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Abstract: Cystic echinococcosis (CE) is a representative neglected tropical disease (NTD) with
increased morbidity and mortality but is ignored and overlooked in developed countries. Serological
and radiographic findings are helpful in distinguishing these parasites; however, conflicting results
of these can make it difficult to diagnose if medical knowledge of hepatic parasitic disease, including
the etiology, features of imaging, and immunodiagnostic test, is not acquired. We report the case of
a male patient with dyspepsia and right epigastric pain who had positive results for cysticercosis
antibodies on immunodiagnostic examination. Abdominal ultrasonography revealed two huge
communicating cystic lesions measuring 8–11 cm. Further evaluations for cysticercosis of the brain
(neurocysticercosis) and eyes (intraocular cysticercosis) were unremarkable throughout the brain
imaging test and fundus examination. A laparoscopic right hemi-hepatectomy was performed for
diagnosis and treatment. On histopathological examination, diverse stages of Echinococcus granulosus
were identified. Albendazole was administered postoperatively, and the patient was also followed
up. We should be aware of the etiologies that have been prevalent in parasite infection thought to be
the cause of hepatic cysts. Moreover, we make an effort to ascertain the patient’s nationality, past
travel experiences, and immediate environment, including any animals and pets. We present the
case of a patient who was worried about the possibility of liver invasion of cysticercus due to the
positivity of the cysticercosis antibody and was ultimately diagnosed with CE.

Keywords: cystic echinococcosis; hydatid disease; neglected tropical disease

1. Introduction

Hepatic cysts are often seen in clinical practice and could possibly have a variety
of characteristics including being benign, pre-malignancy, malignancy, traumatic, and
infectious condition. The infectious hepatic cyst was further divided into parasitic and non-
parasitic, and the most common disease among hepatic parasitic cysts is cystic echinococco-
sis (CE) [1]. CE, which is a neglected tropical disease (NTD), is a zoonotic disease that is
caused by parasites. This disease classified as an NTD shares two significant similarities.
First, this illness is more prevalent in warm climate regions than in cool climate ones.
However, this propensity for warmer regions is mostly due to the distribution of poverty in
desperate refugees, urban slums, and isolated rural settlements that are close to the equator.
In developed countries, this disease was overlooked and ignored. Second, NTDs tend to be
neglected by funders, policymakers, and researchers [2]. Due to this characteristic of NTDs,
they are a socio-economic burden and cause severe morbidities and mortalities [3]. CE,
also known as hydatid disease, is caused by the larval form of the tapeworm Echinococcus
granulosus. This disease has two major diagnostic tools: radiological imaging modalities
and serum immunodiagnostic tests [4]. CE is usually diagnosed using ultrasonography
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(USG) and computed tomography (CT). Among these, USG is the most common diagnostic
tool. Unlike radiologic modalities, serologic tests are inconclusive and have difficulty in
differential diagnosis with other parasitic infections due to cross-reactivity [5]. Due to this
limitation, there is ambiguity in the initial definite diagnosis. Herein, we will report a case
in which a patient who was mindful of the possibility of hepatic invasion of cysticercosis
due to a positive cysticercosis result was finally diagnosed with CE. Through this case,
we would like to discuss the comprehensive interpretation of various diagnostic results
suggesting hepatic parasite infection, a rare case in South Korea.

