
SUMMARY

Cardiac hydatid cyst: A case report

Hydatid cyst is a zoonosis caused by echinococcos granulosis.
Incidence of the disease varies between 5 to 20 in 100 000 in
most countries. Cardiac hydatid cysts are rare and comprise
0,5 to 2 % of all hydatid cyst cases. The most frequent loca-
tion is the free wall of left ventricle and interventriculer sep-
tum. A hydatid cyst localized at the apex of left ventricle is an
extremely rare occasion. Most of the patients with cardiac
hydati-dosis are asymptomatic. We present a case of cardiac
hydatid cyst localized at the left ventriculer apex who present-
ed with atrial fibrillation (AF) and symptoms of heart fail-
ure(HF). Hydatid cyst must be considered absolutely in the
differantial diagnosis of cardiac cysts.
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INTRODUCTION

Hydatid cyst is a zoonosis caused by echinococcos
granulosis in its slug state (1). Incidence of the dis-
ease varies between 5 to 20 in 100 000 in most
countries. Cardiac hydatid cysts are rare and com-
prise 0,5 to 2 % of all hydatid cyst cases (2,3). The
most frequent location is the free wall of left ven-
tricle and interventriculer septum (4). We want to
present a hydatic cyst localized at the apex of left
ventricle, which is an extremely rare occasion.

CASE REPORT

A 67-years old woman presented in our outpatient

clinic with progressive symptoms of palpitation,
dyspnea and cough. She did not comply with her
therapy for hypertension and chronic obstructive
lung disease. There was nothing special on her
family history. She was a nonsmoker who did not
take alcohol. Physical examination revealed a
blood pressure of 70/50 mmhg with a heart rate of
110/minute. On cardiac oscultation, there was no
murmur or gallop rhythm. Her axillary temperature
was 38°C. Crepitations were oscultated at the base
of lungs bilaterally. The abdomen was completely
normal on physical examination. On chest X-ray
,there were bilateral perihiler nonhomogenous
opacities and pneumonic infiltration on the right
inferior lobe. The results of laboratory analysis
were as follows: glucose 115 miligram/deciliter
(mg/dl), urea 146 mg/dl, creatinin 1,2 mg/dl, total
protein 7,2 mg/dl, albumin 3,4 mg/dl, white blood
cell 6600/mm3 with no eosinophilia, hematocrite
42 % erytrocite sedimentation rate 78 mm/hour, C-
reactive protein level was 10 mg/dl. The elec-
trolyte levels were within normal limits. The elec-
trocardiography revealed atrial fibrillation with
rapid ventricular rate. The patient was admitted in
our coronary care unit for further evaluation and
treatment with the diagnosis of AF and HF. She
was given inodilatator therapy with dobutamin and
dopamine and intravenous 40 mg furosemid. In 72
hours, her symtoms for heart failure subsided and
inodilatator therapy was stopped. She was given
digoxin 0,25 mg/day intravenously followed by
oral 0,25 mg/day for heart rate control. Blood urea,
creatinine and CRP levels were normal by one
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week. A transtorasic echocardiographic examina-
tion showed left ventriculer hypertrophy with dias-
tolic dysfunction and a cystic lesion with a 3,8
centimeter (cm) diameter adjacent to the left ven-
triculer apex (Image 1). Serological tests for hyd-
tatidosis (indirect hemagglunitation) was negative.
Abdominal and cranial computerize tomography
which was performed to rule out other cysts were
normal. The patient was referred to cardiovascular
surgery. The cyst was first sterilized with hyper-
tonic saline solution; then it was punctured and its
contents were drained. After the cyst was excised
cystoraphy procedure was performed. Histopatho-
logic analysis of the surgical specimen confirmed
the diagnosis of echinococcosis. After operation,
albendazole (50 mg/kg/daily) was given for 6
months. Three months after surgery, the patient
was asymptomatic with no echocardiographic
signs of recurrence. 

DISCUSSION

Echinococcosis is a parasitic disease which is
caused by the slug state of echinococcos granulo-
sis, echinococcos multilocularis or e. vogeli. It is
expecially frequent in rural areas where cattle and
flesh-eating animals (dog, etc) live together. The
main host is dog which can excrete up to 20000
helminthes. Humans are intermediate hosts. When
the oncosperes infect humans, the slug form gets
into portal circulation and moves in the lung or
liver. The slug form diffetantiates into hydatid
cysts surrounded by a chitin membrane with a ger-

minal layer inside. Most frequent location of
hydatid cyst is in liver and lung. The cyst is usual-
ly an asymtomatic cyst. Echocardiography, com-
puted tomography (CT) and magnetic resonance
imaging (MRI) are valuable diagnostic tools. A
pathognomonic finding is a circumscribed multi-
loculer cystic lesion of fluid attenuation with a
peripheral thin capsule. Serologic tests are positive
in patients with liver disease by 90 % whereas
involvement of other organs have 50 % positive
values. Echinococcuses come to the heart with
coronary circulation, pulmonary circulation and
foramen ovale (5). Presenting symptoms of cardiac
hydatid disease are variable depending on the
localizationof the cyst, presenting of mass effect
and the age of prostocolex viability. Hydatid cyst
can result in serious consequences, such as rupture
into the circulation with anaphylactic reaction,
damage to the cardiac valves, ischemic syndromes
from compression of coronary arteries or pseudois-
chemic electrocardiographic changes, systemic or
pulmonary embolization. Yet, most of the patients
with cardiac hydatidosis are asymptomatic (6,7).
Chest X-ray may show an abnormal heart contour,
pulmonary cyst, an calsified lobular mass on left
ventriculer free wall (8,9). CT and MRI can be used
for detection of extracardiac manifestations. Early
operative therapy is the treatment of choice for
cardiac hydatid cysts (10). Hydatid cyst must be
involved in the differantial diagnosis of cardiac
cysts. Our case is special in its rare occuring
appearance of the left ventriculer apex and its pre-
sentation with symptoms of heart failure and atrial
fibrillation with high ventricular rate. Kaplan et al
presented a female case having both left vent-
riculer apical cyst and hepatic cyst. But the patient
was asymptomatic (11). We believe that the symp-
toms of our patient may be due to the high ventri-
cular rate atrial fibrillation rhythm, which may be
associated with hemodynamic changes induced by
such a large hydatic cyst. An alternative explana-
tion may be that the patient was asymptomatic and
a co-incident exacerbation in her obstructive lung
disease caused heart failure symptoms with high
ventricular rate response atrial fibrillation.

Image 1. 
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