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ABSTRACT: Hydatid cyst is caused by the larva of Echinococcus species characterized by slow 

growing cyst in visceral organs. The actual prevalence of hydatid disease in southern part of India is 

found more than usually interpreted. This paper presents a case report of 26 year old lady with 

myocardial hydatid cyst which was totally excised under cardiopulmonary bypass surgery. 

Anaesthesiologists has to be aware of and be ready to manage the challenges like anaphylaxis due to 

leakage of cyst fluid into the surrounding tissues. One should be pharmacologically and electrically 

(Cardioversion) well equipped to tackle arrythmias. Our most important anaesthetic goal was to 

maintain sinus rhythm, adequate cardiac output and perfusion pressure, during the entire 

perioperative period. Early diagnosis and intervention are crucial for successful management of the 

anaphylactic reactions. 
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INTRODUCTION: Hydatid cyst is due to Echinococcus species–Cestode Parasite. There are 

predominantly two species affecting the human population; Echinococcus granulosus and 

Echinococcus multilocularis causing Cystic Echinococcosis (Hydatid disease) and Alveolar 

Echinococcosis respectively. In India highest prevalence is reported from Andhra Pradesh and 

Tamilnadu.[1,2]  This cyclozoonotic disease continues to be the most vexing socioeconomic problem in 

many partsof the world.[3] Although the disease is eradicated in mostof the parts of the world, it still 

remains a serious endemic health problem in developing countries.[4,5] The exact percentage of site 

involvement varies and the exact incidence of unusual locations is difficult to ascertain as they are 

only reported as case reports. In 10% cases, hydatid disease arises in the viscera; mainly in the spleen 

(0.9–8%) and also in kidney, bone, heart muscles and peritoneal cavity (0.5–5%).[6] 

 

CASE HISTORY: A 26 year old female was referred to our facility because of complaints of chest pain 

and exertional dyspnea that had occurred over the course of the previous six months. Transthoracic 

echocardiography and CT chest revealed a large cystic mass in right ventricle measuring 5.5×4.0cm 

abutting the anterior wall of right ventricle (Figure 1). A general physical examination found nothing 

abnormal, and the patient had no cardiac murmers. Electrocardiography (ECG) showed sinus rythum 

with right bundle branch block, tachycardia (Figure 2) and ultra sound scan of whole abdomen 

showed no obvious sonological abnormality. Based on these findings, surgery was recommended. 

The patient was pre-medicated with inj. Pethidine 50mg and inj. Phenargan 25mg I.M one 

hour before the procedure. I.V lines secured and all monitors were connected. Base line readings 

were recorded.  

http://www.ijcasereportsandimages.com/archive/2012/006-2012-ijcri/001-06-2012-wani/ijcri-00106201211-wani-full-text.php#ref6
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Patient was pre-oxygenated with 100% oxygen for 5 min and was induced with inj. propofol 

after pre-medicating with inj. glycopyrrolate 0.2mg I.V, Inj. midazolam 2mg I.V, Inj. Fentanyl 150mcg 

to attenuate the pressor responses. Intubating dose of inj. Rocuronium 50mg I.V was given. After 

confirming adequate relaxation, intubation was performed with 7.5 no. cuffed portex endotracheal 

tube. Anaesthesia was maintained with 100% O2 and intermittent doses of Inj. Vecuronium and inj. 

Fentanyl. The patient underwent aortic arterial bicaval cannulation after a median sternotomy and a 

right ventriculotomy was performed after aortic cross clamping. The cystic mass was detected in the 

right ventricle which was slightly narrowing the right ventricular outlet tract (Figure 3). With a 

syringe, 50cc of fluid was aspirated from the cyst. The cyst wall and the vesicles were removed and 

ventriculotomy was then primarily closed (Figure 4). The perioperative and postoperative periods 

were problem free. The patient was on sinus rhythm and no blocks were observed. Albendazole 

treatment was given to decrease the risk of relapse. The patient was discharged on the post-operative 

seventh day without complications, but the albendazole treatment was continued for one month. 
 

 

 

 
 

 
 

 

Fig. 1: ECG showing RBBB and Tachycardia 

Fig. 2: CT chest and 2D ECHO showing right ventricular cyst 
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DISCUSSION: Cardiac hydatid cyst disease comprises 2% of all hydatid cyst cases. The most common 

localization is the left ventricle (55-60%),[7] with the right ventricle, left atrium, pulmonary artery, 

pericardium (7-8%),and interventricular septum (8%) being less commonly involved. The disease 

may be asymptomatic or may present with clinical findings owing to the number, localization, and 

size of the cysts. In hydatid cysts located in the interventricular septum, disturbances of rhythm and 

hemodynamics, atrioventricular block due to compression on conduction pathways, and right or left 

ventricular outlet tract obstruction may be seen.[8] In our case, the cyst was located in the right 

ventricle abutting the anterior wall of right ventricle and was slightly narrowing the right ventricular 

outlet tract. Cysts located in the left ventricle may cause T-wave changes and low QRS voltage. In our 

case, right bundle branch block was found via ECG. Angina, pulmonary hypertension, and cardiac 

valve dysfunctions have also been reported depending on the localization of the lesion. Complications 

such as anaphylaxis and pulmonary or systemic embolism may also be seen, and early diagnosis of 

the disease is vital for preventing their occurrence.[9] 

Fig. 3: View of cyst through right ventriculotomy 

Fig. 4: View of interventricular septum with cyst removed 
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In a patient diagnosed with cardiac hydatid cyst disease, the treatment of choice is surgery 

because of the risk of rupture and anaphylactic shock. Furthermore, the cyst could also rupture into 

the pericardial cavity and cause pericardial effusion and cardiac tamponade. 

In determining the most appropriate surgical technique, localization of the cyst is of great 

importance. Because of the difficulty in using the surgical approach for isolated ventricular cysts, the 

best method is excision with cardiopulmonary bypass (CPB). However, if the cyst ruptures, it 

potentially could cause lethal events such as embolism and anaphylactic shock.[10] We chose to 

perform the surgical excision under CPB after careful consideration. The postoperative ECG showed 

sinus rhythm, and the ejection fraction was 62%. 

In conclusion, hydatid cyst disease may be isolated in the heart and can cause various clinical 

scenarios depending on the localization and size of the lesions. We think that because of the risk of 

sudden death, the most effective treatment in cardiac hydatid cyst cases is surgery since the 

morbidity rates are low. Because rare cases of relapsing cardiac hydatid cyst disease have been 

reported, medical treatment following surgery is a must, and the cases should be followed up 

periodically with different imaging methods. 
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