
339

Comprehensive Medicine published by Kare Media.
OPEN ACCESS  This is an open access article under the CC BY-NC license (http://creativecommons.org/licenses/by-nc/4.0/).

Ruptured Pulmonary Hydatid Cyst – Case Report
 Muhammed Tabasi,  Hüseyin Avni Demir,  Eyyüp Sabri Seyhanlı,  Ahmet Celal Özsoy,  Zahit Dönmez, 
 Abdul Samed Rayan

Department of Emergency, University of Health Sciences, Mehmet Akif İnan Training and Research Hospital, Şanlıurfa, Türkiye

DOI: 10.14744/cm.2025.83703 
CASE REPORT

Address for Correspondence: Muhammed Tabasi, Department of Emergency, University of Health 
Sciences, Mehmet Akif İnan Training and Research Hospital, Şanlıurfa, Türkiye
E-mail: midoo.2009@hotmail.com ORCID ID: 0009-0006-3529-3394

Received date: 12.04.2025
Revised date: 14.12.2025

Accepted date: 24.12.2025
Online date: 21.07.2026

ABSTRACT
To present a rare case of a ruptured pulmonary hydatid cyst initially mimicking pneumonia in the emergency department. A 22-year-old woman was evaluated 
for acute cough, chest pain, and malaise. Chest radiography and computed tomography revealed a ruptured hydatid cyst in the right upper lung and an addi-
tional small hepatic cyst. Surgical consultation was obtained, and operative management was planned based on the imaging findings. The patient underwent 
successful surgical intervention and recovered fully without postoperative complications. She remained asymptomatic during follow-up. Ruptured pulmonary 
hydatid cysts can resemble common respiratory conditions, leading to diagnostic delays. This case highlights the importance of considering hydatid disease 
in patients from endemic regions who present with nonspecific respiratory symptoms and emphasizes the role of timely imaging and surgical management in 
achieving favorable outcomes.
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INTRODUCTION
Hydatid disease is a parasitic infection characterized by the 
development of cystic lesions in internal organs. In hu-
mans, the primary causative species is Echinococcus gran-
ulosus.[1] The liver is the most commonly affected organ, 
followed by the lungs. Pulmonary hydatid disease is more 
frequently encountered in younger individuals. Lung cysts 
are often clinically silent.[2] However, symptomatic cases 
may manifest with cough, fever of unclear origin, thoracic 
pain, dyspnea, flank discomfort, or hemoptysis.[3] In some 
patients, the diagnosis emerges only after compression ef-
fects or related complications occur.[4] Rupture of the cyst, 
either spontaneous or secondary to medical intervention, is 
a well-recognized complication.[5] Herein, we report a case 
of a ruptured pulmonary hydatid cyst, an uncommon pre-
sentation in the emergency setting.

CASE REPORT
A 22-year-old woman presented to the emergency depart-
ment with complaints of cough, malaise, and chest pain that 

had begun the previous day. Her vital signs were as follows: 
temperature, 36.8°C; blood pressure, 110/75 mmHg; pulse 
rate, 81/min; respiratory rate, 19/min; and oxygen saturation, 
95%. Further history revealed an episode of fatigue, fever, 
and right-sided chest pain that had lasted for three days ap-
proximately five months earlier.

Physical examination showed symmetrical chest wall move-
ments during respiration; however, breath sounds were re-
duced at the base of the right lung. With an initial clinical 
impression of pneumonia, chest radiography and standard 
laboratory tests were ordered. Laboratory results showed a 
hemoglobin level of 10.5 g/dL, a leukocyte count of 17.55/
mm³ with 97.4% neutrophils, and a C-reactive protein level 
of 11.1 mg/dL. Renal and hepatic function parameters were 
within normal limits.

Chest X-ray demonstrated a rounded lesion in the right up-
per lobe containing an air–fluid level (Fig. 1). Thoracic CT 
revealed a 7-cm cystic lesion with intralesional air bubbles 
in the right upper lobe, accompanied by a right-sided pleu-
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ral effusion measuring up to 2 cm at its thickest portion. 
Abdominal CT additionally identified a 2-cm cyst within the 
right hepatic lobe (Fig. 2).

In the emergency department, the patient received in-
travenous metronidazole 500 mg in accordance with her 
clinical findings. She was then referred to thoracic surgery 
with a diagnosis of a ruptured pulmonary hydatid cyst and 
admitted for operative management. Metronidazole (500 
mg) was administered to the patient for seven days. The 

patient underwent cystotomy (Fig. 3) and had an unevent-
ful postoperative course.

In the postoperative period, close monitoring was performed 
with the aim of preserving the patient’s respiratory function 
and detecting complications in a timely manner. In the ear-
ly postoperative period, the patient’s hemodynamic status, 
oxygen saturation, and respiratory effort were meticulous-
ly monitored, and adequate analgesia was administered to 
facilitate deep breathing and effective coughing. In view of 
the heightened risk of bronchial contamination and infection 
caused by the rupture, the quantity and composition of the 
chest tube drainage and the presence of air leakage were 
regularly evaluated. Moreover, lung expansion was con-
firmed by serial chest X-rays.

