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OZET

Kist hidatik riiptiiri, anafilaktik sok hatta Olime kadar
ilerleyebilen, alerjik reaksiyonlara neden olabilir. Bu makalede,
laparoskopik kist hidatik cerrahisine alinan kardiyak peysli hastada
gelisen direngli anafilaktik sok tablosunun yonetimi sunulmustur.
Laparoskopik cerrahi uygulanan bu olguda, ilk tablonun ani
hipotansiyon ile ortaya ¢ikmast, cilt dokiintiilerinin ve solunumsal
belirtilerin ge¢ goriilmesi ayirici taniy1 zorlastirmistir. AV tam
bloga bagli kardiyak peys varligi, ST segment analizi ve tasi-
bradikardi durumlarini degerlendirmemizi engellemistir. Sonug
olarak, kist hidatik cerrahi sirasinda belirgin makroskopik riiptiir
olmaksizin anafilaksi gelisebilir ve refrakter anafilaktik soka yola
acabilir. Komorbid hastalig1 olan kardiyak hastalarda anafilaktik
sokun taninmasi ve yonetimi gii¢ olabilir. Anafilaktik sokun
erken taninmasi ve tedavisinde erken intramuskiiler adrenalin
uygulanmasi gerektigi unutulmamalidir.

Anahtar Kelimeler: Anafilaksi, Anafilaktik Sok, Kist Hidatik,
Resiisitasyon

ABSTRACT

Hydatid cyst rupture can cause allergic reactions that can progress
to anaphylactic shock or even death. This article presents the
management of resistant anaphylactic shock in a patient with
cardiac pacing who underwent laparoscopic hydatid surgery.
In this case, who underwent laparoscopic surgery, the initial
presentation with sudden hypotension and the late appearance
of skin rashes and respiratory symptoms made the differential
diagnosis difficult. The presence of cardiac pace due to complete
AV block prevented us from evaluating ST segment analysis
and tachy-bradycardia. In conclusion, anaphylaxis may develop
and can cause refractory anaphylactic shock without significant
macroscopic rupture findings during hydatid surgery. Recognition
and management of anaphylactic shock can be difficult in cardiac
patients with comorbid diseases. It should not be forgotten that
early intramuscular adrenaline should be administered in the early
recognition and treatment of anaphylactic shock.

Keywords: Anaphylaxis, Anaphylactic Shock, Hydatid Cyst,
Resuscitation
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GIRIS

Kist hidatik, Echinococcus granulosus etkeninin neden oldugu
paraziter bir hastaliktir. ® Ulkemizin de i¢inde bulundugu Akdeniz
Bolgesi, Giiney Amerika, Yeni Zelanda ve Orta Dogu’da endemik
kabul edilir ve gelismekte olan iilkelerde halen sik goriilen bir
enfeksiyondur.>* Viicutta herhangi bir yerde gelisebilse de,
karaciger %350-70 oran ile insanlarda en sik tutulan organdir
ve ikinci sirada akciger yer almaktadir. Daha az olarak dalak,
bobrekler, kalp, kemik ve santral sinir sistemi tutulmaktadir.®
Hastalik genelde asemptomatik seyretmekle birlikte yerlestigi yere
gore farkli semptomlar verebilir.® Sik komplikasyonlardan biri,
cerrahi esnasinda ya da travma sonrasi kistin riiptiire olmasidir.
Riiptiir, anafilaktik soka, hatta 6lime kadar ilerleyebilen alerjik
reaksiyonlara neden olabilir.¢”

Komorbid hastaligi olanlarda, cerrahi esnasinda anafilaktik sokun
taninmasi ve yonetimi gii¢ olabilir. Bu makalede, laparoskopik
kist hidatik cerrahisine alinan kardiyak peysli hastada gelisen
direngli anafilaktik sok tablosunun yonetimi sunulmustur.

