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Case Report

A Case of Un-ruptured Hepatic Hydatid Cyst: A Rare Cause of
Eosinophilic Pleural Effusion

Sunil Kumar, Jimit Nitin Mistry, Sheena Taneja, Manish Advani
Department of Respiratory Medicine, Pacific Medical College and Hospital, Udaipur, Rajasthan, India

Cystic echinococcosis in humans is caused by incidental ingestion of water or food contaminated by embryonated eggs of Echinococcus
granulosus. Pleural involvement in hydatid disease occurs through transdiaphragmatic spread or intrapleural rupture of a liver or lung cyst.
In rare circumstances, a hydatid cyst may accompany pleural effusion. Here, we report a rare case that presented to us with right-sided gross
pleural effusion. On evaluation, a large hydatid cyst was found in the left lobe of the liver without any sign of intrapleural or transdiaphragmatic
rupture. The pleural fluid was exudative, eosinophilic, and had raised adenosine deaminase. This case depicts the rare presentation of disease

and highlights the importance of clinical examination.
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INTRODUCTION

Larvae of Echinococcus granulosus cause hydatid cyst disease.
It may involve any organ of the human body, but the liver
is the most commonly affected site (in a roundabout 75%),
followed by lung (approximately 15%) and other anatomic
locations (10%)."! In the liver, it more commonly involves
the right lobe. Pleural involvement in cystic hydatidosis
commonly occurs by transdiaphragmatic rupture of hepatic
or splenic cyst into the pleural space. A lung cyst may rupture
in the pleural cavity causing pleural effusion, empyema,
or hydropneumothorax. In rare circumstances, a simple
un-ruptured lung or liver hydatid cyst may be accompanied
by a pleural effusion.® Pleura also has been reported to be a
primary site of hydatid cyst.[”” Here, we report an interesting
case of an un-ruptured large liver hydatid cyst who presented
to us with respiratory problems because of gross right-side
pleural effusion.

Case Report

A 75-year-male from the rural Chittaurgarh, Rajasthan,
presented to the pulmonary medicine outdoor unit with chief
complaints of difficulty breathing and dry cough for 1 month.
He had no history of fever, anorexia, or weight loss. He was a
farmer by occupation and had a smoking history of around 12
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pack-years. He had an unremarkable past and family history.
His general physical examination and vital signs were within
the normal range. Cardiovascular and neurological examination
was unremarkable. We found a firm, nontender, mobile lump
with cough impulse on abdominal examination [Figure 1]. On
interrogation, the patient admitted the presence of that lump
for the last 1 year with gradual progression. Chest examination
findings were compatible with right-sided pleural effusion. His
chest radiograph revealed right-sided moderate pleural effusion
without any obvious parenchymal lesion. Ultrasound abdomen
showed a large (141 mm x 134 mm) hydatid cyst within the
left lobe of the liver. The cyst also contained multiple daughter
cysts within. He was hospitalized with a presumptive diagnosis
of liver hydatid cyst with right-sided pleural effusion for further
evaluation and management.

Contrast-enhanced computed tomography (CT) of the chest
and abdomen was done to look for any lung involvement
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or signs of cyst rupture. The abdomen CT confirmed a
large (139 mm x 128 mm) hydatid cyst in the left lobe of the
liver without any indication of transdiaphragmatic rupture to the
lung or pleural cavity. The cyst also contained multiple daughter
cysts within [Figures 2 and 3]. Thorax CT was suggestive of
gross effusion on the right side without any cystic lesion. The
lung window also showed centrilobular emphysema and a few
fibrotic bands on the right side [Figure 4]. His routine blood
analysis and Echinococcus antibodies were normal (absolute
eosinophil count: 141/mm?, serum immunoglobulin G for
Echinococcus: 0.2 IV). His induced sputum was negative for
aerobic culture, acid-fast bacilli stain, and mycobacterial gene
expert. The sputum was also negative for Echinococcus scolex.
The Mantoux test showed 3 ml of indurations after 72 h of the
test. The pleural fluid was pale yellowish. On analysis, the fluid
was exudative (protein: 4.72), eosinophilic (12% eosinophils),
and had raised adenosine deaminase (62.2 U/L). Pleural
fluid microbiology for mycobacteria, pyogenic bacteria, and
Echinococcus was negative. A diagnosis of eosinophilic pleural
effusion (EPE) secondary to un-ruptured hepatic hydatid

