, we performed a surgical exploration of
the common bile duct and subsequently a choledoduo-
denostomy. Afterwards, we performed ERCP and a papil-
losphincterotomy to treat these complications. A further
aspect of our analysis was related to recurrences that in
our experience always occured in the same site of the
first surgery and only after conservative procedures. As
many authors claim (27) (28) (29) the best treatment
for local recurrence due to exogenous vesciculation is
total pericystectomy or subtotal pericystectomy next to
main vessels. Recent studies have evaluated the efficacy
of anti-helminthic drugs on hidatid disease. There are
many authors (30) (31) (32) (33) claiming  that this
kind of drugs reduces hydatic sludge and liquid together
with endocystic pressure. On the other hand, there are
authors (34) (35) (36) (37) who do not believe in the
efficacy of this treatment. We believe that surgery could
not be replaced by pharmacological therapy; antihel-
minthic drugs should be associated before and after the
surgery in our opinion. 
In conclusion, we feel that surgical strategy should be
tailored to each patient avoiding  high surgical risks due
to the benign nature of the disease; an early diagnosis
is essential for the rigth treatment because the latency
period between infestation and presentation can exclude
the patient from a radical cure. Furthermore a careful
preoperative work-up is the key to have a good surgical

indication which depend  on  patient’s fitness and on
anatomical accessibility of the cyst. 
There still exist controversies about the use of laparo-
scopy (38) or injection-guided aspiration (39) (4) due
to the lack of statistically significant data.

Riassunto

In questo studio retrospettivo abbiamo voluto rivedere la
nostra esperienza con l’echinococcosi epatica nel corso
degli ultimi vent’anni, in riferimento all’evoluzione del-
la sua diagnosi e del suo trattamento.
I pazienti sono stati suddivisi in due gruppi: il gruppo
A che racchiude 65 pazienti (30 maschi e 35 femmine)
operati nel periodo compreso tra il 1973 ed il 1988, ed
il gruppo B che comprende 24 pazienti (11 maschi e
13 femmine) operati nel periodo compreso tra il 1989
ed il 1993. Nel gruppo A sono state eseguite 41 tun-
nellizzazioni e marsupializzazioni, 20 pericistectomie par-
ziali e 4 pericistectomie totali. Nel gruppo B sono sta-
te eseguite 14 pericistectomie totali e 10 resezioni epa-
tiche. La degenza post-operatoria è stata di 30 giorni per
i pazienti del gruppo A e di 18 per quelli del gruppo
B. Un solo decesso si è verificato nel gruppo A, nessu-
no nel gruppo B. Le recidive sono state tutte a carico
del gruppo A (11 casi pari al 17 %) e sono state trat-
tate in 8 casi con reinterventi di pericistectomia totale,
ed in 3 casi con resezione epatica.
Sebbene non esistano differenze in termini di mortalità
fra i due gruppi della nostra serie per quanto riguarda
la degenza media postoperatoria, l’insorgenza di compli-
canze post-operatorie e le recidive, sono evidenti dei
miglioramenti correlati ad un approccio chirurgico più
radicale.

References

1) Elhamel A.: Pericystectomy for the treatment of hepatic hydatid
cysts. Surgery, 107:316-20.

2) Munzer D.: New perspectives in the diagnosis of echinococcus
disease. J Clin Gastroenterol, 13:415-423, 1991.

3) Moreno Gonzàles E.: Quistes hepàticos. In: Tratado de Cirugia
Balibrea Cantero, Barcellona, Editorial Toray, 2378-2399, 1989.

4) Schipper H.G., Kager P.A.: Percutaneous drainage of hydatid
cysts. N Engl J Med, 338:391, 1998.

5) Lewis J.W., Koss N., Kerstein M.D.: A review of echinococcal
cysts. Sonographic appearance and classification. Radiology, 155:773-
775, 1985.

6) Langer J.C., Rose D.B., Keystone J.S., Taylor B.R., Langer
B.: Diagnosis and management of hydatid disease of the liver: a 15-
year North American experience. Ann Surg, 199:412-417, 1984.

7) Wanninayake H.M., Brough W., Bullock N., Calne R.Y.,
Farman J.V.: Hypernatremia after treatment of hydatid. Br Med J,
284:1302-1303, 1982.

Ann. Ital. Chir., LXXI, 1, 2000 1 0 3

Development in diagnosis and treatment of hepatic echinococcosis in a surgical department of a mediterranean centre over a 20-years period.



8) Cossu M.L., Carboni G., Dessanti A. et al.: Biologia, fisiopa -
tologia ed aspetti generali dell’echinococcosi-idatidosi. Ann Ital Chir,
LXV, 6:625-633, 1994.