OLGU

Halsizlik ve istahsizlik sikayetleri ile bagvuran 68 yasinda kadin
hastada, karaciger segment 3-4 bileskesinde kist hidatik tespit
edildi. Hipertansiyon ve atriyoventrikiiler (AV) tam bloga bagl
10 y1l 6nce yerlestirilmis kardiyak peys (DDDR- St. Jude Medical)
olan, warfarin Smg 1x1 ve metoprolol 50mg 1x1 kullanan hastaya
laparoskopik karaciger kistektomi planlandi. Preoperatif sistemik
muayenesi dogal, laboratuvar degerleri normal araliklardaydi.
Operasyon Oncesi yapilan transtorasik ekokardiyografide
ejeksiyon fraksiyonu %55, sistolik pulmoner arter basinci
30 mmHg idi. Kardiyoloji Anabilim Dalinca yapilan
konsiiltasyonda warfarin kesilerek DMAH antikoagiilan tedaviye
(enoksoparin 2x0,6 mL) gegilmesi, bipolar koter kullanilmasi
ve bu esnada miknatis ile asenkron modun (VOO/DOO)
etkinlestirilmesi 6nerildi.

Operasyon odasinda rutin monitorizasyon (elektrokardiyogram,
noninvaziv kan basinci takibi, nabiz oksimetresi) sonrasi anestezi
indiiksiyonu i¢in lidokain 1 mg/kg, remifentanil 0,5 pg/kg,
propofol 200 mg ve rokuronium 50 mg uygulandi. Endotrakeal
entiibasyon sonrasit kapnografi, nasofaringeal 1s1 monitorizasyonu
yapild1 ve idrar sondasi takildi. Invaziv kan basinci takibi ve
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arteriyel kan gazi kontroli igin radial arter kaniilasyon yapildi.
Basing kontrollii voliim garantili modda mekanik ventilatore alinan
hastada tidal volim 7mL/kg ve solunum sayis1 12/dakika olarak
ayarlandi. Anesteziidamesiigin %50/%50 O,-hava karisimi i¢inde
%2-3 sevofluran ve 0,1 pg/kg/dk remifentanil inflizyonu baslandi.
Indiiksiyon sonras1 45,5 mg feniramin, 250 mg metilprednizolon
ve 40 mg pantoprazole uygulandi. Pil bagimli olan hastaya,
bipolar koter kullanilmasi esnasinda miknatis yerlestirildi ve kalp
hiz1 100 atim/dk olacak sekilde sabitlendi.

Cerrahinin 55. dakikasinda ani hipotansiyon (en diisiik 44/30
mmHg) ve hipokarbi (EtCO,: 22 mmHg) gelisti. Yapilan ilk
degerlendirmelerde cerrahi ekip heniiz kiste miidahale etmedigini,
sadece %3’lik hipertonik salin enjeksiyonu yaptigini ve cerrahi
alanda sizma olmadigmi bildirdi. Akciger oskiiltasyonunda
akciger sesleri dogal ve ventilasyon monitoriinde havayolu
basinglart normal sinirlardaydi. Kardiyak peys ile ilgili problem
olabilecegi diistiniilerek miknatis kaldirildi ve normal peys ritmine
doniildii. Fakat hipotansiyonun diizelmedigi goriildii ve kardiyak
debinin korunmasi igin miknatis tekrar yerlestirildi. Cerrahi islem
durduruldu, batin i¢i hava bosaltildi ve hasta bas asagi pozisyona
alind1. Hipotansiyonun diizelmemesi tizerine iki kez efedrin 10 mg
puse yapildi. Yaklasik 5 dakika sonra govde ve kollarda dokiintii,
akcigerlerde yaygin wheezing, havayolu basinglarinda yiikseklik
ve desatiirasyon (%84) gelisti. Adrenalin 10 pg intravendz (iv)
puse yapildi fakat yanit alinamayinca aralikli 10 pg, 20 ug ve 50
ug puseler tekrar edildi. Genis damar yolundan hizli ringer laktat
ve serum fizyolojik inflizyonlar1 baslandi (yaklasik 20 dakikada
1500 ml). Bunlara ragmen direngli hipotansiyonun devam etmesi
nedeniyle, ultrasonografi esliginde sag internal juguler ven
kateteri yerlestirilerek 0,5 pg/kg/dk adrenalin inflizyonu baglandi.
Metilprednizolon 100 mg ve feniramine 45,5 mg ek dozlar
yapildi. Yaygin wheezing’in devam etmesi nedeniyle 8 puff
salbutamol ve aminofilin (72 mg yavas puse sonrasinda infiizyon)
verildi. Tim miidahaleler sonrasinda 25 dakikada kan basinci
110/70 mmHg seviyesine ¢ikan hastada laparotomiye gegilerek
kistektomi tamamlandi. Cerrahi boyunca 0,2 mcg/kg/dk hizindan
epinefrin infiizyonu devam edildi ve hasta entiibe sekilde cerrahi
yogun bakima transfer edildi. Takiplerinde adrenalin ihtiyaci
0,1 pg/kg/dk dozundan 6 saat devam etti ve postoperatif 10. saatte
adrenalin dozu tedrici azaltilarak sonlandirildi. Vitalleri stabil
seyreden hasta postoperatif 20. saatte ekstiibe edildi. Takibinde
istenmeyen durum gozlenmeyen hasta genel cerrahi servise
devredildi.

