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Abstract 
Hydatid cyst commonly affects liver followed by lung, but rarely affects both organs simultaneously. Here we 

presented a patient who presented with concurrent involvement of both lungs and liver. Concomitant pulmonary 

and liver hydatid cysts occur in 4% 25% of patients with echinococcosis. Ultrasonography, computed 

tomography, and magnetic resonance imaging can recognize certain details of the lesions and discover others 

that are not visible by conventional radiography. For a specific serologic diagnosis, our experience favors the 

immunoglobulin G enzyme-linked immunosorbent assay and immunoelectrophoresis. Four treatment options 

are currently available: radical surgery, conservative surgery, puncture-aspiration-injection-respiration 

(PAIR), and ant parasitic medical treatment. Surgery is gold standard for liver hydatid cyst and can be done by 

open/laparoscopic approach. The prognosis has changed during the last few years, and results are now 

commonly satisfactory. Operative mortality does not exceed 1% to 2%. 
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I. INTRODUCTION 
Hydatid disease (HD), or echinococcosis, is a widespread zoonotic parasitic disease caused by a 

tapeworm that till date continues to be a clinical and public health problem worldwide, especially in areas where 

animal grazing (especially sheep grazing) and subsistence farming form an integral part of community life. The 

most common sites affected are the liver (63%), the lungs (25%), followed by muscles (5%), bones (3%), 

kidney (2%), spleen (1%), and other sites (1%)  Humans are accidental hosts and play little part within the 

transmission of the disease, making them so-called “dead-end hosts.” 

There are different treatment modalities in management of liver hydatid cyst, treatment should be 

considered as early as possible due to risk of complications associated with the disease if left untreated. Despite 

availability of non-surgical management for hydatid cyst, surgery remains mainstay treatment either through 

open or laparoscopic approach. The goal of surgical management of echinococcosis is to eliminate local disease, 

treat associated complications and avoid recurrence of the disease while minimizing morbidity and mortality 

related to the treatment itself. Despite surgical and medical management available for hydatid cyst treatment, 

recurrence remains one of the common complications encountered in surgical practice 

In approximately 8% of cases, the hydatid cyst is located in both the liver and lungs . When the hydatid 

cyst is intact, it appears on direct radiographs as a round radiopacity with smooth margins. In endemic areas, the 

diagnosis is made by clinical and radiologic findings. Although hydatid cysts can be large, the coexistence of 

giant cysts in both the liver and lungs is rare in a twenty-two year old patient as of ous. 

 

II. CASE REPORT 
A twenty-two year old female admitted with complaints of gradually enlarging abdominal mass 

involving the lower abdomen since six months which is associated with dull aching and non radiating pain.On 

examination an abdominal mass of size approx 12x15cm present over the umbilical region extending with upper 

border 5cm above umbilicus and lower border in the pelvic region 7cm below umbilicus and transversely 

measuring 8cm with no movement on respiration(figure 1). Mass was ovoid in shape with smooth surface, firm 

in consistency with regular margins, non mobile and on head and leg raising test the mass does not increases in 

size suggesting peritoneal mass. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9491229/#B1
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Figure1: Pre operative abdominal lump. 

 

Ultrasound suggestive of 9x7 cm of cystic lesion noted in right lobe of liver. Another 16x12cm of 

similar cystic lesion noted in abdominal cavity extending from epigastric to pelvis region compressing bowel 

loops.CECT abdomen and pelvis suggestive of well defined thick walled non enhancing cystic lesion within 

abdominal cavity extending from epigastric region up to pelvic cavity. The lesion is causing lateral displacement 

if bowel loops and abuts anterior abdominal wall anteriorly and aorta posteriorly. It measures 10.9x16.3x18.3 

cm (APxTRxCC) with wall thickness of 3-4mm. No evident of internal septations, solid areas or daughter cysts 

within. Approx 12x6x6 mm sized non enhancing cystic lesion noted in segment IVb of liver. The lesion 

compresses bilateral ureters (right more than left) with resultant moderate hydro-uretero-nephrosis(figure 2). 

Similar cystic lesion is also noted in right lower pleural cavity along mediastinal and posterior costal pleura. It 

abuts adjacent rib and vertebral body without invasion. The lesion measures 6.8x8.7x9.3 cm (APxTRxCC). 

Minimal pleural effusion is noted on right side. There is resultant atelectasis of basal segments of right lower 

lobe. Findings suggestive of hydatid cyst likely (type 1 GHARBI and type CE1 WHO grading likely). 

 

 
Figure 2: CECT abdomen and pelvis suggestive of well defined thick walled non enhancing cystic lesion 

within abdominal cavity 

 

On first set up abdominal hydatid cyst removal was planned and lower midline exploratory laparotomy 

was done with excision of abdominal hydatid cyst. The abdominal cyst was adhered to the fibers of uterus and 

urinary bladder(figure3). During excision of hydatid cyst, the urinary bladder was injured which was repaired in 

layers under spinal anesthesia. The drain was removed on POD5 and catheter removed on POD8. Patient was 

discharged with alternate stitch being removed on POD 10 and asked to follow up after four days for complete 

stitch removal. Patient was discharged with daily oral Albendazole. 

 

 
Figure 3: The abdominal cyst adhered  to the fibers of uterus and urinary bladder 
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Patient was asked to readmit after a time interval of three weeks for second setting operative 

intervention for removal of right lung hydatid cyst. Prior to operative intervention a Pulmonary function test was 

done which comes to be in normal limits with findings of FEV1/FVC=1.07. A CECT scan of Thorax was also 

done which was suggestive of a well defined well encapsulated cystic non enhancing lesion of size 95x83x76 

mm in right lower lobe of lung with right sided minimal pleural effusion, depicting a picture of pulmonary 

hydatid cyst likely. 

