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Abstract

The diagnosis and management of pulmonary hydatid cyst disease rep-
resents an important clinical problem in countries of the world that are
endemic to echinococcal infection. Atypical clinical and radiologic findings
including multiple cavitary lesions in the lung and pleural effusion may
lead to misdiagnosis or delay in diagnosis in these patients. We report a
patient who was followed up in our hospital with rashes and, clinical and
radiologic findings of necrotizing pneumonia in whom there was no re-
sponse to broad spectrum antibiotherapy. Lung computed tomography

Introduction

In hydatid cyst disease, the most commonly involved or-
gan is the lung in children (1, 2). Many patients with intact
lung cysts are asymptomatic. Intact lung cysts are found
incidentally with their typical radiologic appearance on
lung radiography. Infections and perforation may lead to
misdiagnosis and delays in treatment by altering the ra-
diographic appearance of hydatid cysts (3). Herein, a pedi-
atric patient with a rash in whom the diagnosis of hydatid
cyst was not considered initially because of extraordinary
radiologic and clinical findings including multiple cystic
lesions with thick walls and pleural effusion is presented.

Case

A 10-year-old girl who had no previous history of ill-
ness presented to our hospital with symptoms of

showed multiple thick-walled cystic lesions and pleural effusion and the
diagnosis of pulmonary hydatid cyst disease was confirmed by surgical and
serologic examinations. Antibiotic treatment was changed to albendazole
10 mg/kg/day. There was no liver involvement in terms of cyst hydatid
disease with ultrasonographic examination. Skin biopsy showed leuko-
cytoclastic vasculitis. Complete clinical and radiologic improvement was
achieved in three months and albendazole treatment lasted six months.
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cough, high temperature, rash, and gradually increas-
ing respiratory distress, which had been continuing for
four days. A physical examination revealed fever, tachy-
pnea, reduced respiratory sounds in the right hemitho-
rax compared with the left hemithorax, hypoxia, and
numerous palpable purpurae. Complete blood count
revealed a white blood cell count of 41,300/mm? and
a peripheral smear was as follows: granulocytes 92%,
eosinophils 1%, and lympho-monocytic cells 7%. The
erythrocyte sedimentation rate was found as 115 mm/h
and C-reactive protein was found 373 mg/dL. Lung
radiography revealed numerous cavitary lesions and
pleural effusion in the right hemithorax (Picture 1). The
pleural fluid was found to be compatible with exudate.
Intravenous ceftriaxone and vancomycin treatment was
initiated with a prediagnosis of rapidly progressing nec-
rotizing pneumonia. A purified protein derivative (PPD)
test, which was performed in terms of tuberculosis, was
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found to be negative. Bacterial growth was not found
in a culture of the pleural fluid, which was performed
in terms of aerobic/anaerobic bacteria, and polymerase
chain reaction (PCR) for M. tuberculosis was negative.
Computed tomography (CT) of the lung revealed cys-
tic lesions with thick walls in both hemithoraces and
consolidation and pleural effusion in the right hemi-
thorax (Picture 2). Thoracotomy was performed because
the clinical and radiologic response to treatment was
inadequate. The cystic lesions, which were perforated,
were repaired with cystectomy and the empyema was
drained. An enzyme-linked immunosorbent assay (ELI-
SA) performed in terms of echinococcus infection was
found to be positive (1/640). Antibiotic treatment was
switched to albendazole at a dose of 10 mg/kg/day. In-

Picture 1. Cavitary lesions with air-fluid level are observed in
the right hemithorax on lung radigraphy. In addition,
pleural effusion and an area of consolidation is seen
in the right lower-middle zone
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volvement of the liver with hydatid cysts was not found
on abdominal ultrasonography. A skin biopsy from skin
lesions, which persisted for longer than 24 hours, was
found to be compatible with leukocytoclastic vasculitis.
Complete clinical and radiologic recovery of the patient
occurred in three months and albendazole treatment
was continued for six months. Written informed con-
sent was obtained from the patient’s family.

