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Background: Hydatid disease, often known as cystic echinococcosis 

(CE), is a neglected zoonotic parasitic infection caused mostly by the 

larval stage of Echinococcus granulosus sensu lato. In endemic areas, 

like as the Middle East, where rural exposure and close contact with 

domestic animals can further assist transmission, it continues to be a 

serious public health concern. 

Objectives:To outline the morphological, scientific, sociodemographic, 

and epidemiological features of hydatid cyst disease in patients 

assessed at Hilla Teaching Hospital in the Babylon Governorate of Iraq. 

Materials and Methods: From January 2025 to January 2026, a 

retrospective epidemiological investigation was conducted at Hilla 

Teaching Hospital. 218 individuals' medical records were examined. 

Anatomical, medical, social, and demographic factors were taken out. 

IBM SPSS Statistics model 24.Zero was used to analyze the data. 

Pearson's chi-square test was used to assess categorical data, and 

Student's t-test was employed where appropriate for continuous 

variables. A P-value of less than 0.05 was deemed statistically 

significant. 

Results: In 26 out of 218 studied cases (11.93%), hydatid cyst disease 

was identified. Females accounted for 69.23% of positive cases 

compared to 30.77% in males; nevertheless, the correlation with sexual 

activity was no longer statistically significant (P=0.410). The greatest 

number of cases occurred in people between the ages of 21 and 30. The 

most common location of involvement was the liver (73.08%), 

followed by the lung (11.54%). The majority of patients (88.46%) were 

first-time illnesses, whereas eleven instances had recurrences.54%. The 

most common clinical symptom (50.00%) was abdominal pain. 

 
"© 2026 by the Author(s). Published by JNHM under CC BY 4.0. Unrestricted use 
allowed with credit to the author." 

…………………………………………………………………………………………………….... 
Conclusion: In the Babylon Governorate, hydatid cyst disease continues to be a serious clinical and epidemiological 

problem. The prevalence of stomach symptoms and hepatic involvement highlights the importance of early detection 

and appropriate diagnostic evaluation. It is necessary to implement integrated One Health preventative methods, 

public education, and increased surveillance. 
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Introduction:- 
A little-known zoonotic infection, cystic echinococcosis (CE), also known as hydatid disease, is mostly caused by 

the larval stage of Echinococcus granulosus sensu lato. The parasite is found all over the world and is sustained via a 

life cycle between intermediate bovine animals, particularly sheep and other ungulates, and carnivorous definitive 

hosts, primarily domestic dogs. As unintentional intermediate hosts, humans become infected when they consume 

parasite eggs that contaminate food, water, soil, or palms. Because of its long course, prolonged asymptomatic 

duration, potential for significant organ involvement, and significant clinical and financial consequences, CE 

continues to be a significant public health concern.[1-3] Recent international criticisms continue to highlight the 

disease's continued relevance in pastoral and rural communities, where close human-animal contact facilitates 

transmission. [4,5] 

The use of environmental, social, occupational, and cultural variables substantially encourages the epidemiology of 

CE. The parasite is sustained when infected pups get access to raw, inflammatory offal from cattle, which permits 

the development of adult worms inside the dog's gut and the release of eggs into the environment. Inadvertent 

consumption of these eggs ultimately results in human infection. As a result, canine ownership, cow rearing, 

agricultural jobs, poor hand hygiene, contaminated water sources, unsuitable slaughtering methods, and sporadic 

scholastic achievement have all been identified as relevant epidemiological concerns.[6, 7] Significant correlations 

between human echinococcosis and rural location, low academic level, jobs connected to agriculture or livestock, 

dog ownership, water resources, and poor hand hygiene were found in a recent comprehensive review and meta-

evaluation including over a million people. [7] 

Regardless of improvements in analysis and treatment, the worldwide burden of CE remains significant. Continuous 

transmission throughout numerous countries and regions has been tested by analyzes mostly based on data from the 

Global Burden of Disease, with particularly high burdens in areas with poorer socioeconomic development and 

mounted cattle-canine transmission cycles. [8,9] According to a recent 32-year analysis of 204 countries, CE 

continues to cause widespread prevalence and impairment, and predictions suggest that the condition will likely 

continue to be a public health concern for the next 10 years.[9] The burden of chronic illness and significant regional 

variation in frequency, mortality, and incapacity-adjusted life years have also been demonstrated by recent analyzes 

of Central Asian foreign locales.[10] These results confirm the continued necessity of epidemiological monitoring, 

particularly in endemic areas where population-based screening and routine notification may be scarce.CE often has 

a continuous clinical orientation. Oncospheres pierce the intestinal wall and reach the liver through the portal flow 

following the consumption of Echinococcus eggs. Some larvae reach the lungs or, much less frequently, other 

organs by avoiding the hepatic circulation. Additionally, hydatid cysts may develop slowly and show no symptoms 

for years. The position, length, range, biological degree, and existence of headaches—such as contamination, 

rupture, biliary conversation, blockage, or secondary dissemination—all play a significant role in the scientific 

symptoms..[3,11] Hepatic illness frequently manifests as abdominal pain, stomach discomfort, hepatomegaly, and 

stomach mass, whereas pulmonary disorders can also cause cough, chest pain, dyspnea, or other respiratory 

symptoms. [11,12] 

