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Abstract- Hydatid disease is a rare zoonotic disease. Rarely the hydatid cyst can become infected with mycotic organisms, such as As-
pergillus. We describe a young male who presents with clinical features of suppurative lung abscess whose workup diagnosed hydatid 

cyst complicated by Aspergillus co-infection. 

A 32-year-old male farm labourer hospitalized with complaints of fever, chills, and productive cough with chest pain since four months 
duration Significant findings included leukocytosis with eosinophilia. Chestx-ray showing cystic lesion with air fluid level in Left lung sug-
gestive of Hydatid cyst. CECT imaging of thorax and abdomen showed encysted left hydro pneumothoraxwith hypo dense cystic lesion in 
right lobe of liver,suggesting possibility of hydatid. The patient underwent decortication of the pulmonary cyst. Histopathologicalexamina-
tion of surgical specimen revealed cyst of 10 cm in its largest diameter showing cyst wall with thin branching septate hyphae with spores 

along with pink laminated wall like structure suggestive of hydatid cyst with aspergilloma.  

Aspergillosis and Hydatid cyst coexistance should be considered in presence of pulmonary cavitary lesion particularly in endemic areas. 

Detection of such association is important for planning adequate management. 
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Case History 

A 32 years old male farm labourer was admitted to our hospital 
withchief complaints of chest painand productive cough since one 
year. Patient was relatively asymptomatic before one year. Then 
he gradually developed pain in the right side of chest, which is not 
associated with activity or exertion. Pain was increasing in severity 
gradually. Than he developed low grade intermittent fever since 
last four months, which is on and off pattern without chills & rigors . 
There is also dullepigastric pain since last four months. Occupa-
tionally he was a farm labourer. There is a close association with 
street dogs and they were habituated to feed dogs within the same 
dish. There is also close association found with the other animals 
like sheep and cattle. Patient was fairly built and fairly nourished, 
he was taking mixed diet. Family history and other were not found 

significant. 

On examination patient was pale. There was no any swelling noted 
on abdomen or chest. There was tenderness on the lower part of 

right side of the chest and adjoining areas of the epigastrium and 

right hypochondrium. 

Chest radiograph showed cystic lesion with air fluid levelin Left lung 
suggestive of Hydatid cyst. Right lung was within normal limits. 
CECT imaging of thorax and abdomen were obtained which 
showed moderate to gross encysted hydro pneumothoraxon left 
side with collapse of underlying lungfields. There is evidence of 
well defined hypo dense cystic lesionnoted in segment V and VII of 
right lobe of liver which on post contrast study shows enhancement 
of its wall. Largest lesion measures approximately 45 x 55 x 50 mm 
size suggesting possibility of hydatid cyst likely. Other findings 
were within normal limits. Complete blood count of the patient was 
done which showed moderate anaemia with increased total count
(12,400/cmm) and increased eosinophils (absolute eosinophil 

count 1600/mm3. Normal range 40-400/mm3). 

The patient ultimately underwent decortication of the pulmonary 
cyst. Utmost care was taken during the surgery not to rupture the 

Citation: Anwesha Chatterjee, et al. (2012) A Retrospective Study on Coexistence of Pulmonary Hydatid Cyst and Aspergillosis. International 

Journal of Microbiology Research, ISSN: 0975-5276 & E-ISSN: 0975-9174, Volume 4, Issue 7, pp.-279-281 

Copyright: Copyright©2012 Anwesha Chatterjee, et al. This is an open-access article distributed under the terms of the Creative Commons 
Attribution License, which permits unrestricted use, distribution and reproduction in any medium, provided the original author and source are 

credited.  

International Journal of Microbiology Research 
ISSN: 0975-5276 & E-ISSN: 0975-9174, Volume 4, Issue 7, 2012 



|| Bioinfo Publications ||  280 

 

cyst.Histopathological examination of the surgical specimenwas 
done.On Gross examinationthe cyst was 10 cmin its largest diame-
ter and was whitish,shiny &transluscent. On Microscopic examina-
tion the cyst wall showed outer cuticular layer and inner germinal 
layer with degenerated pink granular and membranous,laminated 
material invaginated by fungal elementsi.e large collections of thin 
branching septate hyphae characteristicallydichotomous pattern 
with evidence of spores (fig.1). All those findings suggestive of 

hydatid cyst invaginated by aspergilus. 

