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Abstract
Cardiac hydatid cyst is rare. Isolated hydatid pericardial involvement without involvement of heart
or other organs are extremely rare. Its clinical presentation is variable and it can have life threatening
complications.
We present a case of an isolated pericardial hydatid cyst, in a female patient, presented with chest
pain and removed surgically.
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Introduction
Cardiac hydatidosis is caused by the larval stage of Echinococcus granulosus. The most
common site of cardiac involvement is the left ventricle (60%), followed by right ventricle (15%),
interventricular septum (9%), left atrium (8%), and right atrium (4%) [1]. We report a case of an
isolated non-complicated pericardial hydatid cyst, presented with chest pain in a young female
patient, and treated surgically.

Case Presentation
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A 65-year-old woman, with no past-medical history, was admitted to the emergency department
for chest pain.
Heart and lung auscultation were without anomalies. Electrocardiograph revealed a sinus
rhythm, without myocardial ischemic signs. Chest X-ray showed an opacity measuring 5 cm of
diameter, whose external limit confused with the heart limit (Figure 1). Transthoracic twodimensional echocardiography demonstrated a large cystic mass near the ventricle apex with size of
37 mm × 28 mm, without compression of cardiac cavities and without pericardial effusion. Thoracic
and abdominal magnetic resonance imaging confirmed a pericardial cystic mass of the left cardiophrenic angle (Figures 2 and 3), without abdominal cystic location.
So, left posterolateral thoracotomy and total excision of pericardial cyst with partial
pericardiectomy were done.
Macroscopic intraoperative examination revealed a cystic formation, calcified, measuring 5
cm of diameter, near the heart apex. Histological and parasitological examination of the operative
specimen confirmed the hydatid nature of the cyst. The postoperative course was favorable, and the
patient received a medical therapy with albendazole.

Discussion
Echinococcosis or hydatidosis is a widely known zoonosis caused by Echinococcus granulosus.
Humans are accidental hosts of this parasite after ingestion of the parasite eggs or scolex. It mainly
involves liver (65%) and lungs (25%) with rare cardiac involvement even in endemic areas [1].
Cardiac involvement is mainly seen in the left ventricle. Pericardial involvement is seen in only
2% to 10% of total cardiac hydatid cases [2]. Salati et al. [3] found that in 18 year period, isolated
cysts in pericardium is only 11 (1.4%) of 783 cases of cardiothoracic hydatid cysts. The patient may
be asymptomatic for a long period or may present with atypical chest pain, precordialgia, angina
mimicking coronary syndromes, dyspnea, cough, fever or weakness [4]. Clinical symptoms depend
on the size, location, number of cysts and presence of any complications [5]. Chest radiograph
may shows cardiomegaly with and without deformation of the cardiac shadow, determines
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The recommended management once diagnosis established is
surgical excision of the cyst because of the possibility of these severe
complications, even in asymptomatic patients [11,12].

Conclusion
Pericardial hydatidosis without cardiac involvement is extremely
rare, whose diagnosis is difficult because of the absence of specific
clinical signs. Early diagnosis and treatment of this disease is of
great importance in order to avoid the frequent fatal complications.
Imaging is the gold standard for the diagnosis especially CT, MRI,
and echocardiography. Surgical resection is the treatment of choice in
the management of this disease even if the patients are asymptomatic.

Figure 1: Hydric mediastinal opacity with external limit confused with the
heart limit (arrow).
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