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Abstract

Case Report

Hydatid disease remains a serious health problem for the Mediterranean countries, such as Morocco. Living in a rural
area is an important risk factor for the disease. Hydatid cysts are usually located in the liver, lung, and brain.
Mediastinal hydatid disease is very rare that have been only anecdotally in the literature. The pathogenesis is due to
the accidental infestation of a human by a dog’s dejections which contained the Taenia Echinococcus granulosus. We
report a case of primary mediastinal hydatic cyst localization simulating an acute coronary syndrome.
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INTRODUCTION

Hydatid disease is primarily an illness of
residents in rural areas who frequently come into
contact with carnivores, sheep, and cows. Human
hydatid disease caused by the larval form of
Echinococcus granulosus has a worldwide distribution
and is endemic in many countries at the Mediterranean
region, the Middle and Far East, and South America [1,
2]. Morocco is also an endemic area to be studied for
hydatid disease [1, 3-5]. Hydatid cyst (HC) has a
predilection to locate in liver, lungs, and brain.
Although many uncommon locations have been
reported, the disease is rarely present in the
mediastinum and poses diagnostic and therapeutic
problems [5, 6].

We describe a unique case of a young man
with mediastinal hydatic cyst localization.

CASE REPORT

A 48 year-old man patient was admitted to the
emergency department with complaints of cough and
chest pain spreading to the back and which progressed
since a week of recent worsening 12 hours before
admission. He had no history of hypertension, diabetes

mellitus or smoking. His medical and family history
revealed no typical symptoms, except living in a rural
area. His physical examination was non-specific. His
electrocardiogram (ECG) showed an ST depression in
inferior with no conduction disorders. The laboratory
examination showed that Cardiac troponins were high
with negative Kkinetics, C-reactive protein level was 62
mg/L (normal range: 0- 5 mg/l).The rest of basic
metabolic panel, were normal. Chest radiography
showed rounded and homogeneous left basithoracic
opacity  (Fig-1). Transthoracic  echocardiography
performed in the emergency department showed a large
complex cystic retrocardiac mass, which initially was
thought to represent a loculated pleural effusion.

A computed tomography (CT) showed, at the
posterior mediastinum, a liquid formation with well
limited contours and regular thin wall containing within
cubicles separated by septa, in intimate contact with the
descending aorta. After injection of contrast material,
the wall and septa were discreetly enhanced (Fig-2). We
noted the absence of HC intraparenchymal. An
abdominal ultrasound was normal. A complete blood
cell count showed showed a leukocytosis of 15450
cellsyfmm with a positif hydatid serology tests.
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Fig-1: Chest X-ray showing rounded and homogeneous left basithoracic opacity

Fig-2: Chest computed tomography after injection of contrast, objectifying a liquid formation in the posterior mediastinum with regular
contours and fine wall discreetly enhancing by the contrast, and showing the close relationship between the cyst and the aorta

DISCUSSION

Hydatid disease is a parasitic disease
secondary to the development of the larval form of
Echinococcus granulosus. Humans can be accidentally
infested by ingesting food contaminated with parasite
eggs or by direct contact with a sick dog. On entering
the intestines of humans, the parasite gains further entry
to locate itself in the liver or lung, and its passage into
the systemic circulation is responsible for its location in
diverse locations [5, 7]. These two organs are a blood
filter for the dissemination of the parasite, thus
explaining the rarity of hydatid in all other locations [5,
8]. Unlike the very frequent pulmonary parenchymal
localizations in the endemic area, in particular in
children [9, 10], the primary mediastinal localization of
hydatid cyst is among the rarest. It represents 0.1% of
all localizations and 1% of thoracic localizations [9, 11-
13].

The pathogenesis of mediastinal localization of
HC remains controversial [5, 7, 9]. Some findings argue
in favor of the hypothesis of fissuring an hydatid liver
or lung into the systemic circulation, allowing the
parasite to settle in the mediastinum [1, 5]. Mediastinal
localization could also come from transdiaphragmatic

dissemination or via lymphatic abdominal hydatidosis

[5].

Hydatic cyst of the mediastinum is often
revealed by chest pain and signs of mediastinal
compression, these symptoms vary according to the size
of the lesions, the growth rate, and the location. In a
study including 27 cases with mediastinal masses, 49%
had chest pain, 37% had dyspnea, 11% had a cough,
and 3% had superior vena cava syndrome [8, 14]. In
addition to compression symptoms experienced by
patients with mediastinal hydatid cysts, there may also
be discovered by a complication as an embolism or
anaphylaxis due to the rupture of the cyst in the bronchi
or vessels; spread or infection of the ruptured cyst; cord
compression due to intraspinal spread; and costal,
vertebral, and chest wall erosions [1, 5, 6]. Imaging
plays a vital role in the diagnosis and staging of lesions.
Chest radiography oriented the diagnosis by showing a
mediastinal water tone, often rounded or oval. Thoracic
ultrasound allows confirmation of the diagnosis when
the lesion is accessible. Thoracic ultrasound also reveals
the fluid character of the opacity and, in many cases, the
proligerous membrane, pathognomonic of HC [5, 9], it
also clarifies the univesicular or multivesicular structure
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characteristic of HC The thoracic. In the majority of
cases, a chest CT can confirm the diagnosis by
objectifying a mass of fluid density, often very limited,
unmodified by the injection of contrast, however,
contrast uptake by a pericyst can be observed [8, 9].
The cyst may also include thin walls testifying to its
multivesicular character. The presence of peripheral
calcifications supports diagnosis. A predilection for the
posterior compartment of the mediastinum has been
reported in the literature [8, 11].

Magnetic resonance imaging (MRI) is
indicated in cases of intolerance to iodine or pregnant
women. These different ways of cross-sectional
imaging (ultrasound, CT, MRI) allow, in most cases,
mediastinal hydatid cystic masses to be differentiated
from other mediastinal cystic masses, such as enteric
cyst, cystic lymphangioma, pleuropericardial cyst and
bronchogenic cyst. Although these tests may lead to an
accurate diagnosis, this is rather atypical for
mediastinum located hydatid cysts, and the diagnosis is
usually made postoperatively [8]. Hydatid serology is
the only biologic aid to preoperative diagnosis. Its
negativity does not exclude the diagnosis, but poses a
diagnostic and therapeutic problem [1, 5]. The
hemagglutination, bentonite flocculation and latex
agglutination tests are the procedures of choice at
present. The fluorescent antibody test shows much
promise, but requires further evaluation [5, 6].

Surgical treatment of mediastinal HC is
essential. It consists of a cystectomy associated with
total or partial pericystectomy. The surgical approach is
according to cases, a posterolateral thoracotomy,
anterolateral thoracotomy or median sternotomy [1, 9,
11]. The postoperative course is classically simple with
no mortality [1, 9]. No cases of recurrence have been
described. The value of medical treatment based on
albendazole remains controversial.

CONCLUSION

The mediastinum is an atypical location of
hydatid cyst, rare even in endemic countries, must be
considered in the differential diagnosis of cystic masses
of the mediastinum, especially in endemic countries
diagnosis is based on radiography, biology (hydatid
serology) and histology study.
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