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Abstract 
Schistosomiasis is a parasitic disease caused by trematodes (body flukes), affect-
ing millions worldwide. However, its pulmonary manifestations are rare. We re-
port a rare case of a 51-year-old People Living with HIV male, managed in a ter-
tiary care hospital in west India in May 2023, vegetable vendor who was admitted 
with complaints of dysphagia, odynophagia, fever and chest pain for 3 days, 
cough and breathlessness for 1 month. Chest x-ray and CT scan were suggestive 
of hypodense fluid collection with rim enhancement along right lateral and pos-
terior aspect of thoracic esophagus. All routine investigations and urine cultures 
were sent, which turned to be inconclusive. Upper Gastrointestinal scopy was 
suggestive of pangastritis. Fiberoptic bronchoscopy was done with no structural 
abnormality or endobronchial mass. Bronchoalveolar lavage from right lower 
lobe was sent for CBNAAT, Gram and Ziehl Nelson staining and cultures, acid 
fast bacilli cultures and cytology which revealed parasitic infection with Schistoso-
ma haematobium. The patient was treated with tablet praziquantel P/O 2400 mg in 
divided doses for 1 day followed up after two weeks when he experienced re-
duced symptoms. Sputum examination was repeated showed Schistosoma on wet 
mount and hence a repeat dose of tablet praziquantel 3000 mg in divided doses 
was given and was advised to follow up 2 weeks later, which showed resolution 
of right lower zone opacities. 
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Introduction 
 

chistosomiasis is also known as bilhar-
ziasis (1). Schistosomiasis is endemic in 
the tropics as recognized by the WHO 

and it affects 200 million people worldwide, 
with its epicenter being Africa (2,3). Three 
main species of schistosomes are S. mansoni, S. 
haematobium and S. japonicum.  Lungs are not 
end organ for the involvement in schistosomi-
asis. They can be affected at any stage. Adult 
trematodes are found in visceral plexus (S. 
haematobium) while others in mesenteric veins 
(S. japonicum, S. mansoni). Their eggs are excret-
ed in urine or faeces respectively. In fresh wa-
ter, they form miracidia which hatch and in-
fect snails (4,5). Miracidium removes ciliated 
plates, develops into a mother sporocyst, 
which reproduces daughter sporocysts (4,6). 
Daughter sporocysts give rise to either cercar-
ia or more daughter sporocysts (3). Snails can 
shed hundreds of cercariae per day approxi-
mately 200 for S. haematobium (7).   

 Man gets infected by its cercariae present in 
fresh water (7,8). The life cycle occurs in two 
hosts: snail and mammals. Cercariae enter 
through the skin and enter the circulation 
passing through the heart, lungs, liver to reach 
venous plexus. These worms mature and mate. 
Adult worms of S. haematobium exists in the 
bladder (8,9), ureters and rectal venules. Acute 
schistosomiasis presents as Katayama syn-
drome can also have chronic manifestations. 
Incubation period of Katayama syndrome is 
14 to 84 days. Katayama syndrome presents 
with fever, headache, myalgia, rash, cough and 
breathlessness (10). S. haematobium may mani-
fest as chronic disease with dysuria and hema-
turia. It can cause bowel wall ulceration, fibro-
sis, hyperplasia, polyposis, and portal hyper-
tension (11). Initial manifestation occurs in 
immunocompromised host as acute disease. 
Eggs that are not passed in intestine or blad-
der are the main cause for chronic granuloma-
tous reaction and fibrosis. This may cause 
hepatosplenomegaly, portal hypertension and 

may enter into pulmonary vessels, which in 
long run cause obliterative arteritis leading to 
pulmonary hypertension. 

In our case, the patient had negative urine 
cultures and ultrasound abdomen/pelvis was 
within normal limits and generally these pa-
tients are prone to pulmonary hypertension 
but our patient had a normal 2D echo report. 

 In non-endemic countries, returned non-
immune travelers may present with acute 
schistosomiasis while migrants from endemic 
countries may present with chronic disease. 
Symptoms generally occur 4 to 6 weeks after 
infection. In acute cases, serology is negative 
with no eggs detectable and diagnosis is diffi-
cult to be made. In heavy infections, the mi-
gratory phase in lung may produce pneumon-
itis resembling hookworm infestation (Loef-
fler-like syndrome) (12). 

 Radiological features like nodular or reti-
conodular ill-defined lesions may be seen on 
chest x-ray in acute cases (13). Chest x-rays 
may show features resembling granulomatous 
disease or tuberculosis (14,15). In chronic cas-
es, interstitial or granulomatous changes may 
be seen in pulmonary vasculature. CT thorax 
may show nodular opacities and ground glass 
opacities (16).  Blood investigations may show 
peripheral eosinophilia in 65% of the patients 
(17).  Schistosomiasis in bronchoalveolar lav-
age may be seen after approximately 6 weeks 
after infection. IgG antibodies to eggs can also 
be found after 6-12 weeks by ELISA and may 
remain positive for several years, so not useful 
for prognosis and monitoring of the disease. 

