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Case Report

A Pulmonary Hydatid Cyst with Left Lung Involvement: A Case Report
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Abstract

Introduction: Cystic echinococcosis (CE) is an important zoonotic disease between humans and mammalians that causes remark-
able economic loss and public health problem in different regions of the world.
Case Presentation: We present the case of a 43-year-old male patient living in Nehbandan city, Iran. He referred to the Nehbandan
Hospital with sudden dyspnea. Two days before admission, he had suddenly suffered from the shortness of breath and had admitted
to the Nehbandan Hospital to receive penicillin, but was discharged. The next morning, due to the exacerbation of the shortness
of breath, he returned to the hospital. Pleural effusion in the left lung was observed in radiography. The patient was transferred to
Valiasr Hospital in Birjand city for CT scanning. The anti-Echinococcus specific total IgG antibody was positive.
Conclusions: Hydatid disease should be considered as one of the differential diagnoses in every patient with respiratory symptoms
and in those who are living in endemic areas. The early identification of the cyst and its surgical removal will improve the patient’s
symptoms. In the present case, following the definitive diagnosis, a surgery was done while treatment with albendazole had started
one week before surgery that continued after discharge from the hospital.
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1. Introduction

Hydatid is a common disease between humans and an-
imals, in which the human is the intermediate host in the
cycle of infection. The most prevalent cause of hydatid cyst
is Echinococcus granulosus (1, 2). It negatively affects the
economy and public health and is associated with severe
morbidity and disability. The pathogenicity of hydatidosis
heavily depends on the infection extent and severity and
the organ of involvement. The cysts most frequently in-
volve the liver, but may occur in any organ, including the
lungs, heart, brain, and bones. Cysts often have no symp-
toms unless they become very large or ruptured. This dis-
ease is prevalent in various countries, especially where an-
imal husbandry is common, such as South Africa, South
America, Australia, Siberia, Middle Asia, Middle East, North
China, Southeast Asia, etc. It is an occupational disease ob-
served in shepherds and butchers (3, 4). Hydatid cyst is fre-
quently found in all parts of Iran, and is the most impor-
tant parasitic disease, leading to infectious lesions, compli-
cations, and mortality in the country (5). In this study, we
describe a cystic echinococcosis (CE) patient with difficul-
ties in diagnosis. This study has implications in desert ar-
eas such as Birjand in which there is the possibility of mis-
diagnosis because of the low prevalence rate of the disease.

2. Case Presentation

A 43-year-old man living in Nehbandan city suddenly
experienced dyspnea and thus referred to the hospital.
Two days before admission, he had suddenly suffered from
the shortness of breath and had admitted to the Nehban-
dan Hospital to receive penicillin, but was discharged. In
the next morning, due to the shortness of breath exacer-
bation, he was admitted again to the Nahbandan Hospital.
Pleural effusion was observed in his radiography. The pa-
tient was transferred to Valiasr Hospital in Birjand city, East
of Iran, for CT scanning. He had a livestock farm. Other pa-
tient’s symptoms included dyspnea and occasional edema,
sputum, medulla, and pain in the atrophic stomach oc-
casionally in the left shoulder that was intensified with
physical activity. Ultrasound of the patient’s abdomen and
pelvis indicated that the liver had normal parenchymal di-
mensions. Bile ducts inside and outside the liver were nor-
mal. The gallbladder, spleen, pancreas, bladder, and kid-
neys had normal conditions. Laboratory reports showed
only an increase in the white blood cell count and no mi-
crobial contamination was observed in the pleural fluid
test. Consolidation appeared in the upper and middle
lobes of the left and right lungs, proving the existence of
bronchopneumonia. The imaging of the area showed a liq-
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uid density of 93 × 47 cm in the left lung lower lobe with
the internal hypodense areas, which could have a parasitic
cyst like hydatid cyst and could reduce the beginning of ab-
scess formation (Figures 1 and 2). For further investigation,
a CT scan was recommended by injection. Injecting CT scan
of a fluid-density region with an air-fluid level to the left
lung lower lobe without a clear lining could suggest a per-
forated cyst like hydatid cyst or abscess. On the fourth day
of admission, a blood sample was analyzed with enzyme-
linked immunosorbent assay (ELISA) for E. granulosus with
Vircell kit to determine the anti-hydatid cyst antibody. Hy-
datid cyst antibody IgG titer was 18.7, which was above 11
and thus positive.

