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Rim calcification in primary liver cell carcinoma
mimicking hydatid disease

AW Mitchell, J N P Higgins, J Tate, R Dick

Abstract
The case described is of a primary liver cell
carcinoma (PLCC), which was initially mis-
diagnosed as hepatic hydatid disease. The
computed tomographic appearances ofhepatic
hydatid disease are often characteristic
although not specific. When supported by the
clinical findings, however, they will probably
not be confused with other liver masses. In this
case the presence of peripheral rim calcifica-
tion, commonly seen in hydatid disease but
which has not been previously noted in PLCC,
lead to an erroneous diagnosis.
(Gut 1994; 35: 567-568)
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Hydatid disease remains a common disease
especially in central Europe and even today 'it is
unwise to dismiss it as a curiosity'.'2 Primary
liver cell carcinoma is a comparatively rare
tumour in western Europe (1-2/100000),
although its incidence is greatly increased in
patients with cirrhosis. This case shows the only
recorded case ofrim calcification in a patient with
untreated primary liver cell carcinoma (PLCC).
He was referred from abroad where clinical and
computed tomographic findings seemed strongly
suggestive of hydatid disease and treatment was
planned on this basis.

Case report
A 56 year old Greek plumber presented with a
two month history of upper abdominal discom-
fort, intermittent fever, mild obstructive jaun-
dice, and tenderness in the right upper quadrant.
As part of the investigations computed tomog-
raphy was performed, which showed a multicys-
tic lesion in the liver with peripheral curvilinear
calcification (Figure). A diagnosis of hydatid
disease was made. Jaundice was thought to be

secondary to external compression of the major
bile ducts by the mass. At laparotomy a solid
tumour was found in the liver and a diagnostic
biopsy performed. Histological review of the
lesion showed PLCC and cirrhosis with no
special features. Hepatitis B serology was posi-
tive but there was no rise in the serum a feto
protein concentration. After his recovery he was
referred to the Royal Free Hospital for further
management.

Investigations for metastases were negative. A
second laparotomy was performed but intra-
peritoneal deposits were found and a planned
resection was abandoned. Biopsy of a dia-
phragmatic lesion also seen on computed tomog-
raphy confirmed PLCC. After a period of
recovery the patient had a systemic course of
epirubicin and returned home.

Discussion
Many causes of hepatic calcification have been
described.3 The presence of calcification, how-
ever, is not usually helpful in the differential
diagnosis of hepatic masses. Relating specifically
to malignancy it occurs with almost equal fre-
quency in PLCC and colonic carcinoma second-
aries.34 The computed tomographic morphology
of the calcification, is only comparatively specific
when it is peripheral, dense, and curvilinear as
seen in the walls of hydatid cysts and amoebic
abscesses. Otherwise the pattern is unhelpful.3 In
the case described it was the combination of rim
calcification and the demographic frequency of
hydatid disease that lead to an erroneous diag-
nosis.
Involvement of the liver by Escherichia granu-

losus is suggested by computed tomography by
the presence of well defined oval or spherical
lesions of near water density but these signs are
not specific and may be seen in abscesses, cystic

(A) Computed tomography
through the right lobe ofthe
liver. Curvilinear
calcification is arrowed in
the wall ofthe complex
lesion; (B) Enhanced
computed tomography 1 5
cm below (A). Arrows point
to wall calcification. Within
the large cystic space
enhancing material is
present, while three smaller
cystic lesions are seen 3 cm
beyond the main mass.
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metastases, Caroli's disease or congenital cysts.5
Rim calcification occurs in 10-20% and when
seen in a patient from an endemic area is strongly
suggestive of hydatid disease.56 Only the finding
of daughter cysts or membrane detachment,
however, can be considered diagnostic.7

Escherichia alveolaris is less common than
E granulosis but is more probably confused with
hepatic malignancy in that, larger lesions are
mixed with areas of necrosis, calcification, and
cyst formation. In 13% of lesions calcification
may be seen in the walls of cysts and again when
seen in a patient from an endemic area hydatid
disease is the most probable diagnosis.
PLCC is normally isodense with liver but may

be hypodense. Most lesions show considerable
heterogenious enchancement after intravenous
contrast.8 Morphologically they may be single or
multiple, poorly or well defined lesions. Calci-
fication occurs in up to 15% of cases; in one case
minimal arcuate calcification has been seen near
the periphery of a diffuse tumour after chemo-
therapy.3
The diagnosis of hydatid disease does not

depend on the presence or absence of rim
calcification. Nevertheless rim calcification is
suggestive of hydatid disease and is particularly
useful in the diagnosis of alveolar hydatid
disease,9 which can be very difficult to differen-
tiate from malignancy. Rim calcification, how-
ever, is not pathognomonic ofhydatid and in the
absence of further corroborative signs other
possibilities must be considered.

In this patient attenuation values significantly
higher than water were present within the lesion.
This could have represented secondarily infected

cysts56 although in such cases there is often
surrounding low attenuation suggesting oedema.

Nevertheless, infection by E granulosus was
effectively ruled out by the diffuse contrast
enhancement ofthe area. Infection ofE alveolaris
on the other hand, could not be excluded on this
basis because contrast enhancement may occur
and is therefore unhelpful in differentiating this
from other hepatic masses.

In conclusion this is the first report of rim
calcification in association with PLCC. Its pres-
ence in conjunction with a hepatic mass should
not distract the radiologist or clinician from a
careful review of the other features of an abnor-
mality before reaching a diagnosis.

We would thank professor K E Hobbs for his support and under
whose care this patient was.
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