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 Generally, hydatid cysts present asymptomatically, and a radiographical 

examination for another reason leads to the cysts being discovered by 

accident. The symptoms of some patients may depend on the location, 

size, and relationship between the cyst and the adjacent structures. There 

is a high risk of perforation of the cysts into adjacent structures, such as 

a biliary tree, major vessels, hollow viscera, and the peritoneum. The 

aim of this report is to provide an overview of a case with an unusual 

hepatic hydatid cyst rupture (post- bariatric) accompanied by an in-depth 

review of the literature. Our hospital was approached by a female patient 

of 46 years with a history of abdominal pain, diarrhea, and hypotension. 

The hepatic cyst had spontaneous rupture. IgG results of enzyme-linked 

immunosorbent assays were negative. Two days before laparoscopic 

surgery, the patient was given urgent resuscitation and treated with 

albendazole. Following the surgery, no recurrence was seen (22 months 

postoperatively). Hydatid cysts can develop an extremely rare and life-

threatening complication, intraperitoneal perforation, after a significant 

weight loss. After judicious medical treatment for allergic reactions, it is 

essential to treat the patients with appropriate emergent surgical 

management (including laparoscopy) as quickly as possible. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

The hydatic disease is a zoonotic disease which is common in pastoral communities, and it is caused by a 

member of parasites of the Taenidae family called echinococcus [1- 3]. The disease is commonly associated 

with the liver (50%-77%), the lungs (15%-47%), the spleen (0.5%-8%), and the kidneys (2%-4%), but 

hydatid diseases may affect almost any organ [1- 6]. The final intermediate host in Echinococcosis' 

biological life cycle will be a human ingesting dog and sheep eggs [1], [4]. Most Hydatid cyst patients 

remain asymptomatic for years and are usually diagnosed incidentally by radiological examinations for 
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other reasons as the cyst grows at a rate of 1-50 mm/year, depending on its site [3], [7], [8]. The symptoms 

and signs of hydatidosis may range from nausea and vomiting to abdominal pain (mild to severe) and 

icterus, depending on the size, location, and/or relation to surrounding structures [1]. Complications of the 

cyst may include perforation (rupture), anaphylactic reaction, bacterial infection, and compression on the 

adjacent structures [4], [5]. Perforation of the hydatid cyst can be internally (into the hollow viscera, cysto-

biliary fistula, bronchopleural fistula, broncho-biliary fistula, intrapericardial perforation, intraperitoneal 

perforation, intrapleural perforation) and it is rare to be externally into the skin (cysto-cutaneous fistula) [3]. 

An intraperitoneal perforation is a potentially life-threatening condition [33]. 

 

1.1 Review Point 

The point of this deliberate review is to present a case report of an intraperitoneal perforation with unusual 

presentation after weight loss (post-bariatric surgery) gathered with a review article about detailed 

management. 

 

2. FINDINGS AND DISCUSSION 

 

2.1 Case Presentation 

2.1.1 Main complaints 

The 46-year-old lady came to the ED with abdominal pain, drowsiness, and hypotension. She denied any 

trauma. 

 

2.1.2 Present history of illness 

she has had the simple liver cysts approximately nine months ago and the cysts were visualized by a 

radiological examination (routine abd. US) during the routine preoperative investigation for laparoscopic 

sleeve gastrectomy. The patient was presented to ED with sudden abdominal pain, drowsiness, and 

hypotensive shock with no history of trauma. She was admitted at the medical ward by diagnosis of 

systemic hypotension for 3 days. The pain was diffuse all over the abdomen mainly epigastric and right 

hypochondrial areas, sudden in onset, Colicky in nature, mild to moderate in severity, progressive and 

aggravated by eating with no relieving factors. It was associated with anorexia and multiple episodes of 

vomiting. No hematemesis, melena, bleeding per rectum nor jaundice were present. Night sweating and 

fever were denied with unremarkable systematic review. The patient was improved and discharged on 

medical treatment for 3 days during when the patient condition had worsened and associated with watery 

diarrhea so, the patient was readmitted again under the care of gastroenterology as a case of severe 

gastroenteritis and subsequently shifted to ICU due to progressive profound hypotension and shock 

associated with desaturation where the patient was given supportive treatment with close monitoring. CT 

abdomen with contrast was organized and secured which showed suspected ruptured hydatid cyst with 

