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Case Report
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Videobronchoscopic image of a 
ruptured hydatid cyst presenting as a 
cavitary lung lesion
Nurdan Şimşek Veske1, Ekrem Cengiz Seyhan1, Ali Murat Akçıl2, Neslihan Fener3

Abstract:
Hydatid cyst (HC) is a zoonotic parasitic disease caused by the organism Echinococcus granulo-
sus. Türkiye is among the countries where this disease is endemic. Lungs are the most common 
site of involvement after the liver. Diagnosis may not be easy when cysts are complicated. A 
40-year-old female patient had complaints of shortness of breath and chest pain for one- month,
as well as a new onset of fever. She was referred to our center because her complaints persisted
despite antibiotic treatment. Her medical, family histories, and lifestyle habits were unremarkable.
The physical examination was normal. Routine laboratory analyses,including a hemogram and
serum biochemistry, were within normal ranges. However, C-Reactive Protein (CRP) levels were
elevated. A cavitary lesion with an irregular inner wall was observed on the chest radiograph. The
patient was unable to expectorate sputum. With regard to the preliminary diagnosis of tubercu-
losis, abscess, and malignancy, a fiberoptic bronchoscopy was performed. An off-white, folded,
paper-like lesion was observed in a subsegment of the anteriorsegment of the right upper lobe
bronchus. A biopsy was taken and it was seen that the lesion continued with its distal part. The
pathology results indicated a germinal membrane belonging to a HC. We present the patient's en-
dobronchial appearance, which is distinctive for ruptured HC. We believe that existing videobron-
choscopic images will guide bronchoscopists. This case highlights the importance of considering
a HC in the differential diagnosis of cavitary lesions.
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Introduction

Hydatid cyst (HC) is a zoonotic para-
sitic disease caused by the organism 

Echinococcus granulosus. Cysts can be lo-
cated in any part of the body, but they most 

commonly involve the liver and the lungs.
[1] Clinical manifestations are influenced
by the cyst’s location and size. HCs are
usually symptomatic and often identified
following complications like perforation
and superinfection. This report presents a
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case, supported by videobronchoscopic images, of a pa-
tient who underwent fiberoptic bronchoscopy (FOB) for 
a persistent cavitary lesion in the in the anterior segment 
of right upper lobe, unresponsive to antibiotics, and was 
subsequently diagnosed with a HC.

Case Report

A 40-year-old female patient was referred to our hos-
pital for further examination following a one-month 
history of right chest pain, shortness of breath, and a 
newly developed fever. Her medical, family histories, 
and lifestyle habits were unremarkable. The physical 
examination was normal.  Routine laboratory analyses, 
including a hemogram and serum biochemistry, were 
within normal ranges. However, C-Reactive Protein 
(CRP) levels were elevated. The patient had received 
ampicillin sulbactam (2×1 g) and cefuroxime axetil 
(2×500 mg) orally before admision to our clinic. A chest 
radiography revealed a cavitary lesion in the right up-
per zone [Fig. 1]. A computed tomography (CT) of the 
thorax revealed a cavitary mass lesion in the anterior 
segment of rgiht upper lobe, measuring  37×36 mm 
[Fig. 2]. The patient was unable to expectorate spu-
tum. With preliminary diagnoses of tuberculosis, ab-
scess, and malignancy, a fiberoptic bronchoscopy was 
perfomed. An off-white, folded, paper-like lesion was 
observed in a subsegment of the anterior segment of 
the right upper lobe bronchus [Fig. 3]. When removal 
was attempted with biopsy forceps, it was observed 
that the lesion was continuous with the distal part. 
Given that the biopsy materials resembled onion skins, 
they were suspected to be the membrane of a HC. Lav-
age was collected, and the procedure was terminated 
(Appendix 1). Concurrently, the patient was tested for 
a HC using the indirect hemagglutination (IHA) test. 
Further anamnesis revealed that the patient, although 
not reporting any contact with dogs or sheep, had a 
history of frequent travel to the southeastern Anatolia 
region, where HCs are endemic. The lavage acid-fast 
bacillus (AFB) and polymerase chain reaction (PCR) 
results were negative. The pathology results indicated 
a germinal membrane belonging to a HC [Fig. 4]. The 
IHA test for HC was positive was positive with a titer 
of 1/2560. The patient referred for surgery. A right 
thoracotomy, cystotomy, and capitonnage were per-
formed, and the patient was discharged without any 
postoperative complications.

