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Abstract
Background: The larval stages of the tapeworms Echinocoocus granulosus and Echinococcus multilocularis are the
causative agents of human cystic echinococcosis (CE) and human alveolar echinococcosis (AE), respectively. Both CE
and AE are chronic diseases characterised by long asymptomatic periods of many years. However, early diagnosis of
the disease is important if treatment and management of echinococcosis patients are to be successful.
Methods: A previously developed rapid diagnostic test (RDT) for the differential detection of CE and AE was evaluated
under field conditions with finger prick blood samples taken from 1502 people living in the Ganzi Tibetan Autonomous
Prefecture, China, a region with a high prevalence for both forms of human echinococcosis. The results were compared
with simultaneously obtained abdominal ultrasonographic scans of the individuals.
Results: Using the ultrasonography as the gold standard, sensitivity and specificity, and the diagnostic accuracy of the
RDT were determined to be greater than 94% for both CE and AE. For CE cases, high detection rates (95.6–98.8%) were
found with patients having active cysts while lower detection rates (40.0–68.8%) were obtained with patients having
transient or inactive cysts. In contrast, detection rates in AE patients were independent of the lesion type. The positive
likelihood ratio of the RDT for CE and AE was greater than 20 and thus fairly high, indicating that a patient with a
positive test result has a high probability of having echinococcosis.
Conclusions: The results suggest that our previously developed RDT is suitable as a screening tool for the early
detection of human echinococcosis in endemic areas.
Keywords: Cystic echinococcosis, Alveolar echinococcosis, Echinococcus granulosus, Echinococcus multilocularis,
Abdominal ultrasound image examination, Rapid diagnostic test

Background
Human echinococcosis is one of the world’s most serious
parasitic zoonosis caused by larval stages of cestodes belonging to the genus Echinococcus (family Taeniidae).
Among them, cystic echinococcosis (CE) caused by E. granulosus and alveolar echinococcosis (AE) caused by E. multilocularis are the most common forms of the disease [1, 2].
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Both CE and AE mainly affect the liver, causing chronic disease. Human echinococcosis is not only a serious medical
condition but also a social and economic problem for vulnerable populations [3]. CE has a worldwide distribution
whereas AE occurs mainly in the northern hemisphere in
higher latitudes. A further complication is that the two
forms of human echinococcosis are co-endemic in many
areas of the world [4–8].
Currently, diagnosis of human echinococcosis is based
predominantly on imaging techniques. Ultrasound is the
commonly used method for diagnosis of both CE and
AE. Using ultrasound, the location, number and size of
cysts or lesions can be identified, although in a timeconsuming way. However, small-sized lesions may not
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be detected by ultrasonography and the technique is not
particularly suitable for the diagnosis of pulmonary echinococcosis as the air in the lung and the sternum interfere with the imaging. Different traditional serological
tests based on antibody detection are widely used for the
diagnosis of human echinococcosis to complement
imaging-based examination, especially when imaging
features are unclear [9–13]. However, imaging and traditional immunological tests require well-equipped facilities and well-trained staff.
Rapid diagnostic tests (RDTs) such as immunochromatographic tests are extremely easy to apply; they are rapid,
field-portable and do not need special laboratory equipment, and therefore, are particularly useful in resourcelimited settings. Several reports have been published describing the performance of commercial and experimental
RDTs for the diagnosis of echinococcosis [14–18]. With
the exception of the dot immunogold filtration assay
(DIGFA) developed by Feng et al. [17], these RDTs cannot
be used for differential diagnose of CE and AE. We have
developed an immunochromatographic tests for simultaneous diagnosis of AE and CE that showed excellent diagnostic performance in laboratory evaluation [19]. This
RDT device has been recently certificated by the Chinese
FDA and is commercially available.
The aim of the present work was to evaluate the effectiveness of our previously developed RDT for the detection
of CE and AE under field conditions. As study site, the
Ganzi Tibetan Autonomous Prefecture was chosen because the eastern Tibetan plateau has the highest prevalence of human echinococcosis worldwide and both CE
and AE are co-endemic in this region [20–25].