The liver, as seen via the lungs, is the central page of human CE. Hepatic involvement accounted for 72.58% of 

cases in a molecular and medical analysis from the Kurdistan Region of Iraq, while pulmonary involvement 

accounted for 19.35%; women made up 66%.The most common age group was 21–30 years old, accounting for 

13% of the total.[13] Because the current research is conducted in the Babylon Governorate and other Iraqi regions 

where agricultural practices and human-animal interactions may possibly contribute to long-term transmission, these 

findings are especially pertinent to the current analysis.CE can occur in practically any organ, even though hepatic 

and pulmonary involvement account for nearly all infections. The spleen, kidney, reproductive organs, critical 

nervous system, heart, thyroid, and other tissues are examples of unusual sites.[14–16] Because the medical 

symptoms may mirror many cystic, inflammatory, or neoplastic disorders, such localization may also make the 

prognosis more difficult. The diagnostic challenges associated with atypical anatomical locations have been 

highlighted by recent comprehensive reviews of urogenital, cardiac, and intracranialCE.[14–16].As a result, CE has 

to be included in the differential diagnosis of appropriate cystic lesions in patients who come from or live in 

endemic regions. 

Overall imaging is necessary for accurate analysis. Because ultrasonography can identify function cyst form and 

permit categorization according to the WHO-IWGE staging mechanism, it continues to be the preferred first-line 

imaging modality for hepatic and other belly CE.[17, 18] The most significant medical significance of classifying 

CE into active, transitional, and inactive stages is that treatment choices should be made based on the organic 
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activity and form of the cyst rather than just its existence. While computed tomography and magnetic resonance 

imaging offer complementary statistics in certain anatomical areas or complex diseases, recent research suggests that 

ultrasound is still essential for every analysis and staging.[17,18] 

While the prognosis is unclear, serological testing can supplement imaging. However, the location and level of the 

cyst help to increase its diagnostic sensitivity. Serological sensitivity tends to be lower in inactive CE4 and CE5 

cysts and greater in energetic hepatic cysts, namely CE2 and CE3, according to a comprehensive review and meta-

evaluation.[19] According to more recent scientific studies, endemicity, cyst area, eosinophilia, imaging features, 

and treatment history all influence serological overall performance.[20] As a result, poor serology may not 

necessarily rule out CE, particularly in patients with extrahepatic conditions or dormant cysts. 

The management of CE has progressively moved from a mostly surgical approach to a customized, level-specific 

treatment. Surgical therapy, percutaneous procedures such as PAIR, antiparasitic medication with benzimidazoles, 

active surveillance, and a "watch-and-wait" strategy for selected dormant cysts are among the available 

alternatives.[4,21] Evidence from comprehensive reviews suggests that percutaneous treatment can provide 

outcomes comparable to surgery for well chosen hepatic cysts while undoubtedly reducing headaches and hospital 

stays.[21] The 2024 Cochrane review on clear-cut hepatic CE also emphasized the need of matching treatment to 

cyst characteristics and available data.[22] The 2025 WHO guiding concept, particularly for simple inactive cysts, 

places a strong emphasis on level-specific care and avoiding needless intrusive techniques.[23] 

After therapy, recurrence is still a serious medical issue. Spillage of potential protoscolices, an inadequate treatment, 

subsequent spread, or the formation of additional cysts might be the final cause. The necessity of long-term 

monitoring and comprehensive treatment of recurrent CE is still emphasized in recent research.[24] This issue is 

especially relevant in endemic locations where long-term surveillance may be difficult and patients may also enjoy 

frequent publicity. 

The need for long-term research is further supported by the epidemiological situation in Iraq. Human CE in the 

Kurdistan Region has been confirmed by recent Iraqi research, along with the molecular identity of E. Granulosus 

sensu lato and a predominance of hepatic disorders.[13] In addition, an epidemiological investigation in Sulaimani 

Province evaluated CE amongst sheep, goats, and cattle, demonstrating continuous transmission of the parasite 

among important intermediary hosts.[25] These results suggest that transmission remains elevated at the human-

animal interface in Iraq. Comparable epidemiological information from Babylon Governorate remains rather 

constrained, in particular addressing the demographic and clinical features of human cases. 