TARTISMA

Intraoperatif ani hipotansiyon kanamaya bagli hipovolemik sok,
akut miyokart enfarktiisii, kardiyojenik sok, anafilaktik sok ve
pulmoner emboli gibi ¢ok farkli patolojilerden kaynaklanabilir.
Ayrica, laparoskopik cerrahilerde pndmoperitonyum safhasinda
vaskiiler kompresyona bagli (azalmis preload) kardiyak debi
diisiisti, ciddi vaskiiler yaralanmalara bagli kanama, vendz gaz
embolisi, tansiyon pndmotoraks veya perikardiyal tamponad
nedeniyle kardivaskiiler kollaps goriilebilir.
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Laparoskopik cerrahi uygulanan bu olguda, ilk tablonun ani
hipotansiyon ile ortaya ¢ikmasi, cilt dokiintiilerinin ve solunumsal
belirtilerin daha geg¢ goriilmesi ayirict taniy1 zorlagtirmistir. AV
tam bloga bagl kardiyak peys varligi, ST segment analizi ve
tasi-bradikardi durumlarini  degerlendirmemizi engellemistir.
Miknatis ile asenkron moda ragmen elektromanyetik etkilesim
ya da fonksiyon bozuklugu ihtimali g6z 6niinde bulundurulmak
zorunda kalinmustir.

Anafilaksi ani hipersensitivite reaksiyonu sonrast deri ve
mukozada degisiklikleri (flushing, iirtiker, anjioddem), hava yolu,
solunum ve dolasim problemleri ile karakterize bir durumdur.
Hafif tablolardan yasami tehdit eden ani kardiyovaskiiler
kollapsa (anafilaktik sok) kadar degisen derecelerde klinige
yol agabilir. Cilt ve mukoza degisiklikleri hastalarin %20’sinde
olmayabilir.® Etkene maruz kaldiktan hemen sonra ortaya ¢ikan
tablolarda ayirict tan1 kolay olmakla birlikte, hastaligin degisik
derecelerde goriilebilmesi, intraoperatif donemde hastanin
anestezi altinda olmasi ve kompleks hastaliklarm varligi, bizim
olgumuzda oldugu gibi, taniy1 geciktirebilir.