Methods
Study area

The study was conducted in Ganzi Tibetan Autonomous
Prefecture (27°58' to 34°20'N, 97°22' to 102°29'E) from
May to October in 2016. The region is situated in the
west of the Sichuan Province on the Tibetan Plateau.
More than three-quarters (78.4%) of the population in
the area are Tibetans.
Study subjects

Outpatients with clinical suspicion of echinococcosis
(abdominal pain or discomfort, poor appetite, marasmus,
etc.) were presented voluntarily at the local hospital or
at the Centre for Disease Control in the Ganzi Prefecture. Patients who previously had surgery for echinococcosis or who were under medication for echinococcosis
were excluded from the study.
Ultrasonography and immunodiagnostic test

Ultrasound examinations and immunodiagnostic tests were
carried out by different members of staff at the same time
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and their results were blinded to each other. Before initiation of the study, a training course in ultrasound examination and in the use of the RDT device, and in
interpretation and recording of results was provided.
Study participants were given an abdominal ultrasonographic scan using a portable ultrasound machine (GE
LOGIQ Book XP, General Electric, Boston, USA). The
recorded ultrasound images were read by two experienced sonographers and graded as CE, AE, CE plus AE,
other lesions or normal. The classification of CE cysts
and AE lesions were based on stage-specific ultrasound
images [26–28]. It should be noted that AE lesions were
graded according to the US classification because it offers better value in field screenings as it provides information about lesion size.
The RDT device (cystic echinococcosis and/or alveolar echinococcosis antibody gold immunochromatographic assay test kit; Shanghai Xinjier
Biotechnology Co. Ltd., Shanghai, China) used in
this study was previously developed by our study
group [19] and certificated by the Chinese FDA
under the registration no. 20163400065. This RDT
uses crude hydatid cyst fluid (HCF) and a recombinant 18 kDa protein (rEm18) as antigens for the
detection of E. granulosus and E. multilocularis
antibodies in serum samples, respectively [19].
Whole blood samples were collected from each participant by finger prick and 20 μl was immediately
applied to the RDT device. Results were read after
15 min and recorded according the product’s instruction as follows: only control line turned pink =
negative for CE and AE; control line and test line 1
(HCF antigen) turned pink = positive for CE; control line and test line 2 (rEM18 antigen) turned
pink as well as control line, test line 1 (HCF antigen) and test line 2 (rEM18 antigen) turned pink =
positive for AE. As for most AE cases as well as for
CE/AE co-infections both test lines appear pink (i.e.
the test does not discriminate between E. multilocularis and E. granulosus/E. multilocularis infections),
AE single infections and CE/AE co-infections were
confirmed by ultrasonography.
The results of ultrasound examinations and immunodiagnostic tests were eventually matched by an independent expert.

Data analysis

Diagnostic parameters (sensitivity, specificity, positive
and negative predictive values, positive and negative likelihood ratios, and accuracy) for the performance of the
RDT were calculated from a 2 × 2 table using the ultrasound imaging results as a gold standard. The parameters were computed using the online diagnostic test
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evaluation calculator MEDCALC (https://www.medcalc.
org/calc/diagnostic_test.php).

Results
A total of 1502 people with suspicion of echinococcosis
living in the Ganzi Tibetan Autonomous Prefecture were
simultaneously examined by abdominal ultrasonography
and tested for the presence of echinococcosis antibodies
using our RDT device. Echinococcal cysts and lesions
were found in 440 patients by ultrasonography while no
evidence of an echinococcosis infection was detected in
the remaining 1062 individuals. Of the echinococcosis
patients, 275 were diagnosed with CE and 165 with AE
(Table 1). Cysts and lesions of all echinococcosis cases
were exclusively found in the liver. However, as only abdominal ultrasonography was performed, it remained
unknown whether any of the apparently uninfected individuals had echinococcal cysts elsewhere in their bodies
(e.g. lungs). No dual infection with both CE and AE was
found in any patient. It should also be mentioned that
none of the patients were found to be infected with
other helminths or other pathogens.
According to the criteria for the classification of ultrasound images of echinocoocsis [26–28], about threequarters (73.5%) of CE cases were determined to have
CE1- or CE2-type cysts while about one-fifth (22.2%)
had CE3-type cysts and only a few (~ 4%) had CE4- or
CE5-type cysts (Table 1). Of the 275 CE cases, 259
tested positive for the presence of CE antibodies with
our RDT (Table 1). Interestingly, considerably more patients with active CE1-, CE2- and CE3a-type cysts
showed a positive reaction (95.6–98.8%) than patients
Table 1 Results of ultrasound imaging and RDT of 1502 people
from the Ganzi Prefecture
Cyst or
No. of
No. of confirmative RDT results
lesion type confirmative
CE
AE
CE/AE
ultrasound images
positive (%) positive (%) negative (%)
CE