 

 
Figure 4: chest xray showing lung hydatid cyst 

 

After a time interval of five weeks patient was posted for thoracoscopy guided deroofing of right lung 

hydatid cyst .After the confirmation of position of cyst a needle was inserted at 10th intercostals space directing 

upwards and medially and the cyst was punctured and approximately 200cc of clear fluid was aspirated.Later 

ingestion of 20cc 10% betadine solution was done to cyst cavity and reaspirated again. Using harmonic scalpel 

the cyst was deroofed starting from lower lobe and completely excised. Later GB Grasper was used to hold the 

lateral wall of cavity while doing capitonnage i.e. the wall  of cavity is closed using statafix 2-0 in a continuous 

fashion. Later two ICD tube were placed. One at apex triangle and another at costophrenic angle. 

 

 
Figure 5: Thoracoscopy guided deroofing of right lung hydatid cyst 

 

Post operatively oxygen support was kept and physiotherapy along with spirometry was started on 

POD 0 itself. Two ICDs were placed on the right side. The upper ICD was removed on POD6 as there was no 

output for consecutive three days but the lower ICD was having air leak and continuous serrous discharge for 

which it was kept till POD-17. Serial chest X-rays and Ultrasonography were done till patient becomes 

completely normal. Patient was discharged on POD-19 with oral Albendazole. Patient is on regular follow up on 

out-patient basis till now. 

 

III. DISCUSSION AND CONCLUSION 
Cystic echinococcosis is still a major problem, especially in rural areas.. Even though mortality due to 

echinococcosis is very low, it can produce a very disabling illness. Dissemination of Echinococcus in the body 

occurs through the bloodstream. Hydatid cyst can occur anywhere in the body but the two most commonly 

organs involved are liver and lungs. (Sachar S, 2014) Concurrent involvement of lung and liver accounts for 4% 

to 25% of patients with hydatid disease as depicted in the case report published by Aghajanzadeh et al. (M, 

2008) Hydatid cyst can be found as solitary or multiple in numbers. In our case, the patient was found to have 

multiple hydatid cysts involving both lungs and liver. Mostly hydatid cysts found as the incidental finding and 

they remain asymptomatic. When these cysts produce symptoms, it is due to growing cyst which encroaches the 

involved organ as well as nearby structures. (Iqbal N, 2017) It has been noticed that lung cysts grow much faster 

than cyst in another organ of the body because of negative pleural pressure. (Dincer SI, 2006) A cough, 

dyspnoea and haemoptysis can be the typical features of hydatid cyst affecting the lung. (S, 2012) Hepatomegaly 

and right upper quadrant abdominal pain can be the presenting features of hydatid cyst affecting the liver. In our 

case, the patient presented with abdominal pain and enlarging mass without any symptoms of cough or 

haemoptysis. 
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Diagnosis of echinococcosis of liver can be made easily but hydatid cyst at unusual sites (like lung, 

spleen, bone, kidney) needs clinical correlation, serological tests, and imaging study (USG, CT scan, and MRI 

scan) before any intervention can be planned. (Swamy PT, 2021)The diagnosis is usually difficult when hydatid 

cyst occurs at unusual locations. But USG is the preferred radiological method for cyst diagnosis because of its 

low cost and high specificity and sensitivity and it is easily available even at peripheral centers. CT, MRI, and 

MRCP have gained importance because of their ability to reveal characteristic relations of the Biliary/vascular 

system and hydatid cyst, as well as its relations with adjacent structures. The objectives of the perfect treatment 

modality are threefold: (1) removal of the whole parasite, (2) removal of the residual cavity (cyst wall), and (3) 

the identification and treatment of Biliary fistula. 

Four treatment options are currently available: radical surgery, conservative surgery, PAIR (puncture-

aspirationinjection-respiration), and ant parasitic medical treatment with benzimidazoles (BMZs). (Blumgart 

LH, 2017) Surgery, which is the only treatment that reaches all the three objectives of the ideal treatment 

modality as mentioned above, is the most efficient treatment and can be done either conventionally or 

laparoscopically. (Swamy PT, 2021) Percutaneous and medical treatments represent alternative methods to 

surgery and are associated with their own sets of drawbacks and advantages. Sometimes surgical approach 

might not be feasible in patient with multi organ hydatid cyst. The introduction of chemotherapy and PAIR of 

the hydatid cysts of the liver (puncture-aspiration-injection-respiration) offers an alternate treatment option, 

especially in inoperable patients and for cases with a high surgical risk. Cysts with homogeneously calcified cyst 

wall probably need no surgery but only a 'wait and observe' approach. Many studies are conducted to check the 

feasibility of laparoscopic management of hydatid cyst disease. Laparoscopic surgery is safe and feasible in the 

majority of cases, but in case of large size and intra parenchymal cyst, open surgery is more commonly 

performed due to technical problems encountered during laparoscopic surgery. (M B. , 2019) Within the hands 

of an experienced surgeon complications in laparoscopic surgery decreases and is a better option, as it 

drastically reduces post op hospital stay and morbidity of patient. 

Albendazole and mebendazole are the two effective chemotherapeutic agents approved for the 

treatment of hydatid cysts.The duration of medical treatment ranges from 3 to 6month, and it can be prolonged 

without any risk of side effects of the medication. (Iqbal N, 2017) In our case, the patient was successfully 

treated with albendazole 400mg (two times a day) for 6 months and showed sign of improvement both 

symptomatically and radiologically and currently under regular follow-up and on albendazole. 
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