peritonitis and rapid shift to surgical care was conducted with prompt preparation for surgical intervention 

using laparoscopy after patient optimization. laparoscopic management was performed after 2 weeks 

duration from the 1st presentation. Upon physical examination, the patient looked ill and distressed on 

oxygen nasal canula with no pallor or jaundice. The Vital signs were Bp 87/57, pulse 41, RR 28, temp 37.2, 

and sat 95 % on oxygen nasal canula. The abdominal examination revealed tenderness over epigastric and 

right hypochondrial areas. It also showed limbing of right loer limb as an old sequale of rheumatoid arthritis 

with no more other deformities. The chest examination was unremarkable. 

 

2.1.3 History of past illness 

The patient has been suffering from hypothyroidism and rheumatoid arthritis other than the liver cysts 

(misdiagnosed as simple ones). The patient is receiving levothyroxine 100mcg/day for hypothyroidism and 
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Plaquenil 200mg/day for rheumatoid arthritis. The patient had a history of laparoscopic sleeve gastrectomy 

nine months ago for BMI=44 with limbing (weight =98kg, height=148cm). 

 

2.1.4 Laboratory examinations 

The laboratory analysis results were ALT, 13 (5-45 U/L); AST, 11 (5-45 U/L); total bilirubin, 1.1 (0.2-1.2 

mg/dL); ALP, 75 (40-150 U/L); and GGT, 35(9-48 U/L). CBC results: 31000/ml white blood cells 

(neutrophils 86%, eosinophils 0.8%) 

 

2.1.5 Imaging examinations 

Routine preoperative abdominal US was done before sleeve gastrectomy and showed three liver cysts 

which had been described as simple ones at that time (Figures 1). Contrast-enhanced abdominal computed 

tomography (CT) was done 6 months post-sleeve gastrectomy showing three uncomplicated cysts (Figure 

2). The abdominal US and abdominal CT with IV contrast were done at the time of emergency admission 

and showed that The right lobe of the liver has three multiple cystic lesions with multiple hydatid cysts (size 

of the largest cyst: 50 mm x 45 mm x 38 mm) that were associated with mild to moderate peritoneal 

effusions. This result was compatible with a perforated hydatid cyst with free peritoneal fluids as seen on 

abdominal CT scans (Figures 3). 

 

 
Figures 1; Abdominal us showed three liver cysts (described as simple ones). 
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Figure 2; Abdominal CT with contrast shows three hydatid cysts in the right lobe of the liver. 

 

 
Figure 3; Abdominal CT with contrast shows that free fluid is adjacent to the cyst which is compatible with 

ruptured hydatid cyst with free peritoneal fluids. 

 

3. FINAL DIAGNOSIS 

Intraperitoneal perforation of hydatid cyst of the liver with generalised peritonitis. 
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4. TREATMENT 

Antihistaminic, corticosteroid, inotropic and fluid resuscitation treatment was promptly started at the ICU. 

she received inotropic support (norepinephrine0.2 mcg), iv fluid, and iv antibiotics (Imipenem 1g iv TID-

Flagyl 500mg iv TID). Analgesia was given regularly eg paracetamol 1g IV TID.Tablets Of Albendazole 

400 mg had been given PO BID 2 days before surgery, In addition to; Omeprazole 40 mg IV OD, Clexane 

40 mg SC OD, Hydrocortisone 100mg IV q 6 hours, and Thyroxine 100 mcg PO OD. 

 

Laparoscopy was conducted depending on the general status of the patient. Intraoperatively, there was a 

large amount (2500 mL) of free fluid containing contents of the cyst mixed with pus. After aspiration, after 

irrigation with hypertonic saline solution 3%, the peritoneum was washed extensively with normal saline. 

Total cystectomy with proper drainage of abdominal and cystic cavities was performed during the 

completion of the surgery (figures 6, 7&8). Nothing was done for the uncomplicated liver cysts at this 

urgent surgical session but, they had been excised after 16 months electively. 

 

 
Figure 4; Intraoperative appearance of dirty free fluid in the pritoneal cavity secondary to intra- peritoneal 

rupture ofhepatic hydatid cyst. 
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Figure 5; Intraoperative image obtained during avulsion of the hydatid cyst from its cavity, after evacuation 

of the cystic contents. 