Kist hidatige bagli anafilaktik reaksiyon genellikle Kkistin
mikroskobik veya makroskopik riiptiirii ve igerigin peritona
veya kan dolagimina sizmasi sonrasi meydana gelir.®1%!) Kist
hidatikte belirgin makroskopik riiptiir olmaksizin anafilaktik
reaksiyon gelistigine dair yaymlar mevcuttur.®!? Olgumuzda
da muhtemelen igne ile girilip enjeksiyon yapilmasindan sonra
mikroskobik sizintiya bagli ciddi anafilaktik sok gelismistir.

Ameliyat sirasinda anafilaktik sok tedavisi etkenin/ilacin
durdurulmast ve vazopressor [intramuskiiler (im) adrenalin]
tedavisi yani sira kristaloidlerle yogun sivi resiisitasyonundan
olusur. Iv adrenalinin, sadece normal klinik pratiginde vazopressdr
titrasyonu deneyimi olan hekimler (6rn. anestezistler, acil servis
doktorlar, yogun bakim doktorlari) tarafindan kullanilmasi
onerilir. Anti-histaminikler ve steroid rutinde onerilmemektedir.
Steroidler (hidrokortizon 5 mg/kg) refrakter sok, ciddi
bronkospazm durumunda kullanilabilir. Anti-histaminikler cilt
lezyonlarint devami ve kasintiyr hafifletmek amaciyla palyatif
olarak eklenebilir.'® Iv adrenalin dozu belirlenirken hastanin
mevcut hemodinamik durumunun dikkate alinmasi, orta
siddette hipotansiyonda bolus 0,2 ila 1 pg/kg verilirken dolagim
kollapsinda 3-15 pg/kg’a kadar ¢ikilabilecegi bildirilmektedir.('¥
Refrakter anafilaksi i¢in deneyimli uzman ve uygun ortamlarda
iv adrenalin bolus (20-50 mcg) ve 3 bolusu takiben infiizyon
onermektedir. Yine, refrakter anafilakside alternatif vazopressorler
(vazopressin, noradrenalin, metaraminol, fenilefrin) ve beta
bloker alan hastalarda adrenaline istenenden daha az yanit
alinacagl igin glukagon onerilmistir. ILCOR ALS Task Force;
hastalarda konvansiyonel CPR basarisiz oldugunda ve se¢ilmis
hastalarda peri-arrest veya refrakter kardiyak arrest durumunda
ekstrakorporeal KPR kullanimini 6nermektedir.(>-19

Olgumuzda anafilaksi tanisindan sonra, hastanin kardiyovaskiiler
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Oykiisii nedeniyle 10 pg adrenalin (klinigimizde rutin protokol olan
10 pg/mL olacak sekilde sulandirilmis) ile titrasyona baglanmustir.
Yanit alinamamasi {izerine doz artirtlmig ve sonrasinda infiizyona
gecilmistir. Hastadaki refrakter sokun ve adrenaline istenenden
daha az yamitin bir nedeni de beta bloker &ykiisii olabilir.
Bununla birlikte, bu hastalarda kullanilmasi gereken glukagon
hastanemizde olmadigi i¢in uygulanamamustir.

Allerji oykiisii ve/veya maruziyet varliginda (6rn. kontrast
madde) farmakoloji profilaksi uygulanabilmektedir. Daha fazla
antijenin dolagima karigmasi bekleniyorsa antihistaminik ve
kortikosteroid uygulanmasi Onerilir. Anafilaksi semptomlari
36 saate kadar devam edebilir.'® Bu olguda preoperatif
profilaksiye ragmen direngli anafilaksi ve ciddi bronkospazm
tablosunun gelismis olmast nedeniyle antihistaminik ve
kortikosteroid tekrar dozlari yapilmis, salbutamol ve aminofilin
tedavisi eklenmistir. Buna karsin, son donemde akut bronkospazm
tedavisi i¢in iv aminofilinin yan etkilerinden dolay1 6nerilmedigi;
beta-2 agonist, anti-muskarinikler ve sistemik steroidlerin tercih
edildigi unutulmamalidir.!'?

