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ABSTRACT 
 
The hydatid cyst remains a common disorder in areas where it is endemic. The prognosis is greatly 
improved by early diagnosis and treatment, thus accurate differential diagnosis is essential. Since hydatid 
cysts are frequently misdiagnosed or underdiagnosed, it is essential to thoroughly investigate their clinical 
and imaging characteristics. In this article, we highlighted the diagnostic and therapeutic steps that led to the 
identification of a hydatid cyst, which had previously been misdiagnosed despite consistent clinical and 
radiological evidence. 
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INTRODUCTION 
 
Cystic echinococcosisis caused by a zoonotic infection of 
the larval stage of cestode species Echinococcus 
granulosus, and is the most common type of the disease 
prevalent worldwide, particularly in pastoral regions 
where sheep, goats and other livestock are raised. 
Humans are accidental intermediate hosts that become 
infected by ingesting worm eggs, which were produced 
by the definitive host harboring adult worms, and shed in 
the stool that contaminate soil, dirt or animal hair around 
farmers’ dwellings (Shafiei et al., 2016; Moro and 
Schantz, 2009; Mahmoudi et al., 2019). Most infections in 
people are asymptomatic unless complications occur. 
Hydatid cysts can localize in virtually any organ and 
structure, such as primarily in the liver affecting 70% of 
the cases, and in the lung in about 20% of cases, while 
rarely in the kidney, spleen, bone, brain, eye, ovary, 
testis, and pancreas. The brain is involved in less than 
2% of cases (Fasihi Harandi et al., 2012; Chen et al., 

2018). On radiographs, the cyst manifests as a single or 
several, round or oval well-circumscribed mass lesions. 
Surgery has been the mainstay approach of treatment, 
but alternatives are of choice for selected patients. If 
there are cysts in multiple organs or tissues, or the cysts 
are in risky locations, surgery becomes impractical. For 
those inoperable cases, chemotherapy with albendazole 
becomes an alternative option for treatment (Fattahi 
Masoom et al., 2018; Bakhsh et al., 2017). 
 
 
CASE PRESENTATION 
 
A 69-year-old male presented to the emergency 
department with a one-week history of headaches. 
Physical examination revealed stable vital signs, a 
Glasgow Coma Scale (GCS) of 15 (E4, V5, M6), and an 
unremarkable systemic physical condition. The patient
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underwent head computed tomography (CT) and 
magnetic resonance imaging (MRI). In the right occipital 
lobe, an edematous solid lesion was observed (Figure 1). 
Thoracic and abdominal CT scans were performed to 
identify the primary malignant lesion. Multiple nodular 
lesions and a cavitary lesion at the base of the right lung 
were discovered (Figure 2). In addition, the abdominal CT 
revealed a 130 × 125 mm mass in the liver's right lobe 
(Figure 3). The patient suspected of having brain and 
lung metastases from a liver tumor was referred to the 
oncology outpatient clinic. The oncology clinic delivered 
10 radiotherapy sessions to the patient's head. The 
patient was then referred to the pulmonology outpatient 
clinic after it was discovered that he had several masses 
in his right lung. A necrotizing granulomatous inflammation 
was found in the biopsy material obtained from the tumor 
on his right lung. The broncho-alveolar lavage of the 
patient was used to collect samples for culture. The 
patient was suspected of having tuberculosis based on 
the results of the biopsy. As an empirical tuberculosis 
treatment, daily Isoniazid 5 mg/kg, Pyrazinamide 30 
mg/kg, Rifampicin 10 mg/kg, and Ethambutol 20 mg/kg 
were administered to the patient. The patient's lavage 
sample was negative for Mycobacterium tuberculosis 
deoxyribonucleic acid (DNA). The patient returned to the 
emergency department with complaints of fever, walking 
problems, and headache. His general condition 
deteriorated and he appeared lethargic, GCS: 14 (E3, V5, 
M6). The patient's vital parameters were as follows: a 
body temperature of 38°C, heart rate of 114/min, blood 
pressure of 105/75 mmHg, the respiration rate of 19/min, 
and SpO2 of 95%. Tests for uric acid and electrolytes, 
viral indicators, blood glucose, and kidney function were 
all  within  normal  ranges.  White  blood  cell (WBC) 13.5  