2. Case Presentation

A 23-year-old man, who presented with dyspepsia and intermittent right upper quad-
rant pain for several weeks, was transferred to a tertiary hospital because of the abnormal
findings on CT, including a septal low-density lesion. He was 71.8 kg in weight, 181cm tall,
and had a body mass index of 21.92. He had no previous history of taking medications
or alcohol and no relevant medical history. He was a foreign worker from Uzbekistan
who had migrated 3 years prior, and he was not trying to recall if he had ever interacted
with livestock or pets. He claimed to have lived in the urban city and was a student
while in Uzbekistan. Currently, he is working at mechanical parts factories, less relevant
for parasites. For further evaluation, laboratory examinations, including liver function
tests, parasite analysis, and hepatobiliary sonography, were performed. The results of the
laboratory tests were as follows: white blood cell (WBC) count, 6560/µL; eosinophilia,
860 cells/µL (proportion of WBC, 13%); hemoglobin, 15 g/µL; platelet count, 200 K/µL;
total protein, 7.82 g/dL; albumin, 4.47 g/dL; total bilirubin, 0.62 mg/dL; direct biliru-
bin, 0.23 mg/dL; aspartate aminotransferase (AST), 20 IU/L; alanine aminotransferase
(ALT), 19 IU/L; alkaline phosphatase, 104 IU/L; gamma glutamyl transferase, 36 IU/L;
blood urea nitrogen, 12.3 mg/dL; creatinine, 0.87 mg/dL; and international normalized
ratio, 1.12. Serologic markers for viral hepatitis, including the hepatitis B virus surface
antigen, hepatitis B virus core antibody, hepatitis B virus antigen, and hepatitis C virus
antibody, were negative. The hepatitis B virus surface antibody was positive. The labo-
ratory test for autoimmune hepatitis, such as the anti-nuclear antibody, smooth muscle
antibody, liver kidney microsomal type 1 antibody, and antimitochondrial antibody, were
also negative. Additional laboratory findings for parasites, including serum Toxocariasis,
C. Sinensis, Cysticercosis, Paragonimus, Fasciola hepatica, and Sparganum immunoglobulin
G (IgG), were performed. Of these, only the cysticercosis IgG test was positive. Abdomi-
nal ultrasonography showed two communicating, incomplete loculated anechoic lesions
measuring approximately 8–11 cm and filled with folded linear echoic materials in liver
segment 6. (Figure 1a) Abdominal computed tomography revealed two communicating
hypodense cysts occupying a slightly enhancing material. (Figure 1b).
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Figure 1. Abdominal ultrasonography (a): two communicating, incomplete loculated anechoic
lesions, measuring approximately 8–11 cm, filled with folded linear echoic materials (blue arrows).
Abdominal computed tomography (b): two communicating hypodense cystic lesions, measuring
approximately 8–11 cm, filled with slightly enhancing material (green arrow).
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Based on the results of the serologic and radiologic examinations, we initially sus-
pected parasitic infection, but a specific organism could not be confirmed. So, the possibility
of liver involvement in cysticercosis could not be ruled out. We consulted the neurosurgery
and ophthalmology departments to check for cysticercosis in other organs; however, no
lesions were found in the brain and eyes throughout the brain imaging test and fundus
examination. After multidisciplinary discussion, we decided to proceed with surgical inter-
vention. Given its size, a laparoscopic right hemi-hepatectomy was performed. The gross
weight of the specimen was 1096.5 g, and it measured 21.5 × 14.0 × 6.2 cm; however, the
size of the cyst was 10.0 × 9.5 × 5.5 cm, and it was a multi-loculated cyst. Histopathological
examination revealed multiple granulomas caused by Echinococcus, which were composed
of lymphocytes, eosinophils, and histiocytes infiltrating the liver’s fibrinous wall. Sev-
eral daughter cysts composed of brood capsules containing protoscoleces were observed.
Microscopic examination of a hematoxylin and eosin (H&E) stain at 200× magnification
showed a scolex with visible hooklets. (Figure 2) On histopathology, Echinococcus spp. was
confirmed, and the final diagnosis was CE. No complications occurred during or after
surgery, and an administration of 1000 mg of albendazole (ABZ) was initiated based on a
body weight of approximately 70 kg (10–15 mg/kg). The patient will be followed up in an
outpatient department.
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Figure 2. Gross appearance (a) Histopathology findings (b–d). (a) Gross finding. The huge hepatic
cyst separated by multiple lobules. (b) A fibrinous wall and an infiltration of inflammatory cells,
including lymphocytes, eosinophils, and histiocytes, are seen in the liver. (Yellow arrow, H&E
×100). (c) Protoscolices (Black arrow) and brood capsule (Black arrowhead) are noted (H&E ×200).
(d) Microscopic examination of the pathological specimen demonstrating the scolex with visible
hooklets (Red arrow) (H&E ×200).