Sonug olarak, kist hidatik cerrahi sirasinda belirgin makroskopik
rliptiir olmaksizin anafilaksi gelisebilir ve refrakter anafilaktik
soka yol acabilir. Komorbid hastaligi olan kardiyak hastalarin
cerrahisi esnasinda anafilaktik sokun taninmasi ve yonetimi giig
olabilir. Anafilaktik sokun erken taninmasi ve tedavisinde erken
im adrenalin uygulanmasi gerektigi unutulmamalidir.
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ABSTRACT

Hydatid cyst rupture can cause allergic reactions that can progress
to anaphylactic shock or even death. This article presents the
management of resistant anaphylactic shock in a patient with
cardiac pacing who underwent laparoscopic hydatid surgery.
In this case, who underwent laparoscopic surgery, the initial
presentation with sudden hypotension and the late appearance
of skin rashes and respiratory symptoms made the differential
diagnosis difficult. The presence of cardiac pace due to complete
AV block prevented us from evaluating ST segment analysis
and tachy-bradycardia. In conclusion, anaphylaxis may develop
and can cause refractory anaphylactic shock without significant
macroscopic rupture findings during hydatid surgery. Recognition
and management of anaphylactic shock can be difficult in cardiac
patients with comorbid diseases. It should not be forgotten that
early intramuscular adrenaline should be administered in the early
recognition and treatment of anaphylactic shock.

Keywords: Anaphylaxis, Anaphylactic Shock, Hydatid Cyst,
Resuscitation

INTRODUCTION

Hydatid cyst is a parasitic disease caused by Echinococcus
granulosus.V It is considered endemic in the Mediterranean
Region, South America, New Zealand, and the Middle East,
including our country, and is still a common infection in
developing countries.®* Although it can develop anywhere, the
liver is the most frequently involved organ in humans with a rate
of 50-70%, and the lung is in second place. The spleen, kidneys,
heart, bone, and central nervous system are less frequently
involved.® Although the disease is generally asymptomatic,
it may present different symptoms depending on where it is
located.® One of the frequent complications is rupture of the
cyst during surgery or after trauma. Rupture can cause allergic
reactions that can progress to anaphylactic shock or even death.?

In patients with comorbid disease, diagnosis and management of
anaphylactic shock during surgery can be difficult. This article
presents the management of resistant anaphylactic shock in a
patient with cardiac pace who underwent laparoscopic hydatid

surgery.
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CASE

Sixty-eight year old female patient, who was presented with
complaints of fatigue and loss of appetite, was diagnosed a
hydatid cyst in liver segment 3-4 junction. Elective laparoscopic
liver cystectomy was planned for the patient with a history of
hypertension who had a pacemaker (DDDR- St. Jude Medical)
placed 10 years ago due to complete atrioventricular (AV)
block, and used warfarin Smg 1x1 and metoprolol 50mg 1x1.
Preoperative systemic examination was normal and laboratory
values were within standard ranges. Preoperative transthoracic
echocardiography revealed a 55% ejection fraction and a systolic
pulmonary artery pressure of 30 mmHg. In the evaluation by the
Department of Cardiology, it was recommended to discontinue
warfarin and switch to LMWH anticoagulant therapy (enoxaparin
2x0.6 mL); use bipolar cautery and activate the asynchronous
mode (VOO/DOO) with a magnet during surgery.

After routine monitoring (electrocardiogram, non-invasive blood
pressure monitoring, pulse oximetry) in the operating room,
lidocaine 1 mg/kg, remifentanil 0.5 pg/kg, propofol 200 mg and
rocuronium 50 mg were administered for anaesthesia induction.
After endotracheal intubation, capnography, and nasopharyngeal
temperature monitoring were performed and a urinary catheter
was inserted. Radial artery cannulation was achieved for invasive
blood pressure monitoring and arterial blood gas control.
The ventilator was adjusted in a pressure-controlled volume-
guaranteed mode (tidal volume was 7 mL/kg and the respiratory
rate was12/minute). Sevoflurane 2-3% in a 50%/50% O, -air
mixture and an infusion of 0.1 pg/kg/min remifentanil were
applied for anaesthesia maintenance. After induction, 45.5 mg
of pheniramine, 250 mg of methylprednisolone, and 40 mg of
pantoprazole were administered. During the use of bipolar cautery,
a magnet was placed on the pace-dependent patient and the heart
rate was fixed at 100 beats/min.