For long-term CE management, a One Health approach is therefore essential. Because the parasite cycle is 

maintained by inflamed pups and cattle, human therapy alone cannot stop transmission. Coordinated interventions 

pertaining to routine canine deworming, enhanced slaughtering procedures, proper disposal of diseased offal, 

livestock surveillance, network education, advanced cleanliness, and veterinary–medical cooperation are necessary 

for effective manipulation.[26–28] In contrast to standalone treatments focused on character sufferers, integrated 

monitoring and preventive techniques are more likely to achieve long-term reductions in transmission, according to 

recent international evidence.[26,27] 

Thus, the current retrospective analysis was created to elucidate the medical and epidemiological characteristics of 

hydatid cyst illness among individuals whose scientific data were examined at Hilla Teaching Hospital, Babylon 

Governorate, Iraq, from January 2025 to January 2026. In order to provide you a local epidemiological profile of 

CE, special consideration was paid to demographic traits, socioeconomic determinants, anatomical distribution, 

recurrence, and clinical signs. 

Materials and Methods:-  
Study Design : 

This retrospective epidemiological study was conducted between January 2025 and January 2026 at Hilla Teaching 

Hospital in the Babil Governorate of Iraq. A retrospective analysis of the medical records of 218 patients with 

hydatid cyst illness was conducted. Age, sexual activity, home location, education level, occupation, monthly family 

income, domestic animal ownership, personal hygiene habits, family history of hydatid cyst disease, anatomical site 

of cyst involvement, imparting signs, type of cysts, and whether the contamination was classified as primary or 

secondary were all included in the variables. Incomplete, duplicate, or insufficient records for the variables needed 

for the analysis have all resulted in the exclusion of records. The final review has only addressed qualifying statistics 

with sufficient medical and epidemiological information. 
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Statistical analysis:- 

IBM SPSS Statistics, model 24.0, has been used for data entry, coding, and statistical analysis. While categorical 

variables have been provided as frequencies and possibilities, continuous variables have been described using 

relevant descriptive facts, approach, and general deviations. Pearson's chi-rectangular (χ²) test has been used to 

evaluate associations between express variables. When comparing continuous variables across agencies, the 

Student's t-test is used as long as the underlying assumptions are met. A P-value of ≤0.05 was deemed statistically 

significant, and all statistical evaluations were -sided. 

 

Ethical Aspects:-   

The experiment accomplished according to the Declaration of Helsinki and approved by the Scientific Research 

Ethics Committees of the Al-Furat Al-Awsat Technical University , Babylon Polytechnic College, and the Babil 

Directorate of Health/Training and Development Center (Document No124# dated 12/ 12/2024). Since this study is 

mostly based on retrospective records, there was no direct interaction with impacted individuals. Every record was 

examined in a private, anonymous manner without any personally identifying information, in my opinion. 

 

Results:-  
The retrospective analysis was reachable at Al-Hilla Teaching Hospital, Babylon Governorate, Iraq, between 

January 2025 and January 2026, a total of 218 people were safeguarded. Eleven of the examined members exhibited 

an ordinary prevalence of hydatid cyst illness, with 26 having received a diagnosis.At the same time, 192 members 

(88.07%) and 93% were impoverished (Table 1). 

 

Table 1. Distribution of Examined Participants According to Hydatid Cyst Disease Status 

Hydatid cyst disease status 

Frequency  

(n) 

Percentage 

 (%) 

Positive 26 11.93 

Negative 192 88.07 

 

Female participants constituted 136 (62.39%) of the examined population, compared with 82 (37.61%) 

males (table2). Hydatid cyst disease was identified in 18 females (13.24%) and 8 males (9.76%). The difference in 

the distribution of infection according to sex was not statistically significant (P = 0.410). 

Table 2. Distribution of Examined Participants and Hydatid Cyst Cases According to Sex 

Sex 
Examined (n) Positive (n) Negative (n) Prevalence (%) 

Male 82 8 74 9.76 

Female 136 18 118 13.24 

Table 3 shows the age of the examined participants ranged from 1 to 70 years. The highest number of hydatid cyst 

cases was observed among participants aged 21–30 years (8 cases), followed by those aged 41–50 years (5 cases). 

The lowest number of cases was recorded in the 1–10- and 11–20-year age groups, with one case in each group. The 

association between age group and hydatid cyst status was not statistically significant (P = 0.685). 

Table 3. Distribution of Participants According to Age Group and Hydatid Cyst Status 

Age group  

(years) 

Examined  

(n) 

Positive  

(n) 

Negative  

(n) 

Prevalence  

(%) 

1–10 18 1 17 5.56 
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Age group  

(years) 

Examined  

(n) 

Positive  

(n) 

Negative  

(n) 

Prevalence  

(%) 

11–20 20 1 19 5.00 

21–30 53 8 45 15.09 

31–40 35 4 31 11.43 

41–50 32 5 27 15.63 

51–60 28 3 25 10.71 

61–70 32 4 28 12.50 

A slightly higher proportion of participants were from rural areas (52.75%) than urban areas (47.25%). Nearly half 

of the participants had primary-level education (49.54%), while 16.06% were illiterate. Most participants were 

unemployed or housewives (69.27%). Regarding family income, 43.58% reported low income, whereas 14.68% 

reported high income (table 4). 