 

5. OUTCOME AND FOLLOW-UP 

The women dramatically improved (clinically & laboratory) in the postoperative period and discharged 

home after 5 days (2 days ICU, 3 days ward). Three cycles(cycle=4-wk) of albendazole treatment were 

planned and started as specific antihelminthic chemotherapy for 2-wk with 2-wk free intervals, in addition 

to the chronic therapy mentioned before. No postoperative complications were recorded either early or late 

till 22 months follow up. Follow up abd. us showed no residual remnants of the previously complicated cyst 

with no significant changes of the other uncomplicated ones till their removal 5 months ago. 

 

6. DISCUSSION 

 

6.1 Incidence of complications 

Various complications can occur for about 5%-40% of the patients with hepatic hydatid cysts and other 

organs. These complications related to hydatid cysts include superinfection, rupture into the adjacent organs 

(bronchopleural fistula, broncho-biliary fistula, intrapleural rupture, venae cava, intrapericardial rupture and 

intraperitoneal rupture), allergic reactions, gastric outlet obstruction, portal hypertension (pre- hepatic, 

hepatic, post-hepatic), cirrhosis, membranous glomerulonephritis and Budd Chiari syndrome (compression 

on hepatic veins) [1], [3], [7], [9]. Morbidity rate after intraperitoneal perforatoin is 10-35.3% and the 

mortality rate is 23.5%, in the medical reviews [7], [9]. Intraperitoneal perforation of the hydatid cyst is the 

third most frequent complication (0.9%-16%) after allergic reactions (1%-25%) and intrabiliary rupture 

(5%-25%) [4], [7]. Intraperitoneal perforation may occur spontaneously due to intracystic pressure 

elevation or result from trauma including iatrogenic one during routine surgery [10], [11], [40]. 
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6.2 Common risk factors for perforation 

 

-Size of the cyst 

It is possible that the cysts grow to 5 – 10 cm in size or longer and may last for decades. During the growth 

phase of the cyst (> 10 cm), perforation can occur when the pressure inside the cyst (intracystic pressure 

>50 cmH2O) is more significant than the resistance of the wall of the cyst (pericyst) with the increase of 

spontaneous or traumatic rupture risk. Finally, the complications are only the consequence of the rupture 

[1], [6], [10], [41]. 

 

-The superficial localization 

The superficial cyst is not protected sufficiently by hepatic parenchyma, so the superficial localization can 

be considered as a facilitator for perforation of the cyst [1], [4], [45]. 

 

-The age and trauma 

Complications including rupture are more common in adults than elders as they are more active in daily life 

with frequent exposure to the trauma of different intensities and traffic accidents [13], [50]. 

 

-The weight loss and hydatid cyst 

Weight loss can be a non-specific signs of hydatid cyst due to loss of appetite, weakness, vomiting, and 

abdominal pain [17], [50]. Patients can expect significant decreases in liver volume, regression of hepatic 

steatosis, and decreases in visceral adiposis at 6 months after bariatric surgery [14]. In our point of view, we 

consider that significant weight loss of our case report (post- Bariatric Surgery) is an important contributing 

risk factor for hydatid cyst rupture (Very little if any is written about that) due to changes after bariatric 

surgery affecting liver volume and fat the density with the following possible reasons for rupture; 

 

• Attenuated or absent protective hepatic parenchyma over the cyst with superficial localization. 

• Relative reduction of the liver support due to diminished fatty cushion of the visceral adiposis 

reduced liver volume, and subsequent laxity of hepatic ligamentous support. 

• Rising stress forces on the cyst wall which is resulting from reduced liver volume with progressive 

growth of the cyst and regression of hepatosteatosis. 

 

6.3 Clinical picture of intraperitoneal cyst rupture 

It is widely variable presentations and durations with a sudden or gradual onset. Patients may have one or 

more of the following clinical presentations. 

 

6.4 Gastrointestinal manifestations 

Mild or severe abdominal pain, vomiting, nausea, and diarrhea are the most frequent symptoms. Peritoneal 

irritation and acute abdomen can occur due to the cystic contents especially if purulent or associated with 

bile [1], [4], [13]. 