The treatment of choice for schistosomiasis 
is praziquantel. In acute cases, (Katayama fe-
ver) praziquantel is administered under steroid 
cover. A second course of praziquantel may 
need to be given 3 to 6 months later to eradi-
cate any schistosomes that may have survived 
the first course of treatment. Treatment is less 
effective in chronic disease (18). 
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Here we report a case of S. haematobium in 
bronchoalveolar lavage in an immunocom-
promised individual from India. 
 
Case Report 
 

A 51-year vegetable vendor with HIV posi-
tive status on following antiretroviral drugs T. 
tenofovir 300 mg + T. lamivudine 300 mg + 
T. dolutegravir 50 mg regimen since 2020 and 
was managed in a tertiary care hospital in west 
India in May 2023 with complaints of dyspha-
gia, odynophagia, fever and chest pain for 3 
days, cough and breathlessness for 1 month. 
He is also a treated case of Hansen’s disease in 
August 2022. 

Cough since 1 month with whitish expecto-
rant with history of 2 episodes of blood tinged 
sputum in 2020. Breathlessness since 1 month, 
MMRC grade I. He denied any recent travel 

history. Grade 2 clubbing of fingers with hy-
perkeratotic patches in bilateral lower limbs 
were present. All routine blood investigations 
and cultures were negative. 

Serial chest x-rays were done since admis-
sion and followed up showing resolution after 
treatment (Fig. 1). 

 HRCT done was suggestive of bilateral ef-
fusion with atelectasis followed by CECT 
thorax suggestive of right lower zone consoli-
dation with opportunistic infection (Figs. 2,3).  

The authors certify that we have taken all 
appropriate patient consent forms. In the 
form, the patient has given his consent for his 
images and other clinical, radiological infor-
mation to be reported in the journal. The pa-
tient has been assured that his name and initial 
will not be published. Efforts will be made to 
conceal his identity, but anonymity cannot be 
guaranteed. 

 

 
 

Fig. 1: Chest x-ray showed inhomogeneous opacity with fiberoptic band in bilateral lower lobes with left 
Costophrenic angle blunting. Last x-ray shows resolution 
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Fig. 2: HRCT thorax showed mild bilateral pleural effusion (Right>Left) with few areas of subsegmental ate-

lectasis, circumferential wall thickening of esophagus extending for approximately 15cm from mid thoracic 
region to gastroesophageal junction 

 

 
 

Fig. 3: CECT thorax showed consolidation in right lower zone with opportunistic infection, mild left sided 
pleural effusion with pleural thickening 
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2D echo was done which turned out to be 
normal with no pulmonary hypertension. Up-
per gastrointestinal scopy showed pangastritis, 
treated with Helicobacter pylori kit. 

Fiberoptic bronchoscopy done showed no 
structural abnormality or endobronchial mass. 
Bronchoalveolar lavage from posterobasal 
segment of right lower lobe was sent for in-
vestigation, which was suggestive of parasitic 
infection Schistosoma haematobium. The patient 
was treated with tablet praziquantel P/O 2400 
mg in divided doses for 1 day. 

On follow up, 6-minute walk test, showed 
no significant desaturation with a total dis-
tance covered being 310 meters. In addition, 
symptoms reduced but persisted, a sputum 
culture was sent for wet mount suggested 
schistosomiasis, and a repeat dose of tablet 
praziquantel 3000 mg in divided doses for 1 
day along with glucocorticoid (Tablet wyso-
lone 30 mg twice daily) for 3 days was admin-
istered (17). 
 
Discussion 
 

Schistosomiasis is a parasitic disease caused 
by trematodes (body flukes), affecting millions 
worldwide. However, its pulmonary manifes-
tations are rare. Man is infected by its cercari-
ae present in fresh water. The life cycle occurs 
in two hosts: snail and mammals. Parasitic in-
fections of the lung occur worldwide among 
both immune compromised and immuno-
competent. The clinical presentation and radi-
ographic features of many of these may mimic 
tuberculosis and malignancy (12). If identified 
early, most parasitic infections are medically or 
surgically curable. 
 
Conclusion 
 

Pulmonary schistosomiasis is a rare disease, 
which if detected early on radiograph and con-
firmed in bronchoalveolar lavage or sputum 
samples and treated aggressively with pra-
ziquantel and steroids has minimal residual 

effect with no activity limitation in an individ-
ual. 
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Abbreviations 
 

CT-Computed Tomography, CECT- Con-
trast Enhanced Computed Tomography, 
HRCT-High Resolution Computed Tomogra-
phy, BD- twice daily, 2D- 2-Dimensional, 
IgG-Immunoglobulin G, PLHIV- People Liv-
ing with HIV, ELISA- Enzyme Linked Im-
munosorbent Assay, P/O- Per oral, 
CBNAAT- Cartridge Based Nucleic Acid 
Amplification Test 
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