Figure 1. CT Scan showing the ruptured cyst in the left lung

Figure 2. Chest X-ray showing consolidation in the left lung

3. Discussion

Hydatid cyst is a major health problem respecting its
very high costs and mortality in humans and other ani-
mals (6). The period of the disease incubation varies from
a few months to a few years. The cyst growth rate is depen-
dent on patient characteristics, involved organ, and geo-
graphical characteristics (7). A cyst can be diagnosed us-
ing imaging methods, especially sonography, CT scan, and
simple radiologic photographs, and diagnosis may be con-
firmed by finding an antibody in the serum (8). People
with this infection have only one involved organ and more
than 20% of them have only one cyst (9). The lung is the
second most common organ of involvement through the
post-liver blood spread in adults but possibly is the most
common organ of involvement in children (10, 11). Pul-
monary cysts are common in 32% of cases, 22% of bilateral
cases, and 20% of cases in lower lobes (12). Most pulmonary
cysts are usually found in the right lung, but they are also
observed in the left lung with pleural effusion and pain in
the left shoulder, as observed in the present case. Treat-
ment options of hydatid cyst are different respecting the
clinical findings of patients (13). For pulmonary hydatid
cyst, surgery along with perioperative albendazole therapy
is recognized as a safe and effective way of treatment (14).
Mirsadraee et al. described hydatid cyst as a partial dif-
ferential diagnosis of most localized lung radiographic le-
sions, regardless of the site size and the number of lesions
(15).

3.1. Conclusions
Pulmonary hydatid disease can be indicated by respi-

ratory symptoms mimicking other pulmonary diseases.
Therefore, hydatid disease should be considered as a dif-
ferential diagnosis in patients with respiratory symptoms
and also in those who are living in endemic areas. After
the definitive diagnosis of CE, here we immediately per-
formed drug treatment with Albendazole and Mebenda-
zole and the patient underwent cyst surgery, cyst with-
drawal, and follow-up to be ensured about the complete
treatment. Pulmonary hydatid cyst prognosis is appro-
priate if the cyst is not ruptured. Early identification of
the cyst and its surgical removal will improve the patients’
symptoms. Prompt treatment with anti-helminthic drugs
in the perioperative period will prevent the disease recur-
rence. Therefore, it is proposed to consider hydatid cyst
as a differential diagnosis during bilateral pulmonary nod-
ules evaluation, especially in endemic areas.

Acknowledgments

The authors wish to thank the Valiasr Hospital Infec-
tious Diseases Research Center, Birjand University of Medi-

2 Mod Care J. 2019; 16(4):e95196.

http://mcjbums.com


Heydari S et al.

cal Sciences for technical support of the project.

Footnotes

Conflict of Interests: The authors declare that there is no
conflict of interest.

Ethical Approval: This study was conducted under the su-
pervision of Birjand University of Medical Sciences.

Funding/Support: We did not receive any grants for the
publication of this study.

Patient Consent: This study was conducted with the
agreement of the patient.

References

1. McManus DP, Zhang W, Li J, Bartley PB. Echinococcosis. Lancet.
2003;362(9392):1295–304. doi: 10.1016/S0140-6736(03)14573-4.
[PubMed: 14575976].

2. Moro P, Schantz PM. Echinococcosis: A review. Int J Infect Dis.
2009;13(2):125–33. doi: 10.1016/j.ijid.2008.03.037. [PubMed: 18938096].

3. Dziri C. Hydatid disease–continuing serious public health
problem: Introduction. World J Surg. 2001;25(1):1–3. doi:
10.1007/s002680020000. [PubMed: 11213146].

4. Romig T. Epidemiology of echinococcosis. Langenbecks Arch Surg.
2003;388(4):209–17. doi: 10.1007/s00423-003-0413-3. [PubMed:
12937989].

5. Sadjjadi SM. Present situation of echinococcosis in the Middle East
and Arabic North Africa. Parasitol Int. 2006;55 Suppl:S197–202. doi:
10.1016/j.parint.2005.11.030. [PubMed: 16337429].