 

6.5 Immunologic manifestations 

They are a wide spectrum of presentations that may develop ranging from minor allergic reactions (16.7%-

25% of patients), such as urticaria, fever, asthma, eosinophilia and macular eruption up to life- threatening 

severe allergic reactions (1%-12.5%) such as peripheral edema, syncope, respiratory distress and 

anaphylaxis is due to the cyst content (antigenic fluid), which rupture into the celomic cavity or occur after 

direct communication with the systemic circulation (absorbed into the circulation) or occur when it 

communicates with the biliary tract spontaneously or following trauma (including iatrogenic one) [6], [18]. 
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Some patients can develop anaphylactic reactions during cyst surgery (0.2%-3.3%) with no experience of 

rupture [1], [10], [11], [39]. 

 

6.6 Diagnostic investigations 

6.6.1 Imaging investigations 

US is the most common bedside diagnostic tool with 85% sensitivity which can be done intra- operatively. 

Doppler US and Endoscopic US (EUS) can be used as diagnostic tools. Contrast-enhanced CT can be used 

in patients with hemodynamic stability giving results up to 100% of sensitivity [9], [15], [34]. Also, MRI, 

combined with case history can be used. 20%–30% of hydatid cysts can be manifested in plain radiographs 

by non-specific patterns of calcification of the pericyst or an elevation of hemidiaphragm. Endoscopic 

retrograde cholangiopancreatography can be very useful if communication with the biliary tree is suspected 

giving the chance of its using as therapeutic tool simultaneously [8], [12], [35]. 

 

6.6.2 Serology and immunological investigations [18], [36] 

ELISA can be used for liver cysts (80-100% sensitive) in mass scale screening. With false positive reaction 

in persons with chronic immune disorders, cancer, or other tapeworm infections. Seronegative Patients 

occur when having senescent, calcified, or dead cysts. The counter-immuno-electrophoresis has the highest 

specificity (100%) and high sensitivity (80 – 90%). Indirect immunofluorescence assay (IFA) in patients 

with hepatic hydatid cyst has the highest sensitivity (95%). Casoni test is only of historical importance due 

to low sensitivity. Fine needle biopsy is contra-indicated to avoid leakage with subsequent anaphylactic 

reactions and secondary hydatidosis. 

 

6.6.3 Different modalities of treatment 

Chemotherapy in conjunction with surgery (open or laparoscopic) are highly efficient tools in management 

of hydatid disease and in prophylaxix against local recurrence and secondary hydatidosis. PAIR technique 

is a safe effective tool in treatment of selective patients which can be used as an alternative to surgery in 

some situations. Sometimes no treatment is needed [19], [20], [37], [38]. 

 

6.6.4 The aims of surgical treatment 

They include; 

• In the early term of emergent condition, reduction or prevention of the anaphylactic reactions. 

• Inactivation of the parasite, evacuation of the cyst content with resection of the germinal layer, and 

obliteration of the residual cavity. 

• Prevention of the development of secondary hydatidosis or recurrence on long-term outcome [7], 

[21], [38] 

 

Surgical pathology of hydatid cyst; The primary cyst is composed of: 

1. Adventitia layer (pericyst); of compressed liver parenchyma and fibrosis and it is important for 

pericystectomy. 

2. Laminated membrane (ectocyst) which is elastic white easily separable layer from the adventitia. 

3. Germinal epithelium (endocyst) – is the only living lining of the cyst which is responsible for 

reproduction of daughter cysts and for recurrence if left in place with incomplete removal [22], [46], [50]. 

 

Principles of surgical management of hydatid cyst rupture; [23], [24], [46], [49]. 

• After confirmation of the intraperitoneal rupture, the antihelminthic treatment should be started as 

rapid as possible at the surgery departement and to be resumed after surgery to reduce the mortality and 

morbidity due to overlooked cystic contents during surgery. 

https://www.teikyomedicaljournal.com/
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• Surgical management is the gold standard treatment for hepatic hydatid disease. 

•  Stabilization of the patient hemodynamic status by aggressive medical treatment is an 

essential preparatory step to urgent surgery which should be undergone as soon as possible. 

• Surgical approach should be tailored carefully in accordance with general principles of surgery. 

Laparoscopic or open surgery can be conducted for hemodynamically stable patients, but unstable ones are 

reserved for open surgery. 

• Urgent removal of the cyst content outside the abdomen is the crucial step to stop triggering of 

anaphylactic reactions [5], [7], [50]. 

• Appropriate peritoneal lavage should be done (at least two times 10 min apart for 10-15 min 

possible) with proper local scolicidal agents like hypertonic saline (3%-10%-15), chlorhexidine, povidone 

iodine (10%-50%), and others [22], [38]. 