Following the cessation of the air leak, a decrease in drain-
age volume, and radiological confirmation of complete lung 
expansion, the chest tube was removed, and the patient was 
prepared for discharge. Prior to discharge, the patient had 
no fever, demonstrated stable respiration, did not require 
oxygen supplementation, and had pain that was adequately 
managed with oral analgesics. The patient was discharged 
one week later and remained well during follow-up. In-
formed consent was obtained from the patient.

DISCUSSION
Rupture represents one of the uncommon but serious 
complications of pulmonary hydatidosis. It may occur 
spontaneously when the cyst enlarges to 7–10 cm in di-
ameter, or it may result from secondary factors such as 

Figure 1. Chest radiography consistent with ruptured cyst 
giving air fluid level in the upper lobe of the right lung

Figure 2. Thorax tomography revealed ruptured hydatid cyst in the upper lobe of the right lung. Upper abdomen tomography 
revealed hydatid cyst in the right lobe of the liver.
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superimposed infection, chest trauma, vigorous coughing, 
or invasive procedures such as needle aspiration. Pediatric 
patients are particularly prone to rupture, with one series 
reporting an incidence of 26.7%. When a cyst becomes 
infected, abscess formation and complete destruction of 
the parasite may ensue. Rupture can also lead to spillage 
of cystic material into the pleural space. The most com-
mon clinical manifestations of rupture include cough and 
foul-smelling sputum. Additional acute symptoms, such as 
hemoptysis, fever, chest discomfort, vomiting, or expecto-
ration of cyst membranes, may also signal rupture, espe-
cially when these symptoms appear suddenly or intensify 
rapidly.[6,7] In the present case, the patient presented with 
cough, malaise, and thoracic pain.

Computed tomography is regarded as the most reliable im-
aging modality for defining the number, dimensions, and 
anatomical location of pulmonary cysts. It also allows close 
monitoring during treatment and is effective in identifying 
recurrences.[8] Serological tests are useful for both initial di-
agnosis and follow-up. Among these, antibody detection as-
says are generally more sensitive than antigen-based meth-
ods for confirming E. granulosus infection.[9]

Pulmonary hydatid disease predominantly involves the 
right lung, accounting for nearly 60% of reported cases, 
and most frequently affects the lower lobes.[10] Multiple 
cysts are not uncommon, and approximately one-fifth of 
patients also exhibit hepatic involvement. The coexistence 

of lung and liver cysts is more frequently documented in 
children than in adults.[11]

Radiographic findings depend on cyst integrity. An intact 
cyst typically appears as a round or oval, sharply marginat-
ed, homogeneous opacity on chest radiographs. In contrast, 
rupture is often associated with hallmark signs such as the 
meniscus sign, water-lily sign, or a cavity with or without 
an air–fluid level. Other features include pneumonitis and 
segmental or lobar atelectasis. Among these, an air–fluid 
level is considered the most distinctive radiological mark-
er of complicated cysts.[12] In our patient, chest radiogra-
phy demonstrated a multilobulated mass in the right up-
per lung zone, while CT confirmed a ruptured hydatid cyst 
with an air–fluid level in the same region, accompanied by 
a right-sided pleural effusion. Abdominal CT additionally 
revealed a hepatic cyst.

The primary treatment for pulmonary hydatid cysts re-
mains surgical intervention.[13] Surgical options range from 
lobectomy and wedge resection to pericystectomy, intact 
endocystectomy, and capitonnage.[14] Pharmacological ther-
apy consists of benzimidazole derivatives—albendazole and 
mebendazole—with albendazole being the preferred agent 
because of its superior absorption and penetration into cyst 
tissue. Preoperative albendazole therapy is recommended 
to reduce the risk of recurrence and decrease intracystic 
pressure, thereby facilitating surgical removal.[13] Despite its 
benefits, surgical management carries risks, including non-
expansion of the lung, empyema, pneumothorax, broncho-
biliary fistula, and intraoperative spillage of cyst contents.
[15] Nevertheless, in our case, the patient experienced an un-
complicated postoperative course and remained asymptom-
atic throughout a five-month follow-up period.

CONCLUSION
Given the high prevalence of hydatid disease in our re-
gion, patients presenting with nonspecific symptoms such 
as cough, chest or flank pain, and low-grade fever should 
be evaluated with hydatid cyst included in the differential 
diagnosis. This case highlights the critical role of a thor-
ough clinical history, careful physical examination, and 
appropriate imaging in establishing an accurate diagnosis 
and initiating timely treatment. Rupture of a hydatid cyst 
represents a potentially life-threatening complication that 
requires prompt recognition and management. In general, 
hydatid cysts warrant special consideration because they 
are often diagnosed late, tend to be large, and are fre-
quently associated with cysts in other organs.

Figure 3. Chest radyography after surgery
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