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INTRODUCTION
The larval form of the Echinococcus granulosus causes 
cystic echinococcosis (1). The liver and the lungs are 
the most commonly affected organs (2). Echinococcosis 
can also be present in other organs although it is rare. 
According to World Health Organization (WHO) data, 
the incidence of cardiac echinococcosis is about 0.03% 
to 1.1% in all cases of Echinococcosis (3). Cardiac 
Echinococcosis (CE) is often caused by Echinococcus 
granulosus and there is no report about involvement of 
heart by alveolar echinococcosis. The clinical presentation 
of the Cardiac Echinococcosis can vary. The course of the 
disease is usually asymptomatic if there is no rupture. The 
involvement of the bone is rare (0.5–4%), and the typical 
presentation site is the vertebral body without disk space 
involvement in the form of multiloculated cysts (4).

We reported a case with sacral bone, cardiac, lung, and 
liver involvement. Clinical and radiological findings of this 
unique case are discussed.

CASE REPORT
A 16-year-old female patient was admitted to our hospital 
with the complaint of cough. She had undergone surgery 
due to hydatid cyst of the lung 7 years ago and right 
kidney 3 years ago. She had been given albendazole 
treatment 7 years ago, but she did not use her medication 
regularly. Non-contrast thoracic CT scan showed multiple 
parenchymal and subpleural nodular lesions with cystic 
density in both lungs (figure 1). A 60 * 30 mm bilobulated 
lesion was observed on the left side of the sacrum extending 
to retroperitoneal area causing bone destruction (figure 
2). In addition, a 35 * 20 mm cyst was observed in the 
right side of the anterior mediastinum, which was slightly 
compressing heart (figure 3). A 36*18 mm interconnected 
mass in the right ventricular cavity without tricuspid 
valve obstruction was observed in the echocardiographic 
examination of the patient that also observed on CT (figure 
3, 4). There were also multiple hypodense lesions with 
<15 mm diameter in all segments of the liver (figure 5). 
Also, no brain cyst was detected in the patient’s brain CT 
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excluding brain involvement. Since the cardiac cyst in the 
right ventricle had a risk of rupture, surgery was planned. 
A written informed consent had received from the family 
for surgery. After partial cystic wall excision, protoscolices 
and daughter cysts were extracted and the cystic wall was 
capitonated at the operation. The postoperative course 
of the patient was uneventful. There was no residual 
mass in the postoperative control echocardiography and 
control CT (figure 6). The family of the patient had given an 
informed consent for participation in this study.

Figure 1a-d. Unenhanced thorax CT 

On axial thoracic CT images at parenchymal window, there are 
multipl millimetric nodular lesions in parenchyma and subpleural 
areas at all lobes and segments (figure 1a-1d).  
Some of these nodules have millimetric cavitary areas (figure 
1a, figure 1c).  Radiodensity measurements of the lesions are 
compatible with cysts (figure 1a, figure 1d).

Figure 2a-b. Contrast enhanced abdominal CT 

On axial abdomen CT images at bone window, there is a 60 * 30 
mm bilobulated hypodense lesion on the left side of the sacrum 
extending to retroperitoneal area (figure 2a). 
This lesion causes bone destruction in the sacrum (figure 2b).

Figure 3a-b. Unenhenced thorax CT 

On axial thoracic CT images at mediastinal window, there is a 
35 *20   mm hypodense lesion in the right side of the anterior 
mediastinum (figure 3a), which is slightly compressing heart.
There is a 36*18 mm hypodense lesion in the right ventricular 
cavity (figure 3b). 
Radiodensity measurements of the lesions are compatible with 
cysts.

Figure 4. Contrast enhanced thorax CT 

On axial thoracic CT images at mediastinal window, there is a 
36*18 mm hypodense lesion in the right ventricular cavity.
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Figure 5a. Unenhanced abdominal CT b. Contrast enhanced 
abdominal CT  
On axial abdomen CT images, there are multiple hypodense 
lesions   with <15 mm diameter in all segments of the liver and 
some of them are calcific (figure 5a).
On axial abdomen CT images, there are multiple hypodense 
lesions with <15 mm diameter in all segments of the liver (figure 
5b).

Figure 6a-b. Contrast enhanced thorax CT

There is no any lesion in the right ventricule or anterior 
mediastinum after surgery on axial thoracic CT images at 
mediastinal window.

DISCUSSION
In all cyst hydatid with multiple system involvement 
cases, the most frequently affected site of the heart is 
the left ventricle (55–60%), followed by the right ventricle 
(10%), pericardium (7%), pulmonary artery (6%), left atrial 
appendage (6%), and interventricular septum (4%) (5). The 
right ventricular involvement was seen in our case, which 
is a rare form of cardiac echinococcosis.

For the diagnosis of cardiac echinococcosis, noninvasive 
imaging methods such as CT, MRI, and USG have a 
critical role (6). There is no routine blood test specific 
for echinococcosis; however, serology may be used as a 
first line test and plays an important role for the correct 
diagnosis of CE (7). The imaging feature of Echinococcus 
granulosus is a well-defined cystic or multicystic mass 
containing liquid or septa, some with calcification of the 
cyst wall, matrix, or both, mainly in the liver or lung (8). It is 
necessary to do CT scanning to find additional information 
on the accurate location of lesion and its relation to 
extracardiac structures, such as liver, lung, bone, muscle, 
and for detecting calcified cysts (9). In our case, cardiac 
cyst hydatid was detected on thorax CT, which was taken 
in consideration of lung involvement since the patient was 

presented with cough. 

Most cases of cardiac cystic echinococcosis were 
occurred on adult patients (8), while only 20 cases were in 
children (10). For the 20 reported cases in children, there 
were 9 cases of cardiac echinococcosis involving left 
ventricle. In those 20 cases, 7 cases were associated with 
extracardiac system involvement (10). In our case besides 
the cardiac involvement, there was also lung, liver, kidney 
and bone involvement. 

The main pathway of infection is hematogenous seeding by 
way of the coronary circulation when cardiac involvement 
is considered (11). The main site of cardiac involvement is 
the left ventricle due to the dominant left coronary artery. 

The larvae reach the right ventricle via the portal vein, 
inferior vena cava, and right atrium (12). In our case due 
to lesions in the liver, we think that the cyst in the right 
ventricle occurred with the transport of larvae form liver to 
right ventricle via inferior vena cava.

The growths of the cysts are slow, at a rate of 1 cm/year. 
Cardiac cysts need 1-5 years for maturation and they are 
encased in an adventitial pericystic coat (12). In our case 
the cardiac manifestation of the cyst was 7 years after the 
first diagnosis of lung involvement.

The characteristics of the right-sided cardiac hydatid cysts 
usually have some differences from the left-sided cysts. 
The left-sided cysts tend to grow subepicardial. Because 
of the tendency of intracavitary and subendocardial 
expansion of right-sided cysts, rupture is more frequent 
in the right ventricular cysts causing pulmonary embolus, 
anaphylaxis, or sudden death. If the rupture occurs into 
the pericardial cavity pericarditis, effusion, and cardiac 
tamponade can be seen (13). Because of all these risks, 
surgical treatment was planned for the cardiac cyst in our 
patient.

CONCLUSION
As a result, multiple system involvement should be kept 
in mind in the presence of hydatid cyst in countries where 
hydatid cysts are endemic like our country. CT-MRI should 
be performed especially in patients with liver involvement 
in terms of the possibility of cardiac cyst. Because of the 
possible complications in the presence of cardiac hydatid 
cyst, treatment should be surgery. 
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