Table 4. Distribution of Hydatid Cyst Cases According to Residence and Socioeconomic Characteristics 

Variable 
Category 

Frequency  

(n) 

Percentage  

(%) 

Residence 

Urban 103 47.25 

Rural 115 52.75 

Educational level 

Illiterate 35 16.06 

Primary school 108 49.54 

Secondary school 54 24.77 

University/Diploma 21 9.63 

Occupational status 

Government employee 24 11.01 

Self-employed 43 19.72 

Unemployed/Housewife 151 69.27 

Family income 

Low 95 43.58 

Moderate/Adequate 91 41.74 

High 32 14.68 
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The liver was the most frequently affected organ, accounting for 19 cases (73.08%), followed by the lung with 3 

cases (11.54%). Ovarian and vaginal involvement accounted for one case each (3.85%), while two cases (7.69%) 

involved other organs (table 5). 

Table 5. Distribution of Hydatid Cyst Cases According to Affected Organ 

Affected organ 

Frequency  

(n) 

Percentage  

(%) 

Liver 19 73.08 

Lung 3 11.54 

Ovary 1 3.85 

Vagina 1 3.85 

Other organs 2 7.69 

Most patients were diagnosed with hydatid cyst disease for the first time (88.46%). Recurrent disease was 

documented in three patients (11.54%), including two patients with previous hepatic involvement and one with 

previous splenic involvement. 

Table 6. Distribution of Hydatid Cyst Cases According to Family History and Recurrence 

Family history/clinical history 

Frequency  

(n) 

Percentage  

(%) 

First-time infection 23 88.46 

Recurrent infection – previous liver involvement 2 7.69 

Recurrent infection – previous splenic involvement 1 3.85 

Total 26 100.00 

Abdominal pain was the most frequently reported clinical manifestation, occurring in 13 patients (50.00%), followed 

by abdominal mass in 5 patients (19.23%) and the combined presentation of abdominal pain and mass in 4 patients 

(15.38%). Other manifestations, including shortness of breath, leg pain, abdominal pain with dysuria, and abdominal 

mass with dysuria, were each reported in one patient (3.85%). 

Figure 1. below summarize table (5,7) and explain the distribution of cases according to impacted organs (A) and 

providing manifestations (B) is depicted in the figure. Although an abdominal mass and stomach pain were common 

symptoms, the illness affected several organs. Each category's proportion is represented by the information points, 

whose values show both the frequency (n) and the proportion (%). 
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Figure 1. shows the distribution of impacted organs and scientific signs found during the examination. 

Table 7. Distribution of Hydatid Cyst Cases According to Clinical Manifestations 

Clinical manifestation 

Frequency  

(n) 

Percentage  

(%) 

Abdominal pain 13 50.00 

Abdominal mass 5 19.23 

Abdominal pain and mass 4 15.38 

Shortness of breath 1 3.85 

Leg pain 1 3.85 

Abdominal pain and dysuria 1 3.85 

Abdominal mass and dysuria 1 3.85 

Total 26 100.00 

Figure 2. show how research topics are distributed mostly according to their clinical contamination history; original 

infection cases make up the largest portion, whereas recurring cases linked to previous hepatic or splenic 

involvement make up a minor portion. Each class's percentage is shown by the dots, and the corresponding numbers 

display the frequency (n) and percent (%). 
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Figure 2. shows the distribution of cases according to clinical infection records. 

Discussion:-  

A clinic-based description of cystic echinococcosis in the Babylon Governorate of Iraq is presented in this 

retrospective research. Of the 218 clinical facts examined, hydatid cyst illness was identified in 26 people, or 

11.93% of the data under evaluation. Because the research population was made up of people whose data was 

accessible at a coaching sanatorium rather than a population-based overall sample, this share should be evaluated 

cautiously. Consequently, it is not necessary to interpret the observed 11.93% as the network incidence of CE in the 

Babylon Governorate. However, the results show that hydatid disease remains a clinically significant problem in the 

examination and is consistent with the continuing global burden reported in recent epidemiological analyses.[8,9] 

The endurance of CE in endemic areas is explained by the complicated interplay among human, animal, and 

environmental elements. Recent worldwide research suggest that CE stays specially concentrated in areas wherein 

farm animals production and canine–human interactions maintain transmission.[8–10] The contemporary findings 

must therefore be considered inside the broader epidemiological context of Iraq, wherein recent investigations have 

validated both human infection and endured movement of E. Granulosus amongst cattle.[13,25] This 

epidemiological continuity supports the need for coordinated human and veterinary surveillance as opposed to 

relying solely on health facility-based treatment. 

There were sixty-nine women in the current study.23% as opposed to 30 cases of hydatid cysts.77% of adult men. 