275

259 (94.2)

CE1

86

85 (98.8)

0 (0)

1 (1.1)

CE2

116

114 (98.3)

0 (0)

2 (1.7)

CE3a

45

43 (95.6)

0 (0)

2 (4.4)

CE3b

16

11 (68.8)

0 (0)

5 (31.2)

CE4

7

4 (57.1)

0 (0)

3 (42.9)

CE5

5

2 (40.0)

0 (0)

3 (60.0)

165

0 (0)

161 (97.6)

4 (2.4)

AE1

7

0 (0)

6 (85.7)

1 (14.3)

AE2

70

0 (0)

68 (97.1)

2 (2.9)

AE3

49

0 (0)

48 (98.0)

1 (2.0)

a

39

0 (0)

39 (100)

0 (0)

1062

31 (2.9)

45 (4.2)

986 (92.8)

AE

AEf

Negative
a

Includes AE2f and AE3f cases

0 (0)

16 (6.8)

with transient/inactive CE3b-, CE4- and CE5-type cysts
(40.0–68.8%) (Table 1). For the patient group with active
cysts, the overall positive percentage was 98.0% (242 out
of 247) with a 95% confidence interval of 97.7–98.2%.
For the patient group with transient/inactive cysts, the
overall positive percentage was 60.7% (17 out of 28) with
a 95% confidence interval of 57.1–69.7%. Two nonoverlapping confidence intervals provide strong evidence
that the proportion positive was indeed different in the
two groups and not due to chance.
Of the 165 AE cases, the majority of patients (72%)
had AE2- or AE3-type lesions (Table 1). About a quarter
of patients (23.6%) had AE2f- and AE3f-type lesions that
were grouped together as cases with AEf-type lesions
(Table 1). Only a few cases (~ 4%) were determined to
have AE1-type lesions (Table 1). Of the 165 patients with
AE lesions, 161 tested positive for the presence of AE
antibodies with our RDT (Table 1). In contrast to CE
cases, for AE cases no obvious dependency was observed
between lesion type and positive antibody response as
most patients with any AE lesion showed a positive reaction (87.5–100%) (Table 1).
Of the 1062 individuals whose abdominal ultrasound
was negative for the presence of echinococcosis cysts or
lesions, between 3–4% gave a positive reaction with our
RDT for the apparent presence of E. granulosus and/or E.
multilocularis antibodies (Table 1). These patients are
under observation for the development of echinococcosis.
Using the results of the ultrasound examination as a
gold standard, the diagnostic parameters for the performance of our RDT under field conditions were calculated. Sensitivity and specificity of the RDT for the
detection of both CE and AE were quite high (> 94%)
(Table 2). The positive predictive values were significantly
lower than the negative predictive values (especially for
AE) (Table 2) indicating that the RDT in the current epidemiological situation of echinococcosis in the study area
was somewhat better in correctly identifying negative results. However, the high positive likelihood ratios (> 20)
and the low negative likelihood ratios (< 0.1) (Table 2)
provide strong evidence that our RDT can be used to diagnose both CE and AE. The accuracy of our RDT was very
similar for detection of both CE and AE (Table 2), and
with values of ≥ 96%, the probability that patients were
correctly identified was quite high.