• Careful examination of the cyst for the remnants of the contents or the wall and for communication 

and relationship of the surrounding structures and the cyst such as leakage test which is performed via 

saline administration through the cystic duct/common bile duct to check the communication between the 

biliary tree and the cyst. 

• The residual cavity should be managed by any one of the different methods like; external tube 

drainage, omentoplasty (isolated or pedicled) or capitonnage [22], [49]. 

• Spleen preservation techniques should be preferred if the spleen is contracted [5]. 

• The abdominal and the cystic cavities should be adequately drained with suitable drains after 

completion of the surgical procedure [22], [50]. 

 

6.7 Surgical approaches 

6.7.1 Radical procedures 

These procedures may include cystectomy, pericystectomy, lobectomy, or hepatectomy. They carry a lower 

risk of complications and recurrence, but some researchers are considering pericystectomy, lobectomy, and 

Hepatectomy of high intra-operative risks for benign pathology [22], [24], [46]. A closed cyst resection is a 

safe and effective treatment option for LHD with a low recurrence rate. As recurrence could occur after 10 

years, a patient's follow-up should be adapted for this circumstance [46], [49]. 

 

Cystectomy =removal of the germinal and laminated layers.it is safe and simple one with low rate of 

complication. 

Pericystectomy=cystectomy+resection of compressed liver tissues and fibrosis.it has lower risk of 

recurrence but with considerable blood loss and hazardous in complicated giant cyst. 

Lobectomy and hepatectomy=non anatomical resection which is risky operations for benign conditions. 

 

6.7.2 The conservative surgical technique 

The most common used procedure was Marsupialization .it is a safe, simple, and quick procedure for 

uncomplicated cyst but has a high rrate of postoperative complications (4%-28%) such as bile leak and 

biliary peritonitis [22]. 

 

6.7.3 Additional operative procedures (to be done once needed); [22], [25], [32], [48] 

• Primary repair of bile duct orifice with placement of T-tube for high flow output fistula. 

• ERCP visualization and stenting of CBD can be selected as an alternative tool for T-tube. 

• An endoscopic sphincterotomy may also be performed to facilitate drainage of the common bile 

duct. 

 

6.7.4 Laparoscopic approach 
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The feasibility of laparoscopic surgery has been confirmed by several reports [22]. In the treatment of liver 

hydatid cysts, no significant differences have been found between open surgery and laparoscopic surgery. 

Nevertheless, informative measurements could be calculated for complications, recurrence, mortality, and 

cure rates based on these surgeries [44]. 

 

Advantages of laparoscopy are [20], [44]. 

• a lower outcome of morbidity 

• a shorter length of hospital stay. 

• a faster recovery of surgery. 

• a better visualization of the cavity under laparoscopic magnification giving a better chance of 

detection of any biliary communication. 

 

Disadvantages of laparoscopy; [20], [44]. 

• lack of the measures to prevent spillage of the cystic cotents under the high pressure of 

pneumoperitoneum, 

• with high incidence of allergic reactions due to peritoneal spillage. 

 

The exclusion Criteria of laparoscopy; [20], [44]. 

• cysto-biliary fistula with bile leak. 

• The hydatid cyst of Central location 

• Giant cysts with > 15 cm diameter 

• The cysts are > 3 in number 

• Calcified or thickened walls 

 

Percutaneous treatment =PAIR (puncture - aspiration - injection - respiration) [19], [26], [38], [42], [43]. 

It is an US guided procedure that first used in 1986 by the Tunisian team. The World Health Organization 

(WHO) recommends PAIR as a safe alternative to surgery. 

 

Guidelines of WHO for of PAIR (indications, contraindications, and Prerequists); 

1. Indications for PAIR; 

Nonechoic lesion if the diameter is ≥5 cm 

Cysts with presence of multiple daughter cysts and/or with detached membrane Many cysts localised in 

several organs Infected cysts Refusal of surgery Relapse after surgery Inadequate surgical facilities 

Presence of contraindication of surgery Failure of chemotherapy alone Pregnant women Children ≥ 3 

years 

2. Contraindications for PAIR 

Uncooperative persons Risky or unaccessible sites Cysts in heart, brain, and/or spine Inactive or calcified 

lesion Cysto-biliary fistula 

3. Prerequists of PAIR; 

- Highly specialized centers with experienced staff 

-An anaesthiest for monitoring and management of anaphylaxis 

- Immediate notification of Surgeons in case of complication [19]. 

