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CASE REPORT

A Rare Cause of Tension Pneumothorax:
Echinococcus Granulosus

Miisliim Goékhan Baskan! ®

1 Departmant of Thoracic Surgery, Sincan Training and Research Hospital, Ankara, Tiirkiye

Abstract

Hydatid cysts, caused by the Echinococcus parasite, are predominantly found in the liver and the lungs. While pulmonary hy-
datid cysts can lead to various complications, such as rupture into the bronchus, tension pneumothorax is extremely rare. Diag-
nosis typically involves a combination of clinical evaluation, radiologic imaging, and serologic testing. In this case presented,
an adult patient with tension pneumothorax was diagnosed with a hydatid cyst through these methods. Surgical intervention
was necessary excise the cyst, followed by medical treatment to manage any remaining issues. This case highlights the unusual
occurrence of tension pneumothorax as a complication of pulmonary hydatid cysts and emphasizes the importance of prompt

diagnosis and treatment.
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INTRODUCTION

Hydatid disease is a zoonotic infection caused by the
Echinococcus genus, with Echinococcus (E.) granulosus
and E. multilocularis being the most prevalent species
in humans. The less are E. vogeli and E. Oligarthropoli
(1). This disease is particularly endemic in developing
countries and can affect multiple organs, with the liver
(50-54%) and lungs (35-40%) being the most frequently
involved sites. Other organs that can be affected include
the kidneys, spleen, brain, skeleton, and heart (2).

The most common complication of pulmonary hydatid
cysts is rupture into the bronchus, which can lead to sig-
nificant respiratory issues. Tension pneumothorax, while
a serious condition, remains a very rare complication as-
sociated with hydatid cysts. This highlights the impor-
tance of early diagnosis and intervention to manage po-
tential complications effectively.

CASE REPORT

The 42-year-old woman's presentation is concerning for
a significant respiratory issue. With her history of persis-
tent cough, dyspnea, and right Frank pain, along with
vital signs indicating hypotension (70/40 mmHg) and
tachycardia (110/min), she is likely in respiratory dis-
tress (respiratory rate: 22 /min, oxygen saturation: 88).
The decreased breath sounds on the right side further
support this. Posterior-Anterior chest X-ray (PA CXR)
findings of a total pneumothorax on the right, along with
accompanying effusion in the right lung lower zone,
suggest a significant pleural process. (Figure 1)

After tube thoracostomy, it's encouraging that the pa-
tient’s vital signs improved significantly, indicating
successful decompression of the pneumothorax and
drainage of fluid. Although the control PA CXR shows
“expansive” findings (Figure 2), massive air leak from
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the tube thoracostomy continued, and a Thorax Comput-
ed Tomography (CT) was ordered.

Figure 1. Posterior-Anterior chest X-ray (PA CXR) findings

of a total pneumothorax on the right, along with accompa-
nying effusion in the right lung lower zone, suggest a signif-

icant pleural process

The thorax CT findings indicating a hydatid cyst cavity
that has perforated into the pleural space in the middle
lobe of the right lung (Figure 3), an enucleated hydatid
cyst membrane located in the posterior costophrenic si-
nus (Figure 4), pneumothorax on the right, metastatic
diffuse milimetric level cystic lesions in bilateral lungs
(Figure 5) and a 17 cm type-1 hydatid cyst in the 7th-8th
segment of the liver (Figure 4). The patient underwent
surgery to address the complications of a perforated hy-
datid cyst.

Rigid bronchoscopy was performed to aspirate any re-
sidual material from the bronchial tree.

