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Abstract 
 

Cystic echinococcosis is a public health problem in endemic areas. Recurrent pneumonia is a rare complication 
of ruptured hydatid cysts of the lung. We report a 26-year-old lady with a recurrent right lower lobe (RLL) pneu-
monia. Her CXR and chest CT scan revealed involvement of RLL. In her history, it was revealed that she had 
undergone a surgery for liver hydatid cyst two years ago. 

During fiberoptic bronchoscopy (FOB) for unresolved pneumonia, we extracted the whitish-yellow bright ge-
latinous membrane obstructing the orifice of the posterior basal segment of RLL. A follow-up CT scan done six 
months later revealed clearance of RLL opacity and pleural effusion. Although treatment of pulmonary hydatid 
cyst by FOB is an exceptional event, our exceptional case illustrates a complete treatment without any further 
need for a thoracic surgical procedure which could have many complications and even morbidity. 
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Introduction 
 
Cystic echinococcosis is seen worldwide and is an 
important public health problem. It occurs in endemic 
areas such as South and Central America, the Middle 
East, sub-Saharan Africa, Russia, China, Australia, 
New Zealand, and Iran.1,2 The disease is caused by 
Echinococcus granulosus, a tapeworm of the genous 
Echinococcus.3,4 Most of the intact lung cysts are dis-
covered incidentally on chest radiographs. Occasion-
ally, an unruptured cyst results in cough, haemoptysis 
or chest pain. Symptomatic hydatid disease of the 
lung, however, more often follows the rupture of the 
cyst. The cyst may rupture spontaneously, as a result 
of trauma, or a secondary infection.1 Recurrent pneu-
monia is a very rare complication of ruptured hydatic 
cysts (HC) of the lung.2 

Diagnosis of pulmonary hydatid cyst (PHC) is 
generally based on clinical and radiological findings.3 
The current treatment of the HC of the lung is com-
plete excision of the disease process with maximum 

preservation of the lung. Medical treatment may be 
considered in selected cases under close observation.5 
Some attempts have been directed to diagnosing the 
cysts by fibreoptic bronchoscopic (FOB) evaluation.3 

The aim of this case report is to present the treatment 
of HC with bronchoscopic extraction of a hydatid mem-
brane associated with post-obstructive pneumonia. 
 
 
Case Report 
 
A 26-year-old lady was referred with intermittent 
cough with yellowy brown expectoration and black 
colored particles, excertional dyspnea, night sweat-
ing, and fever of five month duration. Zeihl-Neelsen 
stain of the sputum was negative for acid-fast bacilli 
and no other significant findings were seen on direct 
microscopy. In her history, it was revealed that she 
had undergone surgery for liver HC two years before 
and had been treated by albendazol for three months. 

The temperature was normal and the blood pres-
sure was 110/70 mm Hg, PR=100 and RR=14. Physi-
cal examination was generally normal except for a 
few crackles at the right lung base. On admission, her 
CXR showed alveolar opacity at the lower third part 
of the right lung in favor of pneumonia, so she was 
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treated by azithromycin and cefixim for a complete 
course. The control CXR after two weeks did not 
change the patient's condition. We requested a chest 
CT scan  which  revealed alveolar involvement of RLL 
with central hypolucency, a small cavitation  in the 
posterio-lateral portion of RLL, a mild pelural effu-
sion, and a double–segmented thick wall cystic lesion 
in the posterior surface of the liver (Figure 1-Left). 

The findings of CT scan made us carry out a 
video-bronchoscopy for diagnostic evaluation of 
chronic persistent pneumonia, which revealed whit-
ish-yellow bright gelatinous membrane at the orifice 
of the posterior basal segment of RLL (Figure 2).  

Therapeutic FOB by forceps fragmentation, com-
plete suction and bronchoalveolar  lavage were done. 
The bronchial washing fluid was submitted for microbi-
ological and histopathological examinations which indi-
cated severe acute inflammatory process and a membra-
nous lesion composed of a laminated layer with germi-
nal covering, suggestive of HC. After this documenta-
tion, we re-treated the patient with albendazol. 

A follow-up CT scan six months later revealed clear-
ance of RLL opacity and pleural effusion. A small cystic 
lesion of the liver was remained. (Figure 1- Right).  
 

 
Fig. 1: CT scan of the lung before (left) and after 
(right) bronchoscopy 
 

 
Fig. 2: Whitish-yellow bright gelatinous membrane in 
the video-bronchoscopy 

Discussion 
 
PHC disease has remained a common clinical prob-
lem in areas of the world endemic to echinococcal 
infections.6 Infection with Echinicoccus is always as-
ymptomatic. Symotoms develop because of one or 
more of three events: 1- mechanical pressure or de-
formation of the tissues or nearby vascular structure, 
2- rupture or leakage of the cyst, or 3- superinfec-
tion.7 Intact or simple HC of the lung produces no 
characteristic symptoms. Small, peripherally located 
cysts are usually asymoptomatic, whereas large cysts 
might manifest by compression of the adjacent or-
gans. Usual presentation is non-productive cough, 
sometimes with blood-streaked sputum.5 

One third of the diagnosed cases of PHC show 
ruptured or infected cysts.7 Rupture of the HC into an 
adjacent bronchus may be manifested by vigorous 
coughing and expectoration of a large amount of salty 
sputum, consisting of hydatid fluid  and occasionally 
fragments of the laminated membrane, generally de-
scribed as a grape skin, or frothy blood. Occasionally, 
the intrabronchial rupture of the cysts manifests with 
sudden and severe dyspnea, which may lead to suffo-
cation and death from complete tracheal obstruction 
by fragments from the hydatid membrane. When the 
cyst is ruptured into the pleural space, the symptoms are 
usually insidious and consist of dry cough, chest pain, 
moderate dyspnea, generalized malaise, and fever.5,8 

Evaluation of pulmonary disorders by FOB is a 
rapidly developing facility. There is little information 
in the medical literature about the diagnosis of hy-
datid disease, using FOB evaluation.9 Diagnostic and 
therapeutic FOB for PHC is controversial. Most au-
thors do not recommend bronchoscopy because of the 
risk of cyst rupture, except for excluding malig-
nancy.7 For patients who are able to undergo surgery, 
it is considered the treatment of choice since the para-
site can be completely removed and the patient can be 
cured. The surgical options for lung cysts include 
lobectomy, wedge resection, pericystectomy, intact 

endocystectomy, and capitonnage.1 
Management of the ruptured cyst during the acute 

stages is mainly directed toward the prevention of ma-
jor complications resulting from the evacuation of cys-
tic contents into the tracheobronchial tree or pleural 
space.7 Complicated cases have higher rates of preop-
erative and postoperative complications and require 
longer hospitalization and more extensive surgical pro-
cedures than uncomplicated cases.10 In comparison, 
FOB is a less invasive procedure that requires shorter 
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hospitalization and fewer complications. 
In our case, FOB revealed a hydatid membrane 

obstructing the posteriorbasal segment of RLL which 
was removed completely and only a mild fibrotic 
opacity was seen in the control CT-scan six months 
later, so the indication for surgery was removed. 

In one report, complete extraction of a hydatid 
membrane by FOB was performed, and the control 
radiograghy after it demonstrated clear regression of 
the opacity.11 

Koksal reported two cases in which FOB revealed 
laminated membrane of HC. The patients underwent 
surgery because total extraction of the membranes 
was not possible.6 Although treatment of PHC by 
FOB is an exceptional event, our exceptional case 
illustrates a complete treatment without any further 
need for a thoracic surgery which could have many 
complications and even morbidity. 
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