
Herz 2014 · 39:287–290
DOI 10.1007/s00059-013-3827-x
Received: 29 March 2013
Accepted: 31 March 2013
Published online: 23 May 2013
© Urban & Vogel 2013

O. Turak1 · F. Özcan1 · E. Sökmen1 · A. İşleyen1 · R.S. Ökten2 · O. Tüfekçioğlu1 · 
C.L. Birincioğlu3

1 Department of Cardiology, Türkiye Yüksek Ihtisas Education and Research Hospital, Sıhhiye, Ankara
2 Department of Radiology, Türkiye Yüksek Ihtisas Education and Research Hospital,  Ankara
3 Department of Cardiovascular Surgery, Türkiye Yüksek Ihtisas Education and Research Hospital, Ankara

Syncope as the 
primary manifestation 
of hydatid cyst
Report of two cases with different etiologies

Hydatid disease (HD) is a zoonosis re-
sulting from parasitic infestation in 
which the larvae of various nematodes 
develop into cysts [1]. The disease seems 
to be under control in many countries; 
however, because of the importation of 
animals, traveling, and immigration from 
endemic regions, a number of sporadic 
cases can still be encountered even in the 
countries where control measures are ef-
fective [2, 3]. Clinical manifestations are 
highly variable and symptoms are often 
related to the location and the size of the 
cysts [1, 4]. HD generally progresses si-
lently and can have dangerous complica-
tions [1, 4]. Syncope as the primary man-
ifestation of HD is a very rare condition. 
Herein, we describe two patients with 
cardiac and pleural HD who were admit-
ted to hospital with syncope.

Case 1

A 51-year-old man complaining of recur-
rent syncope was referred to our institute. 
Physical examination, blood tests, elec-

trocardiography, head-up tilt table test, 
and 24-h Holter monitoring did not show 
any pathological finding. A comprehen-
sive neurological examination was non-
specific. Cranial computed tomography 
(CT) revealed no abnormality. Transtho-
racic echocardiography depicted a multi-
locular cystic lesion in the apex of the left 
ventricle; cysts were round and had a well-
defined, double-layered wall (. Fig. 1a, 
Video 1). These echocardiographic find-
ings were compatible with active cardi-
ac echinococcosis [1]; however, serolog-
ic tests for Echinococcus granulosus were 
found to be negative, and thoracic and 
abdominal imaging did not reveal any ex-
tracardiac hydatid involvement. Dynam-

ic cardiac CT confirmed the diagnosis of 
multilocular hydatid cyst in the left ven-
tricular apex, obstructing almost one half 
of the true ventricular cavity (. Fig. 1b). 
Oral albendazole therapy was initiated 
before surgery in an attempt to lessen the 
risk of secondary dissemination through 
cyst rupture or spillage of cyst fluid, and 
to reduce the likelihood of postoperative 
recurrence. Surgical and parasitological 
findings confirmed the diagnosis of car-
diac echinococcosis. With an uneventful 
postoperative period, the patient was dis-
charged from hospital without any symp-
toms. Moreover, the outpatient follow-up 
over 18 months revealed no new synco-
pal attack.
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Fig. 1 8 a Transthoracic echocardiography showing a huge cystic lesion significantly obliterating the 
left ventricular cavity. LV left ventricle, LA left atrium, RA right atrium. See also Video 1 online. b Cardiac 
computed tomography demonstrates the cystic lesion obstructing nearly one half of the left ventricu-
lar cavity. LV left ventricle
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Case 2

A 46-year-old woman was admitted to 
our hospital following a syncopal episode. 
The accompanying persons disclosed that 
the patient had experienced three synco-
pal attacks in the previous 1 month. She 
had history of surgery for hepatic and 
pulmonary HD. Physical examination, 
electrocardiography, routine laborato-
ry tests, head-up tilt table test, and 24-
h Holter monitoring revealed no abnor-
mality. The patient’s comprehensive neu-
rological examination results and crani-
al CT scans were normal. Transthoracic 
echocardiography revealed an echo-free 
cystic structure behind the right atrium 
on apical four-chamber view (. Fig. 2a). 
Thoracic CT depicted a large multiseptat-
ed, thick-walled cystic lesion (7×7 cm) lo-
cated in the right cardiophrenic pleural 
space (. Fig. 2b) compressing the right 
atrium (. Fig. 2c). Liver involvement 
was also documented on the abdominal 
CT slices. Serologic tests for Echinococ-
cus granulosus were found to be negative. 
An albendazole regimen was initiated and 
continued for a 7-day period before the 
planned surgical intervention. Macro-
scopic and histopathological evaluation 
of the cystic material confirmed the di-
agnosis of HD. Furthermore, the patient 
was free of any new syncopal attack dur-
ing the 16-month follow-up period.