9) Barquet N., Cayla J.A., Coromins M. et al.: Hidatidosis en
Catalunya. Estudio en pacientes menoresde 20 anos (1977-1985).
Med Clin Barc, 94:121, 1989.

10) Cano J.M., Pérez Jiménez F., De Dios J.F.: Valor diagnòsti -
co comparativo de la gammagrafia, tomoecografia, esplenoportografia
y arteriografia en el quiste hidatidico hepatico. A propòsito de 170
casos eomprobados quirurgicamente. Rev Clin Esp, 140:29,
1 9 7 6 .

11) Hardy K.J., Martin J., Fletcher D.R., MacLellan D.G., Jones
R.M.: Hepatic resection: value of operative ultrasonic dissection. Aust
NZ J Surg, 59: 621, 1989.

12) Moreno Gonzàles E., Rico Selas P., Martinez B., Garcia G.,
Palma Carazo F., Hidalgo Pascual M.: Results of surgical treat -
ment of hepatic hydatidosis: current therapeutic modifications. World
J Surg, 15:254-263, 1991.

13) Reinhold C., Bret P.M.: Current status of MR cholangiopan -
creatography. AJR, 166:1285-95, 1996.

14) Sommariav V.: L’idatidosi epatica. Arch Atti Soc It Chir,
1:233, 1967.

15) Sunt T.: Current status of hydatid disease. Report of a case and
review of the literature. Dig Dis, 6:170-84, 1988.

16) Bajamonte G.: Considerazioni terapeutiche sull’idatidosi epatica.
Arch Sic Med Chir, XIX 5, 1978.

17) Hidalgo Pascusal M., Moreno Gonzales B.: La quistectomia
total en la hidatidosis epatica. Arch Atti Soc It Chir, 2:799, 1979.

18) Mazziotti A., Cavallari A.: Surgery for liver hidatidosis. In:
Mazziotti A., Cavallari A., eds. Techniques in liver surgery. London:
Greenwich Medical Media, 177-90, 1997.

19) Ekram Y.: Surgical treatment of hydatid disease of the liver.
Arch Surg, 3:1350-52, 1976.

20) Demirci S., Eraslan S., Anadol E., Bozatli L.: Comparison of
the results of different surgical techniques in the management of the
hydatid cysts of the liver. World J Surg, 13:88-91, 1989.

21) Gruttadauria S., Marino G., Gruttadauria G.: Development of
hechinococcosis diagnosis and treatment over a 20-year period.
Proceedings 2nd World Congress International Hepato-Pancreato-
Biliary Association, 207-210, 1996.

22) Magistrelli P., Masetti R., Coppola R., Messia A., Nuzzo G.,
Picciocchi A.: Surgical treatment of hydatid disease of the liver: a
20-year experience. Arch Surg, 126:518-523, 1991.

23) Di Matteo G., Bove A., Chiarini S. et al.: Hepatic echino -
coccus disease: our experience over 22 years. H e p a t o -
Gastroenterology, 43:1562-65, 1996.

24) Alfieri S., Doglietto G.B., Pacelli F. et al.: Radical surgery for

liver hidatid disease: a study of 89 consecutive patients. Hepato-
Gastroenterology, 44:496-500, 1997.

25) Leese T., Bismuth H.: Surgical management of space-occupying
lesions in the liver. Clin Gastroenterol, 3:253, 1989.

26) Chipponi J., Huguier M.: Les kystes due foie opèrès en France:
epidemiologie, attidudes diagnostiques et therapeutiques; étude de 306
cas. Gastroenterol Clin Biol, 10:419-423, 1986.

27) Assadourian R., Leyanud G., Atie N.: Traitement du kyste
hydatique du foie: notre attitude actuelle. J Chir, (Paris), 117:115-
120, 1980.

28) Bourgeon R., Isman H., Brisard M.: La perikiste et la periky -
stectomie au cours du kyste hydatique du foie: à propos de 178 obser -
vations. J Chir, 116:693-698, 1979.

29) Tagliacozzo S.: Typical and atypical resections in the surgical treat -
ment of hydatid disease of the liver. Surg Italy, 7:133-138, 1977.

30) Bartolonic de-Gaetano A.M., Magistrelli P. et al.: Medical the -
rapy with mebendazole in hydatic cyst disease. A follow-up of 40
cases. Minerva Med, 80:205-214, 1989.

31) Bekhti A., Pirotte J.: Hepatotoxicity of mebendazole; relation -
ship with serum concentrations of the drug. Gastroenterol Clin Biol,
11:701-703, 1987.

