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Abstract  

Hydatid cyst is one form of parasitic infestation caused by the larval stage of a cestode species called 

Echinococcus. The omentum is one of the rarest sites for harboring hydatid cyst. We are reporting a hydatid 

cyst of the omentum in a 14 year-old Ethiopian patient. Due to its rareness, information about the appearances 

of hydatid cysts within the omentum is inadequate. We believe that this case report will help to augment the 

knowledge about hydatid cyst of the omentum by describing and discussing clinical and radiological findings. 
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Introduction 

 

Hydatid Cyst is one form of parasitic 

infestation caused by the larval stage of a 

cestode species called Echinococcus. The two 

main types of the disease are caused by E. 

granulosus and E. multilocularis. Dogs are 

said to be the definitive host while human and 

some animals like sheep and cattle are 

intermediate hosts [1, 2]. Consumption of 

unwashed contaminated vegetable and 

contact with infected animals or contaminated 

soils is transmission routes for humans, who 

are an inadvertent intermediate host [3]. 

In human, the liver is the most common 

organ being affected by hydatid cyst 

accounting for 50–75%, followed by the lung 

25% and  other organs are rarely affected 

accounting for  5–10%. It can be manifested 

as single or multiple cystic lesions in the 

different organs it affects [1]. Omentum is 

among the organs which are rarely affected by  

 

Hydatid disease, which pose a diagnostic 

challenge [4]. We are presenting a hydatid 

disease of the omentum with clinical 

presentation, imaging, intraoperative, 

pathologic findings and review of literature. 

 

 

Case report 

 

A 14 year-old Ethiopian female patient 

presented with dull aching lower abdominal 

pain of one year duration, followed by 

abdominal swelling of 5 months duration. The 

swelling was noticed just below the umbilicus, 

which gradually increased in size to attain the 

current size. On inspection of the abdomen 

there was a visible mass below the umbilicus 

which moved with respiration. On palpation the 

mass was well defined measuring around 8 

cm in diameter, hard in consistency and 

moved in all directions. Otherwise, there was 

no organomegally or shifting dullness. 

Laboratory investigation revealed WBC of 

9600/L and hemoglobin level of 14.7 mg/dl. 

The abdominal ultrasound finding was an 

anechoic mass in the peritoneum measuring 

9.5x6.4 cm; with no connection to the solid 

organs; suggesting a differential diagnosis of 

mesenteric cyst or an enteric duplication cyst 

(Figure 1). 
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The CT scan revealed a thick walled cystic 

mass in the region of ileocecal mesentery 

measuring 6.7 cm in diameter having no 

internal septations or mural calcifications. The 

bowel appears normal with no wall thickening 

and the solid organs are normal. The CT 

suggested a diagnosis of enteric duplication 

cyst with differential diagnosis of Giant 

Mickele’s diverticulum (Figure 2). 

 

Fig. 1. US showing an anechoic mass in the peritoneum measuring 9.5x6.4 cm 

 

 

Fig. 2. CT scan: thick walled cystic mass measuring 6.7 cm in diameter with no internal septations or mural 

calcification 
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With the above diagnosis, the patient was 

admitted and with sub-umbilical midline 

incision the abdomen explored. The 

intraoperative finding was 10 cm in diameter 

Cystic mass arising from the omentum for 

which omental cystectomy was done and sent 

for histopathologic examination (Figure 3). The 

patient had uneventful hospital stay and 

discharged improved in the 4
th
 post-operative 

day. 

The histopathology examination confirmed 

the diagnosis of hydatid cyst with gross 

description of a 10x9x6 cm gray-white nodular 

cystic mass with attached fat tissue and partly 

covered by thick mucoid material, and a cut 

section through the cyst revealed a unilocular 

cyst filled with serous fluid and lumen covered 

with thick membraneous mucoid material 

associated with surface granularities and wall 

thickness up to 0.3 cm.  

 

Fig. 3. Gross appearance of the omental cystic nodule, partly surface covered with thick mucoid material 

 

Microscopic examination revealed a 

fibrous wall from the luminal side lined by 

hyaline lamellae with dispersed scoleces 

projecting into the lumen and minimal 

multifocal lymphocytic and giant cells 

reactions. Parasitic germ layers are also 

identified embedded in the fat tissue (Figure 

4). 
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Fig. 4. Pathological examination: A. Parasitic cyst wall and adjacent fat tissue with embedded parasitic germ 

layers (Arrow head) (HE, x100); B. Hyaline lamellae with focal scolex representing the membraneous mucoid 

material on gross description (ectocyst, endocyst and pericyst) (HE, x200); C. Parasitic scolex (HE, x400). 
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Discussion 

 

Echinococcal disease is a significant 

public health problem in South America, the 

Middle East and Eastern Mediterranean, 

China, some African countries, and the former 

USSR [5, 6]. The estimated number of human 

infections reaches 1 million worldwide [7]. 

Although most regions of Africa are poorly 

researched and limited information is 

available, several species have been found in 

the African countries. The most common strain 

is the G1, highly diffused in the North and East 

African sheep raising areas [8]. In Ethiopia few 

researches have been conducted about the 

disease. The report showed an annual 

incidence of 2.3 cases per 100 000 per year in 

Bahir Dar and prevalence rate of 1.6% and 

0.5% in southern part of the country [9].  

Clinical manifestation of hydatid cyst 

depends on the location and the size. Patients 

can be asymptomatic as cyst grows slowly. 

Clinical symptoms may include nonspecific 

abdominal pain, low grade fever, jaundice, 

urticaria and abdominal mass [10], which is 

true also in our patient who has presented with 

abdominal pain and swelling. 

The cyst contains three layers which are 

called the pericyst, ectocyst and endocyst [1]. 

Different imaging can be used in defining the 

disease in different sites. Michael et al 

described a sensitivity of 93% and 100% for 

U/S and CT scan respectively [10]. 

The radiologic finding differs according to 

the type of the cyst. The early lesions or type I 

hydatid cysts have a non-specific anechoic 

cystic appearance on ultrasonography (US) 

and a well-defined, round or oval cystic mass 

on CT scan. The type II cyst is characterized 

by the appearance of many daughter cysts 

and/or matrix developed within the parent cyst 

with or without wall calcification. Daughter 

cysts have a lower attenuation value than that 

of mother cysts on CT scans. Type III cysts on 

U/S appear as cyst calcification as 

hyperechoic areas with a strong posterior 

shadow. Cyst calcification can be 

demonstrated as round, hyper-attenuating 

areas on CT [11]. Both the U/S and CT scan 

description of our patient fits to the type I cyst. 

The omentum is one of the rare sites for 

harboring hydatid cyst. In a pathologic report 

of 80 cases in Turkey only one case was 

found to be originating from the omentum; 

Murvet et al couldn’t find an image of omental 

hydatid cyst in his pectoral essay [4, 11]. 

 

 

Conclusion 

 

In our case, both the U/S and the CT scan 

reading didn’t consider a differential diagnosis 

of hydatid cyst despite the typical description 

of the image findings. This case report will 

definitely give a lesson, to radiologist and 

clinicians, to consider hydatid cyst as a 

differential diagnosis for such kind of clinical 

and imaging findings; and care should be 

taken in handling the cyst to avoid 

intraoperative rupture. 
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