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A 25 year old male presented in oour triage ward in altered sensoriom
for 2 hoors.

Patient initially had abdomen pain, with (oose stools and vomiting
following which he went ovutside his house and after sometime his
family members found him in a,state of altered sensoriom

He was taken to near by GH where his BP and POLSE were not
recordable and he had swelling of lips and tongoe.

Patient was referred to GRH.



" H/0 abdomen pain- colicky in natore, suodden onset and was
progressive,

"H/0 vomiting- associated with navusea, not blood stained
"H/0 loose stools- | episode, watery, not blood stained

" H/0 altered sensoriom lasted for about 2 hours which was
accompanied by oprolling of eyeballs

" H/0 swelling of lips and tongue with generalized swelling of arms
and (egs

"No H/0 suggestive of any bite or sea food intake
"No H/0 drog intake/ fever/ bleeding manifestation
"No H/0 headache/ photophobia/ blorring of vision



"No H/0 difficolty in opening eyelids/ doouble vision
"No H/0 difficolty in swallowing/ lifting head from bed
" No H/0 souggestive of focal neurological deficit

"No H/0 abdomen distension

"No H/0 coough/ chest pain/ breathlessness/ palpitation
"No H/0 redoced orine outpot/ joint pain



"Past history:

"Not a Rnown alcoholic/ smoker

"No H/0 steroid or NSAID abouse

"Not a Rnown COPD/ bronchial asthma/ SHT/ D)

"PERSONAL HISTORY:

"Pt is a mason by occoupation
"No H/0 cattle rearing
"Had a pet Dog ¢ years back



"GENERAL EXAMINATION:
"Drowsy

"Responds to oral commands
"Facial poffiness+

"Lips and tongoue swollen
"Mild pallor

"Not icteric

"No cyanosis/ clobbing/ generalized ([ymphadenopathy
"No evidence of any bite mark
"UITALS:

"BP: 60/? mmhg

"PR: feeble

"RR: 22/ min



"SYSTEMIC EXAMINATION:
*CUS- SI,S2 Present

jup not elevated

no Mormor

"RS- B/L air entry present

no added soond

"P/A- soft

no free floid

no organomegaly

"CNS- drowsy

’ responds to oral commands
B/L plantar flexor

no ptosis

€0M foll

no neck moscle weakness

no signs of meningeal irritaion

no focal neurological deficit
b/( popil 3mm €RTL



"ABDOMINAL PAIN
"UOMITING

" LOOSE STOOLS
"HYPOTENSION
"ANGIOEDEMA

" INITIAL DIAGNOSIS:

ANAPHYLAXIS/ ? INSECT BITE/ ? £FO0OD
ALLERGY



INUESTIGATIONS

"Hb-13.7g/dl

"RBC-4.89 million/comm

" Tc-13700 cells/comm
"Dc-N-52/-23/MM-5/€-20
"PCU-43%

" Platelet-3.6 (akhs
"ESR-12mm/hr

"€CG- 100/min, normal axis, sinus rhythm, PR-120msec, ORS-80msec,
QT-320msec, no ST-T segment changes




INUESTIGATIONS

" RBS- 178mg/dl

"OREA- [6mg/dl
"CREATININE-I.Img/dl
"Na-136meqg/l

" K-3.8meq/l

"BILIROBIN TOTAL- 0.Umg/dl
" SGOT-440/L

" SGPT-520/L




TREATMENT GIVEN

" IV fFloids
" Inj adrenaline 0.5 mg I(Y) stat
" Inj Dopamine 250 microgm/min infousion

" Inj Hydrocortisone 100 mg IU stat

" Patient was weaned off from inotropic support after 4 hoors



" 0OSG ABDOMEN AND PELVIS-
" Liver- l4cm, normal echos
"e/0 3.5x2.7 cm well defined cystic mass in left (obe

“e/o 5.5xU cm, cystic lesion with floating membrane in
segment 7

" Rest - normal
" Suggestive of HYDATID CYST-LIVER



" €CHO- €f 70%

no regional wall motion abnormality at rest

normal stody

"ABSOLOTE €EOSINOPHIL COONT- 2,800 CELLS

"UCTC- NON REACTIVE

" €ECHINOCOCCOS SPECIFIC IgG- 200 O/ml (NORMAL <8 O/ml)
" SEROM Ige- 4d2 KOA/L (NORMAL <6U KOA/L)



"CT ADBOMEN AND PeLVIS-
“e/o moltiple cystic lesion with davghter cyst in both (obes of (liver.