32) Morris D.I., Vchinner J.B., Ubhi C.: A comparison of the
effects of albendazole, its sulfone metabolite, and mebendazole on the
viability of protoscoleces of Echinococcus granulosis in an in vitro
culture. Transactions R Soc Trop Med Hyg, 81:804-805, 1987.

33) Stojanow G., Jurukowa D., Meinhard P.: Chemoprevention of
secondary abdominal echinococcosis, experimental study and clinical
observation. Z Exp Chir Transplant Kunstliche Organe, 22:180-
183, 1989.

34) Luder P.J., Robottig G., Meister F.P. et al.: High oral doses
of mebendazole interfere with growth of larval echionococcus multi -
locularis lesions. J Hepatol, 1:369-377, 1985.

35) Rausch R.L., Wilson J.F., McMahon B.J. et al.: Consequences
of continuous mebendazole  therapy in alveolar hydatid disease. Ann
Trop Med Parasitol, 80:403-419, 1986.

36) Rudwan M.A., Mousa A.M., Muhtaseb S.A.: Abdominal hyda -
tic disease. follow-up of mebendazole therapy by CT and ultrasono -
graphy. Int Surg, 71:22-26, 1986.

37) Woodtli W., Bircher J., Witassek F. et al.: Effects of plasma
mebendazole concentrations in the treatment of human echinococcus.
Am J Trop Med Hyg, 34: 754-760, 1985.

38) Lujàn Mompeàn A., Parrilla Paricio P., Robles Campos R.,
Garcia Ayllon J.: Laparoscopic treatment of a liver hydatid cyst. Br
J Surg, 80:907-908, 1993.

39) Khuroo M.S., Wani N.A., Javid G. et al.: Percutaneous drai -
nage compared with surgery for hepatic hydatid cysts. N Engl J Med,
337:881-87, 1997.

S. Gruttadauria, F. Basile, G. Marino, A. Gentile, A. Vittoria Sgroi, G. Gruttadauria

1 0 4 Ann. Ital. Chir., LXXI, 1, 2000



Address correspondence:

Dr. Salvatore GRUTTADAURIA
Viale XX Settembre, 32
95126 CATANIA

Ann. Ital. Chir., LXXI, 1, 2000 1 0 5

Development in diagnosis and treatment of hepatic echinococcosis in a surgical department of a mediterranean centre over a 20-years period.

Prof. Ercole CIRINO

Ordinario di Chirurgia Generale
Università di Catania

In questo studio clinico retrospettivo gli autori hanno rivisitato la loro esperienza con l’idatidosi epatica in un periodo di
tempo di 20 anni (1975-1995). Vengono analizzati i cambiamenti, realizzati nel corso di questo ventennio, dell’iter dia -
gnostico e dell’approccio terapeutico di questa patologia. In particolare, attraverso lo studio dei due gruppi di pazienti, si
evince come con il progredire della diagnostica nel campo della patologia epatobiliare e dell’affinamento della chirurgia epa -
tica sia cambiato l’impatto con l’echinococcosi epatica. Infatti l’ecografia e la TAC rappresentano ormai i punti cardine
della diagnostica preoperatoria e la ERCP risulta sempre più importante nella diagnosi e nell’eventuale trattamento di com -
plicanze legate al coinvolgimento dell’albero biliare.
La diagnostica sierologica si è arricchita di nuove metodiche e trova una sua valida collocazione anche nel follow-up di
questi pazienti. Per quanto riguarda la terapia, sebbene pare, dall’analisi del lavoro, che ci sia una tendenza sempre più
marcata verso la realizzzazione di interventi radicali, mi sembra che la considerazione più importante sia quello espressa
dagli autori nel finale del lavoro in cui affermano che, trattandosi di patologia benigna, l’indicazione alla terapia chi -
rurgica radicale debba sempre essere pesata con molta attenzione valutando rischi e benefici. Condivido la loro conclusio -
ne che non esiste una terapia standardizzata per il trattamento di questa patologia ma ogni intervento deve essere taglia -
to su misura per ogni singolo paziente.

In this retrospective study the authors report their experience with liver echinococcosis diagnosis and treatment over a 20-
year period. The study shows the development of diagnostic procedures during the 20-year period and the different surgi -
cal approches between the two groups analyzed. The impact with liver idatidosis has changed in a surgical department.
Ultrasonography and CT scan represent the main tools of the preoperative imaging and ERCP plays a first role in the
diagnosis and treatment of the complications related to liver echinococcosis. Serological diagnosis could be usefull particu -
lary in the follow-up of trated patients to detect early recurrence. Although the number of radical procedures is bigger in
the second group than in the first one I agree with the authors that surgery should be tailored to each patient avoiding
high surgical risk due the benign nature of the disease.
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