
INTERNATIONAL 
JOURNAL                

OF BIOMEDICINE
http://dx.doi.org/10.21103/Article7(2)_CR1

 International Journal of Biomedicine 7(2) (2017) 138-140

CASE REPORT

Rare Presentation of Pulmonary Echinococcosis
Natalya Kozlova, MD*; Mohamed Ramadan, MD; Christopher Mesa, MD; 
Aijan Ukudeyeva, MD; Anna Shengelia, MD; Nadezhda Inragimova, MD; 

Rajan Khanna, MD

Lincoln Medical and Mental Health Hospital, Bronx, NY, USA

Abstract
In this paper, we present a rare case of pulmonary cyst echinococcosis, in which the patient presented with no symptoms and 

was misdiagnosed as having pulmonary tuberculosis. Our case is a prime example of why echinococcosis should be part of the 
differential when dealing with an immigrant population. (International Journal of Biomedicine. 2017;7(2):138-140.)
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Introduction
Pulmonary cyst echinococcosis (PCE) is a parasitic 

infection caused by the tapeworm genus Echinococcus. 
Infections in the United States are unusual and are mostly 
among immigrants from endemic countries. Initially PCE 
is asymptomatic and incidentally found on a routine X-ray. 
Symptoms start to develop when cyst volume increases and 
applies pressure on surrounding tissues. The most common 
symptoms are cough, chest pain, dyspnea, and hemoptysis.
(1) Feared complications of cyst rupture are anaphylactic 
and septic shock, dissemination of cyst contents, along with 
empyema and pneumothorax.(1,2) 

Diagnosis is usually established by a combination of 
the clinical and radiological presentation, where serology and 
cytomorphology are required for confirmation. In this paper, 
we present a rare case of PCE, in which the patient presented 
with no symptoms and was misdiagnosed as having pulmonary 
tuberculosis. After thorough evaluation in our hospital, patient 
was diagnosed with pulmonary cystic echinococcosis and 
received proper treatment. 

Case report
A 19-year-old male walked into emergency department; 

(ED) with a self-reported TB history and requested treatment. 
The patient presented with no complaint, denied any history of 
cough, sputum production, shortness of breath, night sweating, 
or known TB contact. He reported he had migrated from 
Ecuador 1 month prior to the ED visit and was initially held 
in a detention facility while awaiting immigration clearance. 
While detained, he was diagnosed with TB and started on 
treatment with 4 medications. After his papers were cleared, 
he was advised to seek medical attention in any hospital at his 
final destination. 

On initial presentation, a physical exam was 
unremarkable, CXR was significant for right lower lung mass 
measuring 3.4 cm (Fig. 1), CT chest (Fig. 2) was positive for 
well circumscribed RLL mass with a small peripheral area of 
cavitation or air pocket and no mediastinal lymphadenopathy, 
and laboratory revealed elevated transminases.  Patient was 
placed on airborne isolation. Quantiferon TB Gold and AFB  
sputum and cultures were sent and are pending. His detention 
facility was contacted for additional collateral tests. Their 
investigation revealed similar CXR findings and a positive 
purified protein derivate test; however, they reported 3 
negative AFBs. At this that time, he was started on active 
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TB treatment. Our differential diagnosis remained broad, 
including hamartoma, granuloma, TB, and neoplastic process.

Taking into account lack of symptoms, no history 
of TB contact, and low probability of TB on radiological 
images, active TB treatment was not re-initiated. By this time, 
the results of Quantiferon and 3 AFBs were negative. The 
decision was made to proceed with CT-guided FNA. An initial 
quick pathology read revealed particles of parasites, with a 

high suspicion of echinococcal cyst.  Further work-up didn’t 
find any features consistent with echinococcosis. No evidence 
of echinococcosis was found on CT abdomen or on brain.  The 
final pathology report confirmed particles of echinococcal 
cysts. The patient underwent an open right thoracotomy with 
large wedge resection of the lung and was started on treatment 
with albendazole (Fig.3). Patient was discharged home in 
good condition and came for follow-up for suture removal, as 
well as parasite clinic for completion of albendazole therapy 
and had no complaints. 

Case discussion
Echinococcus granulosus is a zoonotic parasitic infection 

caused by the larva of the dog tapeworm, and is known to 
cause PCE.(1) It is of particular concern in Asia, South America, 
the Middle East and Africa, where its prevalence is close to 
15%.(3,4) Within the United States, PCE is quite unusual and 
mostly seen within immigrants from endemic countries. In an 
immigrant patient with a suspicious pulmonary lesion, PCE 
should be within the differential diagnosis. Raising awareness 
among physicians about PCE would decrease the associated 
disease burden. 

Initially, PCE is asymptomatic and is often an incidental 
finding on routine X-rays. Symptoms begin to develop as 
the cyst enlarges and starts to apply pressure on surrounding 
structures. The most common symptoms are cough, chest 
pain, dyspnea, and hemoptysis.(1) PCE is most often diagnosed 
by a combination of clinical and radiological findings, 
which is then confirmed by serology and cytomorphology. 
Radiological diagnosis begins with CXR, which will show 
a typical well-defined cystic lesion. Unruptured cysts are 
often indistinguishable from a variety of other pulmonary 
lesions.(2,5) As the cyst enlarges, it will erode neighboring 
bronchioles producing air accumulation between cyst layers. 
This results in the characteristic “meniscus,” “onion peel,” or 
“water-lily” signs seen on radiographic imaging. While CT 
is not needed to establish diagnosis, CT will reveal a more 
detailed picture of the cyst and of surrounding structures. In 
addition, abdominal ultrasound should be part of the routine 
work-up as 20% of PCE cases have concomitant liver 
involvement.(2) Diagnostic percutaneous aspiration of the lung 
cyst is considered controversial due to possible cyst rupture, 
dissemination of cyst content, and anaphylaxis. Treatment of 
PCE is surgical removal with concurrent chemotherapy. The 
drug of choice is albendazole. 

In our literature review of past publications, 
Echinococcosis is most often confused with lung 
malignancy.(6-8) There are several cases of an atypical 
presentation, in which radiographic features on CXR 
and CT are suggestive of lung malignancy. FNA and 
bronchoscopy were inconclusive and diagnosis of PCE was 
established at the time of surgical removal. 

Conclusion
Diseases once rare within the United States are now 

found to be more prevalent due to the increase in immigration. 

Fig. 1. Chest X-ray

Fig. 2. Chest CT scan

Fig. 3. Hydatid cyst removed during the surgery
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Because of this change, physicians should broaden their scope 
when considering their differential of infectious diseases. Our 
case is a prime example of why echinococcosis should be part 
of the differential when dealing with an immigrant population. 
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