 

Chemotherapy for hydatid disease of liver [27], [28], [47] 

Rationale of Medical treatment; 

It, primarily started in the 1970’s, is based on mebendazole and albendazole Clinical evidence of a 

reduction in cyst size was based on the drug's ability to penetrate the cyst wall and its ability to maintain 

https://www.teikyomedicaljournal.com/
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therapeutic levels of the active metabolites. 

Albendazole (10-15 mg/kg per day) is more effective and preferred due to better penetration and absorption. 

These agents lead to reduction of the cyst size or its stabilization, especially in cases with small cysts. 

Disseminated systemic disease, inoperable cases, and postoperative recurrence prevention when combined 

with surgery are some of the conditions for which they are used. The treatment should last between 1 and 

12 mo, according to the literature recommendation [7]. 

 

Albendazole has the following side effects; 

Alopecia, rash, dizziness, pruritis, mild abdominal pain, nausea, vomiting, nausea and headache. 

Rarely, leucopenia, eosinophilia, icterus, and mildly elevated transaminase levels are seen. 

The different schedules for the treatment are: [19], [47] 

1. Inoperable cases - as primary treatment - 3 cycles 

2. pre-operatively – to reduce the risk of recurrence 6 weeks continuous treatment 

3. post-operatively to prevent recurrence in cases of intraoperative cyst spillage 3 cycles. 

 

6.8 Conservative treatment 

Sometimes no treatment is needed. But the infected person will need a long period of time to be monitored. 

No probable surgery but only a ‘watch and wait’ approach, for the cysts with homogeneous calcification of 

the walls [19], [47]. 

 

6.9 Outcome of different therapeutic modalities 

6.9.1 Outcome of therapeutic modalities 

Surgery can be performed successfully in 90% of patients if a cyst has accessible localisation [49]. PAIR 

plus albendazole have high safety and efficacy in treatment of selected patients. [29] reported 88% 

eradication of cysts with PAIR which was preceded for 8 weeks by Albendazole therapy. In his study, the 

efficacy of PAIR is like that of cystectomy with standard chemotherapy by reduction of the cyst size and 

causing its eradication over 2-year duration. In a review by [30], Based on the results, the level of evidence 

for choosing between conservative or radical treatment was too low, since medical treatment is not the 

optimal therapy for uncomplicated hepatic hydatid cysts when used alone. 

 

Morbidity outcome: Bile leak is the most common complication postoperatively (6 - 28%). Endoscopic 

sphincterotomy can be done in low-flow fistulas after a 3-week waiting duration or earlier in high-flow 

fistulas. [31,48] Infection of the residual cavityof big hydatid cysts and treated by partial cystectomy. This 

may necessate percutaneous CT guided drainage or reoperation if needed. Recurrence rate (0-28%) is 

variable according to type of surgery; it may be 11.3 % within 5 years [6], [7], [9], [47]. 

 

Mortality outcome: The surgical management carries about 0.9 to 3.6 % of mortality rate [32]. 

 

6.9.2 Clinical follow- up 

It should be more frequent for complicated hydatid cyst patients than ones without complications. follow-up 

should be done Regularly during the early period, once in a month and in the long-term, once a year. 

Recurrence is increasing in more complicated cysts especially whose daughter cysts. Clinical follow- up 

should be regularly after either PAIR or surgical treatment. US, CT, and immunological assays can be 

selected during follow-up. Follow-up can be terminated if there is no recurrence after 5 years [19], [32], 

[36]. 

 

7. Conclusion 
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Perforation of the hydatid cyst into the peritoneum, is a rare severe life-threatening condition causing 

deleterious hemodynamic instability and anaphylactic reactions. So, perforation of the hydatid cyst should 

be in mindof physians as a differential diagnosis in patients whose acute abdomen with allergic reactions. 

Parameters of hemodynamic instability, due to anaphylaxis, should be corrected promptly, so that the 

emergent surgical intervention can save the patient’s life. We consider that significant weight loss (post- 

Bariatric Surgery) is an important contributing risk factor for hydatid cyst perforation due to considerable 

changes after bariatric surgery affecting liver volume and fat density. 
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