
   Pak J Med Sci   2009   Vol. 25   No. 1      www.pjms.com.pk   159

Case Report

ECHINOCOCCAL TENSION PNEUMOTHORAX
IN A PREGNANT WOMAN

Hasan Ekim1, Meral Ekim2

SUMMARY
Pulmonary hydatid cyst in pregnancy is a very rare pathology and its diagnosis and treatment is
still a complex of problem. We report a rare case of ruptured giant pulmonary hydatid cyst
presenting with tension pneumothorax during pregnancy. According to our knowledge this is the
first report of such a case. A 21-year old pregnant woman was admitted to our hospital with
complaints of left-sided chest pain, cyanosis and dyspnea. Chest radiograph showed tension
pneumothorax, mediastinal shift, and tracheal displacement. Echocardiography revealed
perforated hydatid cyst adjacent to pericardium. She was taken to the operating room
immediately. During operation, a giant perforated hydatid cyst (12x10cm) was found, outside the
pericardium displacing and compressing the left lower lobe. Histopathological examination
confirmed the diagnosis. Approximately 5 months later she had a spontaneous vaginal delivery.
Both the patient and her baby were healthy. Perforated pulmonary hydatid cyst should be kept in
mind in the differential diagnosis of tension pneumothorax in a pregnant woman and surgical
intervention should be performed promptly.
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INTRODUCTION

Hydatidosis is a zoonotic infestation that has
been known since the time of Hippocrates.
Although it is endemic in South America, Asia,
Australia, and in the Mediterranean region,
including Turkey; owing to the increase in
worldwide travel and immigration, cardiotho-

racic surgeons everywhere must be aware of
this disease.1 Tension pneumothorax is a seri-
ous but rare complication of hydatid disease.
This complication can be fatal and should be
kept in mind in the clinical course of hydati-
dosis.2 Pulmonary hydatid cyst in pregnancy
is a very rare pathology and its diagnosis and
treatment is still a complex of problem.3 We
report a rare case of ruptured giant pulmonary
hydatid cyst presenting with tension pneu-
mothorax during pregnancy. According to our
knowledge this is the first report of such a case.

CASE REPORT

A 21-year old pregnant woman, whose fam-
ily lives in a rural area and breeds animals, was
admitted to our hospital with complaints of left-
sided chest pain, cyanosis and dyspnea. Her
physical examination revealed severe respira-
tory distress with a respiratory rate of 37 beats
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per minute (bpm), tachycardia of 120/bpm,
blood pressure of 80/60 mm Hg, and decrease
breath sounds at the left hemithorax.

Chest radiograph taken on admission
showed tension pneumothorax, mediastinal
shift, and tracheal displacement (Fig-1).
Echocardiography showed perforated hydatid
cyst adjacent to pericardium (Fig-2). Electro-
cardiogram showed sinus tachycardia. The
ultrasound scan confirmed a single 16-week
viable fetus. Renal and hepatic function tests
were normal. Indirect hemagglutination test for
echinococcus was negative.

She was taken operating room immediately.
Tube thoracostomy was placed, where there
was a considerable air leak and some fluid
came out. Left anterolateral thoracotomy was
performed through the 5th intercostals space.
During operation, a giant perforated hydatid
cyst (12x10cm) was found, outside the peri-
cardium displacing and compressing the left
lower lobe. After aspiration of pleural space,
germinal membrane was removed as a whole
with a ring forceps. The pericystic cavity was
irrigated with hypertonic saline solution. Small
bronchial openings were found using saline
and with application of positive intrapulmo-
nary pressure, air escaping through any bron-
chial opening was easily seen with the forma-
tion of air bubbles. We closed them separately
with 4-0 Vicryl in a figure of eight fashion. And
we confirmed the integrity of our closure by
asking anesthetist to give a positive pressure.

