
of the aortic root and valve was extensive. The 
patient refused surgery because of procedural 
risk and despite diagnosis and treatment of 
syphilis, he died.  BJHM
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noted an ostial stenosis at the right coronary 
artery with left-sided arteries unobstructed.

Cardiovascular syphilis should be considered 
as a diagnosis in new onset aortic regurgitation, 
especially when present in combination with 
coronary ostial stenosis. A simple blood test 
can provide a timely diagnosis and early 
treatment with antibiotics and/or aortic valve 
replacement will help prevent accelerated 
aortic regurgitation with irreversible damage 
and subsequent heart failure. Unfortunately 
this patient presented late, when degeneration 

LEARNING POINTS
■■ New cardiac valve pathologies should 

be investigated for an underlying cause 
before changes are considered to be 
age-related. A thorough history is needed 
to guide the clinician in investigation and 
an open mind must be kept to include 
rare causes in the differential diagnosis.

■■ At times, rare pathologies can be easily 
managed. Early diagnosis of such 
pathologies will result in early treatment 
and thus better prognosis.

■■ Cardiovascular syphilis should be 
considered in a case of new aortic 
regurgitation, especially combined with 
coronary ostial stenosis on angiography.

Figure 1. Aortic regurgitation as seen on apical 
5-chamber view on echocardiogram in colour 
Doppler mode.

Figure 2. Continuous wave Doppler with 
pressure half-time of 83 ms – quantifying aortic 
regurgitation as severe.

A
n otherwise healthy 56-year-
old woman presented acutely 
with multiple episodes of loss 
of consciousness, breathlessness, 
cyanosis and tachycardia. She was 

acutely hypoxic, with blood oxygen saturation 
of 84% on 15 litres high flow oxygen. 

On computed tomography pulmonary 
angiography there was no haemodynamically 
significant pulmonary embolism, but a giant, 
simple-appearing liver cyst causing significant 
pressure effect (Figure 1), as confirmed by 
echocardiogram. The patient improved 
clinically following drainage of the cyst.

Symptomatic cysts can cause right upper 
quadrant pain, nausea and vomiting (Kanai 
et al, 1999), portal hypertension and biliary 
stasis (Ishikawa et al, 2002). Pressure over 

Giant liver cyst causing haemodynamic instability
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the inferior vena cava can lead to thrombosis 
with lower limb oedema, and very rarely a 
pulmonary embolism (Buyse et al, 2004).

This rare presentation of a common disease 
can be added to the wide range of common and 
rare presentations of simple liver cysts.  BJHM
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Figure 1. a. Axial, (b) coronal and (c) sagittal contrast-enhanced computed tomography of the 
abdomen and pelvis in the portal venous phase showing a giant simple liver cyst replacing the 
right lobe of the liver and causing pressure effect. Note the ill-defined hypodensities at the left 
lobe of the liver (black arrows, a) as a result of hypoperfusion. Compression of the right lung, right 
side of the heart and inferior vena cava and displacement of the right kidney also seen. 
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