The enucleated cyst membrane was removed, and
the thoracic cavity was thoroughly washed with povi-
done-iodine via thoracotomy. The bronchial openings
were sutured and the perforated hydatid cyst cavity was
quilted, and partial decortication of the parietal pleura
was performed. The patient was then placed in supine
position, and the liver hydatid cyst was aspirated lapa-
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Figure 2. After tube thoracostomy, it's encouraging that the
patient’s vital signs improved significantly, indicating suc-
cessful decompression of the pneumothorax and drainage
of fluid. Although the control PA CXR shows “expansive”
findings

Figure 3. The thorax CT findings indicating a hydatid cyst
cavity that has perforated into the pleural space in the mid-
dle lobe of the right lung
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Figure 4. An enucleated hydatid cyst membrane located in
the posterior costophrenic sinus and a 17 cm type-1 hydatid
cyst in the 7th-8th segment of the liver

Figure 5. Metastatic diffuse milimetric level cystic lesions

in bilateral lungs

roscopically, followed by saline washing by the general
surgeon.

Postoperative pathology confirmed the presence of a hy-
datid cyst membrane. Starting on the 2nd postoperative
day, the patient was prescribed albendazole (andazol) at
a dosage of 400 mg twice daily, with biochemistry pa-
rameters remaining within normal limits. The patient
was discharged on the 5th postoperative day and would
continue follow-up for 3 months while on albendazole,

with regular monitoring of biochemistry parameters to
ensure ongoing safety and effectiveness of the treatment.

DISCUSSION

Pulmonary hydatid cysts are often asymptomatic and
typically only become symptomatic when they grow
large enough to compress lung tissue or when compli-
cations arise. The clinical presentation can vary signifi-
cantly based on whether the cyst perforates the pleura
or the bronchus.

Complications such as perforation into the pleural cav-
ity can lead to hydropneumothorax, while perforation
into the bronchus may result in symptoms like asphyx-
ia, bronchospasm, and even anaphylaxis. Pleural com-
plications occur with an incidence ranging from 0.5%
to 18.2% (3), Aribas et al. reported that these complica-
tion rates are even higher (32.5%) (4). Sayir et al found
that ,involving 412 patients, the rate of complicated hy-
datid cysts was 42.71%. Among these complicated cases,
56.8% had ruptured into the bronchial tree, while 43.2%
had perforated into the pleural cavity. The incidence of
tension pneumothorax among patients with hydatid
cysts that ruptured into the pleura was reported to be
1.52% (5). Cernay et al. reported an incidence of tension
pneumothorax of 1.3% in their study of 336 patients
with ruptured hydatid cysts (6). If the cyst ruptures into
the pleural cavity, it may cause pneumothorax, tension
pneumothorax, pleural effusion or empyema (7). In our
case, the cyst ruptured and opened into the pleura and
caused tension pneumothorax, which is a very rare com-
plication. It is a very rare case because It was accompa-
nied by a giant type-1 hydatid cyst in the liver, and there
were also bilateral metastatic diffuse cystic formations of
several millimeters in size.

Common symptoms in patients with tension pneumo-
thorax include air hunger, tachycardia, agitation, and se-
vere chest pain. Radiologically, mediastinal compression
and shifting are observed, making this a life-threaten-
ing condition. Tube thoracostomy is a critical interven-
tion that can significantly improve the patient’s overall
condition and is often life-saving (5). In our patient, the
symptoms associated with tension pneumothorax im-
proved significantly following the tube thoracostomy
performed under emergency conditions.
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Hydatid cyst rupture can occur spontaneously, as a re-
sult of trauma, or iatrogenically. Severe coughing can
also trigger rupture. If the cyst is located peripherally, it
is more likely to open into the pleural space (4, 5). In our
case, the perforated hydatid cyst cavity was located pe-
ripherally. Severe cough was the first symptom and there

was no hiStOI‘y of trauma.

The treatment for hydatid cysts located in the lung is
primarily surgical. When hydatid cysts rupture into the
pleural space, they can lead to complications such as
pleural thickening, secondary echinococcosis, and the
formation of adhesions. Kuzucu et al. reported that de-
cortication was performed in 24.4% of patients (7). In our
case, partial decortication was performed in the areas of

contamination in the parietal pleura.

Medical treatment for hydatid cysts in the lungs is rec-
ommended in cases of multiple cysts, when surgery pos-
es significant risks, and both before and after surgical or
percutaneous interventions. Albendazole is preferred

due to its antihelminthic efficacy being ten times great-
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