Discussion
Human echinococcosis is considered a neglected zoonotic disease [29] and can be categorised as an ‘infectious diseases of poverty’ [30]. Diagnosis of the disease is
mainly based on ultrasound imaging examination and
conventional immunological tests. In underserved rural
endemic areas, there is usually a general lack of facilities
and an absence of well-trained health-workers restricting
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Table 2 Diagnostic performance of RDT in the detection of CE
and AE
Diagnostic parameter

CE (95% CI)

AE (95% CI)

True positive (tp)

258

161

True negative (tn)

1031a

1017b

False positive (fp)

31

45

False negative (fn)

16

4

Sensitivityc (%)

94.2 (90.7–96.6)

97.5 (93.9–99.3)

Specificityd (%)

97.1 (95.9–98.0)

95.8 (94.3–96.9)

Positive likelihood ratio

32.3 (22.8–45.7)

23.0 (17.3–30.7)

Negative likelihood ratiof

0.06 (0.04–0.10)

0.03 (0.01–0.07)

e

g

Positive predictive value (%)

89.3 (85.5–92.2)

78.2 (72.8–82.7)

Negative predictive valueh (%)

98.5 (97.6–99.0)

99.6 (99.0–99.9)

Accuracyi (%)

96.5 (95.3–97.4)

96.0 (94.8–97.0)

Abbreviation: CI confidence interval
a
True negative = total no. of negative minus no. of CE positive (1062
minus 31)
b
True negative = total no. of negative minus no. of AE positive (1062
minus 45)
c
tp
Sensitivity = tpþfn
× 100
d
tn
Specificity = tnþfp
× 100
sensitivity
1−specificity
1−sensitivity
Negative likelihood ratio = specificity
tp
g
Positive predictive value = tpþfp
h
tn
Negative predictive value = tnþfn
i
tpþtn
Accuracy = tpþtnþfpþfn
e

Positive likelihood ratio =

f

the diagnosis of echinococcosis by imaging and serological techniques. An ideal diagnostic test should be
sensitive, specific, suitable for the use in the field and
easy to perform and interpret. RDTs such as immunochromatographic tests are usually extremely easy to
apply. In addition, they are rapid, field-proven, inexpensive, and particularly useful in resource-poor settings.
Several commercial and experimental RDTs for the diagnosis of CE or AE have been developed [14–16], but
studies evaluating these devices under field conditions
are very limited [17, 31]. Therefore, we previously developed an RDT which can detect simultaneously CE and AE
with high sensitivity and specificity [19]. The results of the
present study showed that our RDT can diagnose infections with E. granulosus and E. multilocularis in > 94% in
patients with hepatic CE cysts and in > 97% with hepatic
AE lesions, respectively, when tested under the current
epidemiological situation of echinococcosis in the Ganzi
region. It is worth noting that sensitivity, specificity and
accuracy of our RDT determined under field conditions
were comparable to those previously established under laboratory conditions [19].
Likelihood ratios are independent of the prevalence of
a disease in a population and, therefore, are very useful
measures for the diagnostic accuracy of a diagnostic test
[32]. The high positive likelihood ratios of our RDT confirm that a patient with a positive test result has a high