The correlation between sex and hydatid disease renown was no longer statistically significant (P=0.410), despite 

the fact that a greater proportion of women were noted. This location is quite comparable to the Iraqi study 

conducted in the Kurdistan Region, where 66.13% of human CE cases were female.[13] However, the lack of 

statistical significance in the gift analysis implies that sex should no longer be regarded as a reliable, unbiased 

indicator of infection based on those findings. Variations in occupational publicity, home sports, environmental 

touch, fitness-in-search of conduct, and the demographic makeup of the communities under investigation may also 

account for sex variations observed in CE populations.[7] 

The age distribution revealed that cases occurred throughout a wide age range, from 1 to 70 years, with the largest 

number of cases occurring in the 21–30 age group. The association between hydatid illness status and age institution 

was no longer statistically significant (P=0.685). It's interesting to note that the prevalence of the 21–30 age bracket 

is consistent with data from the Kurdistan Region of Iraq, where individuals in this age range also had the highest 
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percentage of CE cases.[13] Large multicenter investigations are necessary before reaching a broad conclusion, 

however this resemblance may also indicate a typical demographic sample among Iraqi clinical populations. 

Because infection and medical popularity no longer usually occur at the same time, the frequency of CE across 

exclusive age groups is physiologically feasible. Before exhibiting any symptoms, hydatid cysts may grow slowly 

and show no symptoms for a long time. As a result, the age for diagnosis may also much surpass the age at which 

infection and publicity took place.[3, 4] This feature also makes it challenging for me to independently determine 

the correct incidence of CE using data from health centers. 

With fifty-two rural contributions, the current study also found a somewhat higher representation of rural people 

than city dwellers.75% of those who were tested. The majority of rural contributions is epidemiologically significant 

even if the gift analysis no longer found a direct statistical correlation between housing and illness. Additionally, 

pets, livestock, contaminated surroundings, and traditional methods of killing may receive greater publicity in rural 

and agricultural communities. Significant correlations between echinococcosis and rural residency, jobs related to 

agriculture or livestock, dog ownership, low educational attainment, water supply, and poor hand hygiene have been 

established by a recent systematic review and meta-evaluation that included substantial evidence from the Middle 

East.[7] These elements offer a practical epidemiological paradigm for the persistence of CE in rural areas in Iraq. 

The study population's socioeconomic and intellectual characteristics further support the importance of social 

variables in the spread of CE. While 16.06% of the members were illiterate, nearly half had top-level training. In 

addition, low household earnings were expressed using 43.58% of participants. Since the current study did not 

examine such causal links, these results cannot be construed as evidence that inadequate training or profitability 

independently caused infection. However, prior systematic evidence indicates that lower educational attainment and 

socioeconomic disadvantage may also increase exposure to avoidable zoonotic infections due to differences in 

occupational and environmental publicity, limited access to healthcare, and a lack of awareness of transmission 

pathways.[7] 

The preponderance of hepatic involvement became the most significant clinical finding. Of the 26 cases, 19 

(73.08%) involved the liver, and 3 (11.54%) involved the lung. This sample is reasonably consistent with both 

recent regional evidence and the established pathophysiology of CE. Duhok's molecular analysis of Iraq revealed 

hepatic involvement in 72 cases.pulmonary involvement in 19.35% of cases and 58% of cases.[13] According to 

recent assessments of hepatic CE, the liver is the most prevalent anatomical location because it serves as the primary 

physiological filter that parasite larvae face when they enter the portal circulation.[11,29] 

The liver proportion found in the current study (73.08%) and that reported from the Kurdistan Region (72.58%) are 

very comparable. The consistency may reflect the underlying organic prevalence of hepatic CE within the Iraqi 

population, despite the fact that those investigations were conducted in unique Iraqi governorates and employed 

various observational methodologies. But rather than providing evidence of a geographically homogeneous 

incidence sample, this remark should be read as descriptive. 

Eleven were associated with pulmonary involvement.54% of cases in the contemporary era. Even though pulmonary 

CE is far less prevalent than hepatic illness, it is nevertheless clinically important since the signs and symptoms may 

be different from those of hepatic infection, and treatment approaches may also be different. Although certain minor 

pulmonary cysts may be considered for albendazole medication below suitable situations, the WHO 2025 guideline 

principle states that pulmonary CE is often addressed surgically.[23] It is unable to meaningfully analyze the 

variations in scientific or demographic characteristics between pulmonary and hepatic illness due to the study's 

noticeably small diversity of lung patients. 

Additionally, unusual anatomical locations have been identified. One instance had involvement of the ovaries and 

vagina, while other cases involved other organs. Despite the tiny numbers, the results show that CE can develop 

outside of the liver and lungs. Urogenital CE is a rare but clinically significant symptom that may provide diagnostic 

and treatment problems, according to recent comprehensive reviews.[14] Similar to this, cerebral and cardiac CE are 

rare but potentially serious symptoms that need for specialized diagnostic evaluation.Therefore, when 

epidemiological and imaging characteristics are well matched, unusual cystic lesions should be evaluated with CE 

within the differential diagnosis in endemic situations [15,16]. 