Discussion

Pulmonary hydatid cyst disease is still an important
clinical problem in countries where echinococcus in-
fections are endemic (1). Approximately 10-20% of
subjects with hydatid cyst disease are diagnosed in
childhood (3). The lung is the most commonly involved
organ in children (1-3). Lung cysts generally occur by
way of hematologic spread of metacestodes as a result
of transphranic spread of larvae through hepatic sinu-
soids or perforation of parasite eggs in the stomach
(1). Lung cysts may rarely occur as a result of spread of
the parasites into the lymphatic circulation (2). Patients
with intact cystic lesions are generally asymptomatic.
Spontaneous perforation of the cyst in the lung or in
relation with trauma or secondary infection may lead
to sudden onset of cough, fever, hemoptysis, and hy-
persensitivity reactions (4).

Although serologic tests are used in the diagnosis, a pos-
itive result may not be found in all subjects with hydatid
cyst disease (5). Serologic examination of our patient was
found to be positive in terms of echinococcus infection.

Computed tomography is successful in terms of detect-
ing hydatid cyst disease in the lung and can give infor-

Picture 2. a, b. Axial lung CT sections reveal cystic lesions with air-fluid level (arrow) and well-demarcated cystic lesions surrounded by a
consolidation area are seen in the lower lobe of the right lung (dashed line). In addition, pleural effusion containing air bubb-
les due to thoracentesis is observed in the right hemithorax. Radiologic findings indicate suppurative infectious pathologies
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mation related to the nature and location of the cyst
(3, 5). The diagnostic CT characteristics related with
perforated hydatid cyst in the lung include detached or
collapsed endocyst membrane, collapsed daughter cyst
membrane or intact daughter cysts (5). It may be diffi-
cult to diagnose infected perforated cysts in the lung
on CT (3, 5). Computed tomography imaging revealed
numerous cystic lesions with thick walls, pleural effu-
sion, and consolidation in the right lung in our patient.

Misdiagnosis is frequently observed in hydatid cyst dis-
ease of the lung (6). In one study, it was reported that
surgical intervention was performed because of misdi-
agnoses including pleural abscess or empyema in about
8.3% of patients who were diagnosed as having hydatid
cyst disease of the lung (7). Broad-spectrum antibiotic
treatment was initiated in our patient because clinical
and radiologic findings related to necrotizing pneumo-
nia were observed at the time of hospital presentation
and surgical intervention was performed when ade-
quate treatment response could not be obtained.

Cystectomy, segmentectomy, wedge resection, lobecto-
my or pneumonectomy are performed in the surgical
treatment of hydatid cyst disease of the lung (6). In our
patient, the perforated cyst was treated with cystecto-
my.

Approximately 15-40% of patients with hydatid cyst
disease of the lung have cysts in the liver simultane-
ously (8). No cystic lesions in the liver were found on
abdominal ultrasonography in our patient.

Leukocytoclastic vasculitis is an inflammatory disease
of small vessels, also known as hypersensitivity vascu-
litis or hypersensitivity angiitis. This disease mostly oc-
curs in relation with drugs that stimulate the immune
system or secondary to infections including hepatitis,
chronic bacteremia (e.g., endocarditis, infected shunt)
and HIV (9). Skin findings are classically characterized
by palpable purpura, and urticarial plaques, and vesicles;
bulla and pustules are observed more rarely. In our pa-
tient, leukocytoclastic vasculitis was related with infec-
tion and there are no cases of leukocytoclastic vasculitis
secondary to echinococcus infection in the literature.

In conclusion, our patient presented with a clinical pic-
ture of leukocytoclastic vasculitis and necrotizing pneu-
monia, and a diagnosis of hydatid cyst disease of the lung
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was made. In countries where hydatid cysts are endemic,
perforated hydatid cysts in the lung should be kept in
mind in patients in whom necrotizing pneumonia un-
responsive to broad-spectrum antibiotic treatment is
considered, and echinococcus infection should be kept
in mind in the etiology of leukocytoclastic vasculitis.
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