Sudden hypotension (minimum 44/30 mmHg) and hypocarbia
(end tidal carbondioxide 22 mmHg) developed at the 55" minute
of surgery. In the initial evaluations, the surgical team reported that
they had not yet intervened in the cyst, only injected 3% hypertonic
saline and that there was no leakage in the surgical area. On lung
auscultation, lung sounds were normal and airway pressures were
within normal limits on the ventilation monitor. Considering
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that there might be a problem with the cardiac pacemaker, the
magnet was removed and normal pacemaker rhythm was restored.
However, the hypotension did not improve and the magnet was
reinserted to maintain cardiac output. The pneumoperitoneum was
evacuated and the patient was placed in the upside-down position.
Since the hypotension did not improve, ephedrine 10 mg was
administered twice. After about 5 minutes, rash on the chest and
arms, diffuse wheezing in the lungs, high airway pressures, and
desaturation (84%) developed. Adrenaline 10 pg intravenous (iv)
push was applied, and intermittent 10 pg, 20 pg, and 50 pg pushes
were repeated because there was no response.

Rapid infusions of Ringer’s lactate and saline were started
(approximately 1500 mL in 20 minutes) through the wide vascular
access. Due to the resistant hypotension despite these efforts, a
right internal jugular vein catheter was placed under ultrasound
guidance and 0.5ug/kg/min adrenaline infusion was started.
Additional doses of methylprednisolone 100 mg and pheniramine
45.5 mg were administered. Due to continued widespread
wheezing, 8 puffs of salbutamol and aminophylline (72 mg
slow push followed by infusion) were given., Laparotomy was
performed and cystectomy was completed in the patient whose
blood pressure increased to 110/70 mmHg in 25 minutes after
all interventions. Epinephrine infusion was continued at a rate of
0.2 mcg/kg/min throughout the surgery. The patient was transferred
to the surgical intensive care unit as intubated. In the follow-
ups, adrenaline infusion was continued for 6 hours at a dose of
0.1 pg/kg/min, and then it was gradually reduced and stopped
at the 10th hour postoperatively. The patient, whose vitals were
stable, was extubated at the postoperative 20" hour. No undesirable
condition was observed in the follow-up, and the patient was
transferred to the general surgery service.

DISCUSSION

Intraoperative sudden hypotension can be caused by different
pathologies such as hemorrhagic hypovolemic shock, acute
myocardial infarction, cardiogenic shock, anaphylactic shock and
pulmonary embolism. In addition, decreased cardiac output due to
vascular compression (decreased preload), bleeding due to serious
vascular injuries, venous gas embolism, tension pneumothorax or
pericardial tamponade may result in cardiovascular collapse in the
pneumoperitoneum stage in laparoscopic surgeries.

In this case, the patient who underwent laparoscopic surgery, the
initial presentation was accompanied by sudden hypotension.
Delayed appearance of skin rashes and respiratory symptoms
made the differential diagnosis difficult. The presence of cardiac
pacemaker due to a complete AV block prevented to evaluate
ST segment analysis and tachy-bradycardia. The possibility of
electromagnetic interference or dysfunction was considered,
despite the asynchronous mode with the magnet.

