8¢l

[sRep 221 [%STDC (%D | (%098 | (%svy | (%sDv %001 ] OI [e30L |
__ _ (%79 | 1 UOI10383I 5P :
| s&ep €1 - | - (%999C | (%e€E)T | (%ECEDT |[%TY I AU01921UIWBS |
| 7 %79 I A1101991540119d01SA)) |
B o _:saanpadoad [earpey |

g o I » 1., o | _ a3euonde)

- ) o :3.ampadoid pagipoAl

] o _ I _ aSeurelp

sfep oyl | (%001 | (%0D1 | (%09 € (% 0%) T (%001 [%LIE| € sqmy 4 Awopeiske  [emieq

i 3 -a5RUIRIp 9qM)-, pUR

5 % 79 1 uonelojdxo (gD + Asedojusuo

skep ¢'S1 | (%50 1 - (%09 T (% SO T (% S2) 1 + Aw03093840 [ened

i F : be oo Asepdojuauio

% L8] ¢ 4 Aw103021849 1]

- :s2anpadoad aAnRBAIISUO))

Keys epdsoy jo |2IUALIMIAI | suopedduod [suonedijdmod |suoneorduwod

YpSus| UBIW | PAENALJUO)) APIGIOIN jEaliy Jolepy JOUIA % ToqUInN SN0 A _

o : §3)E0 0UWILINIA i
pue £u)s (ejidsoy sageaadossod Jo ySuay ‘suonedrduiod Jolew pue dourw dayesadoysod ‘suopetado jo sadAy smoys :(€) 21qe ],

Ams-q BRIy
sanbiuyoal [B215.NS 1UaIR]JIP JO UOIBN[BAY

gooT'uel I'ON OI1OA
TVNENOT TVIIAEW ATTIVA HINOS




e

*
")

SOUTH VALLEY MEDICAL JOURNAL
Vol10 No.l Jan.2006

Evaluation of different surgical techniques

Alaa El-Suity

Fig. (1) CT scan showing hydatid cyst in
the right lobe of the liver

Fig. (2) Retrograde cholangiogram showing
Echinococcal material in dilated bile duct

; t : t;
(- Fig (3) Exposure of the cyst through Fig (4) Sterilization of the cyst and suction
2
. subcostal incision - of its content
; *
r
Fig (5) Suturing of the remnant of the Fig (6) Formation of rosette-like capitonage
anterior wall of the cyst to the posterior wall and obliteration of the cyst cavity
139
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Discussion

Cystic hydatid discase of the liver is
caused by larval forms of the canine
tapeworm, Echinococcus granulosus.
Despite detailed knowledge of its life
cycle and  proven methods  of
eradication, the worm continues to
thrive in many parts of the world where
humans, dogs and sheep coexist
(Senyuz et al, 2001). In the Middle
Fast, its annual incidence ranges from 1
to 220 per 100,000 inhabitants. where it
causes major health and economic
problems (WHO, 1996). In our study,
there were statistically — significant
differences between rtural and urban
areas with respect to the incidence of
the disease (75 % versus 25 %%
respectively, P < 0.05). Traveling {o an
endemic areas such as Iraq and Saudi
Arabia didn't statistically affect the
incidence in this study (3/16, 18.7 %, P
> 0.05). The clinical features of liver
hydatid disease depend on the site, size
and stage of development of the hydatid
disease (Wong et al, 1999). The mosl
common symptom in hydatid cyst of the
liver is vague abdominal pain, being
present in 80 % of the cases (Haddad et
al, 2001). Other symptoms are either
related to minor leak and mass effect of
the cyst or major rupture with acute
peritoneal  signs, cholangitis  and
anaphylaxis (Yorganci & Sayek, 2002).
In our study, abdominal pain was the
most predominant symptoms being
present in 50 % of cases (8/16) (P =
0.02) and upper right quadrant and
epigastric tenderness were the most
remarkable physical findings being
present in 62.5 % of patients (10/16) (P
= (.003). The incidence of associated
illness was 43.7 % in this study. Obesity
was included as an associated illness
because it is a well known risk factor
for some of the post-surgical
complications (Foley & Lee, 1990).
However, in our study, obesity didn't
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show any influence on complications
and length of hospital stay (P = 0.03).
The rate of complications and length of
hospital stay increased significantly in
patients who had co-morbidity illness
other than obesity (P = 0.02). Moreover,
logistic regression analysis
demonstrated that the conventional &
radical  procedures are  important
determinants for complication rate and
length of hospital stay. The same results
had reached by Yorganci and Sayek
(2002). Operative resection of hydatid
disease requires accurate preoperative
and intra-operative diagnosis of the
disease (Wong et al, 1999). Most
studies support the concept that
preoperative diagnosis of the disease
mainly depends on US & CT (Safioleas
et al, 1994, Hadded ef al, 2001 and
Yorganci & Sayek, 2002). There are
many findings that are specific for this
disease (Gharbi et al, 1981 & El-Talir
et al, 1992). However, some cysls may
still present a diagnostic dilemma with
US and CT scan and post-surgical
evaluation of hydatid disease may be
also difficult (Akhan et al, 1999). In
this study, the diagnostic and further
morphologic accuracy of US & C1 was
933 % & 83.3 % and 87.5 % & 100 %,
respectively. ELISA  was used in
equivocal cases and follow up of the
patients. These results were consistent
with previous studies (Safioleas ef al,
1994 and Hadded et al, 2001).
Rodriguez et al (1998) and Dumas ¢t al
(1999) demonstrated the usefulness of
ERCP in liver hydatid disease in a small
number of cases. On the other hand, Lai
and Wong (1990) reported that neither
HIDA scan nor ERCP were helpful in
determining the type of hepatic cyst or
in revealing the presence of biliary
communication. In our study, pre-
operative ERCP was performed in 2
patients. In one patient with slightly