Figure 1: Large lump in epigastrium
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diseases was established, and the patient was referred to a
gastroenterosurgeon for further management.

Discussion

EPE is described by the presence of more than 10% eosinophils
in pleural fluid, and EPEs account for roughly 10% of all
exudative pleural effusions.®] The most common causes of
EPE are air and blood in the pleural cavity. After excluding air
and blood, the most common causes are idiopathic (39.8%),
malignancy (17%), parapneumonic (12.5%), transudate (7%),
tuberculosis (5.6%), pulmonary embolism (4.3%),
other (12.8%), and collagen vascular diseases (3%).”) Parasite
diseases such as paragonimiasis, hydatidosis, amebiasis, and
ascariasis can cause EPE on rare occasions.

Hydatid cyst is a slow-growing disease and frequently
unnoticed by the patient. An un-ruptured cyst has minimal
symptoms and is sometimes diagnosed accidentally. The
presentation of liver hydatid cyst is usually limited to
abdominal complaints until it grows enough to cause lung
compression and other viscera or rupture in the peritoneum or

Figure 2: Computed tomography coronal view showing hydatid cyst
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pleura. Transdiaphragmatic spread of a liver cyst is found in
around 0.16%—16% of the cases, while intrapleural rupture of
alung or liver cyst is observed in less than 5% of the cases.>*¢!
The rupture of a hydatid cyst can occur either spontaneously
when the cyst grows to 7-10 cm in diameter or secondary
to infection or trauma.!'” Transdiaphragmatic or intrapleural
rupture of hydatid cyst can cause pleural effusion, empyema
thoracic, pneumothorax or hydropneumothorax, thickened
pleura, lung atelectasis, and bronchopleural fistula and can
initiate a life-threatening anaphylactic reaction.

The common symptoms of un-ruptured liver hydatid cyst are
abdominal pain, jaundice, or right hypochondrium palpable
mass. Pleural effusion in an un-ruptured liver hydatid cyst is
rare presentation. The pleural fluid in these patients had been
described as exudative and eosinophilic in literature.’#! The
effusion due to parasitic diseases usually has higher eosinophil
percentages.

The diagnosis of hydatid cyst is usually established based on
ultrasound or radiological imaging with excellent accuracy. In
addition, serological tests are reliable screening tools, including
immunoelectrophoresis and enzyme-linked immunosorbent
assay. Numerous recombinant proteins (Rec) and related
peptides, mainly derived from the antigens B and 5, have been
tested for detection and follow-up of antibiotics in correlation
with ultrasonography findings. Surgical removal of a cyst
followed by albendazole therapy is the treatment of choice for
the hydatid cyst. Surgical options consist of conservative and
radical approaches. Conservative techniques used are PAIR,
PAIRD, MoCaT, or PEVAC. Radical procedures include total
pericystectomy, partial hepatectomy, or lobectomy.

We found a raised adenosine deaminase apart from high protein
and eosinophils in our case. These findings may indicate a
tuberculous pathology, but other tests such as chest radiology,
sputum microbiology, pleural fluid microbiology, and Mantoux
tests were inconsistent with pleural tuberculosis. This case
depicts the rare presentation of diseases and highlights the
importance of thorough clinical examination.

Un-ruptured liver hydatid cyst can cause pleural effusion even
without lung involvement and transdiaphragmatic rupture to

the pleural cavity. One should not forget parasitic etiology in
the case of eosinophilic pleural fluid.
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