3. Discussion

CE is frequently reported worldwide, particularly in northern Russia, Siberia, China,
Central Asia, other parts of Africa, and South America [6–8]. Particularly, the country of
the patient was Uzbekistan in our case. Since the collapse of the Union of Soviet Socialist
Republics in 1991, Central Asia, which includes Kazakhstan, Uzbekistan, Kyrgyzstan, Tad-
jikistan, and Turkmenistan, underwent changes in their social and economic environments.



Trop. Med. Infect. Dis. 2023, 8, 155 4 of 8

Due to the lack of budget to maintain the system and manpower supervising the slaughters,
the reorganization of the livestock industry proceeded from a large scale of automated
slaughterhouses to small farms. Along with this tendency of transformation, new issues
arose. First, unsupervised home slaughtering and market slaughtering without veterinary
quality control have become more common. Second, the population of dogs increased as
the demand for pets and guard dogs increased. A comparable rise in CE has also occurred.
According to official statistics, 387 surgical cases of echinococcosis were documented in
1988. By 1998, this had grown to 1438 cases, 5.8 cases per 100,000 people, which is 3.7 times
more. In 2000, there were 1435 cases, and in 2001, there were 819 cases. The number of CE
cases in 2010 was 2966 patients. However, these numbers of CE cases were underestimated.
This is due to the fact that the data only included a minority of the emergency department
or other hospital patients who were identified at the local downtown medical centers.
Due to the lack of a cooperation structure between hospitals and the state Sanitation and
Epidemiology Centers, many of them were ignored [9]. Recently, the update of the surgical
incidence of CE from 2011 to 2018 was analyzed. To overcome previously mentioned
limitations, the surgically treated CE cases in licensed institutions were gathered nationally.
There were 7309 CE cases documented from 2011 to 2018. The incidence rates ranged from
4.4 per 100,000 people in 2011 to 2.3 per 100,000 people in 2018. Grossly, it was statistically
significant to observe a decline in most areas [10]. However, the cases of CE were rare in
Korea. Since the first report of echinococcosis in 1983, about 38 cases were reported by 2019.
Among them, the number of hepatic involvement of echinococcosis was 22 cases [11]. As
recently reported, 10 cases of CE were reviewed, 4 of 10 patients were Uzbekistans, and the
others were Koreans, one of whom had a travel history to Uzbekistans [12].

There are three forms of echinococcosis: human CE, alveolar echinococcosis, and poly-
cystic echinococcosis, caused by E. granulosus, E. multilocularis, and E. vogeli/Echinococcus
oligarthus, respectively [13]. The most prevalent form of the disease, accounting for more
than 95% of the estimated 2–3 million cases worldwide, is human CE [14]. In the life cycle
of E. granulosus, the adult worm is mainly located in the small intestine of carnivores such
as dogs, which are definitive hosts [14]. The intermediated hosts, including herbivores,
were infected by feces of the definitive host, which contain the larval phase of E. granulosus.
Human beings are aberrant intermediate hosts that accidentally ingest embryonated eggs,
which emerge as metacestodes (larvae) in the liver after hatching in the intestine and
releasing oncospheres that migrate through the portal and lymphatic spreading [15]. In
our case, the patient did not recall any history of contact with livestock or pets, but he may
have had some experience with it.

