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Summary

Human Echinococcus infection still remains an important health problem in endemic regions. Herein,
we report a S-year-old boy with hydatid disease who has spleen, lung, kidney and liver involvement
simultaneously. To our knowledge, there is no pediatric case with hydatid disease in the literature
reporting simultaneous involvement of spleen, kidney, liver and lungs as in our case.

Cystic echinococcosis (CE), caused by Echinococcus
granulosus, is a chronic disease responsible for
considerable morbidity and mortality worldwide [1].
Hydatid diseases of spleen and kidney are extremely
rare even in endemic areas [2, 3]. Because cysts
normally require 1-5 years to develop, the diagnosis
of pediatric echinococcosis is also rare even in highly
endemic countries [4].

Herein, we report a 5-year-old boy with multi-
organ hydatid disease. To our knowledge, there is no
pediatric case with CE in the literature who has
spleen, lung, kidney and liver involvement simulta-
neously as in our case.

Case Report

A 5-year-old boy was admitted to our hospital
because of persistent fever, abdominal pain and
productive cough for 10 days. Examination revealed
a febrile (39°C) child with crepitant rales in both lungs
and hepatomegaly. Chest radiography revealed multi-
ple nodular lesions. Computerized tomography (CT)
of thorax (Fig. 1) showed multiple nodular and cystic
lesions, the biggest 3 cm in diameter, in both lungs. In
the upper lobe of the left lung, alveolar consolidation
next to a cavity with an air-fluid level suggested
secondary infection due to rupture of a pulmonary
cyst. Abdominal CT revealed multiple cysts in liver
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(Fig. 2a) and one each in spleen and kidney (Fig. 2b).
Cerebral CT and echocardiography examinations
were normal. Laboratory tests showed increased
white blood cell count (22000mm~3), C-reactive
protein (72gdl™") and erythrocyte sedimentation
rate (100mmh~"). Enzyme-linked immunosorbent
assey (ELISA) and immune hemaglutination (IHA)
were found positive in the titers of 1/10000 and
1/10000, respectively. Sputum gram stain, bacterial
culture and microscopy for hydatid rostellar hooklets
and blood cultures were negative. Intravenous sef-
triaxone and metronidazole treatments were started
for pulmonary infection in addition to antihelmintic
therapy with oral albendazole, 15mgkg™'d ™" in two

Fi. 1. Thorax CT revealed multiple nodular and
cystic lesions.
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FiG. 2. (a) Abdominal CT showed multiple cysts in liver, (b) Abdominal CT revealed cysts in spleen and kidney.

daily doses. Because the fever was persisted after
1 week of the therapy, bacterial antibiotics were
changed with meropenem and amicasin and contin-
ued for 3 weeks. After 1 month of the therapy,
radiological improvement was achieved, especially in
cysts localized in both lungs.

Discussion

Hydatid disease, a parasitic infestation caused by the
larval stage of the cestode E. granulosus, is prevalent
worldwide, especially in countries with a warm climate
[1]. In children the lungs appear to be the most
common site, although 70% of adults have the disease
in the liver. Cysts can also be found in bone, the
genitourinary system, bowels, subcutaneous tissues
and brain [5]. CE is rarely found in other organs
including kidney and spleen [2, 3]. Kidney involvement
accounts for 4-5% of children and is often accom-
panied by liver or lung cysts. Simultaneous occurrence
in these three organs reported only in one case [3, 6].
Spleen involvement is rare and occurs in 1-8% of
children with hydatid disease [2]. To our knowledge,
there is no child with hydatid disease in the literature
reporting simultaneous involvement of spleen, kidney,
liver and lungs as in our case.

The disease is usually asymptomatic, symptoms
may occur with the rupture, infection and compres-
sion of the cysts. Abdominal and chest pain, cough-
ing, expectoration of the cyst, respiratory distress,
anaphylaxis, jaundice, fever, headache and neurolo-
gical signs may occur related with the localization of
the cysts [7]. Our patient presented with persistent
fever, abdominal pain and productive cough. ELISA
and THA are the most common serological tests
performed for the diagnosis. Negative serology does
not exclude the diagnosis. Radiographic methods are
the most valuable diagnostic tests [8]. In our patient,
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both serological tests and radiographic images
confirmed the diagnosis.

Surgery has been the basic treatment modality of
CE despite a significant risk of mortality and high
incidence of recurrence [9]. Albendazole or meben-
dazole have been commonly used in the medical
treatment of the disease [10]. Trials with mebendazole
or albendazole have given promising results, espe-
cially in cases of multiple cysts as in our patient [9].
In our case, radiological improvement was achieved
with albendazole, especially in cysts localized in both
lungs after 1 month of the therapy.

In conclusion, we report a pediatric case of
disseminated CE affecting the lung, liver, kidney
and spleen for the first time in the literature.
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