Mediterranean Journals
Advances in Thoracic Diseases
2021, Volume 3, ID 495

DOI: 10.15342/atd.2021.495

CASE REPORT

A Rare Case of Primary Posterior Mediastinal
Hydatid Cyst with False Aortic Aneurysm
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ABSTRACT : Hydatid cystic disease caused by the parasite Echinococcus granulosus is one of the major
health problems in underdeveloped countries. Mediastinal localization is very rare. We report a rare case of
hydatid disease in the posterior mediastinum with an enormous aorta defect. The patient underwent

vascular graft placement without shunting or bypass.
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INTRODUCTION

Human hydatid disease caused by the larval from
Echinococcus  granulosus has a worldwide
distribution and is endemic in our countries [1].
Liver and lung are the most common sites of
infection, but the cyst is seen elsewhere in the body
[2]. Mediastinal localization is very rare and the
association with false aortic aneurysm is extremely
rare [1,3]. This association poses diagnostic,
anesthetic and surgical challenges, as it was in our
reported case.

CASE PRESENTATION

A 28-year-old man was admitted to the hospital
because of the continuous, moderate, and fixed pain
for months in the left subcostal arch. The patient was
in good general state, visual examination of the chest
showed a left base thoracic distention. All other
system examination appeared normal with no
cardiovascular or respiratory abnormalities noted.
Thoracic computed tomography revealed a
multicystic lesion on the posterior mediastinum

extended from T4 to the level of the diaphragmatic
hiatus with erosion aspect at the anterior part of T4,
T5 and T6 vertebras with important deformity of the
spine, the lesion was seen to encompass the
descending aorta and a false aneurysm with
dimension of 4.2 cm x 3.7 cm was detected on
medial portion of the lesion, there was neither lung,
nor abdominal cyst, and no pleural effusion.
Adamkiewicz artery (AKA) wasn’t detected. (Figure
1).

A thoraco-phreno-laparotomy was performed
through the seventh left intercostal space, which
provided an excellent surgical view. The incision
was made from the vertebral border of the scapula to
the umbilic along the intercostal space, costal margin
was transected. The retroperitoneal region was
accessed after dividing obliqgue muscles, the left
dome of the diaphragm was partially divided. Intact
peritoneum with all contents has reflected the right.
An enormous mass of posterior mediastinum
beginning 4cm distal from the left subclavian artery
and extending down to the diaphragmatic level was
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identified (figure 2). Some adherences with the lung
were released and then a puncture of the mass is
performed but has nothing reduced. The aorta was
cross-clamped below the origin of the left subclavian
artery; the distal portion was cross clamped
immediately above the celiac artery through a
retroperitoneal approach, the mass was then opened
carefully. It’s consisting of multiple hydatid vesicles
and thrombotic detritus that were evacuated.

The false aneurysm showed communication to the
aortic lumen each 2 cm in diameter. The false
aneurysm was resected, the residual space, pleural
cavity, and vertebral body were sterilized. Polyester
vascular graft prosthesis, 24mm in diameter, and
10cm long was interposed (figure 3). The duration of
aortic cross-clamping was 50 minutes.

Figure 1: An axial computed tomography scan showing a huge cystic posterior mediastinal

mass encompass aorta with false aneurysm, and vertebral erosion.

mobilization of left lower lobe, diaphragm is divided.
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Figure 3: Interposition of aortic qraftb(a), diaphrag

m disinsertion (b)and abdominal organs in the thorax

(peritoneum and intra-peritoneal organs(c), kidney (d)). Note the deep cavity and eroded vertebrae bellow the

aorta (e).

After an uneventful postoperative period of 20 days,
the patient was dismissed from the hospital without
any complaint (spinal injury or kidney failure), he
was advised to continue taking Albendazole
800mg/day for 1 year.

The patient was oriented for spine stabilization
surgery as a second-time surgery, but it's judged
unecessary. Three years later, he is asymptomatic.
Comment

Hydatid cysts are rarely present in the mediastinum,
less than 2.6% of all chest locations [1]; the parasite
localizes in the region after passing the hepatic and
pulmonary filters, probably via an arterial branch of
the thoracic aorta or via lymphatic. It’s affects the
vertebral column in 0.2-1% of all patients of which
thoracic spine is involved in approximately 45% of
cases [2].

The scolices can erode the arterial wall of the aorta
from the adjacent organ, like maybe vertebrae in this
case. Then aortic wall can be partially or totally
integrated into the pericyst this has been proven with
other arteries [3]. In another way primarily arterial
wall involvement may be caused by parasite entering
the vasa vasorum of the relevant artery through a
defect in the intima. [4].

Our patient presented with chest pain, determined by
the higher size of the cyst and the chest wall erosion.
Vertebral destruction was marked with important
dorsal spine deformity. Most of the cysts can be
symptomatic when the cyst ruptures. Some patients
are asymptomatic, the lesion being discovered
fortuitously on chest X-ray.

CT-scan is most commonly used modalities for
diagnosis of mediastinal hydatid cyst, it’s considered
essential and is important for displaying the
morphology, density and limits of these lesions.
Presence of calcification should raise strong
suspicions of mediastinal hydatid cyst [5]. In our
case, CT showed hypodense, septate cystic lesion
around the false aortic aneurysm. These findings
must be considered as very evocative sign of false
aneurysm caused by hydatid cyst in the endemic
countries [3].

The differential diagnosis of posterior mediastinal
cyst is still numerous even after CT scan, and in such
cases can only be made by surgery [6].
Complications of mediastinal hydatid cyst can be
serious (Anaphylactic shock, rupture, fistula,
infection, and compression of vital structures [7].
Communication between cyst and the aortic lumen is
very rare. Intra-aortic rupture can produce
anaphylactic reaction and systemic hydatid
embolism [3] For these reasons, open surgical
intervention is indicated.

The aim of surgical treatment for hydatid cysts of the
mediastinum presenting as an aorta
pseudoaneurysme is to eradicate the parasites, to
prevent intrathoracic rupture, to excise the residual
cavity, and to repair the eventual aortic defect. The
surgical approach is the same for these two different
pathologies [8]. The adjuvant use of bypass may help
extend the critical window that the aortic cross-
clamp may be applied safely in this situation.
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CONCLUSION

Cystic lesions of the posterior mediastinum should
consider hydatidosis diagnosis in endemic areas. HC
can be responsible for false aneuysme of aorta. The
surgical strategy must reduce as possible aortic
cross-clamping duration to prevent spine injuries and
renal failure.
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