The hydatid cyst formation was initiated from two portions, the echinococcal organism
(or hydatid) and adventitia. The host’s organ response to the hydatid, a foreign body,
wraps up in the adventitia, a layer of quiescent tissue with fibrosis and diverse thickness.
Consequently, the layer of the hydatid cyst was made up of three layers, including the
geminal layer, laminated layer, and adventitia layer [16]. Among them, the hydatid is
subdivided by two layers, the laminated layer and geminal layer. The germinal layer
consists of embryonic cells. Through reproduction processes that guarantee a fertility cyst,
the germinal layer produces brood capsules, which contain protoscoleces and scolices. The
brood capsules containing protoscoleces invaginated in an acellular laminated layer make
up the various-sized daughter cysts.

The protoscoleces could pursue two direction of life strategies. One grows into an
adult tapeworm that lays sexually reproduced eggs in the dog’s gastrointestinal systems.
In the other, each released protoscolex can differentiate asexually into a new cyst if a
hydatid cyst ruptures within the intermediate or human host; this is known as secondary
echinococcosis [15].

According to the difference in the way the disease affects, echinococcus is classified as
primary or secondary echinococcosis. In the human being, cysts may emerge in a variety of
organs after the oral route of E. granulosus eggs. This type of echinococcosis is referred to as
primary CE. Secondary CE, which mostly affects the abdominal cavity, is caused by a cyst
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rupture led on by trauma or spontaneously, releasing protoscoleces and/or tiny daughter
cysts, which may develop into huge cyst.

The hydatid cyst is filled with liquid material containing the secretion of the echinococ-
cal organism and host. Due to this composition of the cyst, it has antigenic traits that
provoke an immune reaction and anaphylaxis.

In the present case, we can observe a diverse transmitted phase of E. granulosus.
Protoscolex embedded in daughter cysts and roaming scolex could be observed.

The most common organ for cyst development is the liver (65–70%), followed by the
lung (20–25%) [13,16–19]. In these cases, the multiple cysts had variable sizes and shapes
according to their stages [20,21]. In echinococcosis, CE was categorized by the WHO-IWGE
(World Health Organization Informal Working Group on Echinococcosis) in 2003 and
revised for diagnosis and management in 2010 [22,23]. It was classified into CE1 and CE2
as the active phases, CE3 as the transition phase, and CE4 and CE5 as the inactive phases.
CE1 was shown as a single, double-lined anechoic cystic lesion, and CE2 was shown as a
multi-separated cystic lesion, which was called a “rosette-like” or “honeycomb” cyst. CE3
was further differentiated into CE3a, which is characterized by detachable cysts (lily sign),
and CE3b, which is characterized by daughter cysts on a solid substrate. CE4 was a cystic
lesion that was filled with heterogenous materials (hyper-/hypo-echoic) without daughter
cysts, and CE5 was a cyst surrounded by a calcified wall. (Figure 3) The treatment options
should take into account the cyst type, size, and location and the presence of complications.
Treatment options for CE include anti-helminth (ABZ) and non-surgical intervention (e.g.,
puncture, aspiration, injection of a scolecidal agent, re-aspiration (PAIR)), surgery, and a
“watch-and-wait” approach). For determining the CE treatment options, the WHO-IWGE
US classification, size, location, presence or absence of complications, and the availability
of medical competence and equipment were taken into consideration.
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Figure 3. WHO-IWGE (World Health Organization Informal Working Group on Echinococcosis)
criteria standardized classification for cystic echinococcosis [23]. CE, cystic echinococcosis.

In principle, for curative treatment, CE must be completely removed. If all layers of
the cyst, including the adventitia, have not been removed (e.g., subtotal cystectomy and
PAIR), the protoscolecidal agents should be used. The main causes of CE recurrence include
intraoperative protoscolex-rich fluid spread after surgery and inappropriate protoscolece
and germinal membrane rupture during percutaneous interventions [23].