In the current study, abdominal pain became the most common medical symptom, occurring in 50% of patients, 

followed by abdominal mass (19.23%) and a combination of belly pain and mass (15.38%). Given the prevalence of 
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hepatic disorders, this pattern of symptoms seems sense. Additionally, hepatic cysts may stay quiet until they 

become large enough to cause headaches other strain-related symptoms. Recent criticisms highlight that many 

patients remain asymptomatic for long periods of time, and that clinical symptoms are particularly dependent on cyst 

area, size, degree, and comorbidities.4,11,29] 

The significance of imaging in the prediction of CE is further highlighted by the existence of vague symptoms. 

Hydatid illness cannot be caused just by abdominal discomfort or a belly mass because several hepatic and 

abdominal conditions can also generate similar symptoms. The preferred imaging technique for hepatic CE is still 

ultrasonography, which allows for the classification of cyst form and organic interest.[17, 18] This is particularly 

important because the treatment is increasingly based on the cyst level rather than just the existence of a hydatid 

cyst. 

When imaging results are unclear, serology can be helpful, but it shouldn't be interpreted on its own. The sensitivity 

of serological testing varies significantly with cyst degree, with higher sensitivity in CE2 and CE3 and lower 

sensitivity in inactive CE4 and CE5 cysts, according to a systematic review and meta-analysis.[19] According to 

more recent data, cyst location, disease endemicity, eosinophilia, imaging features, and prior therapy all have an 

impact on serological overall performance.[20] Therefore, rather than relying just on an unmarried diagnostic test, 

the diagnosis of CE should ideally incorporate epidemiological records, clinical observations, imaging, and suitable 

serology. 

The majority of patients in the current study were categorized as first-time cases (88.46%), although eleven had 

recurring disorders.54%. Three recurrent cases were found, one of which had prior splenic involvement and the 

other had prior hepatic involvement. Although statistical inference is limited by the small number of repeated cases, 

the observed recurrence share is therapeutically useful. A known problem with CE is recurrence, which can happen 

after cyst rupture, leakage of live protoscolices, unfinished therapy, or improvement of new cysts.[24] Recent 

research highlights that recurrent CE can be challenging to manage and frequently need long-term follow-up and 

customized multimodal treatment. [24] 

The choice of treatment methods is also affected by the recurrence locating. There are more and more stage-specific 

and customized CE management techniques in use today. Percutaneous therapy of some hepatic cysts may also yield 

recurrence results equivalent to surgical procedure while lowering headaches and hospitalization in correctly chosen 

patients, according to a comprehensive review and meta-evaluation.[21] The need for therapeutic choices depending 

on cyst severity and scientific characteristics was also highlighted in the 2024 Cochrane review.[22] The current 

WHO guiding principle also advises avoiding unnecessary invasive procedures, especially in cases with minor 

dormant cysts when imaging follow-up may be appropriate.[23] 

The current study's epidemiological ramifications go beyond the scientific treatment of individual patients. The 

prevalence of CE in sheep, goats, and agricultural animals in Sulaimani Province has been verified by recent 

veterinary evidence from Iraq.[25] Molecular characterization of human CE throughout the Kurdistan Region has 

also provided proof of energetic transmission involving E. Granulosus sensu lato.[13] These results demonstrate that 

the parasite remains entrenched inside Iraqi animal reservoirs. Reducing the human burden necessitates stopping 

transmission throughout the animal–human cycle since humans are inadvertent intermediate hosts. 

Therefore, a One Health strategy is particularly suitable for Iraq. Strong CE manipulation necessitates concurrent 

attention to human health, veterinarian surveillance, butcher methods, canine therapy, animal management, and 

network behavior, according to recent international research.[26–28] Evidence from One Health financial modeling 

has also demonstrated that veterinarian monitoring and preventive measures may have significant economic 

advantages and that prevention can lower the costs of both human and animal health.[27] Recent assessments of 

control techniques also highlight the importance of coordinated interventions rather than solitary actions that focus 

on the most basic aspect of the transmission cycle.[26,28] 

There are many restrictions on the current study. First, estimating the true community prevalence of CE is limited by 

the retrospective health facility-based overall layout. The eleven were determined.93% of the evaluated population 

had excellent information, which should not be extrapolated to the Babylon Governorate as a whole. Second, referral 

and choice bias may be introduced because the examination was conducted at an unmarried medical institution. 

Third, the number of shown examples became startlingly tiny, limiting statistical power and making robust 

multivariable analysis impossible. Fourth, specific data on dog ownership, livestock publicity, methods of slaughter, 



ISSN(O)-3107-7889                             Volume:02 Issue 11, November-2026                               01-12 
 

11 

 

water supplies, hand cleanliness, and prior treatment were insufficient to enable a thorough assessment of the threat 

elements. 

The fact that several of the 26 good examples had their anatomical distribution evaluated descriptively presents 

another challenge. Although the significant prevalence of hepatic involvement has biological and clinical 

significance, an inferential relationship between anatomical location and infection cannot be inferred from a study of 

organ frequencies alone. This is especially important since the large number of victims in many courses became 

extremely tiny. 

