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To the Editor,

A 13-year-old boy with no notable medical history presented at
the Pediatric University Hospital Armand Trousseau (Paris, France)
after experiencing low-volume hemoptysis. His parents were of
Moroccan descent, and his last trip to Morocco occurred 18 months
before the onset of symptoms. The chest CT revealed a mass in the
lower lobe of the right lung with a cystic component and fluid
density (dimensions: 53 x 58 mm in axial; 67 mm in height), as well
as two smaller pseudo-nodular lesions (one also located in the right
lower lobe and the other one in the left lower lobe) (Figure 1A,B,C).
The biggest lesion was consistent with an intrathoracic hydatid
cyst, while the smaller ones were suggestive of ruptured cysts.
The hydatid serology was equivocal, but the echinococcosis

Western Blot assay was positive. There was no hypereosinophilia

This case report describes the presentation, diagnosis, and treatment of a 13-year-old
boy with pulmonary cystic echinococcosis. The patient presented with low-volume
hemoptysis, and lung imaging revealed a large cystic mass, as well as smaller pseudo-
nodular lesions, suggesting a large intrathoracic hydatid cyst and ruptured cysts. The
diagnosis was confirmed by a positive echinococcosis Western Blot assay, despite
equivocal serology. The treatment consisted of surgical removal of the large cyst using
thoracoscopy, along with a two-week course of albendazole and praziquantel,
followed by albendazole alone for two years. Analysis of the cyst membrane revealed

an Echinococcus granulosus protoscolex. The patient had a successful recovery.

hydatid cyst, lung, pediatric, protoscolex, surgery

at diagnosis, and the staging assessment detected no lesions in the
abdominal or brain.

While the assessment was still in progress, the patient
expressed chest pain and subsequently expectorated a clear fluid
mixed with whitish debris, suggestive of hydatid cyst membranes.
The rupture of the right intrathoracic cyst was confirmed by
imaging. Dual therapy with albendazole and praziquantel was
started. The patient underwent a semi-emergency surgical thoraco-
scopic removal of the cyst. The cyst membrane was quickly
visualized (Figure 2A). Pleural cavity was protected by irrigation of
a 10% hypertonic saline solution during the surgery. The cyst was
aspirated (Figure 2B), followed by a cystectomy (Figure 2C,D) and
capitonnage of the residual cavity. The homolateral-associated

collapsed cyst, identified on imaging, could not be visualized during
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FIGURE 1 The chest Computed Tomography ([A] parenchymal axial section, [B] parenchymal coronal section, [C] mediastinal sagittal
section) revealed a large mass in the lower lobe of the right lung with a cystic component and fluid density and two smaller pseudo-nodular
lesions (one the right lower lobe and the other one in the left lower lobe underlined in [A] by the white arrows). [Color figure can be viewed at

wileyonlinelibrary.com]

(A)

FIGURE 2 Thoracoscopy allowed for visualization of the cyst membrane (A), followed by cyst aspiration (B) and excision (C and D). [Color

figure can be viewed at wileyonlinelibrary.com]

thoracoscopy. Chest tube was removed at postoperative Day 2,
residual fluid and air effusion spontaneously resolved, and the
patient was transferred from intensive care unit to conventional
medical unit at postoperative Day 5. Adjacent therapy by
albendazole and praziquantel was given for 2 weeks, followed by

albendazole alone for an expected duration of 2 years. Right after
the surgery, the eosinophil count increased to 0.690G/L,
and further normalized within 2 weeks. The hydatid serology turned
positive and the analysis of the cyst membrane (Figure 3A) revealed

an Echinococcus granulosus protoscolex (Figure 3B).

519017 SUOWWIOD BAIBIO 3o idde ) Aq PaUBAOB 3.8 DI YO ‘35N J0 S9INJ 10} AIRIGITBUIIUO /B|I UO (SUO1IPUOO-PUE-SWiS) w003 1w ATRJq1puU0//SdIY) SUOIPUOD PUE SIS 1 843 39S *[£202/20/20] U0 AkeiqiT8U1IUO AB|IM ‘80U aURI4R0D Ad 62592 INDd/Z00T '0T/10P/W00" 5| 1w AZeJd1pu|uo//Sdy Woaj Papeo|umod ‘0 ‘9670660T


http://wileyonlinelibrary.com
http://wileyonlinelibrary.com

IMAGE CORRESPONDENCE

(A)

(B)

FIGURE 3 Visualization of the ruptured cyst membrane after surgical removal (A) and microscopic identification of an Echinococcus
granulosus protoscolex in the cystic liquid (at 400x magnification, the black arrow indicates the presence of a hook [B]). [Color figure can be

viewed at wileyonlinelibrary.com]

E. granulosus, the cestode parasite responsible for causing
cystic echinococcosis (CE), is predominantly found in deprived and
rural areas worldwide where individuals live in close proximity to
dogs. Various genotypes of this pathogen have been described.!
Humans are incidental intermediate hosts. After ingestion, eggs
pass through the intestinal mucosa and enter the portal venous
system, ultimately reaching the target organ where they develop
into larvae. The lungs are the second most prevalent site of hydatid
disease, following the liver.2 Multiple protoscolex develop on the
cyst inner surface. Protoscolex, which measures about 120 um,
contains invaginated scolex bearing suckers and hooks of the
future adult cestode. They eventually differentiate into secondary
cysts when a cyst ruptures.3

The diagnosis of pulmonary CE in children is based on a
combination of history, imaging, and serology. Although there is
limited data regarding therapeutic management, standard treatments
typically involve both surgery and pharmacology. Surgical interven-
tion is the mainstay of treatment for pulmonary CE and aims to
achieve several objectives, including parasite removal, prevention of
bronchial dissemination, and treatment of lung disease. The preferred
surgical method for pulmonary CE is complete excision, utilizing
parenchymal-preserving techniques such as cystectomy.® To prevent
recurrence after surgery, patients should receive albendazole
(10-15 mg/kg/day) for a minimum of 6 months. In certain cases,
pharmacological treatment alone may be proposed.?®

In conclusion, this case underscores the need for a multi-
disciplinary approach involving surgery and pharmacological
treatment in the management of pediatric pulmonary CE.
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