In CE1 and CE3a, if the size of the cyst is less than 5 cm, ABZ administration alone
may be sufficient, but in cases of 5 cm or more, transdermal PAIR and ABZ administration
are preferred. In CE2 and CE3b, catheterization and surgical removal was recommended in
addition to anti-helminth. The “modified catheterization technique” (MoCAT), an inter-
vention suitable for cysts up to 10 cm in diameter that aspirates the cyst fluid through the
parasite membranes and keeps a catheter in place for the duration of the postintervention
period, is a recent advancement in PAIR. This method, when used by skilled professionals,
can be an alternative to surgery for uncomplicated CE2 and CE3b cysts. In the case of CE4
and CE5, a “watch-and-wait” strategy may be appropriate.
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According to the ultrasound results, the patient in this case was classified into CE3a.
Based on the proposed size criteria, this patient was classified as having a large cyst
(>10 cm). An additional consideration is rupture risk. Rupture is a severe complication
that can induce anaphylaxis [24,25]. The risk factors for rupture are young age, superficial
localization, trauma, and large size [26]. Since our patient was young and had a large cyst,
surgery was performed. After surgery, the final diagnosis was confirmed to be CE.

When the cyst has been obliterated, administering ABZ from one week before to two
months after the interventional treatment (surgery or PAIR) is a recommended prescription
based on pharmacological data and the relatively low and slow effectiveness of ABZ to
eradicate protoscoleces [27].

Because of the high risks of recurrence following surgery and the uncertainty of a
recovery following pharmacological therapy and/or percutaneous intervention, it is now
generally regarded that a close follow-up of CE patients should also be conducted for at
least 5 years. Since liver toxicity and leukopenia are the most serious side effects and may
limit ABZ administration in some patients, routine blood counts and serum transaminases
tests (AST and ALT) are conducted to evaluate the safety of the effect within the first six
months following the start of anti-helminth treatment. ABZ sulfoxide, a metabolite of ABZ,
is measured to assess the patient’s adherence and to adjust the dose of medication [15].

Our study has some limitations. First, we did not perform a serologic test for Echinococ-
cus. In Korea, a diagnostic panel test consisting of Clonorchis sinensis, Paragonimus wester-
mani, cysticercosis, and sparganum was widely performed if the patient had any suspicions
of having a parasite infection. Only when Echinococcus infection was suspected were
additional tests requested. Since we initially focused on the possibility of another dis-
ease, cysticercosis, the enzyme-linked immunosorbent assay (ELISA) test for echinococcus
was not performed [11]. Second, we did not consider cross-reactivity between Cysticer-
cus and Echinococcus. There were two commonly used diagnostic tools for cysticercosis
including the ELISA and enzyme-linked immunoelectrotransfer blot (EITB) [28,29]. In Ko-
rea, a GENEDIA® cysticercosis/Sparganum antibody test was performed using the ELISA
method [30]. Due to cross-reactivity among the patients with these diseases, the low speci-
ficity of the current immunological test was posed. Since they had some phylogenetical
similarities, patients with these infections could not be distinguished by ELISA due to
false-positive results [31]. Nevertheless, some lessons were learned from this case. Our case
presents conflicting results of radiologic and immunodiagnostic tests. An important point is
that the diagnosis and management of parasitic hepatic cysts should require comprehensive
approaches that are combined to accurately interpret radiologic and immunologic tests, the
patient’s history taking including nationality, the histology of oversea travel, the prevalence
of the parasite causing the disease, and the country where the patients lived.

4. Conclusions

Due to the lack of experience of hepatic parasitic infection, which was not prevalent in
Korea, the clinicians had difficulty in differentiating the diseases. So, we should need to
know about the etiologies that have been happening most commonly in hepatic cysts sus-
pected of parasitic infection. Moreover, we should try to figure out the patient’s nationality,
history of travel, and surrounding environment, including livestock and pets, as detail.

Author Contributions: Conceptualization, J.-S.Y. and J.-G.P.; methodology, all authors; resources,
J.-G.P.; data curation, H.-J.K. and J.-H.C.; writing—original draft, J.-S.Y. and M.-K.K.; writing—review
and editing, all authors; funding acquisition, M.-K.K. All authors have read and agreed to the
published version of the manuscript.