Limitations:-  

The gift analysis provides useful local epidemiology data from the Babylon Governorate. The preponderance of 

primary-time presentation, belly signs and symptoms, and hepatic involvement is in line with the hooked-up features 

of CE as well as recent data from Iraq and other endemic areas. Comparative Iraqi epidemiological study is made 

easier by the similarities between the age and sex patterns found on this observation and those prominent from the 

Kurdistan Region. 

 

Conclusion:- 

In the Babylon Governorate of Iraq, hydatid cyst disease continues to be a significant medical and epidemiological 

problem. Hydatid disease was identified in 26 out of 218 evaluated facts (11.93%) in this retrospective health center-

based analysis. Stomach pain was the most prevalent contributing symptom, and hepatic involvement became 

prominent with the help of pulmonary disorders. While recurring occurrences were also mentioned, the majority of 

cases were recently diagnosed. There is no significant correlation between hydatid illness and age or sex groups. 

These results highlight the necessity of integrated human-animal preventative techniques, early imaging-based 

analysis, epidemiological surveillance, and persistent clinical identification. To more accurately depict the 

prevalence and modes of transmission of cystic echinococcosis in the Babylon Governorate and Iraq, larger 

multicenter and network-based studies including exposure histories, standardized imaging, serology, and veterinary 

data are advised. 

References:-  
1. Vuitton DA, McManus DP, Rogan MT, Romig T, Gottstein B, Naidich A, et al. International consensus on 

terminology to be used in the field of echinococcoses. Parasite. 2020;27:41. doi:10.1051/parasite/2020024.  

2. Khan A, Ahmed H, Khan H, Saleem S, Simsek S, Brunetti E, et al. Cystic echinococcosis in Pakistan: a review 

of reported cases, diagnosis, and management. Acta Trop. 2020;212:105709. 

doi:10.1016/j.actatropica.2020.105709.  

3. Woolsey ID, Miller AL. Echinococcus granulosus sensu lato and Echinococcus multilocularis: a review. Res 

Vet Sci. 2021;135:517-522. doi:10.1016/j.rvsc.2020.11.010.  

4. Hogea MO, Ciomaga BF, Muntean MM, Muntean AA, Popa MI, Popa GL. Cystic echinococcosis in the early 

2020s: a review. Trop Med Infect Dis. 2024;9(2):36. doi:10.3390/tropicalmed9020036.  

5. Staudacher M, Hotz JF, Ramharter M, Lagler H. Cystic echinococcosis (hydatid disease): current insights into 

epidemiology, diagnosis, therapy, and prophylaxis. Br Med Bull. 2026;157(1):ldag008. 

doi:10.1093/bmb/ldag008.  

6. Mohemmi N, Khodayari MT, Karamati SA, Shiee MR, Effatpanah H, Davari A, et al. Update on the 

seroepidemiology of human cystic echinococcosis and associated risk factors in Iran: a systematic review and 

meta-analysis. Health Sci Rep. 2025;8(4):e70699. doi:10.1002/hsr2.70699.  

7. Kakamad FH, Anwar KA, Ahmed HK, Habibullah IJ, Kaka Ali HH, Nasralla HA, et al. Risk factors associated 

with human echinococcosis: a systematic review and meta-analysis. Front Vet Sci. 2024;11:1480579. 

doi:10.3389/fvets.2024.1480579.  

8. Yang Z, Liu K, Wen B, Fu T, Qin X, Li R, et al. Changes in the global epidemiological characteristics of cystic 

echinococcosis over the past 30 years and projections for the next decade: findings from the Global Burden of 

Disease Study 2019. J Glob Health. 2024;14:04056. doi:10.7189/jogh.14.04056.  

9. Wang Y, Zhang R, Zhang D, Liang Y, Xu C, Zhang C. Global burden of cystic echinococcosis: a 32-year 

analysis of 204 countries with 2036 projections. BMC Public Health. 2025;25:3213. doi:10.1186/s12889-025-

24502-5.  

10. Talafuhan W, Tuoheti K, Lixia Y, Shuang Q, Yeerjiang M, Aizezi G, et al. Trends in incidence, mortality, and 

DALYs of cystic echinococcosis in Central Asia from 1992 to 2021: an age-period-cohort analysis. Front Public 

Health. 2025;12:1504481. doi:10.3389/fpubh.2024.1504481.  



ISSN(O)-3107-7889                             Volume:02 Issue 11, November-2026                               01-12 
 

12 

 

11. Govindasamy A, Bhattarai PR, John J. Liver cystic echinococcosis: a parasitic review. Ther Adv Infect Dis. 

2023;10:20499361231171478. doi:10.1177/20499361231171478.  

12. Mahmoudi S, Dolatzadeh M, Manzari Tavakoli G, Pourakbari B, Abdolsalehi MR, Mamishi S. Pediatric cystic 

echinococcosis in Tehran, Iran: a 9-year retrospective epidemiological and clinical survey of hospitalized cases. 