&




SOUTH VALLEY MEDICAL JOURNAL
Vol 10 No.1 Jan.2006

Evaluation of different surgical techniques

Alaa E1-Suity

hyperbilirubinemia, ERCP and
sphincterotomy  successfully relieved
the obstruction, and further biliary
exploration was not required at the time
of surgery. In the other patient with
dilated bile ducts in US, ERCP had
failed to clarily the presence of
cystobiliary ~ communications  and
exploration of the bile ducts was
performed during surgery. Ideal therapy
of the liver hydatid disease should be
able to cure the disease with a low
morbidity. Failure of treatment is
defined as recurrence in the same
localization and complication related to
the intervention (Yorganci & Sayek,
2002). The current available drug
therapy, although showing satisfactory
penetration into hydatid cyst fluid and
eradication of some daughter cysts, has
not been established as an alternative to
operative resection for hydatid liver
diseasc (Wong et al, 1999). Many
surgical techniques have been used and
ranged from percutancous aspiration,
drainage, and marsupilization to the
complete excision of the cyst with
segmentary liver resection (Salinas et
al, 2001). Surgical treatment by the
conventional (partial cystectomy with
omentoplasty or tube drainage) or
radical procedures (cystopericystectomy
or any type of liver resection) are the
techniques of first choice, but still under
debate with respect to the complication
rate and length of hospital stay
(Buttenschoen et al, 2004). In partial
cystectomy, small pericystic areas.
which are located close to vascular and
biliary vessels, are not resected and so
long term results as regard to recurrence
are nol satisfactory when compared
with radical procedures (Fillippou et al,
2004). Moreover, capitonage of the
remaining cyst cavity by omentoplasty
increases the incidence of septic
complications  that  results from
postoperative necrosis of the omentum
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(Uthkan et al, 2001). In radical
operations, the parasite content and
entire  pericystic  membrane  are
removed. The operations are
accompanied by increased morbidity
and mortality. However, the incidence
of local recurrence is low (Alfieri et al,
1997). All of the techniques applied in
liver echinococcosis surgery present
minor or major disadvantages and
various  postoperative  complications
(Fillippou et al, 2004). These resulls
agree with our results and show similar
observations. There were no statistically
significant differences between
conventional and radical procedures
with respect to major complication rate
(33 % for each) and length of hospital
stay (15 versus 12.3 days), but with the
application of some modifications on
partial cystectomy a significantly lower
major complication rate (P = 0.001) and
shorter length of hospital stay (P < 0.05)
were recorded. This method is easy to
perform, quick, safe and avoids most of
the major postoperative complications,
while eradicating the disease. It is a
modified combination of "rosette-like"
capitonage and interoflexion. Our
results obtained by this method seem to
be in accordance with that recorded by
Ariogul et al, (1989) & Kayaalp et al
(2002) on the classic type "slit-like"
interoflexion, although the number of
our patients is too small to allow
comparison. In our cases, no specific
difficulties or method related
complications were recorded. The only
possible limitation of this technique
may relate with the anatomic location of
the hydatid cyst. Concerning the bile
ducts and vessel injury, deep sutures
that may cause vessel or bile duct
injuries were not used except from some
lixation sutures, The overall
complication rate, of the all mentioned
techniques, in this study, was 50 %, As
might be expected, the overall
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complication rate was significantly developed confirmed recurrence within
increased in cases freated with a mean period of 16 months after
conventional and radical procedures surgery.

(583 %) in comparison with the

modified partial cystectomy (25 %) (P <
0.05). The rate of complication after
liver hydatid surgery has been reported
by some investigators. Sayek et al
(1980) reported a complication rate of
47 % in 1000 patients, Dziri et al (1999)
reported a complication rate of 39.1 %
in 115 patients and Yorganci & Sayek
(2002) reported a complication rate of
40 % in 95 patients. The overall
mortality rate, in this series was found
to be 6.2 % which corresponds well
with that of Sayek et al (1980) (3 %),
Dziri et al (1999) (3 %) and Yorganci &
Sayek (2002) (1.1 %). Operative
complications, diseases related with age
and infection in the remaining cyst
cavity have been reported as major
causes of death in liver hydatid surgery
(Alfieri et al., 1997 & Balik et al., 1999
& Yorganci and Sayek., 2002), The rate
of recurrence after liver hydatid surgery
has been reported in different series.
Magistrelli et al, (1991) recorded a
recurrence rate of 9.6 % within 36
months mean period of follow up.
Vagianos et al., (1995) recorded a
recurrence rate of 4.5 % within 2.5-7
years and Yorganci & Sayek (2002)
recorded a recurrence rate of 25 %
within 33 months. In our study, among
5 patients (31.7 %) with remained
elevation of the total levels of serum
IgG, 2 (12.5 %) developed confirmed
recurrence within mean period of 14
months  after  the  conventional
procedures. In patients with radical
procedures, no recurrence was noted
and the serum IgG returned to its
normal levels within one year after
surgery. In patients with modified
partial cystectomy, although 2 patients
(2/4, 50 %) showed remained elevation
of the total levels of IgG, none of them
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Conclusion:

Partial cystectomy with modified
capitonage in obliteration of the cyst
cavity is easy to perform, quick and safe
procedure with satisfactory results
provided that the hydatid cyst is in
favorable anatomical Jlocation. The
conventional procedures are associated
significantly ~ with  an  increased
treatment failure as regard to the
complication and recurrence rates.
Radical procedures are effective in
complete eradication of the disease but
has  significantly higher rate of
complications. Serological tests, using
ELISA should be considered in
follow-up of patients and in
diagnosis of equivocal cases.
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