Funding: This research was funded by the Bio & Medical Technology Development Program of the
National Research Foundation (NRF) and the Korean Government (2021R1G1A1094767).

Institutional Review Board Statement: The study was conducted in accordance with the guidelines
of the Declaration of Helsinki and was approved by the Institutional Review Board of the Yeungnam
University Hospital. (IRB No.:2023–01-029).



Trop. Med. Infect. Dis. 2023, 8, 155 7 of 8

Informed Consent Statement: The requirement for informed consent from the participants was
waived because of the retrospective nature of this study.

Data Availability Statement: The data supporting the findings of this study are available from the
corresponding author (M-K.K.) upon reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Rawla, P.; Sunkara, T.; Muralidharan, P.; Raj, J.P. An updated review of cystic hepatic lesions. Clin. Exp. Hepatol. 2019, 5, 22–29.

[CrossRef] [PubMed]
2. Feasey, N.; Wansbrough-Jones, M.; Mabey, D.C.; Solomon, A.W. Neglected tropical diseases. Br. Med. Bull. 2010, 93, 179–200.

[CrossRef] [PubMed]
3. Budke, C.M.; White, A.C., Jr.; Garcia, H.H. Zoonotic larval cestode infections: Neglected, neglected tropical diseases? PLoS Negl.

Trop. Dis. 2009, 3, e319. [CrossRef] [PubMed]
4. Giri, S.; Parija, S.C. A review on diagnostic and preventive aspects of cystic echinococcosis and human cysticercosis. Trop. Parasitol.

2012, 2, 99–108. [CrossRef] [PubMed]
5. Garcia, H.H.; Castillo, Y.; Gonzales, I.; Bustos, J.A.; Saavedra, H.; Jacob, L.; Del Brutto, O.H.; Wilkins, P.P.; Gonzalez, A.E.; Gilman,

R.H.; et al. Low sensitivity and frequent cross-reactions in commercially available antibody detection ELISA assays for Taenia
solium cysticercosis. Trop. Med. Int. Health TM IH 2018, 23, 101–105. [CrossRef]

6. Hotez, P.J. Neglected Infections of Poverty among the Indigenous Peoples of the Arctic. PLoS Negl. Trop. Dis. 2010, 4, e606.
[CrossRef]

7. Wen, H.; Yang, W.G. Public health importance of cystic echinococcosis in China. Acta Trop. 1997, 67, 133–145. [CrossRef]
8. Sadjjadi, S.M. Present situation of echinococcosis in the Middle East and Arabic North Africa. Parasitol. Int. 2006, 55, S197–S202.

[CrossRef]
9. Torgerson, P.R.; Oguljahan, B.; Muminov, A.E.; Karaeva, R.R.; Kuttubaev, O.T.; Aminjanov, M.; Shaikenov, B. Present situation of

cystic echinococcosis in Central Asia. Parasitol. Int. 2006, 55, S207–S212. [CrossRef]
10. Colpani, A.; Achilova, O.; D’Alessandro, G.L.; Budke, C.M.; Mariconti, M.; Muratov, T.; Vola, A.; Mamedov, A.; Giordani, M.T.;

Urukov, X.; et al. Trends in the Surgical Incidence of Cystic Echinococcosis in Uzbekistan from 2011 to 2018. Am. J. Trop. Med.
Hyg. 2021, 106, 724–728. [CrossRef]

11. Shin, D.H.; Jo, H.C.; Kim, J.-H.; Jun, K.I.; Park, W.B.; Kim, N.-J.; Choi, M.-H.; Kang, C.K.; Oh, M.-D. An Imported Case of
Disseminated Echinococcosis in Korea. Korean J. Parasitol. 2019, 57, 429–434. [CrossRef]

12. Kim, W.C.; Shin, J.U.; Jin, S.S. Hepatic Hydatid Cyst: A Case Report. Korean J. Gastroenterol. 2021, 77, 35–38. [CrossRef]
13. Eckert, J.; Deplazes, P. Biological, epidemiological, and clinical aspects of echinococcosis, a zoonosis of increasing concern. Clin.