probability of being infected with E. granulosus or E.
multilocularis. On the other hand, the low negative likelihood ratios of our RDT indicate a low risk of error
when excluding an Echinococcus infection in individuals
with a negative test result. These findings indicate that
our RDT has fairly high sensitivity and accuracy in the
detection of both CE and AE.
Although very high detection rates were found for patients with CE1-, CE2- and CE3a-type cysts, considerably lower detection rates were obtained with patients
having CE3b-, CE4- and CE5-type cysts. This outcome
may be due to the fact that the latter cyst types are transient (CE3b-type cyst) or inactive with calcifications
(CE4- and CE5-type cysts) [26] releasing only minimal
amounts of or even no antigen [33]. As a consequence,
the patient’s immune response would decrease over time
and lower amounts of antibodies would be produced
after a while. In contrast, high detection rates were
found for patients with any type of AE lesions. However,
patients with AE1 lesions usually show weak immune responses [28]. The high seropositive rate in AE1 patients
observed in this study may be due to their small number
that might have biased the results.
Quite a few individuals (76 in total) with no ultrasound evidence of abdominal CE cysts or AE lesions
gave a positive reaction with our RDT. However, the corresponding percentage proportions were relatively small
in these groups (2.9 and 4.3% for apparent CE and AE
detection, respectively) and close to the false positive
rates previously determined for the test with healthy donors under laboratory conditions (3.3 and 1.7% for apparent CE and AE detection, respectively [19]). Another
explanation could be that these positive-tested subjects
had cysts or lesions that were too small to be detectable
by the imaging technique used. This may also be an indication for the limitation of ultrasonography in the detection of echinococcosis during the early stages of the
infection. Alternatively, these individuals may have had
cysts or lesions in other organs, with the lungs being the
second most primarily infected organ in about 11–14%
of CE patients [34, 36] while primary extra-hepatic locations in AE patients are rare [35, 36] (note that our RDT
can identify patients with pulmonary CE cysts although
with lower reactivity [19]). In a previous study we found
pulmonary echinococcosis in 4.9% of CE patients and
none in AE patients [19]. Other possibilities for the positive test results may include serological cross-reactivity
with related tapeworms or abortive Echinococcus infections. Therefore, it is necessary to carry out long-term
follow-up examinations of individuals who show positive
echinococcosis serology but have no cysts or lesions.
The main purpose of this study was to evaluate the
performance of our ITC device under clinical field conditions. Therefore, individuals with clinical suspicion of
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echinococcosis were selected as study subjects. This
could have resulted in some bias as the prevalence of
echinococcosis in this subgroup was 34% (20.57% for CE
and 13.45% for AE) which is far from the real prevalence
in the population. For example, Li et al. reported a
prevalence of 5.95% (1.94% for CE, 4.01% for AE and 0.
00% for dual infection) in the Ganzi prefecture during
the period 2001–2008 [20].
Human CE and AE are chronic diseases with a
spectrum of clinical manifestations ranging from asymptomatic to serious, even life-threatening conditions [1].
Usually, most cases of echinococcosis in humans are diagnosed accidentally [8]. However, early diagnosis of the
disease can greatly improve the management and treatment of patients. In order to accomplish this, an effective screening test is needed. Imaging methods are
suitable for mass screening in underserved rural endemic areas, but they require well-trained staff and are
time-consuming [37]. However, our RTD is a simple device that requires only 20 μl of whole blood [19]. The test
takes less than 20 minutes and the result is displayed visually [19]. Moreover, with this device, testing can be carried
out while patients are waiting and, therefore, the whole
procedure is more convenient for patients than conventional immunological assays or imaging techniques. In
conclusion, we suggest that the best method for early detection of Echinococcus infections would be preliminary
mass screening programmes for at-risk populations in endemic areas using an RDT followed by confirmation of
positive cases using imaging techniques. We think that
our RDT fulfils the criteria for an echinococcosis screening test: the device is easy to use, quick and cheap, and
has a high sensitivity, i.e. it essentially indicates suspicion
of the disease that warrants confirmation. Importantly,
our RDT can distinguish between both CE and AE that
should help to guide subsequent diagnosis.

Conclusions
In this study, we have shown that our previously developed RDT performed well under clinical field conditions
and is a useful screening and complementary tool for the
detection of echinococcosis in humans. Only patients with
a positive result would need confirmation of their infection status by ultrasound imaging technique. However, it
remains to be shown whether the RDT will perform
equally well in mass screening studies (under real field
conditions including all inhabitants of an endemic area).
Abbreviations
AE: Alveolar echinococcosis; CE: Cystic echinococcosis; RDT: Rapid diagnostic
test
Acknowledgements
The authors thank Dr Lee Shepstone (Professor of Medical Statistics, Norwich
Medical School, University of East Anglia) for help with the statistical analysis
of the patient groups with active and transient/inactive CE cysts.

Page 5 of 6

Funding
This study was supported by a project of the Ganzi Tibetan Autonomous
Prefecture Station for Echinococcosis Control, China CDC.
Availability of data and materials
The data supporting the conclusions of this article are included within the
article.
Authors’ contributions
JYW designed the study. JYW, CHG, YTY and FS collected the data. JYW, CHG
and DS analysed and interpreted the data. JYW prepared the first draft of
manuscript. DS, XW, XNZ and CHG revised the manuscript. XNZ provided
financial support for the project leading to this publication. All authors
commented on the manuscript draft and read and approved the final
manuscript.
Ethics approval and consent to participate
This study was reviewed and approved by the Ethics Review Committee of
the National Institute of Parasitic Diseases, Chinese Center for Disease
Control and Prevention in Shanghai (ref: 20160111). All patients gave their
informed written consent to take part voluntary in the study. Informed
consent and demographic information including name, sex, age, occupation,
etc. were obtained from all individuals. Guardians signed the consents on
behalf of participants that were under the age of 18.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Received: 15 January 2018 Accepted: 14 May 2018