6. Nasrieh MA, Abdel-Hafez SK, Kamhawi SA, Craig PS, Schantz PM. Cys-
tic echinococcosis in Jordan: Socioeconomic evaluation and risk fac-
tors. Parasitol Res. 2003;90(6):456–66. doi: 10.1007/s00436-003-0883-
9. [PubMed: 12774228].

7. Erkan N, Haciyanli M, Yildirim M, Yilmaz C. A case report of the un-
usual presence of hydatid disease in the pancreas and breast. JOP.
2004;5(5):368–72.

8. von Sinner WN. Radiographic, CT and MRI spectrum of hydatid dis-
ease of the chest: A pictorial essay. Eur Radiol. 1993;3(1):62–70. doi:
10.1007/bf00173526.

9. Leder K, Weller PF. Clinical manifestations and diagnosis of cystic and
alveolar echinococcosis. UpToDate Online. 2003;17.

10. Beggs I. The radiology of hydatid disease. AJR Am J Roentgenol.
1985;145(3):639–48. doi: 10.2214/ajr.145.3.639. [PubMed: 3895873].

11. Odev K, Kilinc M, Arslan A, Aygun E, Gungor S, Durak AC, et al. Renal
hydatid cysts and the evaluation of their radiologic images. Eur Urol.
1996;30(1):40–9. doi: 10.1159/000474143. [PubMed: 8854066].

12. Jerray M, Benzarti M, Garrouche A, Klabi N, Hayouni A. Hydatid disease
of the lungs. Study of 386 cases. Am Rev Respir Dis. 1992;146(1):185–9.
doi: 10.1164/ajrccm/146.1.185. [PubMed: 1626801].

13. Ozdemir A, Bozdemir SE, Akbiyik D, Daar G, Korkut S, Kork-
maz L, et al. Anaphylaxis due to ruptured pulmonary hydatid
cyst in a 13-year-old boy. Asia Pac Allergy. 2015;5(2):128–31. doi:
10.5415/apallergy.2015.5.2.128. [PubMed: 25938078]. [PubMed Cen-
tral: PMC4415179].

14. Ghoshal AG, Sarkar S, Saha K, Sarkar U, Kundu S, Chatterjee S, et al.
Hydatid lung disease: An analysis of five years cumulative data from
Kolkata. J Assoc Physicians India. 2012;60(7):12–6.

15. Mirsadraee M, Haghi SZ, Vaziri S, Naghibi S, Mirsadraee S. Atypical ra-
diological findings in patients with hydatid cysts of the lung, study
of 1024 cases. J Cardio-Thoracic Med. 2013;1(3):95–9.

Mod Care J. 2019; 16(4):e95196. 3

http://dx.doi.org/10.1016/S0140-6736(03)14573-4
http://www.ncbi.nlm.nih.gov/pubmed/14575976
http://dx.doi.org/10.1016/j.ijid.2008.03.037
http://www.ncbi.nlm.nih.gov/pubmed/18938096
http://dx.doi.org/10.1007/s002680020000
http://www.ncbi.nlm.nih.gov/pubmed/11213146
http://dx.doi.org/10.1007/s00423-003-0413-3
http://www.ncbi.nlm.nih.gov/pubmed/12937989
http://dx.doi.org/10.1016/j.parint.2005.11.030
http://www.ncbi.nlm.nih.gov/pubmed/16337429
http://dx.doi.org/10.1007/s00436-003-0883-9
http://dx.doi.org/10.1007/s00436-003-0883-9
http://www.ncbi.nlm.nih.gov/pubmed/12774228
http://dx.doi.org/10.1007/bf00173526
http://dx.doi.org/10.2214/ajr.145.3.639
http://www.ncbi.nlm.nih.gov/pubmed/3895873
http://dx.doi.org/10.1159/000474143
http://www.ncbi.nlm.nih.gov/pubmed/8854066
http://dx.doi.org/10.1164/ajrccm/146.1.185
http://www.ncbi.nlm.nih.gov/pubmed/1626801
http://dx.doi.org/10.5415/apallergy.2015.5.2.128
http://www.ncbi.nlm.nih.gov/pubmed/25938078
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4415179
http://mcjbums.com

	Abstract
	1. Introduction
	2. Case Presentation
	Figure 1
	Figure 2

	3. Discussion
	3.1. Conclusions

	Acknowledgments
	Footnotes
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 
	Patient Consent: 

	References