Microbiol. Rev. 2004, 17, 107–135. [CrossRef]
14. Craig, P.S.; McManus, D.P.; Lightowlers, M.W.; Chabalgoity, J.A.; Garcia, H.H.; Gavidia, C.M.; Gilman, R.H.; Gonzalez, A.E.;

Lorca, M.; Naquira, C.; et al. Prevention and control of cystic echinococcosis. Lancet Infect. Dis. 2007, 7, 385–394. [CrossRef]
15. Wen, H.; Vuitton, L.; Tuxun, T.; Li, J.; Vuitton, D.A.; Zhang, W.; McManus, D.P. Echinococcosis: Advances in the 21st Century.

Clin. Microbiol. Rev. 2019, 32, e00075-18. [CrossRef]
16. Mandal, S.; Deb Mandal, M. Human cystic echinococcosis: Epidemiologic, zoonotic, clinical, diagnostic and therapeutic aspects.

Asian Pac. J. Trop. Med. 2012, 5, 253–260. [CrossRef]
17. Jenkins, D.J.; Romig, T.; Thompson, R.C. Emergence/re-emergence of Echinococcus spp.–a global update. Int. J. Parasitol. 2005,

35, 1205–1219. [CrossRef]
18. Rogan, M.T.; Hai, W.Y.; Richardson, R.; Zeyhle, E.; Craig, P.S. Hydatid cysts: Does every picture tell a story? Trends Parasitol. 2006,

22, 431–438. [CrossRef]
19. Kang, M.K.; Kim, K.H.; Choi, J.H. Hepatic cystic echinococcosis due to Echinococcus granulosus, grossly observed by needle

aspiration. Korean J. Intern. Med. 2019, 34, 1394–1395. [CrossRef]
20. Chaudhary, V.; Bano, S.; Kumar, P.; Narula, M.K.; Anand, R. Hepatic cysticercosis: A rare entity. Abdom. Imaging 2014, 39,

1182–1185. [CrossRef]
21. Singh, N.; Singh, D.K.; Parihar, A.; Singh, R. Disseminated cysticercosis: Rare manifestation of a common disease. BMJ Case

Reports 2012, 2012, bcr2012007876. [CrossRef] [PubMed]
22. WHO Informal Working Group. International classification of ultrasound images in cystic echinococcosis for application in

clinical and field epidemiological settings. Acta Trop. 2003, 85, 253–261. [CrossRef] [PubMed]
23. Brunetti, E.; Kern, P.; Vuitton, D.A. Expert consensus for the diagnosis and treatment of cystic and alveolar echinococcosis in

humans. Acta Trop 2010, 114, 1–16. [CrossRef] [PubMed]
24. Tinsley, B.; Abbara, A.; Kadaba, R.; Sheth, H.; Sandhu, G. Spontaneous Intraperitoneal Rupture of a Hepatic Hydatid Cyst with

Subsequent Anaphylaxis: A Case Report. Case Rep. Hepatol. 2013, 2013, 320418. [CrossRef] [PubMed]
25. Kang, M.J.; Lee, S.H.; Kim, S.J.; Chei, Y.H.; Park, J.H.; Park, D.H.; Park, S.H.; Kim, S.J. A case of multiple intraperitoneal cysts

from ruptured hepatic hydatid cysts. Korean J. Gastroenterol. 2007, 50, 203–206.