Discussion

Cystic echinococcosis is a human para-
sitic infestation that is caused by the lar-
vae of the cestode Echinococcus granu-
losus [1]. Hydatid cysts preferentially in-
volve the liver; however, any organ may 
be affected via the portal or systemic cir-
culation [5, 6]. Cardiac or pleural involve-
ment is very rare even in endemic coun-
tries [1, 4]. Cardiac echinococcosis repre-
sents only 0.5–2% of all HD cases even in 
the regions where the disease risk is par-
ticularly high and the prognosis is grave 
[1, 7]. The parasites reach the heart by 
way of the coronary circulation and set-
tle most commonly in the left ventricle, 
moving subsequently into the interven-
tricular septum, right ventricle, atrium, 
and the pericardium [7, 6]. Clinical signs 
of cardiac echinococcosis depend on 

the location and the size of the cyst [8]. 
Chest discomfort, palpitations, and dys-
pnea are the most common presentations, 
and may be associated with a number of 
serious life-threatening complications [1, 
9]. Pleural involvement usually develops 
secondary to rupture of the pulmonary or 
hepatic cysts into the pleural space, thus 
leading to secondary pleural hydatidosis 
[10]. Three types of secondary pleural hy-
datidosis have been defined: pleural hy-
datid graft, pleural granulomatosis, and 
hydatidothorax [10, 11]. Our case repre-
sents the first type, and this type most-
ly remains asymptomatic or is associated 
with atypical symptoms, such as dyspnea 
and cough [11]; however, cardiac symp-
toms in this type are extremely uncom-
mon.

Syncope as the first clinical manifesta-
tion of HD is a very rare clinical condi-
tion. As such, the literature contains only 
a scarce number of case reports. The ma-
jority of these cases presenting with syn-
cope were patients with cardiac echino-
coccosis in whom the syncopal episodes 
had been triggered by various mecha-
nisms, such as complete atrioventricular 
block [12], several rhythm disturbances 
[8, 13], severe mitral insufficiency [14] and 
obstruction of the left ventricular outflow 
tract [15]. Our first patient presented with 
syncope because of a voluminous cyst sig-
nificantly obliterating the left ventricular 
cavity. The second patient, the case with 
pleural hydatidosis, presented with synco-
pe due to significant right atrial impinge-
ment that ultimately led to insufficient 
right atrial and hence right ventricular 
fillings. To the best of our knowledge, this 
localization of a hydatid cyst has not been 
reported to date as a cause of syncope.

Hydatid cyst should be considered in 
the differential diagnosis of a mass le-
sion within or around the cardiac cham-
bers. A voluminous cyst can produce car-
diac symptoms and signs by impinging on 
the structures in the vicinity or by oblit-
erating the cardiac chambers. Early diag-
nosis is of paramount importance, since 
the risk of rupture of the cyst is high, and 
an imminent rupture may result in po-
tentially life-threatening complications 
[6, 15]. Therefore, bedside echocardio-
graphic examination is a useful imaging 
method for the rare differential diagnoses 

of syncope where quick decision is man-
datory for a surgical intervention. Surgi-
cal resection followed by an appropriate 
medical therapy is the best treatment with 
favorable results [6, 15]. In patients with 
HD, positive hydatid serology test result 
has a diagnostic value, whereas a nega-
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Abstract
Hydatid disease is a parasitic infestation that 
is caused by the larvae of the tapeworm 
Echinococcus granulosus. Clinical manifes-
tations are extremely variable and related to 
the location and the size of the cysts. Synco-
pe as the first clinical presentation of hyda-
tid cyst is a very rare condition. Herein, we re-
port two cases of patients with cardiac and 
pleural hydatid cysts who had syncope as the 
initial symptom.
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Synkope als Erstmanifestation 
einer Echinokokkose. 
Darstellung zweier Fälle mit 
unterschiedlicher Ätiologie

Zusammenfassung
Die Echinokokkose stellte einen Parasiten-
befall dar, der durch Larven des Bandwurms 
Echinococcus granulosus verursacht wird. 
Die klinische Manifestation kann sehr stark 
variieren und ist abhängig von der Lokalisa-
tion und der Zystengröße. Eine Synkope als 
erstes klinisches Symptom einer Echinokok-
kuszyste ist äußerst selten. Im vorliegenden 
Beitrag werden 2 Fälle mit einer kardialen 
bzw. einer pleuralen Echinokokkuszyste dar-
gestellt, in denen die Vorstellung beim  
Arzt wegen einer Synkope als Erstsymptom 
erfolgt war.

Schlüsselwörter
Echinokokkuszysten · Synko-
pe · Echinococcus granulosus · 
Kardiale Echinokokkuszyste · Pleurale 
Echinokokkuszyste
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tive serology result is deemed insufficient 
to exclude the diagnosis [16]. The serum 
samples from our two patients were neg-
ative for anti-echinococcus granulosus 
antibody by ELISA test and echinococ-
cus hemagglutination test. Therefore, this 
disease should be included in the differ-
ential diagnosis of every patient with syn-
copal attack who has come from relevant 
endemic areas and in whom imaging mo-
dalities have documented cyst-like mass 
lesions around the cardiac chambers, even 
in the absence of a positive parasitic serol-
ogy result.

Conclusion

Although HD seems be under control in 
Europe, changes in the economic and 
politic sphere in the last decade have re-
sulted in uneventful progress in pub-
lic health policies in many countries [2, 
3]. Europe is a region with continuous 
growth in immigration, especially from 
more endemic areas [2, 3]. Therefore, pa-
tients with atypical cardiac symptoms 
coming from highly endemic areas must 
also be evaluated for HD.
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Fig. 2 8 a Transthoracic echocardiography showing an echo-free cystic structure behind the right atrium. LA left atrium, RA 
right atrium. b Thoracic CT showing a large multiseptated cystic lesion located in the right cardiophrenic pleural space. RA 
right atrium. c Thoracic CT showing significantly compressed right atrium by the cystic lesion. RA right atrium
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