References
1. Eckert J, Deplazes P. Biological, epidemiological, and clinical aspects of
echinococcosis, a zoonosis of increasing concern. Clin Microbiol Rev. 2004;
17:107–35.
2. Torgerson PR, Budke CM. Echinococcosis - an international public health
challenge. Res Vet Sci. 2003;74:191–202.
3. Budke CM, Deplazes P, Torgerson PR. Global socioeconomic impact of cystic
echinococcosis. Emerg Infect Dis. 2006;12:296–303.
4. Torgerson PR, Keller K, Magnotta M, Ragland N. The global burden of
alveolar echinococcosis. PLoS Negl Trop Dis. 2010;4:e722.
5. Deplazes P, Rinaldi L, Alvarez Rojas CA, Torgerson PR, Harandi MF, Romig T,
et al. Global distribution of alveolar and cystic echinococcosis. Adv Parasitol.
2017;95:315–493.
6. Budke CM, Casulli A, Kern P, Vuitton DA. Cystic and alveolar echinococcosis:
Successes and continuing challenges. PLoS Negl Trop Dis. 2017;11:e0005477.
7. Bhutta ZA, Sommerfeld J, Lassi ZS, Salam RA, Das JK. Global burden,
distribution, and interventions for infectious diseases of poverty. Infect Dis
Poverty. 2014;3:21.
8. Shin JW, Chen JX, Zhang DH, Lin WC, Shen B, Ji MJ. Cross-strait parasitological
research priorities arrived at by historical tracking and advanced dialogue. Infect
Dis Poverty. 2014;3:40.
9. Mihmanli M, Idiz UO, Kaya C, Demir U, Bostanci O, Omeroglu S, et al.
Current status of diagnosis and treatment of hepatic echinococcosis. World
J Hepatol. 2016;8:1169–81.
10. Zhang W, Li J, McManus DP. Concepts in immunology and diagnosis of
hydatid disease. Clin Microbiol Rev. 2003;16:18–36.
11. Carmena D, Benito A, Eraso E. The immunodiagnosis of Echinococcus
multilocularis infection. Clin Microbiol Infect. 2007;13:460–75.
12. Stojkovic M, Rosenberger K, Kauczor HU, Junghanss T, Hosch W. Diagnosing and
staging of cystic echinococcosis: how do CT and MRI perform in comparison to
ultrasound? PLoS Negl Trop Dis. 2012;6:e1880.
13. Mandal S, Mandal MD. Human cystic echinococcosis: epidemiologic,
zoonotic, clinical, diagnositic and therapeutic aspects. Asian Pac J Trop Med.
2012;5:253–60.
14. Tamarozzi F, Covini I, Mariconti M, Narra R, Tinelli C, De Silvestri A, et al.
Comparison of the diagnostic accuracy of three rapid tests for the

Gao et al. Parasites & Vectors (2018) 11:311

15.

16.

17.

18.

19.

20.

21.

22.

23.
24.

25.

26.

27.

28.

29.

30.
31.
32.
33.

34.
35.

36.

37.

