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Role of transoesophageal 
echocardiography in 
peri‑operative management of 
cardiac hydatid cyst

Sir,

A 22‑year‑old man presented with atypical chest pain 
for the past 3 months along with the history of familial 
disorder of myoclonic jerks and was on anti‑epileptic 
medication. On examination, vital signs were normal 
with occasional myoclonic jerks involving the upper 
limbs and face. Pre‑operative routine investigations 
revealed no significant abnormality. However, 
computerised tomography  (CT) chest showed 
well‑defined necrotic lesion within the pericardium 
compressing the right ventricular outflow tract (RVOT) 
without pulmonary involvement. The transthoracic 
echocardiography  (TTE) also showed heterogeneous 
mass with multiple hypo‑echoic spaces occupying RV 
apex extending into the RVOT producing a dynamic 
obstruction.

After induction with titrated doses of fentanyl and 
rocuronium with large peripheral intravenous line 
and radial arterial line in  situ, internal jugular vein 
was cannulated with quad‑lumen central venous 
catheter. The monitors used were electrocardiogram, 
pulse oximetry, end‑tidal CO2, arterial blood pressure, 
nasopharyngeal temperature and central venous 
pressure. There were no significant haemodynamic 
disturbances during induction of anaesthesia. 
The transoesophageal echocardiography  (TOE) 
probe  (Philips Cx50) was placed after ruling out 
oesophageal disorders. Intraoperatively TOE showed 
a 3 cm × 3.5 cm multi‑loculated hydatid cyst attached 
to the RVOT myocardium just below the pulmonary 
valve with dynamic obstruction  [Figure  1a and b]. 
Both TTE and CT scans were inconclusive regarding 
the extension of the cyst into the myocardial 
cavity. However, TOE clearly demonstrated the 
intrapericardial nature of the cyst without invasion and 
extension into the myocardial cavity. We were able to 
appreciate the thinned out RV myocardium with clear 
demarcation between the cyst and myocardium. These 
findings guided the surgeons to remove the cyst from 
the external surface of RV without entering into its 
cavity and avoiding cardiopulmonary bypass. Inside 

the main cyst, multiple daughter cysts were seen. After 
careful removal of the daughter cyst, the cavity was left 
open with an intact posterior wall. During the removal 
of cyst, patient had an episode of severe hypotension, 
probably due to anaphylaxis caused either by the 
cyst antigen or by the cetrimide solution used in the 
pericardial and cyst cavity to prevent local invasion 
of parasite, but it was managed with an intravenous 
adrenaline bolus  (10 μg). The patient was shifted to 
the Intensive Care Unit in a stable condition at the 
end of the procedure, and the post‑operative recovery 
was uneventful. Histopathology also confirmed the 
diagnosis, and the patient was discharged and advised 
regular follow‑up.

Hydatid cyst involvement in the heart is rare with 
an incidence of 0.5–2%[1,2]. In the heart, it mainly 
involves left ventricle  (LV)  (60%), followed by 
RV  (10%) and the pericardium  (7%).[3,4] Patients are 
usually asymptomatic up to 5 years until the cyst fully 
grows, after which they may present with chest pain, 
breathlessness, cough, haemoptysis anaphylactic 
shock, arrhythmias, valvular disorders, pericarditis, 
acute myocardial infarction and pulmonary 
embolism.[5] Extension of the cyst into LV or RV cardiac 
cavity can cause systemic or pulmonary embolisation 
that leads to sudden collapse.[6] Diagnosis is usually 
established by echocardiography, CT chest and cardiac 
magnetic resonance imaging along with the positive 
serological markers. In our case, serological markers 
were negative probably due to the well‑encapsulated 
cyst that was not invading the myocardium. The 
TTE and CT chest showed the cyst size, extension, 
location and pulmonary involvement but failed to 
give a clear picture on the intracardiac invasion. On 
the other hand, the TOE provided a clear picture of the 
intrapericardial location of the cyst without invading 
the myocardium of the heart along with dynamic 
obstruction to RVOT  (varying level of obstruction 
during systole and diastole).

Figure 1: (a and b) Transoesophageal echocardiography–mid 
oesophageal RV outflow tract view before and after removal of cyst. 
RV: Right ventricle, PV: Pulmonary valve, PA: Pulmonary artery
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Anaesthesiologist has to be aware and be ready to 
manage the hypotension which can be either due 
to anaphylaxis by the cyst antigen or mechanical 
obstruction caused by the cyst that can be managed by 
retracting the mass intra‑operatively by the surgeon. 
All types of arrhythmias need to be anticipated and 
managed during the procedure. Our most important 
anaesthetic goal was to maintain sinus rhythm, 
adequate cardiac output and perfusion pressure 
during the entire perioperative period. We also had an 
episode of refractory hypotension probably due to cyst 
antigen or cetrimide exposure, which was managed 
well with adrenaline intravenous boluses.

This clearly shows the importance of TOE in 
delineating and demarcating the extension of cardiac 
masses and for checking the adequacy of excision.
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Transversus abdominis plane 
block as sole anaesthetic 
technique for inguinal hernia 
repair in two patients having 
complex medical conditions

Sir,

Transversus abdominis plane  (TAP) block has 
been used as a sole anaesthetic technique for the 
patients with multiple co‑morbidities presenting for 
emergency laparotomy.[1,2] We share our experience of 

using TAP block for the surgical anaesthesia in two 
patients scheduled for inguinal hernioplasty who had 
associated complex medical conditions.

First patient was a 52‑year‑old male, known case 
of congenitally corrected transposition of great 
arteries (CCTGA) associated with severe pulmonary 
stenosis and a pressure gradient of 64 mm Hg, large 
non‑restrictive ventricular septal defect  (VSD) and 
right ventricular  (i.e.,  physiologic left ventricle) 
dysfunction. He was stable on treatment with 
tablet torsemide. Second case was a 54‑year‑old 
male known case of Takayasu’s arteritis  (TA) and 
hypertension on treatment with tablet metoprolol 
and losartan. The patient had the history of 
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