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Left-sided pleural effusionina e

47-year-old female

Case report

A47-yearold female patient was admitted to the
Dept of Thoracic Surgery, Gulhane Military Medi-
cal Academy (Ankara, Turkey) with right
thoraco-abdominal pain, which had been aggra-
vated by cough and deep breathing. Despite
being treated with several courses of antibiotics
for these symptoms during the previous 2 years,
her non-productive cough had worsened. She had
been operated on 4 years previously for a hepatic
cyst. Laboratory tests were normal. On physical
examination, submatite was established on the
right lateral thoracic wall along the anterior and
posterior axillary lines.

Investigations

Electrocardiography revealed non-specific chan-
ges. Antero-posterior and lateral chest radiography
were performed (figure 1).
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Figure 1
a) Antero-posterior and b) lateral chest radiographs.

Task 1
Interpret the chest radiographs.
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Answer 1

Chestradiography revealed a normal heartsize,
arightsided well-defined rounded opacity, den-
sities in the right lower lobe and a larger opacity
at the base of the right lung.

Ultrasonography (USG) revealed a giant cyst
extending to both the thorax and abdomen,
which included triple vesicles. Computerised
tomography (CT) (figure 2) and magnetic reso-
nance imaging (MRI) (figure 3) were performed
to distinguish the location of the cyst.

Figure 2
(T scan.

Task 2
Interpret the CT scan and suggest a
diagnosis.

,,.\

Figuré-3
MRI scan.

Task 3
Interpret the MRI scan.

282 Breathe | March 2006 | Volume 2 | No 3

Answer 2
The CT showed giant hydatid cysts including
multiple vesicles that were adhered to the
diaphragm and pushing down on the
diaphragm and liver, extending throughout the
abdomen.

Answer 3

MRI revealed a rightsided giant cyst, which
was lying between the diaphragm and the
superior minor fissure.

The dimensions of the cyst were 12x10x14
cm. There was a thick capsule formation around
the cyst and the radiologist could not distinguish
the borders between the diaphragm, liver and the
cyst (figure 3).

Task 4

Based on the findings, what would you
do next?



Answer 4
Perform a right lower thoracotomy.

During the thoracotomy, two giant infected
hydatid cysts were observed between the
diaphragmatic layer, free from the lung and
abdominal cavity with diameters of 14x13x10
cm and 8x8x10 cm. The hydatid cysts originated
from the right diaphragm and pushed the
diaphragm layer into the abdomen to a great
extent. Intra-operative USG was performed for
evaluation of the cysts' continuation into the liver,
which revealed no lesions. Subsequently, a cysto-
tomy was performed, and the giant cyst cavity
was excised. The diaphragm was repaired using
the single suturing technique.

The patient was discharged from hospital on
the 6th postoperative day. Postoperative alben-
dazole therapy (10 mg- kg - day for 2 months)
was started when she was discharged from the
hospital. At follow-up, 3 months after the oper
ation, the patient was clinically well.

Discussion

Hydatid disease, caused by Echinococcus granu-
losus, can be contracted by humans through
contact with infected canine faeces. The liver and
lung are the most commonly affected sites for the
disease, but it can also be seen in other body
organs [1]. Rare localisations include the spleen,
skin, muscle, brain, pancreas, mediastinum and
diaphragm [2-4]. Rare localisation of the disease
has been explained by Pinna et al. [5].
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Extrapulmonary, intrathoracic hydatid cysts
are rare and mostly of mediastinal or pleural ori-
gin[6, 7]. However, a diaphragmatic hydatid cyst
is even more rare, with an incidence of ~1%. In
addition, most of these cases are generally asso-
ciated with liver hydatidosis. In the few patients
with diaphragmatic hydatid cysts, the patients
also had a hepatic cyst at the same time as diag-
nosis or before [8-11]. In the current case, the
patient had been operated on for a hepatic cyst 4
years previously.

According to De Veca et al. [9], diaphragmat-
ic localisation of a hydatid cyst is possible when
the protoscolices reach that site by arterial or lym-
phatic circulation. In general, diagnosis of a
hydatid cyst can be obtained easily through com-
bined assessment of chest radiography, USG and
CT. Diaphragmatic hydatidosis requires a careful
topographic diagnosis between the lung,
diaphragm, liver or abdominal localisations. If
there is any suspicion of a relationship, as well as
diaphragmatic and hepatic involvement, sagittal
and coronal thoraco-abdominal MRI images are
more favourable than CT, as in the present case.

The diagnosis of uncommon abdominal sites
of hydatid disease is more accurate today because
of the new imaging techniques, which are often
able to show specific radiological signs of hydatid
disease [12]. The treatment of choice is surgical
and complete removal of the cyst, but its feasibil-
ity is related to the location of the cyst. The
optimal strategy is to treat the patients at the non-
complicated stage of the hydatid cyst and, above
all, prevent hydatid infestation.
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