Foodborne Pathog Dis. 2024;21(10):662-668. doi:10.1089/fpd.2024.0034.  

13. Issa AR, Arif SH, Mohammed AA, Santolamazza F, Santoro A, Mero WMS, et al. Insights into human cystic 

echinococcosis in the Kurdistan Region, Iraq: characteristics and molecular identification of cysts. Pathogens. 

2022;11(4):408. doi:10.3390/pathogens11040408.  

14. Elmaslar Mert HT, Solak M, Sarı Serin P, Şakru N. Epidemiological and clinical characteristics of urogenital 

system cystic echinococcosis: a systematic review. Balkan Med J. 2025;42(6):506-515. 

doi:10.4274/balkanmedj.galenos.2025.2025-7-81.  

15. Bumann S, Kuenzli E, Lissandrin R, Brunetti E, Goblirsch S, Henning L, et al. Cardiac cystic echinococcosis—

a systematic review and analysis of the literature. PLoSNegl Trop Dis. 2024;18(5):e0012183. 

doi:10.1371/journal.pntd.0012183.  

16. Can SM, Aldi FI, Sarikaya MB, Sarı Serin P, Şakru N. Epidemiological, diagnostic, and clinical features of 

intracranial cystic echinococcosis: a systematic review. Pathogens. 2025;14(12):1264. 

doi:10.3390/pathogens14121264.  

17. Tamarozzi F. Ultrasound diagnosis of cystic echinococcosis: updates and implications for clinical management. 

J Helminthol. 2024;98:e34. doi:10.1017/S0022149X2400021X.  

18. Zhang X, Suolang L, Ren Y, Wang Y, Jiang Y, Zhong X, et al. Can contrast-enhanced ultrasound differentiate 

the type of hepatic echinococcosis: cystic echinococcosis or alveolar echinococcosis? Parasit Vectors. 

2023;16:131. doi:10.1186/s13071-023-05731-2.  

19. Tamarozzi F, Silva R, Fittipaldo VA, Buonfrate D, Gottstein B, Siles-Lucas M. Serology for the diagnosis of 

human hepatic cystic echinococcosis and its relation with cyst staging: a systematic review of the literature with 

meta-analysis. PLoSNegl Trop Dis. 2021;15(4):e0009370. doi:10.1371/journal.pntd.0009370.  

20. Shmueli M, Van Buren J, Sagi O, Grupel D, Sheves A, Assi Z, et al. Performance of echinococcosis serology is 

associated with disease endemicity, hydatid cyst location, eosinophilia, imaging finding, and treatment. Acta 

Parasitol. 2024;69(1):233-241. doi:10.1007/s11686-023-00736-4.  

21. Mönnink GL, Stijnis C, van Delden OM, Spijker R, Grobusch MP. Percutaneous versus surgical interventions 

for hepatic cystic echinococcosis: a systematic review and meta-analysis. Cardiovasc InterventRadiol. 

2021;44(11):1689-1696. doi:10.1007/s00270-021-02911-4.  

22. Kuehn R, Uchiumi LJ, Tamarozzi F. Treatment of uncomplicated hepatic cystic echinococcosis (hydatid 

disease). Cochrane Database Syst Rev. 2024;7(7):CD015573. doi:10.1002/14651858.CD015573.  

23. World Health Organization. WHO guidelines for the treatment of patients with cystic echinococcosis. Geneva: 

WHO; 2025. ISBN 978-92-4-011047-2.  

24. Mehdizad Bakhtiar N, Mahami-Oskouei M, Ahmadpour E, Kohansal MH, Spotin A. Current challenges and 

future prospects in patients with recurrent cystic echinococcosis: an updated mini review. Exp Parasitol. 

2025;277:109028. doi:10.1016/j.exppara.2025.109028.  

25. Aziz HM, Hama AA, Hama Salih M. An epidemiological study of hydatid cyst of Echinococcus granulosus 

isolated from sheep, goats and cattle in Sulaimani province, Kurdistan Regional-Iraq. Ann Parasitol. 

2022;68(2):241-246. doi:10.17420/ap6802.429.  

26. Gharbi M, Giraudoux P. Cystic echinococcosis (Echinococcus granulosus sensu lato infection) in Tunisia, a 

One Health perspective for a future control programme. Parasite. 2024;31:30. doi:10.1051/parasite/2024029.  

27. Torgerson PR, et al. A One-Health evaluation of the burden of cystic echinococcosis and its prevention costs: 

case study from a hypo-endemic area in Italy. [One Health-related economic evaluation]. 2021.  

28. De la Cruz-Saldana T, Bustos JA, Requena-Herrera MP, Martinez-Merizalde N, Ortiz-Cam L, Cáceres AL, et 

al. A scoping review on control strategies for Echinococcus granulosus sensu lato. medRxiv. 2025. 

doi:10.1101/2024.08.21.24312335.  

 

 

 

 

 