" Cyst wall calcification noted

" CECT BRAIN-

" Ill defined hypodensity lesion noted in right basofrontal region in
subcortical region

" DD- infarct is less likRely, tomor/ hydatid cyst to be roled oout

"CT CHEST-

" Long parenchyma and mediastinom are normal
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" (MRI BRAIN -

" ill defined Tl, T2 and FLAIR hyperintensity seen in right
frontal (obe cortex in laminar pattern.

" No evidence of parenchymal cystic (esion

" P/0 cortical laminar necrosis
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" Patient is onder treatment with T.ALBENDAZ0LE 400mg BD

" Patient onderwent partial pericystectomy procedore by Dept of
SORGICAL GASTEROENTEROLOGY

" INTRA OPERATIVE FINDINGS:

"Sx3 cm cyst in 4» segment

" 2x2 cm cyst foond in 6+ and 7+ segment
"3x2 cm cyst in 5+ and 8- segment

" Partial pericystectomy was done and the contents were evacouated.

" POST OPERATIUVE PERIOD WAS ONEVENTFOL.






" HISTOPATHOLOGY:
suggestive of hydatid cyst.



" FOLLOW OP:

" Patient is recovering well in post operative ward.
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Anaphylacae Shock Due to Unruptured | epane |ydand eyst
Complicated by Multiple Intahospital Infections

Cohlu Hastame Tei Enfeksivon Tle Komplike Rigpiire Ohnamn Kareiger Hiduiik Kisi
Nedenvle Anafilakrik Sok

DISCUSSION

An anaphylactic reaction is a known complicaton of oystic

f'ly'lil-‘ill'd dizease, which usua ,' occurs atisr trsuma ar during

Ju-—- to the sUmulation ol the
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3y Wibic, Velimir Keatic! Narasa Miladinvic-Tasicz,  of histamine () Nontraumaric mic -roscopic cyst leakage inta the

; circulation is 2n uncemmaen cause of anaonylaxis, which is rarsly

reperted in literature (3). Abdominal ultrazonograpny revealed

izl S, =manlly ol Msizirem Uniwssily ool Hig Fie, Sl an intact cyst, with no changes in size, as well 25 tree abdominal

Instriute hor | Yalic | leah, vof Nig, Mis, sorba fluicl, which ‘ndicated the microzcopic leakzge o the opst con-
i e i "‘"""_'" § =, Pl . tents. In aur patient, the cystic walls ware intact: sa, high intra-
Fhoamdinies sl Ui cystic pressure must have been the cause of lzak "4-'1|: of cystic

fluic into the circulation. Ik oravious :.udm:. rare

af echinoroccogiz have been reporled Lo be sppendicilis and

ileus (7, B). Howevar, these sludies dezeribe visible intraperitonea-
s on the appendix, which was not the casa in the reporten
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Anaphvlactic Shock Cansed by Nonruptured Hvdarid

Cvst of the Liver

Beliamm Suanet = Seved Moslar lashoeo -

Mlobsen Mulonouwdich

In the presence of any rupture or leakage., an allergic
reaction 15 evoked because of the spillage of the al
lergic contents of the cyst into the surrounding tissues,”'’
The response can be from a muld hypersensitivity reac-
tion to a fatal anaphylactic shock. In this patient, the
cystic walls were ntact. and we believe that high
intracystic pressure must have been the cause of leakage
ot c¢cystic fluud 1nto the circulation. After reviewing
literatures, we could hardly find few reports of anaphy-
lactic reaction/shock to hydatid cyst with no apparent
Macroscopic rupture.’” Although this conditton 15 not
common, it should be considered as one of the differentials
m every patient with hydatd disease who develops shock
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state with no other obvious causes.



