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Cardiac hydatid C¥st can mimic myocardial infarction
De At Gith ATLAW): MBIChil3. DM, CABM: MERCP part 177

introduction

Hydatid discuse or echinococensis fs 4 syslemic zoonosis. The word *hydatid® is of
Grcek origin and lwerally means g “witery vesicle’ L ‘The commonest sites alTecred m
children are the lungs and the ver '™ Cysts have also been reported in the brain, ave.

spleen. bones. genitourinary tract, heart, endocrine glands and subcutancous lissues '

Pathopiysinlom

G the 4 known specics of Echinoeoceus. 3 are of medical importance in humans,
These are Echinoencens gramdosus, causing cystic echinococeosis (C: i Echinococcs
ninltiloculoris. causing alveolar echinococoosis (AE) and Eehinococeus vaedd, 1.
hatilosi is the most comimon of the theee. & multifoeniaris is rare but is the maos:
virnlent, and £ vogeli is the rarest The adult form (s § mm long, hermaphroditic wpe
worm which infests the small intestine of CAPNIVOrOUS animals, wpically dogs. foxes,
coyates, und in the case of E. multilocalaris. small rodents. Lpgs are shed in the leces of
these animals and are seeldenrally consumed by Eraving unimuls such ag cows, sheep,
butfulo. zebras. moose und earibou, In the duodenum, cnzymatic digestion of the
citpstiell releases embryvanic forms wiieh then pass theousgh the mueosa of de snall
intestine and enter (he portal cireulation, Onee filteped by the liver o lung, the embryo
translorms in 1o 8 miceoscopic, lurval stage. the prowscolex or seolex, which is capable
ol multiplying asexvally within the affecied oraan, Man is an weeidental, intermediare
host because it represents a terminal event for the parasite. The luval form of
cchinococcus can invade any organ syslem. anit the diswibwion of infection is limited
only by blood flow and filleration. Thus. hyvdatid cysts can occur in the liver in
approximally 65% 10 75% ol cases. 25% are lownd in the lungs, and 3% 1o 109,
distribuee along the peripheral arierial svetem ' %o po place is immune wpeains hvdatie
C¥SL exceptl hair and najls. Cardige hydatid cysts are rare and represent 0.3-2% of all
vises, Cardiae localization of vdatid evsts usually oceurs in adults Y The gvsts e
composed of a 1wo-layer laminated wall, an inner germnimative membrane, and an outer
adventitin. The two membranes are m close contaet with cach other b are not linked.
I'he fluid in the hvdatid evst has a hi eh pressure of approximarely 300 ml of warey and Is
wOlorless, apalescen) and slightly alkuline, Inside the main hwdatid vesicle, daughrer CVsLs
are usuvally found '™’
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Treatment

Surgery remams the primary treatment and the only hope for complewe cure.
{Chemotherapy is indicated in inoperable cases (due to location er medical condition).
o or more organ involvement or disseminated hvdatid disease. multiple, recurrent or
maccessable hydatid liver cvstssspontaneous intraperitoncal or intrathoracic rupture.

acctdental  contamination of the peritoncum with cvst coments durmng  operative
il

cystectomy

Cheémotherapeutic  agems:  Two  benzimidazoles  wre used,  albendazole  and
mehendazole. Albendazole is administered in several |-month oral doses (10-15
mg/ke/d) separated by 14-day intervals, New data for continuous regtment are emerging
from China, The optimal period of treatment ranges from 3-6 months, with no further
increase in the incidence of adverse etiecrs if this period is prolonged. Mehendazoie 15
also administered Tor 3-6 months orally in dosages of 40-50 mpdkeed. Limiwed data are
available on the weekly use of praziquantel, an isoquinoline derivative, at a dose of U
ma/kgwh. especially in cases in which intraoperative spillage has occurred' ™
RITSENTRIY

