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Introduction

ydatid disease with cysts caused by

the tape worm Echinococcus

granulosus, is endemic in cattle-
raising areas of the world including
Middle East. The parasite usually
settles and forms cyst in liver and lung
with a frequency of 60% and 20-30%
respectively'.
Cardiac involvement 1is infrequent
accounting for 0.2 to 2%". It is caused
by the invasion to the myocardium via
coronary arteries and may be either
confined solely to the heart or
associated with involvement of other
organs’. The left ventricular wall is the
most  frequent  site, but the
interventricular septum, right ventricle,
and left or right atrium may also be
involved*. Major complications of
cardiac hydatid disease result from
rupture of the cyst either into the heart
or pericardium and death may occur
subsequent to an anaphylactic shock,
cardiac tamponade, and systemic or
pulmonary embolization. When
echinococcosis is diagnosed, surgery is
the treatment of choice for even
asymptomatic cases due to the risk for
cystic rupture’.

Case Report

A 40-year-old female from Amara
province presented with  vague
recurrent retrosternal chest pain and
occasional palpitation. She had no
previous history of heart disease or
rheumatic  fever. Cardiovascular,
abdominal, chest and CNS examination
revealed no abnormal findings. Her

electrocardiogram showed T wave
inversion in anterior chest lead for
which she was prescribed antianginal
drugs in Amara but with no response.
Her chest x-ray, haematological and
biochemical tests were normal.
Transthoracic two-dimensional echo-
cardiography showed a big 3.70cm x
2.25 cystic mass occupying 1/3 of left
ventricular cavity with a thick capsule
occupying mostly the apical cavity.
Tissue mode revealed no velocity of
flow inside the cyst.

The patient underwent surgery through
median sternotomy in Baghdad Cardiac
surgical center. Standard cardio-
pulmonary bypass techniques were
used with moderate hypothermic and
cardioplegic arrest.

The patient was discharged on the 7th
post operative day and treated with
albendazole 400 mg. B.d.

At two months follow up, the patient
was asymptomatic. Two dimensional
transthoracic echocardiography showed
no signs of cystic formation.,

Discussion

Cardiac hydatid disease is vary rare.
Occurring in 0.2-2% of patient with
hydatid disease. Cardiac hydatid cysts
develop in many parts of the heart such
as left wventricle (55-75%), right
ventricle (13-18%) interventricular
septum (5-13%), right atrium (2-4%)
and left atrium (8%)"’. Several
hypothesis have been proposed for the
predilection for left ventricular
location, including dominance of the
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left coronary artery, better conditions
of the left ventricular myocardial mass
for parasitic development and different
pressure regimens'. Although hydatid
cysts are more frequently located in the
left ventricle, right ventricular hydatid
cysts have a higher propensity to
ruptureg.

Cardiac infestation can be
asymptomatic or may present with
clinical findings depending upon the
size, location, and number of cysts,
mild, recurrent, non specific chest pain
is the most common complaint'’.

The diagnosis of a cardiac cyst is
probable in patient with history of
echinococcosis in another organ. In the
absence of any diagnostic sign, routine
investigations by specific cardiac
imaging procedures are necessary.
Electrocardiographic abnormalities are
non specific such as T-wave inversion,
ST-depression, premature ventricular
beats, incomplete or complete bundle
brunch block, and superaventricular
tacchycardia are present in more than
80% of patients'".

The serologic diagnosis is not reliable,
although it has a high specificity, but
sensitivity is low in patients with intact
cysts as the concentration of the
antibody in the serum is very low until
the cyst leaks'".

Two-dimensional echocardiograph is
the best diagnostic procedure. On
echocardiography, a unilocular cyst
with well-defined margins and internal
trabeculation corresponding to
daughter cyst is diagnostic of a hydatid
cyst. Movement of cyst contents

(hydatid sand) seen on changing the
patients posture was considered to be
characteristic of hydatid cysts'”.
Transesophageal echocardiography
provides details of the cyst".
Computed tomography and magnetic
resonance imaging may provide
valuable information. Recently 67 Ga
scintigraphy has been used to detect the
lesion of Echinococcosis multiloculasis
infection'*.

Surgical excision is the definitive
method of treatment for cardiac hydatid
cysts, even for asymptomatic patients
in order to prevent rupture. However,
surgical intervention may result in
serious complications'”.

Medical treatment with Albendazole
results in disappearance of extracardiac
hydatid cyst in up to 48% and
reduction in size in 24%. However, the
specific ~efficacy of Albendazole
against cardiac hydatid cysts has not
been established. Antihelmintics have
been recommended in inoperable cases
or as adjuvant therapy'® when there is
risk for dissemination.

Albendazole is a benzidimizole and
most promising agent for the treatment
of echinococcosis at present. The
recommended standard therapeutic
reginen is 4 or 5 cycles of 10
mg/kg/day for 30 days with rest period
of 2 weeks between cycles. Most of the
cysticidal activity of Albendazole
seems to occur within 2-3 months of
treatment and if the cyst does not
regress after two months of treatment

further treatment is unlikely to help'”'®.
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Preoperative picture
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