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A 25 year old male presented in our triage ward in altered sensorium
for 2 hours.

Patient initially had abdomen pain, with loose stools and vomiting
following which he went outside his house and after sometime his
family members found him in a state of altered sensorium

 

 

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

 

 

                           Patient was referred to GRH.
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H/O abdomen pain- colicky in nature, sudden onset and was
progressive,

H/O vomiting- associated with nausea, not blood stained

H/O loose stools- 1 episode, watery, not blood stained

H/O altered sensorium lasted for about 2 hours  which was
accompanied by uprolling of eyeballs

H/O swelling of lips and tongue with generalized swelling of arms
and legs

No H/O  suggestive of any bite or sea food intake

No H/O drug intake/ fever/ bleeding manifestation

No H/O headache/ photophobia/ blurring of vision

 



•

•

•

•

•

•

No H/O difficulty in opening eyelids/ double vision

No H/O difficulty in swallowing/ lifting head from bed

No H/O suggestive of focal neurological deficit

No H/O abdomen distension

No H/O cough/ chest pain/ breathlessness/ palpitation

No H/O reduced urine output/ joint pain
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Past history:

Not a known alcoholic/ smoker

No H/O steroid or NSAID abuse

Not a known COPD/ bronchial asthma/ SHT/ DM

 

PERSONAL HISTORY:

Pt is a mason by occupation

No H/O cattle rearing

Had a pet Dog 4 years back
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GENERAL EXAMINATION:

Drowsy

Responds to oral commands

Facial puffiness+

Lips and tongue swollen

Mild pallor

Not icteric

No cyanosis/ clubbing/ generalized lymphadenopathy

No evidence of any bite mark

VITALS:

BP: 60/? mmhg

PR: feeble

RR: 22/ min
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SYSTEMIC EXAMINATION:

CVS- S1,S2 Present
          jvp not elevated
           no murmur

RS- B/L air entry present
        no added sound

P/A- soft
         no free fluid
         no organomegaly

CNS- drowsy
          responds to oral commands
          B/L plantar flexor
          no ptosis
          EOM full
          no neck muscle weakness
          no signs of meningeal irritaion
          no focal neurological deficit
          b/l pupil 3mm ERTL
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ABDOMINAL PAIN

VOMITING

LOOSE STOOLS

HYPOTENSION

ANGIOEDEMA

INITIAL DIAGNOSIS:

                                   ANAPHYLAXIS/ ? INSECT BITE/ ? FOOD
ALLERGY



INVESTIGATIONS
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Hb-13.7g/dl

RBC-4.89 million/cumm

Tc-13700 cells/cumm

Dc-N-52/L-23/M-5/E-20

PCV-43%

Platelet-3.6 lakhs

ESR-12mm/hr

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



INVESTIGATIONS
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RBS- 178mg/dl

UREA- 16mg/dl

CREATININE-1.1mg/dl

Na-136meq/l

K-3.8meq/l

BILIRUBIN TOTAL- 0.4mg/dl

SGOT-44U/L

SGPT-52U/L



TREATMENT GIVEN
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IV Fluids

Inj adrenaline 0.5 mg IM stat

Inj Dopamine 250 microgm/min infusion

Inj Hydrocortisone 100 mg IV stat

 

 

Patient was weaned off from inotropic support after 4 hours
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USG ABDOMEN AND PELVIS-

Liver- 14cm, normal echos

e/o 3.5x2.7 cm well defined cystic mass in left lobe

e/o 5.5x4 cm, cystic lesion with floating membrane in
segment 7

Rest – normal

Suggestive of HYDATID CYST-LIVER
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ECHO- EF 70%

             no regional wall motion abnormality at rest

              normal study

ABSOLUTE EOSINOPHIL COUNT- 2,800 CELLS

VCTC- NON REACTIVE

ECHINOCOCCUS SPECIFIC IgG- 200 U/ml (NORMAL <8 U/ml)

SERUM IgE- 442 KUA/L (NORMAL <64 KUA/L)
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CT ADBOMEN AND PELVIS-

e/o multiple cystic lesion with daughter cyst in both lobes of liver.

Cyst wall calcification noted

 

CECT BRAIN-

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

DD- infarct is less likely, tumor/ hydatid cyst to be ruled out

 

CT CHEST-

Lung parenchyma and mediastinum are normal
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MRI BRAIN –

ill defined T1, T2 and FLAIR hyperintensity seen in right
frontal lobe cortex in laminar pattern.

No evidence of parenchymal cystic lesion

P/O cortical laminar necrosis
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Patient is under treatment with T.ALBENDAZOLE 400mg BD

 

Patient underwent partial pericystectomy procedure by Dept of
SURGICAL GASTEROENTEROLOGY

INTRA OPERATIVE FINDINGS:

5x3 cm cyst in 4th  segment

2x2 cm cyst found in 6th and 7th  segment

3x2 cm cyst in 5th and 8th segment

Partial pericystectomy was done and the contents were evacuated.

 

POST OPERATIVE PERIOD WAS UNEVENTFUL.

 

 





• HISTOPATHOLOGY:

 suggestive of hydatid cyst.
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FOLLOW UP:

Patient is recovering well in post operative ward.