Anaphylaxis is a condition characterized by skin and mucosal
changes (flushing, urticaria, angioedema), airway, respiratory, and

Tiirk RESUSITASYON Dergisi
Turkish Journal of RESUSCITATION

CASE REPORT
TJR 2022;1(3):148-153

circulatory problems after a sudden hypersensitivity reaction. It
can lead to varying degrees of clinical manifestations, from mild
symptoms to life-threatening sudden cardiovascular collapse
(anaphylactic shock). Skin and mucous membrane changes
may not be present in 20% of the patients.® Even though the
differential diagnosis is easy in cases that occur immediately after
exposure, different degrees of the disease, the patient’s being under
anaesthesia during the intraoperative period, and the presence of
complex diseases, may delay the diagnosis as in our case

Anaphylactic reaction due to hydatid cyst usually occurs after
microscopic or macroscopic rupture of the cyst, and leakage of
the contents into the peritoneum or blood circulation.®!*!Y There
are reports that an anaphylactic reaction develops in hydatid cyst
without significant macroscopic rupture.®'? In our case, severe
anaphylactic shock developed, possibly due to microscopic
leakage, after needle insertion and injection.

Treatment of anaphylactic shock during surgery consists of
discontinuing the agent/drug and vasopressor [intramuscular
(im) adrenaline] therapy as well as intensive fluid resuscitation
with crystalloids. It is recommended that IV adrenaline should
be used only by physicians with experience in vasopressor
titration in normal clinical practice (e.g. anaesthesiologists,
emergency room physicians, and intensive care physicians). Anti-
histamines and steroids are not routinely recommended. Steroids
(hydrocortisone 5 mg/kg) can be used in cases of refractory
shock, or severe bronchospasm. Anti-histamines can be added
palliatively to alleviate skin lesions and itching.'® Considering
the patient’s current hemodynamic status when determining
the dose of IV adrenaline. A bolus of 0.2 to 1 pg/kg is given in
moderate hypotension, while it is up to 3-15 pg/kg in circulatory
collapse."™ For refractory anaphylaxis, intravenous adrenaline
bolus (20-50 mcg) followed by 3 bolus infusion is recommended in
an experienced specialist and in appropriate settings. Furthermore,
alternative vasopressors (vasopressin, noradrenaline, metaraminol,
phenylephrine) in refractory anaphylaxis, and glucagon have been
suggested because the response to adrenaline is less than desired
in patients receiving beta-blockers. ILCOR ALS Task Force;
recommends the use of extracorporeal CPR in patients who fail
conventional CPR and in selected patients in the setting of peri-
arrest or refractory cardiac arrest.!>19

In our case, after the diagnosis of anaphylaxis, titration was started
with 10pg adrenaline (diluted to 10 pg/mL, which is the routine
protocol in our clinic) due to the patient’s cardiovascular history.
Since there was no response, the dose was increased and then
infusion was initiated. A history of beta-blockers may also be a
reason for the patient’s refractory shock and less than the desired
response to adrenaline. However, glucagon, which should be used
in these patients, could not be applied because it was not available
in our hospital.

In the presence of a history of allergy and/or exposure (e.g. contrast
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agent), pharmacological prophylaxis can be applied. If further
antigens are expected to enter the circulation, the administration
of antihistamines and corticosteroids is recommended. Symptoms
of anaphylaxis may continue for up to 36 hours.'¥ In this
case, repeated doses of antihistamine and corticosteroids were
administered, and salbutamol and aminophylline treatment were
added since resistant anaphylaxis and severe bronchospasm
developed despite preoperative prophylaxis. However, IV
aminophylline is not recommended for the treatment of acute
bronchospasm recently due to its side effects. It should be kept
in mind that beta-2 agonists, antimuscarinic agents, and systemic
steroids are preferred.!!”

In conclusion, anaphylaxis may develop without significant
macroscopic rupture during hydatid cyst surgery and lead to
refractory anaphylactic shock. Recognition and management of
anaphylactic shock can be difficult during the surgery of cardiac
patients with comorbid conditions. It should not be forgotten
that anaphylactic shock should be recognized early, and early
intramuscular adrenaline should be administered in the treatment.
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