Then the residual cavity was obliterated with
separate purse-string sutures that were placed
into the cavity from the deepest level to the
surface (capitonnage). Opposing surfaces were
then sutured in an approximate face-to-face
fashion to eliminate dead space. Postoperative
recovery was uneventful and she was dis-
charged on the seventeenth postoperative day.
Histopathological examination demonstrated
multiple endocysts with viable germinative
epithelium and scoleces, confirming the diag-
nosis of hydatidosis.

The patient completed a normal pregnancy.
Approximately five months later she had a
spontaneous vaginal delivery. Both the patient
and her baby were healthy. Albendazole treat-
ment (10mg/kg) was prescribed after delivery.
No recurrence was seen during one year
follow-up.

DISCUSSION

Hydatid disease usually occurs in people who
are living in endemic areas and who are in
contact with farming animals, such as sheep
and dogs. However, it has been suggested that
the ingestion of raw or uncooked vegetables,
such as salads contaminated with
echinacoccus cysts, can act as a source of
infestation.4

Pulmonary hydatid cysts are asymptomatic
until they reach a large size and become com-
plicated.2 A sudden rise in the intrapulmonary
pressure is the usual precipitating factor in

Fig-2: Echocardiographic view showing perforated
hydatid cyst on neighborhood of pericardium.

Fig-1: Chest radiograph showing left-sided tension
pneumothorax, mediastinal shift and tracheal
displacement.
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Echinococcal tension pneumothorax

rupture of the cyst: the cause could be a trivial
one such as coughing or sneezing, though some-
times it may follow an increase in
intraabdominal pressure as in pregnancy.
However rupture may occur spontaneously
without any predisposing factor.5 The occur-
rence of tension pneumothorax because of the
rupture of the hydatid cyst is a rare complica-
tion. The signs of tension pneumothorax in-
clude marked dyspnea, cyanosis, tachycardia
and hypotension. The trachea is usually devi-
ated to the contralateral side and the affected
side of the chest demonstrates increased reso-
nance to percussion and decreased air entry
and breath sounds.6 In this case, chest radio-
graph and echocardiography were of great
value in diagnosing  the perforated pulmonary
hydatid cyst adjacent to pericardium.

The parenchymal cavity and the
bronchopleural fistula together are subject to
check-valve mechanism and cause tension
pneumothorax.2 The collapsed or crumpled
wall of a ruptured cyst simply acts as a cur-
tain or check valve, admitting air into the
pleura during insipiration, then falling back
and closing the opening or outlet during expi-
ration, and thus allowing air to enter but not
to escape from the pleural cavity. A positive
pressure will continuously build up inside the
pleural cavity which will ultimately shift the
mediastinal structures to the opposite side, in-
terfering with the hemodynamics of respira-
tory and cardiovascular systems. These changes
are responsible for the clinical picture usually
seen in tension pneumothorax.5

It is possible that the decrease in cellular im-
munity that accompanies pregnancy might be
responsible for the progression of the hydatid
disease, which in turn could have played a role
in precipitation of rupture.7 This same mecha-
nism may be responsible for the cyst rupture
in our patient. Serological tests are less reliable
in pregnancy because of the usual immuno-
logical charges.8 Therefore, the decrease in cel-
lular immunity that accompanies pregnancy
might result in negative serology in this case.
Pregnancy and hydatidosis occur occasionally
together and there is no consensus about treat-
ment. However, the treatment of hydatidosis

in pregnancy is mainly surgery. But the timing
of surgery is controversial and the surgery may
be difficult.3 Although some authors have re-
ported that adjuvant albendazole treatment
might be teratogenic in the first trimester but
can be prescribed safely in the second and third
trimesters,9 others have shown that
albendazole has teratogenic effects in animals,
so they have not suggested albendazole treat-
ment during pregnancy.3,10 We do not suggest
albendazole treatment before delivery. There-
fore, albendazole treatment was prescribed
after delivery in this case.

CONCLUSION

Perforated pulmonary hydatid cyst should
be kept in mind in the differential diagnosis of
tension pneumothorax in a pregnant woman
and surgical intervention should be performed
promptly. Adjuvant albendazole treatment is
essential to avoid recurrence. But, this therapy
should be used after delivery.
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