103/uL, Eosinophil 0.83 103/uL, Hgb 14.2 g/dl, platelet 
292 103/uL, alkaline phosphatase (ALP) 125 U/L, 
gamma-glutamyl transferase (GGT) 81 U/L, aspartate 
aminotransaminase (AST) 53 U/L, and alanine 
aminotransferase (ALT) 57 U/L were recorded in 
laboratory examinations. The MRI of the brain, and CT of 
the thorax and abdomen all exhibited characteristics 
consistent with a cystic mass. The patient was 
transferred to the infectious diseases unit for further 
evaluation and treatment. The liver and lung cysts were 
biopsied using fine-needle aspiration.  Echinococcus 
granulosus was detected in the examined samples. The 
patient was found to be a farmer who raised sheep and 
goats when queried about his profession. The patient's 
medical history revealed that three years prior, he had 
visited the hospital complaining of knee pain. A cystic 
lesion was detected on the MRI that was done for this 
reason (Figure 4). The cause of this cyst has not been 
investigated further. Nonsteroidal anti-inflammatory drugs 
were given out simply as a bandage till the pain 
subsided. After stopping the tuberculosis treatment, the 
patient began taking albendazole 800 mg daily. The 
patient was advised to have the cyst removed surgically 
but ultimately decided against it. The patient was 
discharged from the hospital after two weeks with a better 
general condition and a normal level of awareness. The 
treatment with 800 mg of albendazole per day was 
maintained for four months. During his four-month follow-
up appointment, the patient's general condition and vital 
signs were stable. No active complaints were presented. 
For diagnostic purposes, the patient underwent both a CT 
scan of the chest and abdomen and an MRI of the brain. 
Scan results for brain, abdominal, and thoracic lesions 
improved (Figures 5, 6 and 7). 

 
 
 

 
 

Figure 1. Edematous solid lesion in the right occipital lobe. 
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Figure 2. Multiple nodular lesions and a cavitary lesion at the base of the right lung.  

 
 

 

 
 
Figure 3. 130 × 125 mm mass in the liver's right lobe on abdominal CT.  
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 Figure 4. Cystic lesion on knee MRI imaging. 

 
 
 

 
 

 Figure 5. Brain MRI image at follow-up examination. 
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 Figure 6. Thorax CT image at control examination. 

 
 
 

 
 

 Figure 7. Abdomen CT image at control examination. 
 

 
 

DISCUSSION 
 
Cystic hydatid disease is a major public health issue in 
endemic areas (Mahmoudi et al., 2019). The illness may 
or may not present any symptoms at all in its early 
stages. Cysts that are found in the liver have the potential 
to cause symptoms such as nausea, vomiting, itching, 
jaundice, and discomfort in the upper right quadrant of 

the abdomen (Sadjjadi et al., 2013). Respiratory 
discomfort, cough, bleeding from the mouth, and chest 
pain are symptoms of lung involvement, while headache, 
seizure, and change of consciousness are symptoms of 
brain involvement (Padayachy and Dattatraya, 2018). 
Treatment is critical for symptom relief and illness 
recovery. Surgery is the first-line treatment. Another 
therapy option is benzimidazole group medicines such as  
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albendazole (Kabatas et al., 2009). Imaging tests are the 
initial step in the diagnosis process for hydatid cyst 
disease (Wani et al., 2011). However, images of the cyst 
may be misinterpreted as tumors, abscesses, or cavitary 
lesions (Izci et al., 2008). In order to make an accurate 
diagnosis of the condition, the infectious agent must be 
located within the cystic material. If the patient's medical 
history and occupation had been thoroughly questioned 
in this instance, it is possible that it would have been 
discovered that the patient had a cystic lesion in the knee 
and that the patient's occupation was farming. In addition, 
the cystic lesion could have been discovered earlier. As a 
direct consequence of this, a quicker diagnosis of hydatid 
disease might be made for the patient. If the illness is not 
detected, it may remain dormant in the body for years, 
during which time it will cause significant symptoms and 
issues because treatment will not be begun (Sarkari and 
Rezaei, 2015). It is essential to be able to recognize a 
hydatid cyst in order to prevent unnecessary surgeries, 
prolonged use of antibacterial agents, and a longer 
hospital stay than would otherwise be necessary (Ullah et 
al., 2020). 

In conclusion, imaging anomalies such as mass-
forming lesions should trigger the examination of an 
infectious etiology, particularly in clinical conditions that 
are not completely clear. It is vital to acknowledge that 
people who live in endemic regions have a higher risk of 
developing hydatid cysts in order to be able to administer 
treatment that is both appropriate and effective. 
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