Fig. 1- Layers of hydatid cyst invaginated by fungal hyphae of  

Aspergillus 

Patient after decortication of cyst was put on mebendazole therapy. 
Post operative period was uneventful and patient was free from 

recurrence of either disease at 6 months follow up. 

Discussion 

Aspergillus invading the hydatid cyst was found in 2% of the cases 
Hydatid disease is endemic in mediterranean countries [1]. Most 
common location- Liver(50-70%) and second common site is the 
lungs(20-30%) [2]. Pulmonary disease appears to be more com-
mon in younger individuals [3]. Clinical presentation of pulmonary 
hydatid cysts depends on the size of the cyst and whether the cyst 
is intact or ruptured.Intact cystsare either incidental findings or 
present with cough, dyspnea or chest pain. If it ruptures into a 
bronchus, pleural cavity or billiary tree it is called complicated cyst 
and may present with expectoration of cystic contents, productive 
cough, repititivehaemoptysis, fever or anaphylactic shock in addi-

tion. 

Immune deficiencies and structural deformities of the lung are pre-
disposing condition for aspergillosis [1]. Aspergillus occurs general-
ly in pre-existing cavities caused in the most by tuberculosis. It can 
also occur in operated hydatid cyst cavities, only few cases have 
been reported [4-7]. Manifestations of the infection depends upon 
the host’s immune status and presence of underlying structural 
changes in the lungs [8-12]. Although patients with immune defi-
ciencies are prone to aspergillosis, coexixtence of aspergillus and 
hydatid cyst has been reported in both immunocompromised and 
immunocompetent patients [13-15]. Coexistence of aspergillus and 
echinococcosis is rare and also that pulmonary echinocossis leads 
to higher susceptibility to saprophytic fungal co-infection than echi-

nococcosis located in other sites of the body [1]. 

Clinical significance of detecting coexistence is important for ade-

quate management of the patient. Although both in echinococcosis 
and aspergillosis radiological imaging procedures are highly accu-
rate but their sensitivity and specificity in detecting the aspergillus 

colonies entrapped in a hydatid cyst is not clear. 

Detection of aspergillusgalactomannan (AGA) antigen is valuable 
in invasive aspergillosis. This test is performed only if a suspicion 

exists. But AGA levels may not be helpful in non invasive cases. 

There is a number of pathophysiological mechanisms leading to 
pulmonary aspergillosis and clinical features are numerous. The 
complication results due to deterioration in local defenses against 
opportunistic infections such as aspergilloma, Cryptococcus, 
phaeohypomycosis etc. it has been suggested that in cases of 
giant hydatid cyst extending to the hilum, refraining from obliterat-
ing the cyst cavities may lead to opportunistic infections such as 

aspergilloma. 

Surgical resection is the treatment of choice for both simple as well 
as complicated pulmonary hydatid cysts. Surgical resection may be 
curative for both aspergillosis and hydatid if aspergillosis is limited 
within cyst. Chemotherapy with an oral antihelminthic -
mebendazole, is useful in unresectable, recurrent, or inoperable 
cases of hydatid disease. Invasive aspergillosis may further risk the 
patient especially in immunocompromised patients, so prophylactic 
antifungal therapy foraspergillosis may be useful to prevent further 
complications. The cyst was intact before surgery and surgical 
resection were carried out successfully without rupturing the cyst 
so we can conclude that aspergillosis was limited to the cyst and 
surgical resection was curative for both of them. Our patient had an 
uncomplicated post operative period which implies that he was 
immunocompetent. Since reports in the literature are very few in 
number and are only sporadic case reports, there is no reliable 

data on optimum management of the patient. 

Conclusion 

Aspergillosis and Hydatid cyst coexistance should be considered in 
presence of pulmonary cavitary lesion particularly in endemic are-
as. Detection of such association is important for planning ade-
quate management. There are few published case reports describ-
ing incidental findings of Aspergillus in a hydatid cyst. The rare 
occurrence of such a condition can lead to a delay in diagnosis and 

treatment. 
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