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Case Report

Asymptomatic Cardiac Hydatid Cyst
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Abstract

Echinococcus is endemic in some parts of the world but car-
diac involvement with hydatid cyst is rare. Here, we report a
55-year-old man who developed right ulnar fracture and was
scheduled for surgery. During routine preoperative evaluation
abnormal findingsin ECG were found. In echocardiography, a
large mass was detected in the inferior wall of the left ventri-
cle. Coronary angiography showed normal findings. The pa-
tient underwent cardiac surgery to excise the mass which later
onidentified as a hydatid cyst.
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Introduction

chinococcus is endemic in some areas of the world,
particularly in Argentina, Uruguay, New Zealand,

Greece, North Africa, and Iceland. But cardiac in-
volvement with hydatid cyst is rare.! Cardiac cysts represent
0.5-2% of all hydatid cysts in humans, but they are usually as-
sociated with fatal complication.2 The usual host of Echinococ-
cus granulosus is dog. Sheep is the usual intermediate host,
but occasionally, human may serve as an intermediate host if
they accidentally ingest ova from contaminated dog feces.’

Intra myocardium of the interventricular septum or left ven-
tricular free wall are the usual sites for cardiac cyst involve-
ment, but occasionally right atrium or ventricle as well as tri-
cuspid valve may be involved too.® A myocardial cyst may de-
generate and calcify, develop daughter cysts, or rupture into
pericardium or the heart chambers.* Rupture of the cyst is the
most serious complications. Rupture of the cyst into the peri-
cardium may induce acute or advanced chronic constrictive
pericarditis.?

Rupture of the cyst into the cardiac chambers may result in
systemic or pulmonary emboli. In case of right-sided cysts
rapid and progressive pulmonary hypertension may occur. This
is due to subsequent embolization of high numbers of scolices
into the pulmonary circulation. The liberation of hydatid fluid
into the circulation may also produce fatal circulatory collapse
in response to anaphylactic reactions to protein constituents of
the fluid.”> The occurrences of these symptoms depend on the
location, the size, and the integrity of the cardiac cyst.

It is estimated that about 10% of those patients infected
with cardiac hydatid cyst may not have any obvious clinical
symptoms.1 However, in patients with left ventricular involve-
ment, ECG may reflect the location of the cyst by showing
changes in T wave that accompanied with loss of QRS
waves, while atrioventricular conduction defects, or right bun-
dle brunch blocks, may be seen with the involvement of the
interventricular :septum.2
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Cardiac echinococcosis may also be associ-
ated with acute myocardial infarction due to
compression or complete obstruction of the
coronary arteries present in the area of the
cyst.3 Therefore, coronary angiography
should routinely be performed in all patients
with cardiac echinococcosis.

Case Report

A 55-year-old man who was completely asymp-
tomatic scheduled for an elective orthopedic
operation due to right ulnar fracture. Abnormal
findings were found in his ECG (Fig 1). Echo-
cardiography showed a large mass in the infe-
rior wall of the left ventricle (Fig 2). Further
evaluation showed normal coronary angiogra-
phy, normal spleen and liver, and lack of eosi-
nophilia.
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Fig 1: EKG: T inversion in Inferior leads

Fig 2: Echocardiography: Apical tow chamber view

The patient was operated using cardiopul-
monary bypass technic with moderate sys-
temic hypothermia (25-30°C). The heart was
arrested by infusion of cold cardioplegic solu-
tion to excise the large mass of hydatid cyst
that was attached to the left ventricular wall.
Post-operative course was without incident and
the patient was discharged from the hospital
after seven days. He was advised to take al-
bendazole for five years and have a routine
follow up by a cardiologist.

Discussion

Echinococcus is endemic in many parts of the
world, but cardiac involvement with hydatid
cyst is uncommon, occurring in less than 2%
of cases.' Cardiac echinococcosis is mostly
symptomatic. These symptoms include an-
gina because of the pressure effects of the
cyst on the coronary arteries, dyspnea, and
palpitation.*®

Mortality rates of asymptomatic cases of
cardiac cyst involvement, following perforation
of the cyst, are relatively high.*® This due to
acute anaphylactic reactions and cardiogenic
shocks, which may occur in these patients.
Nardo and colleagues reported a symptomatic
case of cardiac involvement who presented with
Q and T negative waves in the inferior leads.’

In the past decades, the treatment of hy-
datid disease has been limited to surgical exci-
sion,® Nonetheless, new experiences suggest
that benzimidazole derivatives such as alben-
dazole or mebendazole, are useful drugs for
the treatment of hydatid cyst.9 Guven and col-
leagues reported a asymptomatic case which
was successfully treated with albendazole.*

Despite the availability of valuable medical
treatments, the adjunctive surgical excision is
generally recommended for both symptomatic
and asymptomatic patients. This is because of
the high risk of rupture of the cyst and its seri-
ous consequences.

Our patient, because of the possible sever
complications of rupture of the cyst, was in a
dangerous condition. Therefore, we surgically
removed the cyst to prevent the systemic em-
boli and fatal circulatory collapse, which may
occur in such cases.’ We also recommended
him to take albendazole for a period of five
years to prevent the possibility of recurrences
of the cyst.

Therefore, the presence of Q waves and T
negative waves in the inferior leads, even in
the absence of cardiac ischemic symptoms, in
patients living in endemic regions should be
suspected for echinococcosis.
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