serodiagnosis of hepatic cystic echinococcosis in humans. PLoS Negl Trop
Dis. 2016;10:e0004444.
Tamer GS, Dündar D, Uzuner H, Baydemir C. Evaluation of
immunochromatographic test for the detection of antibodies against
Echinococcosis granulosus. Med Sci Monit. 2015;21:1219–22.
Sako Y, Fukuda K, Kobayashi Y, Ito A. Development of an
immunochromatographic test to detect antibodies against recombinant Em18
for diagnosis of alveolar echinococcosis. J Clin Microbiol. 2009;47:252–4.
Feng X, Wen H, Zhang Z, Chen X, Ma X, Zhang J, et al. Dot immunogold
filtration assay (DIGFA) with multiple native antigens for rapid serodiagnosis
of human cystic and alveolar echinococcosis. Acta Trop. 2010;113:114–20.
Baraquin A, Zait H, Grenouillet FE, Moreau E, Hamrioui B, Grebouillet F.
Large-scale evaluation of a rapid diagnostic test for human cystic
echinococcosis. Diagn Microbiol Infect Dis. 2017;89:20–5.
Wang JY, Gao CH, Steverding D, Wang X, Shi F, Yang YT. Differential
diagnosis of cystic and alveolar echinococcosis using an
immunochromatographic test based on the detection of specific
antibodies. Parasitol Res. 2013;112:3627–33.
Li T, Chen X, Zhen R, Qiu J, Qiu D, Xiao N, et al. Widespread coendemicity of human cystic and alveolar echinococcosis on the eastern
Tibetan Plateau, northwest Sichuan/southeast Qinghai, China. Acta Trop.
2010;113:248–56.
Feng X, Qi X, Yang L, Duan X, Fang B, Gongsang Q, et al. Human cystic and
alveolar echinococcosis in the Tibet Autonomous Region (TAR), China. J
Helminthol. 2015;89:671–9.
Yu SH, Wang H, Wu XH, Ma X, Liu PY, Liu YF, et al. Cystic and alveolar
echinococcosis: an epidemiological survey in a Tibetan population in
southeast Qinghai, China. Jpn J Infect Dis. 2008;61:242–6.
Wang Z, Wang X, Liu X. Echinococcosis in China, a review of the
epidemiology of Echinococcus spp. EcoHealth. 2008;5:115–26.
Wang Q, Huang Y, Huang L, Yu W, He W, Zhong B, et al. Review of risk
factors for human echinococcosis prevalence on the Qinghai-Tibet Plateau,
China: a prospective for control options. Infect Dis Poverty. 2014;3:3.
Wang Q, Yu WJ, Zhong B, Shang JY, Huang L, Mastin A, et al. Seasonal pattern
of Echinococcus re-infection in owned dogs in Tibetan communities of
Sichuan, China and its implications for control. Infect Dis Poverty. 2016;5:60.
WHO Informal Working Group. International classification of ultrasound
images in cystic echinococcosis for application in clinical and field
epidemiological settings. Acta Trop. 2003;85:253–61.
Li T, Qiu J, Craig PS, Ito A, Yang W, Vuitton DA, et al. Review of 311 cases of
alveolar echinococcosis and criteria for the classification of hepatic
ultrasound images. Southeast Asian J Trop Med Public Health. 2004;
35(Suppl. 1):213–7.
Li T, Ito A, Chen X, Sako Y, Qiu J, Xiao N, et al. Specific IgG responses to
recombinant antigen B and Em18 in cystic and alveolar echinococcosis in
China. Clin Vaccine Immunol. 2010;17:470–5.
Welburn SC, Beange I, Ducrotoy MJ, Okello AL. The neglected zoonoses the case for integrated control and advocacy. Clin Microbiol Infect. 2015;21:
433–43.
Zhou XN. Prioritizing research for “One health - One world”. Infect Dis
Poverty. 2012;1:1.
Xiao N, Yao JW, Ding W, Giraudoux P, Craig PS, Ito A. Priorities for research
and control of cestode zoonoses in Asia. Infect Dis Poverty. 2013;2:16.
Šimundić AM. Measures of diagnostic accuracy: basic definitions. EJIFCC.
2009;19:203–11.
Zhang W, Wen H, Li J, Lin R, McManus DP. Immunology and
immunodiagnosis of cystic echinococcosis: an update. Clin Dev Immunol.
2012;2012:101895.
Larrieu EJ, Frider B. Human cystic echinococcosis: contributions to the
natural history of the disease. Ann Trop Med Parasitol. 2001;95:679–87.
Kern P, Bardonnet K, Renner E, Auer H, Pawlowski Z, Ammann RW, et al.
European echinococcosis registry: human alveolar echinococcosis, Europe,
1982–2000. Emerg Infect Dis. 2003;9:343–9.
Kern P, Menezes da Silva A, Akhan O, Müllhaupt B, Vizcaychipi KA, Budke C,
et al. The echinococcoses: diagnosis, clinical management and burden of
disease. Adv Parasitol. 2017;96:259–369.
Macpherson CN, Bartholomot B, Frider B. Application of ultrasound in
diagnosis, treatment, epidemiology, public health and control of Echinococcus
granulosus and E. multilocularis. Parasitology. 2003;127:S21–35.

Page 6 of 6

