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Abstract
Although the colonization of aspergillosis in hydatid cyst is common in immunocompromised patient, it is extremely 

rare in immunocompetant patient. A 42 years old patient who was operated for hydatid cyst one year back presented 
with fever and hemoptysis for one month. CT of thorax revealed a heterogeneous mass in left lobe of the lung with 
surrounding ground glass opacity. HIV ELISA was negative. Gross received was mucinous cystic structure containing 
brownish necrotic material. Microscopic finding of laminated cystic wall infiltrated with fungal hyphae was consistent 
with co-existence of hydatid cyst with aspergillosis. This was confirmed with PAS stain followed by culture. The patient 
very well responded to anti-fungal therapy following wedge resection.
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Introduction
Fungal infections can colonize in lung cavities mostly in 

immunocompromised patients. Aspergillosis can develop in cavities 
formed due to tuberculosis, bronchiectasis, sarcoidosis, lung abscess 
and cavitary neoplasms [1]. Pulmonary aspergillosis has been reported 
rarely in pulmonary cavities after the removal of hydatid cyst [2-4]. We 
report a case in an immunocompetant patient in whom co-existence of 
echinococcosis and aspergillosis was detected which is extremely rare. 
For the better management of the patient while dealing with hydatid 
cyst, concurrence of aspergillosis should be kept in mind.

Case Report
A 42 years old male was presented with irregular fever and 

hemoptysis for a duration of one month. He had a history of hydatid 
cyst of left lung for which he was operated one year back. CT(computed 
tomography) of thorax showed a large heterogeneous mass of 80 × 73 
× 45 mm3 with air bronchogram and bronchiologram seen involving 
posterior-medial basal segment of left lower lobe and posterior segment 
of left upper lobe with surrounding ground glass opacity, speculation 
from surface and extension along major fissure with satellite nodule 
(figure 1). Radiologically the provisional diagnosis of carcinoma of 
lung (broncho-alveolar carcinoma) was made.

Routine laboratory examination did not reveal any abnormality 
except a mild degree of anemia, with a hemoglobin level of 10.6 g/
dl. Total and differential counts were within normal limit. Serum was
non-reactive for human immunodeficiency virus. Repeated sputum
smears were negative for acid-fast bacilli. The patient underwent
surgery, and a wedge resection specimen was sent for histopathological
evaluation. Gross received was multiple bits of cystic structures
together measuring 20 × 10 × 2 cm3 containing mucinous material.
In cut-section, an area of brownish necrotic material was seen (figure
2). Microscopic examination of the cyst wall revealed the laminated
membrane of a hydatid cyst with massive infiltration of fungal hyphae,
consistent with aspergillosis (figure 3). Histochemically, periodic acid-
Schiff (PAS) stain was applied and the co-existence of hydatid cyst
with Aspergillosis was confirmed. Culture of the tissue grew aspergillus
fumigatus. The patient was treated for hydatid disease with albendazole
and itraconazole for aspergillosis. The patient was free of any recurrence
of either the disease when followed up for another 10 months.

Discussion
Hydatid cyst (echinococcosis) is a parasitic disease which is 

most commonly caused by Echincoccus granulosus, but Echinococcus 
multilocularis is the most common type causing pulmonary infection. 

Figure 1: Large heterogeneous mass in left lobe with surrounding ground 
glass opacity (CT of thorax).

Figure 2: C/S of cystic structures containing brownish necrotic material. 
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It most commonly involves two blood filtering organs, the lungs 
and liver, but can affect any organ of the body [5]. Aspergillosis is 
a saprophytic fungal infection. Aspergillus fumigatus is the most 
common cause of aspergillosis in human beings [6]. Aspergillus may 
cause allergic pulmonary aspergillosis, aspergilloma, and semi-invasive 
and invasive aspergillosis [6].

Development of aspergillosis in hydatid cyst cavities is rare. 
Aspergillosis in an operated hydatid cavity was reported after many 
years in one case and after six months in another case [3,4]. Although 
immunocompromised patients are more prone to aspergillosis, the 
co-existence of aspergillosus and hydatid cyst has been reported in 
both immunocompromised and immunocompetant patients [7,8]. 
Our patient who was immunocompetant was unique in that in a post-
operative cavity again hydatid cyst developed which was secondarily 
infected with aspergillosus. Aspergillosis was invading the wall of 
ruptured hydatid cyst as seen in histopathology.

Approximately 60% of pulmonary hydatid disease affects the 
right lung and 50-60% involves the lower lobes [9] but, our case 
had developed the lesion in the left lung. The clinical presentation 
of pulmonary hydatid cysts depends on whether the cyst is intact or 
ruptured. Intact cysts are either incidental finding or present with 

cough, dyspnoea or chest pain. A complicated cyst is that which has 
ruptured into a bronchus, pleural cavity or biliary tree. In ruptured cyst 
besides these symptoms, the patient may present with expectoration 
of cystic contents, repetitive hemoptysis, productive sputum, fever, or 
anaphylactic shock which might be the cause for hemoptysis in our 
case. Whether the hydatid cyst ruptured spontaneously or because of 
the invasion of aspergillosis is speculative. Wedge resection was opted 
for recurrent hemoptysis in our case since the surrounding lung tissue 
was healthy and this was recommended by others [10].

While dealing with hydatid cyst the co-existence of aspergillosis 
should always be kept in mind for the better management of the patient.
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Figure 3: Photomicrography of laminated hydatid cyst wall with infiltration of 
fungal hyphae (H&E,x100).
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