http://doi.org/10.5114/ceh.2019.83153
http://www.ncbi.nlm.nih.gov/pubmed/30915403
http://doi.org/10.1093/bmb/ldp046
http://www.ncbi.nlm.nih.gov/pubmed/20007668
http://doi.org/10.1371/journal.pntd.0000319
http://www.ncbi.nlm.nih.gov/pubmed/19238190
http://doi.org/10.4103/2229-5070.105174
http://www.ncbi.nlm.nih.gov/pubmed/23767016
http://doi.org/10.1111/tmi.13010
http://doi.org/10.1371/journal.pntd.0000606
http://doi.org/10.1016/S0001-706X(97)00051-X
http://doi.org/10.1016/j.parint.2005.11.030
http://doi.org/10.1016/j.parint.2005.11.032
http://doi.org/10.4269/ajtmh.21-0261
http://doi.org/10.3347/kjp.2019.57.4.429
http://doi.org/10.4166/kjg.2020.129
http://doi.org/10.1128/CMR.17.1.107-135.2004
http://doi.org/10.1016/S1473-3099(07)70134-2
http://doi.org/10.1128/CMR.00075-18
http://doi.org/10.1016/S1995-7645(12)60035-2
http://doi.org/10.1016/j.ijpara.2005.07.014
http://doi.org/10.1016/j.pt.2006.07.003
http://doi.org/10.3904/kjim.2018.155
http://doi.org/10.1007/s00261-014-0152-7
http://doi.org/10.1136/bcr-2012-007876
http://www.ncbi.nlm.nih.gov/pubmed/23257649
http://doi.org/10.1016/S0001-706X(02)00223-1
http://www.ncbi.nlm.nih.gov/pubmed/12606104
http://doi.org/10.1016/j.actatropica.2009.11.001
http://www.ncbi.nlm.nih.gov/pubmed/19931502
http://doi.org/10.1155/2013/320418
http://www.ncbi.nlm.nih.gov/pubmed/25431702


Trop. Med. Infect. Dis. 2023, 8, 155 8 of 8

26. Mouaqit, O.; Hibatallah, A.; Oussaden, A.; Maazaz, K.; Taleb, K.A. Acute intraperitoneal rupture of hydatid cysts: A surgical
experience with 14 cases. World J. Emerg. Surg. 2013, 8, 28. [CrossRef]

27. Junghanss, T.; da Silva, A.M.; Horton, J.; Chiodini, P.L.; Brunetti, E. Clinical management of cystic echinococcosis: State of the art,
problems, and perspectives. Am. J. Trop. Med. Hyg. 2008, 79, 301–311. [CrossRef]

28. van Doorn, H.R.; Wentink-Bonnema, E.; Rentenaar, R.J.; van Gool, T. Specific cross-reactivity in sera from cystic echinococcosis
patients in an enzyme-linked immunoelectrotransfer blot for cysticercosis diagnostics. Trans. R. Soc. Trop. Med. Hyg. 2007, 101,
948–950. [CrossRef]

29. Ishida, M.M.; Rubinsky-Elefant, G.; Ferreira, A.W.; Hoshino-Shimizu, S.; Vaz, A.J. Helminth antigens (Taenia solium, Taenia crassi-
ceps, Toxocara canis, Schistosoma mansoni and Echinococcus granulosus) and cross-reactivities in human infections and immunized
animals. Acta Trop. 2003, 89, 73–84. [CrossRef]

30. Kim, H.R.; Lee, M.K.; Hong, S.T.; Chai, J.Y. Comparison of Two Enzyme-Linked Immunosorbent Assays for Detecting Parasitic
Diseases. Korean J. Clin. Microbiol. 2008, 11, 56–62. [CrossRef]

31. Gottstein, B.; Tsang, V.C.; Schantz, P.M. Demonstration of species-specific and cross-reactive components of Taenia solium
metacestode antigens. Am. J. Trop. Med. Hyg. 1986, 35, 308–313. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1186/1749-7922-8-28
http://doi.org/10.4269/ajtmh.2008.79.301
http://doi.org/10.1016/j.trstmh.2007.04.021
http://doi.org/10.1016/j.actatropica.2003.09.005
http://doi.org/10.5145/KJCM.2008.11.1.56
http://doi.org/10.4269/ajtmh.1986.35.308

	Introduction 
	Case Presentation 
	Discussion 
	Conclusions 
	References