A 23evewr old male was brought e mighl oo emergency room i May 2003
complaining of chest pain with svncopal attack. The condition started 1 hour hefore
admission with chest pain which is non specific in nature associated with sweating,
pallor and syncopy. Nothing ol signilicance in the past history apart from previous
history of hvdatid cvst surgery 3 vears ago, No family history of premature LH.ID or
sutden death. His B.P at time of reception wus 50/30, The patient was seen by SLO
who ordercd urgent random Blood sugar (was normal) and 1LC.Gowhich showed a -
wave, ST-segment elevation and (hyvper acute) T-wave in lead I, AVL and large T- wane
in all other leads.Resuscitation was done by hvdrocortisone injection 300me hodus dose,
dopamine infusion and IV fuid. Then e was admined o the COL [his grand father
wis pdmitted one day peo as g case of acute inferior M. in the same C.C .U The 5 H.G
managed the case as acute M.1 and gave him nitrolyceride tablet. isosorbide dinitridie.
LAMWH. (Delw parine), aspivin, pain killer, dopamime imfusion in addition w v fluid (he
resuined a normotensive level on admission o the C.C.1LYL  In the next mormmge, the
patient lies comfortable in his bed complaining of mild chest pain. his BP was 11007 70,
pulse rate was regular B0/ min, On ausculiation, lowd S1, 82, no added sound. no
murmur, Chest was clear, There was nothing abnormal on clinical examination. except
abdominal scar of previous surgery of H.evst ol the liver.
investigutions
inciuding C.B.C. E.S.R, B.UN, F.B.5. lipid profile. creatinin kinase (C.K). 1.H.D were
normal. Ultra sound of abdomen showed 2 hydulid cysts, one in each lobe.
L.C.G on next day showed the same changes of previous night (no evolution), Fig.d3 1.
.G R. showed abnormal contiguration of cardiac silhouvette (bulging lefl cardiac
norder), Fig. (47 arrow,
Echo. showed ruptured hydatid evst attached 1o L.V anterior wall with protrusion o L.V
cavity, Fig.t 1.2 ).
C. 1 sean was done and confirmed the diagnosis. All the previous medications were
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stopped and replaced by hydrocortisone vial (1 D0mg) 6 hourly, cefatrioxon 2g. / day, Y
fluid and amiodarone as prophylactic for archythmia. He was doing well and then he was
referred tor cardio surgical hospital where the surgery was postponed because facilitics
problem due to country circumstances and looting of hospitals. Albendazol 400mg./day
was given  waiting for surgery. On September, 2004, he came hack for follow up, he
stoped his medication on himself atter one week of treatment. The ECG and CXR show
the same changes. His Fchocardiogram shows a new small hydatid cyst attached to the
lefi side of the interventricular septum, in addition to the previous cyst. Fig, (3. 6 )
arraws, Albendazole 400 mg twice daily was given waiting for surgery.

Fig(1) Fig(2)

Figi3)
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ther related cases

1. A-35-year- old female referred to echo siudy because of systolic murmur ,echo show

mitral valve prolapse. with hydatid cvst located on inferior surface of the left ventricle
near the papillary muscle.

2. A-25-vear old male came to the C.C.U with severe palpitation, his E.C.G
showed ventricular tacchyeardiahe had history of reccurent attacks of
palpitation and admison to C.C.Uafter electrical cardioversion,his echo —
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study show ILeyst of the right ventricle,

3. A-30-year old man was admitled to the C.C.U die to sudden collapse while he was
working in his farm, his B/P was 70/30 ressucitation was.done by I v fluid, his EC.G
showed wide spread T- wave inversion from VI-VEon next morning  the patien
developed dimrhia and maculo-papular rash with low B.P his cardiac cnzymes and
other investigations were notmal.apart from peripheral blood oesinophiliahe had
history of previous pericardial effusion twa years ago [or which urgent paracentesis
wis done and anti-1.8, therpy was prescribed  for presumplive diagnosis of T.D.
effusion analysis of Muid according 1o discharge summuary card, showed oesinophilia
and high protein normal lymphocyie count. Echo was done and showed two TL.eysty
i the L.V.

Tapping of u pericardial effusion due to hydatid discase can further ageravale the
effusion since wpping is known to reactivate the pericardial inflammation' ",

4o A-30-vear old man brought dead no any history ol eardiae problem, post-mortem
study show ruptured H.cyst of L.V no other cause death was detected.

Discussion

Hydatid discase of the heart is a very rare condition it can mimic or cause many
cardiac  problems, like acute myocardial  inlurction, pericarditis pericardial ¢lTusion,
mitral valve prolapse,or any conduction defeets and ventricular Fupture '

L ean mimic acute M. by the following:

1. Chest pain which is usunlly recurrent and non specifie in nature however it could be
retrostern)

2. Fainting or syneopul sttacks caused by mechunical inerference with cardiac function.
by taehyarchythmias or by conduction disturbances.

Ao [lypotension: i eould be due to leaking the cyst content which might cause
anaphylactic shock (with E.C.G changes might misd iagnosed as cardiogenic shock)
which is potentially tatal . I'he hypotension could be due to arrhyihmias, conduction
disturbances or mechanical inmerlerence.,

4. Arrhythmias:  any type of arthythmias or conducting disorder can oceur, the most
serious is ventricular tachyeardia or veniricular fibrillation.

3. Sudden death may occur due to ruptured H.cyst of the heart with anaphylaxis or latal
arrhythmias,

6. £.C.G Changes: usually show Q-wave with §1-elevation without evolution this point
15 very important in differentiation from acute M. Towave sbnormalitics might show
prominent or inverted T-wave mimic subendocardial M.1L

7, Cardiac enzymes: usually normal. however they could be elevated which create
further conlusion with the diagnosis of 1 cute M.
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