Discussion

Türkiye is among the countries where HC is endemic. 
Lung HCs are generally solitary, well-circumscribed, 
homogeneous, round or oval shaped, and usually oc-
cur at the lung bases.[2,3]

Cysts located in the lung periphery are mostly asymp-
tomatic, whereas symptoms are more prominent in 
centrally located large cysts due to the compression 
of adjacent organs. Pulmonary rupture of the cyst can 
lead to cough, dyspnea, fever, hemoptysis, flank pain, 
chest pain, and secondary pneumonia due to pressure 
on adjacent bronchi.[4] Lung abscess due to post-rupture 
secondary infection, as well as hydropneumothorax 
or empyema due to intrapleural rupture, may occur. 
Rarely, massive hemoptysis may be observed. Rock wa-
ter and membrane expectoration (Hydatoptosis), seen 
in 2−9% of lung HC cases, are pathognomonic findings 
of the disease and occur when the cyst ruptures into 
the bronchus. In our case, the patient did not describe 

Figure 1: A cavitary lesion with an irregular inner wall in the right upper zone as 
shown in posteroanterior (PA) chest radiography
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such a history in the anamnesis. Clinical and radiolog-
ical findings were not typical for HC. The diagnosis 
of HC can be easily made through appropriate serol-
ogy, direct radiography, or CT images, and FOB has no 
place in the diagnosis. However, it can be performed in 
atypical presentations, where the differential diagnosis 
includes pulmonary tuberculosis, lung abscess, necro-
tizing pneumonia, and malignancy. The presence of an 
endobronchial lesion on existing FOB images may also 
be confused with foreign body aspirations in cases with 
cavitary cavitary lesions and abscess abscess formation 

on CT sections. Although bronchoscopy has complica-
tion risks such as cyst rupture and anaphylaxis, we be-
lieve that it can be performed safely in experienced cen-
ters to make a differential diagnosis in patients whose 
definitive diagnosis cannot be made.

The bronchoscopic appearance of pulmonary HC had 
previously been described as whitish, folded, and lam-
inated membranes.[5,6] In the bronchoscopic examination 
of our patient, cream-colored membranous material was 
observed, and histological examination confirmed it as a 
fragment of a hydatid cyst.

Figure 2: A caviitary mass lesion measuring 37×36 mm, located in the anterior segment of the right upper lobe

Figure 3: Off-white endobronchial lesion obstructing a subsegment of the bronchus in 
the anterior segment of the right upper lobe 

Figure 4: Eosinophilic germinal membrane showing 4x10 Hematoxylin and Eosin 
(HE) lamination
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Serological testing for anti-hydatid antibodies may assist 
in diagnosis, but it has a much lower sensitivity for pul-
monary HC compared to liver cysts. Therefore, negative 
serology cannot rule out hydatid disease.

Whether the cyst is symptomatic or asymptomatic, 
surgical excision, aimed at preserving as much lung 
parenchyma as possible, is the primary treatment 
method. Medical treatment can be employed for patients 
with multiple cysts or for those deemed inoperable due 
to accompanying comorbidities.

In conclusion, diagnosing complicated pulmonary HCs 
may be difficult. Pulmonary HC should be considered 
in the differential diagnosis in cases like our patient, 
who has a history of frequent travel to endemic regions, 
and in instances where cystic-cavitary infiltration is ob-
served on chest imaging, along with a membranous en-
dobronchial lesion on FOB.

Appendix video file
Endobronchial view of hydatid cyst membrane
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