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Abstract

Hydatid disease is a common parasitic infection caused by Echinococcus granulosus. Isolated splenic
involvement is an uncommon condition even in endemic regions. The treatment of a splenic hydatid cyst
is mainly surgical. Complications can occur during surgery such as anaphylactic shock. We report here
the case of a patient who was admitted in our hospital for splenic hydatid cyst. She was 31 years old. She
was admitted for a dull pain in the left hypochondrium. An abdominal examination objectified a patient
with normal vital signs, she had a slight tenderness in the left hypochondria and epigastric regions. No
hepatomegaly was found. Abdominal computed tomography revealed an isolated splenic cystic lesion
measuring about 8, 2 cm in diameters and containing floating membranes. The patient was operated and a
left subcostal incision. The Surgical exploration revealed a hydatid cyst occupying the middle region of
splenic parenchyma, only a thin layer of splenic tissue was present in superior and inferior surface. At the
end of the surgery the patient presented tachycardia, hypotension and extensive skin erythema.
Conclusion: hemodynamic instability, should suggest the diagnosis of anaphylaxis in order to begin
specific management, all preventive measures can be justified given of severity of anaphylaxis.
Keywords: Anaphylactic shock, Hydatid cyst, Prevention, Surgery

Oz

Hidatik hastahk Echinococcus granulosus'un neden oldugu yaygin bir parazit enfeksiyonudur. izole
splenik tutulum endemik bolgelerde bile nadir bir durumdur. Dalak kist hidatiklerinin tedavisi ¢cogunlukla
cerrahi yontemdir. Anafilaktik sok gibi cerrahi sirasinda komplikasyonlar goriilebilir. Burada, splenik kist
hidatik i¢in hastanemize yatirilan bir olgu sunulmustur. Hasta 31 yasindaydi. Sol hipokondride miitevazi
bir agr1 nedeniyle bagvurdu. Karin muayenesinde sol hipokondri ve epigastrik bolgelerde hafif hassasiyet
vardi. Hepatomegali bulunamadi. Abdominal bilgisayarli tomografide, ¢aplar1 8 cm, ¢aplar1 2 cm olan ve
yiizer membranlar iceren, izole splenik kistik lezyon izlendi. Hasta ameliyat edildi ve sol subkostal kesi
yapildi. Cerrahi incelemede, splenik parankima orta bolgesini isgal eden hidatik bir kist ortaya ¢ikmus, iist
ve alt ylizeyde sadece ince bir tabaka splenik doku mevcuttu. Ameliyatin sonunda hasta tasikardi,
hipotansiyon ve yaygin cilt eritemi olustu. Sonugta hemodinamik istikrarsizlik, spesifik tedaviye
baslanabilmesi icin anafilaksi teshisi konmalidir, anafilaksi siddeti nedeniyle tiim Onleyici tedbirler
alinmalidir.

Anahtar kelimeler: Anafilaktik sok, Kist hidatik, Onleme, Cerrahi

Introduction

Hydatid disease (HD), which is caused by Echinococcus granulosus, is a common
parasitic infection that often occurs in endemic regions such as the Middle East, Mediterranean,
and South America. Although it mainly involves the liver, it has been reported in nearly all
parts of the body [1]. Isolated splenic involvement is an uncommon condition even in endemic
regions [2]. The incidence of hydatid splenic cysts varies from one series to another. It ranges
from 0.5-4% of all cases of HD [1-2]. Splenic hydatid cysts are generally asymptomatic. The
symptoms of splenic hydatidosis are usually mild and are generally caused by the pressure on
adjacent organs such as the colon, the diaphragm. The patients usually complain of mild
discomfort or pain in the left hypochondrium. The diagnosis is established generally during
radiological investigation for other reasons. The hydatid fluid is antigenic and highly toxic and
can cause a potentially fatal anaphylaxis reaction.
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We herein describe an acute anaphylactic shock during
Spleen-preserving surgery of an isolated splenic hydatid cyst in a
31 year old female patient.

Case presentation

A 31 year old female farmer presented with a dull pain
in the left hypochondrium which did not shift or radiate. The
patient complained of malaise with nausea, vomiting, weight loss
and intermittent fever within the last 9 months. She had no
history of jaundice, cough or respiratory distress, abdominal
trauma, weight loss and her past medical history was
unremarkable notably no allergic incidents. Physical examination
found a patient with normal vital signs; she had a slight
tenderness in the left hypochondria and epigastric regions. No
hepatomegaly was found. Abdominal computed tomography
(CT) revealed an isolated splenic cystic lesion measuring about
8, 2 cm in diameters and containing floating membranes. There
were no cysts in other abdominal viscera (Figure 1). A chest CT
scan did not show any cystic lesions.

Figure 1: image showing the hydatid cyst. A: axial section and B: coronal section

Surgery was performed via a left subcostal incision. The
Surgical exploration revealed a hydatid cyst occupying the
middle region of splenic parenchyma, only a thin layer of splenic
tissue was present in superior and inferior surface. There were a
lot of adhesions between the spleen and the omentum and these
adhesions were liberated with difficulty. After protection of the
surgical field by compresses imbibed with oxygenated water and
then resection of the protruding dome (Figure 2), a clear liquid
containing hydatid membranes were aspirated and evacuated.
The residual cavity was sterilized with oxygenated water and
then drained.

Figure 2: image after de-roofing of the hydatid  Figure 3: Cutaneous signs in the upper limb
cyst

At the end of the surgery the patient presented
tachycardia, hypotension and extensive skin erythema (Figure 3).
The surgeon was alerted. He performed a rapid wash and
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drainage of the left hypochondrium. The patient was placed
under noradrenaline with bolus of Methylprednisolone. She was
extubated a few hours after stabilization of her vital signs.

