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Introduction

Echinococcosis also called as hydatidosis is the important
zoonotic diseases caused by Echinococcus granulosus. The
parasite resides in the intestines of dogs, cats as well as in sheep.
Eggs are eliminated with feces and they contaminate fields,
irrigated land and wells. Primary host animals ingest the eggs,
which develop into larvae, or hydatids in the intestine of these
animals. Man acquires the disease through water or food or by
direct contact with dogs. The embryos are released once the eggs
reach stomach. Through the intestinal wall, they reach the veins
of the liver, forms vesicles and develop into hydatids. They can
reach lung once they cross liver. Various path to reach lungs are
lymphatic vessels, bypassing the liver, and through the bronchi
[1]. Hydatid disease involves the liver commonly in approximately
75% of cases, with uncommon presentation in lung [2-4].

Case Report

54 years male patient presented with cough and shortness of
breath. On auscultation, bronchial breathing sound was heard
over left apical lung field. Chest x-ray revealed circular lesion in
left upper lobe (Figure 1). Computed tomography (CT) showed
unilocular cystic mass measuring 4.5 cm x 7.8 cm x 5.6 ¢cm in
dimensions, in left upper lobe with subsegmental atelectasis
of adjacent parenchyma (Figures 2 and 3). Similar cystic mass
was also seen in right lobe of liver (Figures 4 and 5). CT features

Figure 1 Chest x ray showing hydatid cyst in left upper lobe.
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Figure 2 CT showing unilocular, encapsulated hydatid cyst in left

upper lobe.
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suggested hydatid cyst, the diagnosis was confirmed by ELISA
for echinococcus. Subsequently, oral albendazole therapy was
started. After smooth anesthesia induction, left side double lumen
tracheal tube was inserted to isolate lung ventilation. Left lateral
thoracotomy was performed for enucleation of intact cyst (Figure 6).
Patient was stable and postoperative course was smooth.
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Figure 3 CT showing unilocular encapsulated hydatid cyst in left
upper lobe.

Figure 6 Surgically removed intact, encapsulated hydatid cyst.
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i o Discussion

X rays give the clue to the diagnosis of an intact echinococcal cyst.
The cyst is seen as homogeneous spherical opacity with definite
edges radiographically. Computed tomography and magnetic
resonance imaging gives the clear picture of hydatid disease of the
lung. Serological tests have limited diagnostic use. It is diagnosed
by viewing the cystic membrane. Pulmonary hydatid cysts mostly
involve one lobe in 72% of cases, usually at the lung base [5-7].
Circular or oval image with well-defined limits generally indicate
hydatid cyst not connected to pleura. The pneumopericyst
appearance indicates cyst rupture. If the content communicates
with the bronchial tree, a cavity appearance like in tuberculosis
or pulmonary abscesses is seen. Camelot sign or waterline
image appears when the content is only partially evacuated [8].
Anaphylactic reactions can be seen after the rupture of cysts.
Medical management with albendazole and/or Praziquantel is
effective in selected patients. Albendazole was given 10 mg/kg/
day for 21 days postoperatively and the treatment was repeated
twice with an interval of one week in high-risk groups. The
results of medical treatment for hydatid disease of the lung are
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Percutaneous drainage and treatment with a cystocidal agent
is generally not preferred due to risk of anaphylaxis from the
released cystic fluid [10]. Surgery is the conventional treatment
of hydatid cysts in all organs. The complete excision of the cyst
through thoracotomy, including the germinative membrane,
with the maximum preservation of lung tissue is the preferred
treatment [11]. Video-assisted thoracic surgery (VATS) can also
be tried for selected patients [12]. Though the benefits of one
lung versus two lung ventilation are controversial, anaesthetic
implication of double lumen tube is that healthy lung must be
isolated in order to protect it against inadvertent rupture of the
cyst occurs during its dissection and exposure. Intraoperative
Figure 5 CT showing hydatid cyst in right lobe of liver. cyst rupture can produce serious anaphylactic reactions and
prophylaxis against anaphylaxis is recommended [13].
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