Discussion

Splenic hydatid cyst (SHC) represents 0.5-4% of all
cases of abdominal Hydatid disease across all ages and in both
sexes [1,3-8]. SHC usually coexist with liver hydatid cysts
(secondary); however, in some cases, the spleen is the primary
location [4,9]. Splenic infection usually occurs through an
arterial route after the parasite manages to pass through two other
filters: hepatic and pulmonary [3,6,10]. SHC may also develop
by retrograde spread from the liver into the spleen via the hepatic
portal and splenic veins in patients with portal hypertension. The
spleen may also be affected by rupture of a hydatid cyst into the
peritoneal cavity [4,10].

The clinical signs and symptoms of SHC depend on
location, size, and relation to adjacent organs. The most common
clinical signs and symptoms are splenomegaly, abdominal lump,
dull ache, dyspepsia, constipation due to pressure on the colon,
and dyspnea due to pushing up of the left diaphragm. Some
patients may present with complications, such as infection of the
cyst; rupture of the cyst into the peritoneal or pleural cavity;
fistula formation into hollow organs, like the colon or stomach;
rupture of SHC into the bronchial tree; splenothoracic fistula;
sympathetic pleural effusion; calcification; hypersplenism; or
signs of anaphylactic shock [4,10,11].

The diagnosis of SHC is based on medical history and
geographical background of the patient, a physical examination,
radiological imaging, serology, fine needle aspiration cytology
(FNAB), and histopathological examinations of resected cysts.
Serological tests are used for diagnosis, screening, and follow-up
for recurrence. The differential diagnoses of SHC include non-
parasitic cysts and tumors of the diaphragm, stomach, colon, left
kidney, or pancreas. Non-parasitic cysts can be divided into
primary (true cysts) and secondary (pseudo-cysts).

Surgery remains the main treatment for SHC [3]. The
main goals of surgery are to prevent complications; eliminate
local disease; and minimize morbidity, mortality, and recurrence
rates and intraoperative complication such as hemorrhage or
anaphylactic shock.

It remains controversial whether a total splenectomy is
more beneficial than a spleen-preserving approach in patients
with SHC. A splenectomy is advocated by the majority of
surgeons, as it provides minimal risk for recurrence. However,
splenectomy is associated with sepsis-related deaths in 1.9% of
adults and 4% of children. Thus, conservative surgical
procedures have been increasingly proposed, including partial
splenectomy, enucleation, deroofing with omentoplasty, internal
drainage with cystojejunal anastomosis, or external drainage
[3,11]. An alternative to surgery is percutaneous drainage and
administration of a sclerosing agent, such as 96% alcohol and
1% polidocanol under ultrasonography guidance [3, 8]. One of
the problems likely to be encountered with this method is
intraperitoneal spillage of the cystic contents during the
procedure responsible for another recurrence of the disease.
Moreover, the rates of anaphylactic reactions occurring during
percutaneous treatment are similar to that of open surgery [8].
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The intraoperative complications may be hemorrhage or
anaphylactic shock as described in our case; Secondary to a
passage of the hydatid fluid into the peritoneum or into the
blood.

Anaphylactic shock occurring spontaneously [12] or
caused by cystic ruptures have been described [13,14].Various
intraoperative factors can cause hydatid fluid contamination
which may trigger anaphylactic reactions. The symptoms vary
from mild urticaria to anaphylactic shock [15]. The incidence of
intraoperative anaphylaxis varies [16]. The mechanism of these
reactions is complex. In some cases, it is typically a type |
hypersensitivity reaction associated with immunoglobulin E in
response to high plasma concentration of antigens Echinococcus
[17]. Anaphylactic or anaphylactoid reactions may also be
secondary to complement activation with liberation of
anaphylatoxins [18]. The symptomatology is variable depending
on the severity. During anesthesia cardiovascular signs, such
hypotension, tachycardia, and arrhythmia predominate.
Cutaneous symptoms, such as rash, flushing, and urticaria, are
common in the neck, face, and especially on the anterior chest
but these signs are often hidden by the surgical draping.
Occurrence of bronchospasm is less frequent and less sensitive,
especially after general anesthesia. In incomplete presentations
(only one symptom may be present: hypotension, bronchospasm,
etc) diagnosis of anaphylactic shock occurs after elimination of
other causes: acute myocardial infarction, carcinoid syndrome,
and hypovolemic shock.

Prevention of anaphylaxis of hydatid cyst is surgical; In
order to avoid over distension of the cyst a scolicidal agent is
slowly injected. The cyst is gently manipulated. Other techniques
have been described [19,20]. Laparoscopy appears to be effective
and safe in the treatment of hydatid cyst, in the analysis of 5943
percutaneous treatment procedures on hepatic and non-hepatic
echinococcal cysts, the risk of anaphylactic reactions was low,
with 0.03% of lethal anaphylaxis and 1.7% of reversible allergic
reactions [21]. Medical prevention including histamine H1, H2
receptor blockers, and corticosteroids remains controversial. In a
prospective study, the preoperative administration of H1 and H2
receptor blockers has mitigated hemodynamic responses
secondary to spillage of hydatid cyst [22].

Hydatid cyst surgery is often simple. The occurrence of
hemodynamic instability, apart from the bleeding and
hypovolemia, should suggest the diagnosis of anaphylaxis in
order to begin specific management. All preventive medical and
surgical measures can be justified given of severity of
anaphylaxis; a retrospective study is desirable to clarify the
subject, the incidence of this type of complication and the
appropriate measures to avoid it.
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